


Declaration

Iam Jinical flicer = U.S. Army Medical Command
(MEDCOM) Quality Management Division (QMD). I make the following declaration pursuant to 28
U.S.C. § 1746:

1. The U.S. Army MEDCOM QMD exercises broad oversight responsibility for implementation of the
Army Medical Department (AMEDD) Clinical Quality Management Program (CQMP) as delegated by
The Surgeon General of the Army (TSG). In pertinent part, the QMD provides corporate-level clinical
quality management (CQM) guidance within the AMEDD to include policy on credentialing,
performance-based privileging, outcomes management (OM}, medical staff appointment, and
accreditation processes. QMD administers the corporate AMEDD Patient Safety (PS) and Risk
Management (RM) Programs that include but are not be limited to: risk assessment, risk avoidance,
safety practices, incident monitoring/management, adverse privileging/practice actions, sentinel events
(SEs), and malpractice claims. QMD also implements the administrative procedures refated to reporting
adverse privileging/practice actions to appropriate national, professional, and State licensure,
certification, and registration agencies according to DOD guidance. These responsibilities are found in
Army Regulation 4068, Clinical Quality Management, dated 26 February 2004.

2. You have asked about an assertion made by a witness in an investigation that the State Board of
Nursing says that nurses must be dismissed from their position for sleeping on the job.

3. A State Board of Nursing provides the licensing requirements to practice nursing in a particular state,
Once a nurse is an Army employvee, she or she will practice according to established clinical guidelines
and standard operating procedures at a particular Military Treatment Facility (MTF) and Army policies.
A State Board of Nursing does not dictate the actions of a federal agency regarding corrective or
disciplinary actions. With regard to adverse actions and reporting to a state licensing board, TSG
remains the sole authority for making decisions on whom and what to report, based on the information
and the recommendation of the MTF Commander. If a local MTF takes an adverse practice action
against a non-privileged provider, such as a nurse, it will be done in accordance with Army Regulation
40-68, and all documentation will be forwarded to this Headquarters, Quality Management Division. We
would then review the documentation in accordance with AR 40-68 to determine if further action is
warranted before making a recommendation to TSG.

4. In the cases you cite, no actions were forwarded for our review. A single instance of sleeping on
duty would not warrant an adverse practice action and therefore would not be reported to a State Board
of Nursing. Any decision regarding dismissal is a personne! action, which is outside the purview of
Quality Management.

I declare under penalty of perjury that the foregoing is true and correct. Executed on 4 October 2011,

T £
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SUMMARY of CHANGE

AR 40-68
Clinical Quality Management

This rapid action revigion, dated 22 May 2006--

© Establishes specific responsibilities for credentialing functions by Army
Reserve Clinical Credentialing Affairs, Human Rescurces Command-St.Louls,
and Active Army units (para 1-4h).

o Replaces all content in chapter 2 with new guidance regarding the Executive
Committee of the Medical Staff; medical staff bylaws; military treatment
facility committbees and functions; and departmental/service organization,
structure, and leadership (chap 2).

o Eliminates the reguirement to submit the annual military treatment facility
Quality Management Program Summary Report to the U.S. Army Medical Command
(previously covered in chap 2).

o Identifies the American Nurses Association Standards of Nursing Practice or
other national professional organizations’ standards as the scurce of
practice expectations {(para 3-3b(7)).

© Relocates information regarding confidentiality of guality agsurance
documents from paragraph 2-5 to chapter 3 (para 3-7).

o Regulres veterinarians tomaintain a current, active, valid, and unrestricted
license to practice independently within their defined scope of practice
(para 4-4a(l)).

© Specifiezs the educational preparaticn by an accredited institution for
military and civilian registered nurses and licensed practical nurses and
requires the National Council Licensure Examinabtion- Registered Nurses/
Practical Nurses for the military Army Nurse Corps and 68WMS/M3 {(para 4-6¢) .

© Restates the regulrement for an unrestricted license (all Corps) and explains
the process for limited waiver/exception (paras 4-6g and 4-7).

© Clarifies the licensure requirement for personal services Versus non-
personal services contryact healthcare personnel {para 4-8a).

o Specifies the use of DA Forms 7653 and 7654 for compatency verification of
Army Nurses Corps personnel with skill identifier 8A (Critical Care) and M5
(Emergency Nursing) {(para 5-la(l){b)}.

0 Requires currency of emergency life support training at all times (para 5-
le) .

o Deletes the requirement for the advanced practice registered nurse, other
than the non-personal services advanced practice registered nurse, to poggess
and maintain advanced practice licensure (para 7-4B(2)).



Restates the collaborative interaction reguired between the certified
registered nurse anesthetist and anesthesiclogist or operating surgeon (para
7-4e (4] (a)-{c)).

Authorizes selected prescription writing by occupational therapists (para 7-
13c{2) (a) (6)).

Updates professgional credentials requirements for physician assistants (para
7-16h) .

Clarifies Category I and IT privileges for physical therapists (para 7-17c).

Provides 10 USC 1102 protection to all documents in the provider credential
file and the provider activity file {(paras 8-3b(2} (¢} and B-9a).

Stipulates that the chairperson of the credentials committee will be &
physician and that he/she will vote only in event of a tie (paras 8-5b and 8-
5c(5). '

~Indicates that the responsibility for credentials verification for
contracted pergonnel will be specified in the contraet {para 8-8d).

Allows use of the American Board of Medical Specialties Web site to verify
board certification (para 8-7d).

Exempts providers cutside the continental United States from the reguirement
cf a current Drug Enforcement Agency certificate {para 8-7k%).

Directs that qualified healthcare providers cbtain a National Provider
Identifier (para 8-7r}.

Provides detailed information related tc telemedicine procedures (para 8-
zel?) ta)) . '

Directs the military treatment facility credentials office to maintain the
provider credential file for any assigned provider not currently involved in
clinical practice {para 9-6b).

Provides new instruction for U.§. Army Reserve/Army National Guard deployment
privileging (para 5-8c{4){(d)).

Clarifies that peer review for an adverse privileging/practice action be
performed by a panel (para 10-6e(2) (c)).

Reguires that a physician chair the adverse actiong hearing beard (para 10-
8a) and that he/she will vote only in the event of a tie (para 10-8g).

Eliminates the reguirement for verbatim transcript of the adverse actions
hearing board (para 10-8e{2)}.

States that the voluntary medification of privileges/practice as a regult of
a medical or kehavioral condition is not an adverse privileging/practice
action (para 1l-4c}.



Revises the risk management content entirety and omits reference to the now
dishbanded Consultation Case Review Branch {paras 13-1 through 13-5}.

Specifies that any death/disability of a military member as a result of
medical care will be treated as a potentially compensable event {para 13-5b).

Revises the layout and contents of the competency assessment file (app C).

Make additional rapld action revision changes (chaps 6, 7, 8, 9, 10, 11,
13,14, and appe E, F, G, H, I, I).
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History, This publication is a rapid action
revision {RAR). This RAR is effective 29
June 2009. The portions affected by this
RAR are listed in the summary of change.

Summary. This consolidated regulation
prescribes policies, procedures, and re-
sponsibilities for the administration of the
Clinical Quality Management Program. It
includes DOD and statutory policies ad-
dressing medical services quality manage-
ment requirements. In addition, it
impiements DOD 6025.13-R, DODD
6000.14, and other DOD guidance,

Agpplicability. This regulation applies ©
the Active Army, the Army National
Guard of the United States, including pe-
riods when operating in an Army National
Guard capacity, and U.S. Ammy Reserve.
This document applies in both the table of
distribution and allowances and table of

organization and equipment environments.
It applies to all personne! (Active Army,
Army National Guard of the United
States, the U.S. Army Reserve, civilian
emmployees, contract personnel, and for-
elgn national local hires) who work within
medical department activities, medical
centers, dentzl activities, and organiza-
tions for which the Army Medical Depart-
ment is the responsible official. This
publicaticn is applicable during
mobilization.

Proponent and exception authorify.
The proponent of this reguiation is The
Surgeon General. The proponent has the
authority fo approve exceplions or waivers
to this regulation that are consistent with
coniroliing law and regulations. The pro-
ponent may delegate this approval author-
ity, in writing, to a division chief within
the proponent agency or a direct reporting
unit or field operating agency, in the
grade of colonel or the civilian equivalent.
Activities may request a waiver fo this
regulation by providing justification that
inclades a full analysis of the expected
benefits and must include formal review
by the activity’s senior iegal officer, All
waiver reguests will be endorsed by the
commander or sendor leader of the requ-
esting activity and forwarded through
their higher headguarters to the policy
proponent. Refer to AR 25-30 for specific
guidance,

Army management control process.

This regulation contains management con-
trol provisions and identifies key manage-
ment controls that must be evaluated. (See
appendix 1.)

Supplementation. Supplementation of
this regulation and establishment of com-
mand and local forms are prohibited with-
out prior appreval from The Surgeon
General (DASG-HSZ), 5109 Leesburg
Pike, Falls Church, VA 220413258,

Suggested improvements. Users are
invited to send comments and sugpested
improvements on DA Form 2028 (Recom-
mended Changes to Publications and
Biank Forms) directly fo Office of The
Surgeon General (DASG-HSZ), 5109
Leesburg Pike, Falis Church, VA
22041-3238.

Distribution. This publication is availa-
ble in electrondc media only and is in-
tended for command levels B, C, D, and
E for the Active Army; C, D, and E for
the Army Nationat Guard of the United
States; and B, C, D, and E for the U, S,
Army Reserve, ’
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Chapter 1
Introduction

1-%. Purpose

This régulation establishes policies, procedures, and responsibilities for the administration of the Army Medical
Department (AMEDD) Clinical Quality Management Program (CQMP),

1-2. References
Required and related publications and prescribed and referenced forms are listed in appendix A.

1-3. Explanation of abbreviations and terms
Abbreviations and special terms used in this regulation are explained in the glossary.

1-4. Responsibilities

a. The Surgeon General The Surgeon General (TSG), as the senior medical officer in the Department of Army
(DA), isiwill-

(1} Responsible for the quality of health care delivered to all categories of beneficiaries.

(2} Establish CQMP policy to implement Department of Defense (DOD) 6025.13-R. other applicable DODD/
Department of Defense Instructions (DODIs), and current accrediting/regulatory guidance.

(3) Responsible for the quality of care provided in all military treatment facilities (MTFs) within the AMEDD.
Serves as the governing body (GB) for health care facilities worldwide.

{4) The sole authority for reporting adverse privileging/practice actions and malpractice claims against providers to
State and other regulatory agencies and to the National Practitioner Data Bank (NPDB).

(5) Delegate GB authority to MTF commanders, thus, making them responsible and accountable for the quality of
health care provided in their treatment facilities.

b. Commander, United States Army Recruiting Command. The Commander, United States Army Recruiting Com-
mand {(USAREC) isfwill—

(1) Ensure adherence to requirements for selection, commissioning, and accession of health care professionals.

(2} Responsible for primary source verification (PSV) of licensure, or other authorizing documents for the AMEDD
new accession, as well as collecting and forwarding these documents to the appropriate unit of assignment.

c. US Army Medical Command (USAMEDCOM} Sigff Judge Advocate. The U.S. Army Medical Command
{(USAMEDCOM) Staff Judge Advocate (SFA) will provide legal interpretation of and guidance related to the contents
and application of this regulation. s

d USAMEDCOM Inspector General. The USAMEDCOM Inspector General (JG) wili conduct independent assess-
ments of the issues related to the quality of health care in the AMEDD.

e. USAMEDCOM Ouality Management Division staff The USAMEDCOM Quality Management Division (QMD)
staff will—

{1) Exercise broad oversight responsibility for implementation of the AMEDD CQMP as delegated by TSG.

{2) Represent TSG as a member of various committees and working groups sponsored by the Office of the Assistant
Secretary of Defense for Health Affairs (OASD/HA), Department of Defense {DOD), and other health care quality
agencies.

(3) Provide corporate-level clinical quality management (CQM) guidance within the AMEDD to include policy on
credentialing, performance-based privileging, outcomes management (OM), medical stafl appointment, and accredita-
tion processes.

{4) Provide corporate guidance, administrative and/or clinical advice, consuftation, and education to define and/or
clarify standards of care, practice, and policy.

(5} Administer the corporate AMEDD Patient Safety (PS) and Risk Management (RM} Programs that include but
are not be limjted to: risk assessment, risk avoidance, safety practices, incident monitoring/management, adverse
privileging/practice actions, sentinel events (SEs), and malpractice claims.

{6) Provide policy guidance, consultation, monitoring, and review of SEs that occur within the AMEDD.

{7) Monitor trends in processes and outcomes of care and report the results to both internal and external sources, as
appropriaie.

{8) Collect aggregate AMEDD CQM data, as reguired by TSG, OASD/HA, or other agencies.

{9) Serve as the corporate repository for select CQMP data.

{10} Impiement the administrative procedures related to reporting adverse privileging/practice actions to appropriaie
national, professional, and State lcensure, certification, and registration agencies according to DOD guidance.

(11} Implement the administrative procedures related to reporting providers to the NPDB according to established
DOD guidance.
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(12) Maintain the AMEDD corporate contract with The Joint Commission (TJC), or other accrediting agency as
approved by the OASD(HA), and provide guidance on the accreditation processes.

(13) Responsibie for PSV of selected documents as well as collecting and forwarding to their gaining MTF (see
chap 8) initial credentials documents for deferred medical officers entering active duty (AD).

J Commanders of major subordinate commands. Commanders of major subordinate commands (except Veterinary
Command), 18th Medical Command, and Command Surgeons of the Training and Doctrine Command, Forces
Command, U.8. Army Reserve Command (USARC), and National Guard Bureau are/wili—

{1) Responsible for administration of this regulation; the effectiveness of the CQM, Performance Improvement (P1),
and RM Programs in their subordinate units; and for tables of distribution and allowances (TDA), table of organization
and equipment (TOE), and modified TOE units under their command.

(2) Control the extent of patient care services in those TDA and TOE treatment facilities in their areas of
responsibility.

(3) Employ qualified 1G assets or subject matter experts as necessary to conduct local quality-of-care investigations.

(4) Ensure integration of the U.S. Army Reserve and Army National Guard of the United States (USAR/ARNG)
provider/professional issues/actions into all aspects of the organization’s CQMP.

(3} Regional Medical Command (RMC) commanders will provide input to and recommend modifications or
corrections to the support plan as submitted by the TOE commander for field patient care exercises within the RMC
command area {see para i(3) below), as required. The RMC commander may delegate approval authority to the director
of health services (DHS).

g MTF commanders. MTF commanders will—

(1) Meet the appropriate requirements related to health care guality management and guality assurance as delineated
in corrent published regulations, statutes, accreditation standards, and DODDs/DODIs,

{2} Approve the award of medical and dental staff appointments for qualified providers (any discipiine), clinical
privileges, alterations in privileges, adverse privileging actions, and written notification of same, to all military,
civilian, contract, and volunteetr healih care providers.

(3) Ensure that a comprehensive, integrated CQMP is established in compliance with this regulation.

{4) Appoint one or more personnel qualified by education, training, and experience to manage the CQMP compo-
nents as addressed in this regulation.

(5) Ensure coordination of actions under appropriate regulations and the Uniform Code of Military Justice (UCMI}
when necessitated by findings under this regulation.

{(6) Employ or request from the RMC/regional dental command (RDC) qualified subject matter experts as necessary
to conduct local guality-of-care investigations.

(7) Designate a chairperson for the credentials committee/function.

(8) Designate membership of the committee/function tasked to provide support and oversight of impaired health care
personnel (THCP) (previously the Impaired Healthcare Provider Program).

(9} Ensure systematic credentials authentication and competency assessment for all health care personnel. This
includes PSV of all licensure, certification, registration, and/or other authorizing documents required for practzce prior
to employment.

(10} Ensure that interactive collaboration is maintained with civilian agencies involved in external resource sharing
agreemenis to communicate credentialing and privileging information.

{11) Ensure the organization is in continuous compliance with current TJC standards and other regulatory/accredita-
tion requirements, as appropriate, For TJC purposes, the medical commander is the delegated authority to represent the
GB at the iocal level

(12} Ensure implementation of an integrated Patient Safety Program (PSP) throughout the organization.

(13} Provide opportunities for integration of USAR/ARNG TIDA caretaker hospital health care personnel into all
aspects of the facility-specific CQM processes/functions.

(14) Award appropriate practice privileges to USAR/ARNG providers upon the review of inter-facility credentials
transfer briefs (ICTBs) and required privileging documentation from civilian health care organizations, Current compe-
tency in the duty area of concentration (AQC) and/or specialty skill ‘must be ensured before granting or renewing
privileges for USAR/ARNG providers who do not currently hold comparable privileges within their Reserve unit.

(15} As DHS, coordinate with the TOE commander for the provision of health care and services during training
exercises. ]

(16) Ensure that an optimal professional relationship exists among all healthcare providers in the facility.

h USAR and ARNG State Surgeons. For the USAR, Army Reserve Clinical Credentialing Affairs (ARCCA)
-performs the CQMP procedures noted below for providers in TPUs; HRC-St. Louis is responsible for these activities
for IRR Soldiers; and, for IMA providers assigned fo AA units, the AA medical/dental unit performs these functions.
For the ARNG, State Surgeons are responsible for the administration of the policies contained in this regulation. The
above named authorities are required ‘to establish PL programs within their respective commands and will—

(1) Designate a CQMP manager.
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(2} Establish a credentials committee/function and ensure systematic credentials verification and competency assess-
ment for all health care professionals. This includes authentication of all lcensure, certification, registration, and/or
other authorizing documents required for practice.

(3) Establish and maintain provider credentials files (PCFs).

{4) Provide complete and current ICTBs for review by the serviced MTF.

(5) Award privileges (USAR medical unit commanders/ARNG Staie Surgeons) to assigned healthcare providers
involved in delivering health care fo eligible beneficiaries during unit-controlled inactive duty training (IDT) and
annual fraining (AT) activities. Examples of these activities include physical examinations, immunizations, dental
examinations, Soldier readiness processing, field exercises, and medical support missions, Clinical privileging for
medical treatment provided during IDT is limited fo acute and emergent care only. NOTE: USAR providers who
perform IDT or AT at an AA MTF will be privileged by that MTF.

i, Commanders of TOE and modified TOE units. Commanders of TOE and modified TOE units witl—

{1} During training exercises, establish an open dialogue for coordination of health care and services with the DHS
for the area of operations.

(2) Propose a scope of service/practice for the umnit to the DHS, specifying, as a minimum, the following elements:

fa) Types and ages of patients served.

(b} The appropriateness, clinical necessity, and fimeliness of support services to be provided directly by the hospital
or through referral contracts.

{¢) The availability of necessary staff to provide care.

{d} The extent to which the levei of care or service provided meets patients’ needs.

{e} Practice based on recognized standards of medical care or clinical practice guidelines, where these are in use,

() The extent to which the facility wiil be operational and proposed staffing while operational.

(3) In coordination with the DHS, establish a plan that includes both the TOE unit’s scope of services and the
professional support and backup to be provided by the co-located TDA unit.

{4) Forward the plan in (3) above for approval to the RMC commander.

J. Other MTF personnel.

(1) Deputy commander for clinical services (DCCS) The DCCS is/will—

{a) A privileged physician holding an active appointment to the medical staff and demgnated as Chief of the
Medical Staff,

(b) The principal executive staff advisor to the commander concerning matters of quality and scope of medical care
and wtilization of professional resources, medical policy, and planning,

(c) Responsible for and has oversight of the credentialing and privileging process.

(di Act as liaison between assigned members of the medical staff and the commander and, as such, advocate on
behalf of the medical staff and executive leadership.

(e} Chairperson of the executive commitiee of the medical staff (ECMS). (In the absence of the DCCS, this
responsibility may be delegated by the MTE commander to another appropriately gualified individual.)

() Chairperson of the credentials committee/function or, with approval of the commander, this responsibility may be
delegated.

(g} With the approval of the commander, delegate selected DCCS responsibilities to a physician with appropriate
gualifications.

(k) Intervene on behalf of the commander o immediately hold in abeyance or suspend privileges when a provider’s
conduct threatens the health or safety of any patient, employee, or other individual until the matter is investigated and
resolved according to the provisions outlined in this regulation. {See chap 9.)

(i} Orient all medical staff applicants concerning MTF bylaws governing patient care, medical staff responsibitities,
‘professional ethics, continuing education requirements, privileging, adverse privileging actions, and due process
proceedings.

i} Responsible for ensuring crganizational PI activities are in place and actively participates in these processes.

(%) Ensure that an ongoing, proactive program for identifying risks to P8 and for reducing medical/health care errors
is implemented according to DODI 6025.17 and USAMEDCOM guidance,

{I) Participate in the development and implementation of policies and procedures that guide and support the
provision of services ensuring that such policies and procedures are integrated into the overall plan for patient care.

{m) Ensure an effective peer review program (see glossary} is in place for the organization’s health care
professionals.

{2y Deputy commander for mursing (DCN) (or comparable title). The DCN is/will—

{a) A licensed professional registered nurse.

b} The principal executive staff advisor to the commander on matters concerning the scope of patient care services
and clinical policy (specifically related to the provision of nursing care and services and nurse staffing standards),
nursing policy, and the availability and utilization of nursing resources.
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{¢) Act as liaison between members of the nursmg staff and the commander and, as such, advocate for the provision
of quality nursing care, treatment, and services.

(d) Participate in the development, implementation, and integration into the organization’s overall plan for patient
care, policies and procedures that guide and support the provision of quality patient care services.

(e} A voting member of the ECMS (or comparzably named commiitee).

¢/ Ensure Pl activities are in place in all arenas in which nursing care, treatment, or services are rendered and
actively participate in these processes.

(g} A voting member of the MTF credentials commitiee with responsibility for review and concurrence with scope
of practice and privileges for nursing personnel..

{h) Reduce or appropriately limit the scope of practice of any nursing staff member whose competence, quality of
care, behaviot/conduct threatens the health or safety of any patient, employee, or other individual until the matter is
investigated and resolved according to the provisions outlined in this regulation. (See chap 9.)

(i} Support and actively engage in an ongoing, proactive program for identifying PS risks and for reducing nursing/
healthcare errors according to DOD 6025.13-R and USAMEDCOM guidance.

(i} An active participant in the organization’s RM program.

(k) Ensure the presence of an effective nursing peer review program (see glossary).

{I} Executive staff advisor to the commander for other non-nursing hospital personnel and services under his/ber
supervision and authority, with the associated quality managemeni responsibilities as noted above.

(3y Chief, depariment, service, or clinic and TOE command surgeons. (References to depariments and services
include alternate organizational structures such as product line teams or multidisciplinary care teams in facilities with
these alternative structures.) For clinical depariment/services/clinics with chiefs who are not physicians, also see
paragraph 2-3. In his/her area of responsibility, or technical oversight, the chiefifcommand surgeon is/will—

{a) Responsible for all clinically related activities.

(k) Perform ongoing surveiliance of the clinical performance of individuals who are required to hold 2 license,
certification, or registration for clinical practice.

(c) Responsible for ongoing functional CQM activities and their integration, as appropriate, into the organizational
PI Program.

(d} Provide oversight of and participate in the peer review process.

e} Recommend to the medical staff the clinical privileging criteria that are relevant to the care provided in the
department/service/unit.

{/ Recommend privileges for each provider in the department/service/unit, as authorized.

(2} Make recommendation to the relevant hospital authorlty for needed patient care services not provided by the
department/service/unit or the MTF.

() Integrate the services of the department/service/unit with the primary functions of the MTF.

(i) Coordinate and integrate inter/intradepartmental services.

(i) Participate in the development and implementation of policies and procedures that guide and support the
provision of services. Ensure that such policies and procedures are integrated into the overall plan for patient care.

(%) Determine the qualifications and competencies of depariment/service/unit health care personnel.

(1} Establish objective, I&uantiﬁable methods to continually assess and improve the quality of care and service
provided. Utilize ORYX™ data, or like data, as applicable.

(m) Mamtain quality control programs, as appropriate, and ensure that PS issues are given high priority and
addressed when department/service/unit-level processes, functions, or services are designed or redesigned.

fnj Provide and support orientation, in-service training, and continuing education of ail personmel in the department/
service/unit.

fo) Make recommendations for space and other resources required by the department/service/unit.

{p) Recommend a sufficient number of quelified and competent persons to provide care.

fg) Participate in outside source selection for needed services.

{(4) Privileged staff. The privileged provider will—

fa) Acknowledge, in writing, at the time clinical privileges and medical siaff appointment (if applicable) are
awarded, the intent to abide by applicable bylaws.

{b) ‘When appointed a member of the credentials committee/function, make recommendations on renewals, reevalua-
tions, denials, or modifications of privileges of assigned providers.

fe) Ensure completion of organization and unit-based orientation, maintain current competency and ability to
perform the privileges requested and/or according to the AOCs and additional skill identifiers (ASIs) awarded,
accomplish required training, and ensure the currency of all documents and other information contained in his/her
provider files.

() Participate in PI, quality control, and peer review processes,

(5) All other organizational assigned personnel Personnel, other than privileged providers, wilk—
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fa) Ensure completion of organization and unit-based orientation, maintain current competency and ability to
perform the scope of practice of the assigned position, asccomplish reguired training, and ensure the ourrency of all
documents and other information contained in his/her competency assessment file (CAF),

(b) Participate in PI, quality control, and peer review processes, as applicable.

{c) Ensure knowledge of and responsibility for implementing all applicable organizational policies and procedures
relevant to his/her job description and/or scope of practice.

(6) COM coordinater. The CQM coordinator, or similarly titled individual (for example, P1 coordinator), is tasked
with overall résponsibility for the organization’s CQMP. The individual in this role may be expected to exercise broad
oversight and to collaborate with various key staff to ensure the integration of the guality functions performed by the
organization. This requires the incumbent fo be an active member of the executive leadership team. He/she will—

{a) Ensure that organization-wide PI is a dynamic process based on ongeoing identification of opportunities for
change.

(b) Provide leadership and consultative services to departments and sections within the organization with regard to
credentialing and privileging issues, accreditation requirements, COM and QA regulatory compliance issues, PI, and
RM/PS. :

{c) Participate in the development of policies for the organization, giving special consideration to the integration of
and collaboration between internal administrative and clinical policies;

(d) Participate in the identification of opportunities for PI, recommendation of solutions for facility issues and
concerns, and implementation of plans and followup activities related to organizational PI.

(e} Serve as subject-matter expert In conjunction with patient administration and the servicing Staff Judge Advocate/
legal advisor in areas such as accreditation standards for health care documentation and the medical-legal aspects of
health care practice.

(f} Direct the collection, analyses, and dissemination of PI data within the organization ensuring that basic statistical
analyses and comparative processes are included.

(g} Facilitate organizational efforts to provide prevention, wellness, and specific medical condition-based manage-
ment programs as well as other health management programs, as required, based on timely MTF data and identified
beneficiary need.

¢h) Ensure that facility-specific COM and Pl Program changes are identified and implemented as data analyses
dictate.

{i) Keep organizational leadership informed of public pelicies, DOD and DA regulations and guidance, and legisia-
tive and health care trends that affect various CQM and other related health care initiatives.

) Facilitate the development and implementation. of PI education and training sessions for the MTF staff at all
levels.

(k} Oversee the preparation of intra- and inter-organizational PI reports that demonstrate evidence of collaborative,
multi-service/departmental input.

(7Y Credentials manager. The individual in this role will—

fa) Provide technical advice and direction to the MTF commander on issues related to hezith care provider
credentialing and/or privileging processes.

(b) Serve as a subject matter expert to the MTF staff for appropriate credentialing and privileging procedures,
guidelines, and mandates according to Army regulations (ARs), DODDs and/or DODIs, TIC standards, and other
regulatory agency requirements. Maintain a resource library of such reference materials.

(¢} Provide technical oversight and management of the process for verification of all Heensure, certification,
registration, and/or other authorizing documents required for practice, :

Note. At the discretion of the MTF commander, responsibility for nonprivileged providers may be assigned to anpther individual(s).

(di Provide technical oversight and management of ail health care provider credentialing and privileging functions.

{e) Manage all privileging and medical staff appointment processes. Serve as a point of contact (POC) to privileged
staff during initial application for medical staff appointment and for biennial re-appointments.

{f) Offer comprehensive guidance and support to providers during the initial and renewal privileging processes.

{g) Ensure peer and supervisory clinical performance review of health care providers whoe hoid initial medical staff
appointment and clinical privileges.

(h) Manage and update documents of evidence contained in the PCF relevant to education, expérience, licensure/
certification/registration, and training to ensure accuracy and currency of information.

(i) Conduct NPDB and other relevant inquiries and PSV to authenticate credentials of staff members for injtial
award/biennial renewal of clinical privileges and for initial appointment/biennial re~-appointment io the medical staff,

Note. Requirements also apply for biennial update of the PCF for USAR/ARNG practitioners who are not currently privileged.

(i) When licensure, certification, or registration is required as a condition of employment, ensure that the credentials
of all general schedule (GS) civilian and contract health care providers have been primary source verified prior to
initial employment.
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- (k) Establish and maintain the organization’s Centralized Credentials and Quality Assurance System {CCQAS).

(I} Ensure the CCQAS database is current and compleie,

(m} Research and respond as appropriate to inquiries regarding the status of medical staff membership.

(r} Maintain all PCFs according to this regulation.

o} Prepare and forward PCFs and/or ICTBs for privileged providers to the gaining MTF within the specified time
requirements. {See chap 8.)

{p) In collaboration with the ARCCA and ARNG unit credentials manager, maintain the PCFs and CCQAS input for
privileged providers in those TDA caretaker hospitals for which the MTF is responsible.

{q) Ensure that ICTBs and mandatory attachments {see paras 8-10¢ (AA) and 8-115 (USAR/ARNG)} are integrated
into the credentials committes/function review process for timely privileging of providers.

() Facilitate the review of all AA/USAR/ARNG and other Federal Service PCFs or ICTBs in compliance with this
regulation.

{s) Forward al! requests for adverse credentialing and privileging information on individuals previously ass;gned or
employed as privileged Federal Service providers to the USAMEDCOM QMD for action.

{¢) Ensure a process for communicating credentialing and privileging information to civilian agencies involved in
external resource sharing agreements.

(8) Chief RM andior PS.

Note, This mayv be a single position with combined responsibilities or two separate positions with individually defined responsibili-
ties, See chap 12 and 13 for additional information.
The person performing these duties will—

{a) Integrate and coordinate all RM/PS administrative and management activities within the medical/dental facility.

() Collaborate with executive leadership to develop compliance programs for all regulatory and accrediting require-
ments associated with RM and PS.

{c) Ensure that organizational RM/PS Programs are supported at all levels.

{d) Establish/maintain a dedicated program for avoiding adverse events or medical misadventures and improving PS.

(e} Collaborate with executive leadership and the MTF safety and occupational heaith manager {(comparable title)
(DODA 6035.1) to ensure a comprehensive safety program for all patients, emnployees, visitors, volunteers, and others.

() Recommend, develop, monitor, and evaluate plans and programs to decrease facility and Government liability
and/or financial loss associated with medical misadventures, accidents, and other untoward events.

(g} Initiate actions and processes that will secure, preserve, and protect evidence related to an SE.

(h) Oversee the investigation of all SEs to ensure coordination of all data collection activities, completion of a
thorough and credible root cause analysis (RCA), and reporting through appropriate channels. (See para 12-5 for more
detailed information regarding SEs.)

{i) Inform and coordinate all activities associated with adverse events and SEs with the Center/Clmms/Command
Judge Advocate (CIA).

(i) Participate in structured organizational processes to identify potential risk, analyze trends, and implement PI
initiatives to reduce risks. )

(%} Colizborate with the patient representative/advocate and the MTF safety and occupational health manager to
identify trends related to customer concerns, complaints, or incidents and to manage problems/risks appropriately.
- (I} Present opportunities for improvement related to organizational risks (including recommended solutions, imple-
mentation plans, and followup activities) to the MTF executive committee for action in support of quality patient care.

(m) Provide consultative information and risk assessment/PS reports to the executive leadership, various committees
or individuals, and all levels of staff on general and specific medical RM issues and events.

k. AMEDD Center and School course directors. AMEDD Center and School course directors for aill academic
programs under the auspices of the AMEDD Center and School wili ensure that their program of instruction contains
content relevant to current AMEDD CQM policy and processes, health care facility accreditation standards, and
professional practice standards. Curriculum instruction will highlight each AMEDD member’s responsibilify to partici-
pate in organizational CQM activities,

Chapter 2
Medical Staff and Military Treatment Facility Commitiee Structure and Functions

2-1. General

The Jeint Commission requires an organized, self-governing medwal staff to provide direction and oversight of the
quality of care, treatment, and services delivered by privileged providers. The organized medical staff--referred to in
this publication as the ECMS, or equivalent title--is also responsible for evaluating the competency of privileged
providers on an ongoing basis; delineating the scope of privileges that will be granted, ensuring a uniform standard of
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S: (Suspense date)
PROVIDER'S OFFICE SYMBOL (640-106)  date

MEMORANDUM FOR Commander, MEDCEN, MEDDAC, or DENTAC and
Address

SUBJECT: Receipt of Notification of Clinical Privileges and Medical Staff Status

| hereby acknowledge receipt of a copy of DA Form 5440A granting me clinical
privileges (to include/but not to include admitting privileges) and (appointment to
the medical staff). A listing of my approved clinical privileges (DA Form 5440-
XX) (and plan of supervision) as addressed in the memorandum from the
commander has also been provided. | understand that | am granted 10 duty
days from receipt of this memorandum 1o appeal the commander's decision,
should | disagree.

{Signature of Provider)

{Typed Name)
(Grade, Corps)

F!gu're 9-2. Sample format for provider memorandum acknowledging clinical privileges and staff appointment status

Chapter 10 _ :
Adverse Clinical Privileging/Practice Actions

10-1. General

This chapter describes the management of adverse privileging/practice actions for privileged providers and other
professionals. The process has four steps: investigation, professional peer review, hearing, and appeal. The term,
“provider” is used for individuals granted clinical privileges. In select instances, information contained in this chapter
may also apply to the nonprivileged professional. In those instances, the term, “professional” will be used. (See chap 6
for adverse practice action and peer review information regarding nonprivileged personnel.)

10-2. Command responsibility

a. Action taken on the part of the commander against a provider’s privileges {professionai’s scope of practice) may
be warranted based on performance suspected or deemed not to be in the best interest of quality patient care. These
actions include holding in abeyance, denying, suspending, restricting, reducing, or revoking clinical privileges/practice.
The action taken may be immediate (summary) in the event of a critical incident or as a result of the credential
committee’s deliberation (routine} on information made available through CQM reporting channels.

b. The commander’s prerogative to hold in abeyance, to deny, or to summarily suspend eclinical privileges/practice is
exercised when there is reasonable cause to doubt the individual’s competence to practice or for any other cause
affecting the safety of patients or others. Reasonable cause includes—

{1) A single incident of gross negligence.

{2} A pattern of inappropriate prescribing.

(3} A pattem of substandard care.
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{4) An act of incompetence or negligence causing death or serious bodily injury,

{5) Abuse of legal or illegal drugs or diagnosis of alcohol dependence. (See c¢hap 11.)

{6) Documented alcohol or other drug impairment and the individual refuses/fails rehabilitation or a psychiatric
disorder that i5 not responsive to freatment.

{7) Significant unprofessional conduct.

¢. The specific intent of all those involved in any adverse action against a provider’s privileges (adverse practice
action for the professional) should be—

(1} To protect the safely and well-being of all patients for whom healthcare is provided.

(2) To safeguard the quality and efficiency of care delivered within the AMEDD.

(3) To protect the rights of the individual(s) in question {(afford due process).

{4) To ensure timely resolution of the issues related to provider/professional performance.

(5) To separate the professional actions and considerations from any associated administrative or legal
considerations. :

(6) To allow timely reporting of individuals to professional regulatory agencies, if required.

d When zn MTF closes, careful attention will be given to the disposition of adverse privileging/practice action
information. Records will not be destroyed. The credentials manager at the closing facility will forward all files,
reports, and adverse privileging/practice actions information (archived and active) to the RMC/RDC. The RMC/RDC
assumes responsibility for the resolution of any pending adverse action cases (priviieging/practice or administrative)
and- the maintenance of all records, files, and reports.

10-3. Consultation and coordination regarding adverse privileging/practice actions

a. With legal counsel. Prior to proceeding with any adverse privileging/practice action addressed in this chapter,
coordination should occur with the servicing SJA. This includes actions of abeyance, summary suspension of clinical
privileges, investigations/inquiries, removal of the provider/professional from patient care, and any letters of notifica-
tion. 8JA coordination will heip ensure that appropriate due process and legal rights are afforded from the cutset of any
action that may be taken. Prompt coordination with the local SJA is also encouraged to help ensure that the legal
guidance regarding the action(s) underway is followed throughout.

b, With the RMC/RDC and others. ‘

(1) All categories of emplovees, The RMC/RDC will be notified early in the adverse privileging/practice action
process for guidance on procedures and to discuss a plan of action. As the primary POC for subordinate units on
policies and procedures related to an adverse privileging/practice action, the RMC/RDC is responsible for oversight of
the process. For providers/professionals assigned to MTFs within the region, the RMC/RDC will conduct the appeal of
the commander’s decision regarding an adverse privileging/practice action unless the MTF is a MEDCEN. For
MEDCEN and RMC/RDC staff, the USAMEDCOM/USADENCOM will provide oversight and will conduct the
appeal.

(2) Civil service (GS) employvees. Consultation with the appropriate CPOC/CPAC employee relations specialist
should oceur prior to any adverse privileging/practice action (nonprivileged professional) being considered related to
civil service employees. This consultation will help ensure that all established GS civilian employee guidelines are met.

(3) Contract emplovees. If an adverse privileging/practice action is being considered on a contract employee, the
contract officer must be contacted before proceeding according to the provisions of the contract in place.

¢, All adverse privileging/practice actions will be reviewed by the USAMEDCOM, Office of the SJA for legal
sufficiency prior to final action by TSG.

10-4. Appropriate use of adverse privileging/practice actions

a. Adverse privileging/practice actions addressed in this chapter and any related administrative or legal actions must
be handled separately. MTF and RMC/RDC commanders must ensure that, when appropriate, adverse privileging/
practice action is taken and that the associated procedures are managed in a timely manner.

b. An adverse privileging/practice action is considered appropriaie when there is evidence of incompetence, un-
professional conduct, or impairment and the provider/professional refuses fo voluntarily modify or relinguish his/her
privileges/scope of practice. For example, evidence may include deficits in medical knowledge, expertise, or judgment
{competence); unprofessional, unethical, or criminal conduct {serious misdemeanor or felony) {(conduct); or mental
health disorders or alcoho¥/drug impairment {condition) that reduce or prevent the individual from safely executing his/
her responsibilities in providing healthcare.

¢. If an acute or chronic medical problem, mental health condition, or alcohol/drug impairment interferes with the
provider’s/professional’s performance of clinical duties, the individual will submit a request to appropriately modify
his/ker privileges or scope of practice. This is considered an administrative action not an adverse privileging/practice
action. The request with supporting evidence/information. and the appropriate DA Form 5440 reflecting the modified
privileges will be submitted according to local privileging procedures. The DA Forms 5441 and 5374 will be processed
in the same manner as any other request for change of clinical privileges. See chapter 11 for further information
regarding privileging actions and impairments.
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d Actions that do not meet these stated criteria may warrant anthorized administrative or legal attention and action,
as appropriate. _

e. If warranted, adverse privileging/practice action must be taken regardiess of the individual’s affiliation with the
organization (for example, contracted employee, volunieer) or duty status within the MTF.

S Severing the employment relationship (to include PCS, separation, or retirement) in lien of taking the adverse
privileging/practice action that is indicated is not appropriate.

g Insituations involving illegal activity (for example, narcotics pilfering, physical/sexual abuse of a patient, and so
forth) the CJA will be notified and an adverse privileging/practice action initiated as soon as possible following
initiation of the Criminal Investigation Division (CID) investigation. Concurrent action by the CID and the MTF will
facilitate timely notification to outside agencies of those individuals for whom such notice is warranted. No reporting to
regulatory agencies by the USAMEDCOM will occur until final resolution of the CID investigation and all relevant
information concerning the incident is available to TSG.

10-5. Other considerations related to adverse privileging/practice actions

a. Individuals providing implicating imformation. The AMEDD will make all reasonable efforts to protect the
identity of persons who offer information that may result in an adverse privileging/practice action against another
provider or professional. For example, the name of the individual providing information will be protected unless the
due process rights of the provider/professional who is the subject of the action require disclosure or if disclosure is
deemed appropriate purstant to a request under the FOIA. No disciplinary action, punishment, or any form of
retaliatory action will be taken against a person who submits information concerning a provider/professional unless it is
later determined that the information was false and the person providing the information acted maliciously.

b. Allegations involving providers/professionals separated from service. Any allegations of substandard performance
or misconduct reported to have occurred prior to an individual’s separation from Federal service must be mvestigated,
even though the individual In question is no longer on AD or employed by the Federal Government. The responsibility
for investigating these situations, which may result in a provider/professional adverse privileging/practice action, will
remain with the MTF in which the alleged substandard performance or misconduct cccurred, with assistance as
necessary from the RMC/RDC. The MTF will notify the provider/professional of the allegations under review and wiil
afford the individual the opportunity to supply information on his/her behalf. If the MTF is no longer operational, the
RMC/RDC will assume these responsibilities.

c. Allegations imvolving the MIF commeander. When information arises on a privileged commander’s clinical
performance, conduct, or condition that may bear on his/her suitability for professional practice, the DCCS (or dental
equivalent) will notify the RMC/RDC who, in turn, will notify the Commander, USAMEDCOM, ATTN:
MCHO-CL-Q, 2050 Worth Road, Fort Sam Houston, TX 78234-6010 or Commander, USADENCOM, ATTN:
MCDS, 2050 Worth Road, Fort Sam Houston, TX 78234-6004. The RMC/RDC iz responsible for any adverse
privileging/practice actions involving its subordinate MTF commanders except MEDCEN commanders, The
USAMEDCOM QMD or USADENCOM is responsible for any adverse privileging/practice acfion involving RMC/
RDC or MEDCEN commanders,

d. Use of éime lines. Time lines will be specified both in calendar days for actions required of the command and in
duty days (that is, actual working days) for the individual involved when corrfesponding actions are required of the
provider/professional. The time lines are established to allow the individual in question adequate time to prepare for
and sufficiently participate in the proceedings and to facilitate timely resolution of the adverse privileging/practice
action. While it is important that the time limits reflected in this regulation are met, no rights will accrue to the benefit
of an affected provider/professional, in an otherwise proper action, based solely on the organization’s failure to meet
such time limits.

e. Withdrawal of permission to engage in off-duty employment.

{1} The commander (or designee) must withdraw any permission for the military provider/professional to engage in
clinically related off-duty civilian employment until the privilege/practice action under review is resolved. The
commander must also notify any MTF (or civilian treatment facility) where the individual (military or civilian} is
employed of a summary suspension of clinical privileges/practice. Coordination with the CIA is encouraged io ensure
the Privacy Act rights of the provider/prefessional are not violated in the notification of off-duty employers. (See AR
40-1, para 1-8, for guidance regarding off-duty civilian employment.)

{2) Notification in response io abeyance of privileges/practice is af the commander’s discretion.

(3) The commander must revoke permission for off-duty health-care-related employment if an individual has been
indicted or titled for any of the acts of unprofessional conduct listed in appendix I

{4) The contractor will be notified for contract employees.

{5) Any new application for off-duty employment submitted during an adverse privileging/practice action review
will not be approved until the privileges/practice duties of the individual have been restored.

J Information to State and other regulatory agencies. Every effort must be made at the local level, and by
appropriate USAMEDCOM QMDD staff, to assist in the investigation of the incident{s) by State boards or other

AR 40-68 + 26 February 2004/RAR 22 May 2008 73



regulatory agencies. Information made available to licensing/regulatory bodies will be provided only by the USAMED-
COM OMD. ‘

10-8. lnvokmg an adverse privileging/practice action

When a provider’s conduet, condition, or performance requires action to protect the health or safety of patients, his/her
clinical privileges/practice will be placed in abeyance or suspended while a thorough and impartial investigation is
conducted. The fact-finding period allows time to gather and carefully evaluate additional information regarding the
situation prior to initiation of an adverse privileging/practice action, if deemed appropriate.

a. Abeyance. '

{I) An abeyance is not an adverse privileging/practice action. However, the individual is formally placed “on
notice” that scrutiny of his/her practice has begun which may result in an adverse privileging action or other
administrative action. The commander, DCCS, or department chief may take this action against a provider/professional.

(2) An abeyance action is taken by the appropriate authority when an evaluation of performance appears warranted,
but information is insufficient to suspend privileges/practice or the potential hazard to patients or patient care i3 not
well defined. In any case, prudence dictates that the individual not be permitied to render patient care. During the
period of abeyance the provider is assigned to nonchinical duties until the investigation is complete. DID Form 2499
will be initiated and forwarded (for informational purposes only) to the USAMEDCOM QMD, with copy furnished to
the RMC or other higher headquarters, as appropriate.

(3) An abeyance is valid for 15 calendar days and may be extended by the commander, if required, provided the
total period of abeyance does not exceed 30 calendar days. On the 3ist day, if the abeyance is not closed, the action
automatically becomes a summary suspension of clinical privileges/practice. This is a temporary action. Once the case
is closed, all documentation asscciated with an unfounded abeyance action will be destroyed.

(4} An abeyance that is not resolved when the individual terminates his/her relationship with the MTF (that is,
resigns his/her position or is released from AD) automatically becomes a suspension of privileges. This is considered a
final action and the suspension of the provider's privileges/practice will be reported as outlined in chapter 14.

b. Suspension. There are two types of suspension associated with clinical prwlieges SUMIAry suspensmn {(a
temporary action) and suspension (a final privileging action). )
{1} Summary suspension of clinical privileges/practice is a temporary removal of privileges (full or partial) that is
used to limit a provider's/professional’s practice while the investigation and due process procedures are conducted or

while performance reevalvation, targeted iraining, or rehabilitation is completed.

@) As noted in paragraph a(3), above, a summary suspension is automatically imposed following 30 calendar days
of abeyance, if the fact-finding procedures and related actions have not been completed. Every effort must be made to
conclude the investigation in 2 timely manner in order to reinstate the individual’s privilepes/practice, if warranted, or
to proceed with other appropriate interventions or an adverse privileging/practice action.

(&) In cases where the individual’s misconduct, professional incompetence, or negligence is obvious and this poses a
clear and evident threat to the safety of patients or the well-being of others, instead of an abeyance, a summary
suspension of clinical privileges/practice should be the initial course of action.

{2) The commander will invoke the summary suspension of clinical privileges/practice, This immediately details the
individual in question to nonclinical duties. Specific instructions to the provider/professional related to his/her duty will
be included in the commander’s written netification of suspension. A summary suspension of privileges/practice will
last onty as long as needed for other definitive adverse privileging/practice action (that is, restriction, reduction,
suspension, denial, or revocation} to be taken. While these actions, if longer than 30 days in duration, are reportabie to
the NPDB (see para 14-35), surnmary suspension of clinical privileges within the DOD is not reported to the NPDB.
DD Form 2499 will be initiated (informational purposes) and forwarded to the Commander, USAMEDCOM
" {(MCHO-CL-Q), 2050 Worth Road, Fort Sam Houston, TX 78234-6010, with copy furnished to the RMC or other
higher headquarters, as appropriate. At the conclusion of the period of summary suspension, if the case is unsubstan-
tiated or unfounded, all documentation associated with this action will be destroyed. No information concerning this
incident will- be entered intc the PCF.

{(3) A suspension of privileges (final determination) is an adverse privileging action and, therefore, must be
identified as such. Suspensions must be disclosed when applying for future privileges, licensure/certification/registra-
tion, or malpractice insurance. The suspension must be disclosed even if subsequent action resuits in reinstatement.
Explanation of the reasons for the suspension and its final outcome may be offered by the provider/professional at the
time of disclosure.

¢. Notification procedures.

(1) Privileged provider or professional.

(@) The individual will be notified in writing within 14 calendar days that his/her clinical privileges/practice have
been placed in abeyance/summary suspension. The memorandum (see fig 10-1}—delivered in person or by certified
return receipt requested mail-—will state the basis for the abeyance/summary suspension, the duration of the action, that
a QA investigation will be conducted, and that the resuits of the process will be reviewed by the credentials committee.
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(b) If only a portion of the provider’s clinical privileges or professional’s scope of practice are being placed in
abeyance/summary suspension, the notification letter must state this.

{¢} In addition, the notification must state that an abeyance not resolved within 30 calendar days will become a
summary suspension.

{d} The notification letter should also explain the implications of leaving military service or Federal employment
while a privilege/practice action is underway. (See para a(4), above.) The provider will acknowledge receipt of this
notification by signed memorandum. (See fig 10-2.) If the provider refuses to sign the memorandum, a responsible
official may indicate “refused to sign” where the signature would normaliy appear.

{2) RMC/RDC and USAMEDCOM/USADENCOM notification.

{a} The MTF commander will notify the USAMEDCOM and the next higher headquarters when a provider’s
priviieges/professional scope of practice have been either placed in abeyance or summarily suspended. Notification
wilizing DD Form 2499 will be made within 3 working days.

(b} Other available information regarding any egregious situation of a sensitive or a potentially notorious nature, any
incident of gross negligence, and any act of incompetence or negligence causing death or serious bodily injury (an SE),
or allegations thereof, will be iransmitted electronically to the Commander, USAMEDCOM (MCHO-CL-Q), 2050
Worth Road, Fort Sam Houston, TX 78234-6010, with copy furnished to the RMC or other higher headquarters, as
appropriate.

(¢} The USAMEDCOM QMD is responsible for relaying information to TS(G, as appropriate. Followup documenta-
tion on DD Form 2499 will be according to the requirements of paragraph 10-14.

d The COM QA investigation.

(1) In cases of abevance or summary suspension of clinical privileges/practice, there will be an immediate and
rigorous investigation to collect the relevant facts and information. Every effort must be made {o ensure a thorough,
fair, honest, and unbiased review of the matter(s) under investigation.

{a) The MTF commander (designee) will appoint an officer (2 disinterested third party), pursuant to the authority of
this regulation, to conduct the investigation and fo report the results to the credentials committee or for nonprwﬂeged
individuals to the department/service chief.

{b) The investigating officer may testify at any hearing conducted following the investigation and may be required
to provide clarifying information or respond to questions from the credentials committee, as appropriate. However, if
the individual is a member of the credentials committee, he/she is disqualified from any formal committee vote on this
matter.

{c; To ensure 2 comprehensive, independent review of the event the MTF commander may request that a provider/
professional with the appropriate spectalty background and credentials be made available from the next higher
headquarters, or from another Service, to conduct the investigation.

{d} To maximize the objectivity of the process, a recognized, unaffiliated civilian specialist may be reguested, if
practical, to actively participate in the investigation.

{2y The investigation may include voluntary consultation with the individual in question, review of any relevant
documents, or discussions with other individuals having knowledge of the situation.

(a) When the investigation is complete, the report submitted by the investigating officer will present the factual
findings with appropriate justification or details and may include the mvestlgatmg officer’s conclusions or
recommendations,

(b} In select circumstances, the commander need not wait until the conclusion of the investigation to retumn the
provider to clinical duties. If the early phases of the investigation ciearly indicate the absence of substandard
performance or other problems, the credentials committee should meet, review the preliminary details of the investiga-
tion, and advise the commander of such without delay. In situations where provider misconduct or malfeasance may be
apparent or suspected, the commander will be notified immediately. Other action (for example, Article 32 or AR 15-6
investigation) on the part of the commander may be appropriate. The servicing Judge Advocate shall be consulted.
Note. For nonprivileged professionals, information regarding the CQM QA investigation is returned to the department/service chief.
The credentials committee is involved in direct management of privileged providers only, See chapter 6 for information regarding
nonprivileged professional peer review mechanisms,

g. Credentials commifiee action,

(I} At the conclusion of the investigation, the credentials committee will review and carefully consider the investiga-
tive officer’s report. The report, along with other information collected, is the basis of the peer review that may be
warranted and subsequent recommendations to the commander for adverse privileging action against the provider.

(2) After reviewing the COM QA investigation report and/or other pertinent information, the credentials committee
chairperson may recommend to the commander that— ‘

fa) No further action be taken (that is, the evidence available did not warrant a privileging action) and the provider’s
clinical privileges in abeyance be fully reinstated.

() The provider’s clinical privileges currently held in abeyance be summarily suspended pending a formal peer
review.
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{c) A peer review panel be convened to evaluate the available information and to determine if the SOC was met.
This function may be conducted under the auspices of the credentials committee or other committee as is customary for
the organization and according o local policy. The appropriate authority, according to local policy, will ensure that the
provider receives written notification of the forthcoming peer review (sge fig 10-3) and is advised of his/her rights to
due process.

{d} Other actions (administrative, personnel, civil, or criminal) be taken.

I The privileged provider peer review process. (See chap 6 for peer review information pertinent to nonprivileged
professionals.)

(1) The infeni When a provider’s privileges have been summarily suspended (or otherwise adversely affected), a
peer review panel {internal or external) will be conducted. fo evaluate the provider’s performance, conduct, or condition
to determine the extent of the probiem(s) and to make recommendations through the credentials committee to the
commander.

{a) To avoid the possibility of bias, those individuals who are involved in the peer review {for SOC determination or
evaluation of the provider’s conduct, condition, or competence) should not participate as voting members for subse-
quent credentials or RM commiftee actions involving the named provider.

(b) The professional review by a committee of the provider’s peers must focus on how the action under review
impacts the provider’s ability to practice clinically.

(¢} The provider in question does not have the right to be present during the proceedings; however, he/she shall
have the opportunity to provide a written statement regarding the events under review, to appear before the committee
and make a verbal statement,*to clarify issues in the case as needed, to ask questions, and to respond to guestions from
the committee.

{d) The provider is encouraged to consult with legal counsel at any step in an adverse privileging action; however,
the peer review is not a legal proceeding.

(2) Provider notification of a scheduled peer review. The individual in question will acknowledge receipt of
notification of forthcoming peer review, using a format similar to the memorandum acknowledging notification of
abeyance/summary action. (See fig 10-2.) The written notification to the provider, within 14 calendar days of the
decision to conduct the peer review, will contain—

{a} The date, time, and location of the peer review.

(b) A statement of the alleged facts, events, conduct, or omissions subject to review. To maintain the confidentiality
of any patients who may be associaied with the evaluation of the individual’s conduct or performance, the patient’s
hospital admission number or initials will be used.

{¢) His/her rights regarding participation in the peer review proceedings, as noted in paragraph (1)(¢), above.

{d) A POC (name, address, telephone, and facsimile numbers) to receive any written correspondence or provider-
supplied information.

(e} Reference to the MTF peer review policy for additional guidance.

(3} Peer review panel composition. The provider peer review panel must be comprised of an odd number of
members, except as noted in paragraph (4) below.

{a} One person will be designated as the chairperson/facilitator.

(b) The members will be of similar background, whenever possible, and in the same professional discipline/specialfy
as the provider in question. Panel members may be brought in from other MTFs to meet this requirement (that is, to
conduct an internal peer review) or the case file and all supporting documentation may be forwarded to another MTF
{military or civilian) for an external peer review to be performed. Local policy will stipulate the circumstances under
which an external peer review is required, The peer review panel may also be convened by audio/video-teleconference
if there are insufficient qualified providers in a given location io perform this function.

{¢} Except in cases of an unfounded or unsubstantiated abeyance action or summary suspension of a provider’s
privileges, the credentials manager will maintain an administrative file containing the peer review documentation
associated with an adverse privileging action for possible future reference. The Army Records Information Manage-
mernt System {ARIMS) retention schedule at https://www.arims.army. mil/specifies the period of time this record may
be kept at the MTF. Documents retained in this file may include: list of references used; list of documents reviewed;
list of personnel interviewed; inventory of documents reviewed and returned; a confidentiality statement to be signed
by each of the panel participants; or the commander’s letier of appointment to the peer review for each member. All
documentation associated with an unfounded abeyance action or summary suspension will be destroyed.

(4) Impartiality of the peer review participants. This review process is a function of the provider’s peers. Personnel
participating in this process must be able to impartially review the case and render an objective decision at the
conclusion of deliberation. The following individuals should not be voting participants in the peer review of the
provider in queston:

fa) The individual’s direct supervisor.

(b} Providers for whom the individual is the supervisor, to include immediate or senior rater for OERs or endorsing
official for civilian performance appraisals.
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{¢) The individual who suspended the provider’s privileges or who recommended administrative or legal action
against the provider in this case or previous cases.

(d) Any person who investigated the case.

(e} Any person whose testimony plays a significant part in the case.

(f Any member who is participating, or has participated, in other administrative proceedings (courts-martial board
or administrative review board) involving the provider in question.

(g) Any member who is reviewing, or has reviewed, the provider’s actions under consideration by the credentials
committee,

(h} The credentials/RM committee chairperson.

{8} Recommendations regarding clinical privileges. The conclusions reached should be readily supported by ration-
ale that specifically addresses the issues for which the peer review was conducted. Minority opinions and views of the
peer review panel will be considered and appropriately entered into the record of the panel’s activities. If additional
information is required, the case may be referred back for further action to the individual(s) who conducted the inquiry.
The peer review panel considers the information from the CQM QA investigation and any other relevant facts and
makes recommendations to the credentials committee regarding the provider’s clinical privileges. One of the following
recommendations may be made: )

fa) Reinstatement. The retum of privileges to the original privilege state. Reinstatement may include provisions for-
provider M&E with stipulations as to the nature and duration of the M&ZF. This is not an adverse privileging action; it
is not reportable to regulatory agencies, and no hearing or appeal is offered. If M&E exceeds 30 days, this is deemed a
conditional reinstatement of privileges and will be reported by the USAMEDCOM QMD to the appropriate State/
regulatory agencies,

(b} Suspension. The temporary removal of ail or a portion of a provider’s privileges resulting from incompetence,
negligence, or unprofessional conduct. (See para 5(3), above.)

{c) Restriction. A temporary or permanent limit placed on all or a portion of the provider’s clinical privileges. The
provider may be required to obtain concurrence before providing all or some specified healthcare procedures within the
scope of histher license, certification, or registration. The restriction may require some type of supervision.

{d) Reduction. The permanent removal of a portion of the provider’s clinical privileges, The reduction of privileges
may be based on misconduct, physical impairment, or other factors limiting a provider’s capability.

{e) Revocation. The permanent removal of all clinical privileges and termination of the provider’s patient care
duties. In most cases, this action will be followed by administrative procedures to terminate the individual’s DOD
services. This action can only be taken aftet the provider has been afforded hearing rights. (See para 10-7.) Prior to the
hearing, the MTF may decide/notify/refer to this only as an intent to revoke clinical privileges/practice.

(1} Denial. Refusal of a request for privileges due to substandard performance, professional misconduct, or impair-
ment. This may occur at the time of initial application for privileges or when renewal of privileges is requested.

(6) Credentials committee recommendations. to the commander. Within 7 calendar days of completing the peer
review process, the panel’s recommendation{s), along with the case evidence, wili be forwarded to the credentials
committee. Following any additional review of the facts of the case, the credentials committee will include its
recommendation(s), which may or may not coincide with those of the peer review panel, and the entire case file with
recommendations is forwarded to the commander.

(7) Action by the commander.

{aj The commander has 14 calendar days from receipt of the recommendation(s) to review and fo decide what
privileging action to take based on the facts provided. The commander is not bound by the recommendations of the
credentials committee or the peer review panel.

{h) The commander will provide written notification fo the provider of the privileging action to be taken and the
justification for this action addressing all specified allegations (see fig 10—4). If the provider is a contractor, a copy of
the notification is forwarded to the responsible contracting office, and a letter documenting these actions is provided to
the contractor at the address of record.

fc) If the proposed action is to deny, suspend, restrict, reduce, or revoke the provider’s privileges, the commander
must advise the provider in writing of his/her hearing and appeal rights. The commander must address in the notice to
the provider the specific allegations that constitute grounds for the hearing and will include relevant dates and copies of
patient records that are pertinent to the hearing.

{d) For providers whose privileges have been restricted to the extent that they are no longer performing the full
range of normal duties in their specialty practice, follow-on administraiive action may be reguired.

1. The MTF commander may consider separation from service in a less-than-fully privileged status (military) or take
appropriate action through the civil service system or the empioyee’s contracting agency for failure to maintain
conditions of employment {(civilian/contract).

2. If the provider is o be retained on AD, appropriate personnel or administrative action will be taken tc change his/
her AOC or Sl and discontinue specially pay. The MTIF commander will make his/her recommendation through the
RMC, through the Commander, USAMEDCOM (MCHO-CL-Q), 2050 Worth Road, Fort Sam Heuston, TX
78234-6010 to HRC (TAPC-OPH) appropriate career branch), 200 Stovall Street, Alexandria, VA 22322-0417. The

AR 40-88 - 26 February 2004 77



DTF commander will make his/her recommendations through the RDC, through Commander, USADENCOM (MCDS),
2050 Worth Road, Fort Sam Houston, TX 78234-6004 through the Commander, USAMEDCOM (MCHO-CL-Q},
2050 Worth Road, Fort Sam Houston, TX 782346010 to HRC (TAPC-OPH) appropriate career branch), 206 Stovall
Street, Alexandria, VA 22322-0417. See paragraph 10-16z for guidance regarding USAR/ARNG personnel.

g Other credentials committee actions.

(1) In the case of suspected drug or alcohol involvement, a member of the impaired healthcare personnel committee
(IHCPC) will be appointed 1o the ad hoc group that will conduct the peer review. (See chap 11.)

{2) The credentials committee will ensure that peer review findings are considered when provider-specific creden-
tialing and privileging decisions are rendered and, as appropriate, in the organization’s PI processes. Summary peer
review conciusions will be tracked over time and any PI actions based on these conclusions will be monitored for
effectiveness,

{3} The credentials committee is responsible for executive oversight and analysis of aggregate data related to all
adverse privileging/scope of practice actions within the organization. Privileged provider data are contained in creden-
tials committee minutes. For the nonprivileged healthcare professional, a copy of the COM QA investigation, peer
review activity, and the subseguent recommendations for action provided to the commander, will be forwarded by the
appropriate department chief to the credentials committee.

10-7. Provider hearing rights

a. Written notice of hearing rights. Notification of the commander’s decision for action against a provider’s
privileges will be delivered fo the provider, either in person or by certified return receipt requested mail (see fig 10-4).
The notification will be made as soon as is practical but in no case later than 14 calendar days after the recommenda-
tions are made by the credentials committee to the commander, The same written notification requirement and time line
exist when the CQM QA investigation suggests reasonable cause. When the commarder’s proposed action is to deny,
suspend, restrict, reduce, or revoke the provider’s privileges, the following requirements apply.

(1) The written notice to the provider will specify the deficiencies substantiated by the peer review process, the
proposed adverse privileging action to be taken by the commander, and the right of the provider to request and to be
present at a formal hearing,

{2) By signed memorandum, the provider acknowledges his/her receipt of this notification. (See fig 10~3.) Should
the provider refuse to acknowledge receipt of written notice, a memorandur for record to make note of the refusal will
be prepared.

b. Provider participation. If the provider wishes to request a hearing, he/she will have 10 duty days, from date of
receipt of the potification of recommended adverse privileging action, to respond in writing to the credentizls
committee chairperson.

(1) Prior to the hearing, the provider will have access to all information that will be presented for consideration at
the hearing, .

{2} The provider may voluntarily waive his/her right to a hearing. This decision is final and not subject to appeal.

(3) If the provider waives his/her right to a hearing, recommendations from the credentials committee (and peer
review panel if this review was conducted) will be forwarded to the MTF commander for review and decision. A copy
of the commander’s decision regarding the adverse privileging action and the provider’s notice of said action will be
filed in the PCF.

{4) Waiver of hearing and appea! rights wiil result irt a report to the NPDB according to paragraph 14-35.

(5) Failure on the part of the provider to request a hearing, or failure to appear at the scheduled hearing (absent good
cause), constifutes waiver of hearing and appeal rights. At the request of the provider, the commander will determine -
the existence of good cause,

(6) If the provider is unable to appear in person at the hearing due to unusual or urgent circumstances, aliernate

means of obtaining his/her personal participation will be offered (for example, written deposition, telephone conference
call).

10-8. Hearing board procedures

a The DCCS (or other physician designated by the commander) will chair the hearing board. Members of the
hearing board shall be individuals who were not involved in the peer review of the provider in question.
(1) The hearing is administrative in nature. Therefore, the rules of evidence prescribed for trials by courts-martial or
for proceedings in a court of law are not applicable. For further guidance, see AR 156, paragraph 3-6. If criminal
misconduct is suspected, the president of the board will seek the advice of the servicing judge advocate before
proceeding. '

(2) The committee will be fully informed of the facts to allow an intelligent, reasonable, good faith judgment. The
commitice may question witnesses and examine documents, as necessary, to collect pertinent information.

(3) For procedural guidance on how to conduct the hearing, AR 15-6 may be consulted, but its provisions are not
mandatory.

b, The chairperson of the hearing board will advise the provider in writing (fig 10-6), delivered in person, with
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provider receipt acknowledged by signed memorandum (fig 10-7), or by certified return receipt requested mail, of the
following:

(1) The adverse privileging action under consideration that is the grounds for the hearing; any specific dates, facts;
and all pertinent-documents applicable to the case.

{2) The time and location of the hearing., The hearing should convene within 10 duty days (not less than 5 days but
not more than 10 days) from the provider’s receipt of the hearing notification unless extended for good cause by the
hearing board chairperson. For USAR/ARNG providers, the hearing will be convened within 30 calendar days of
provider notification. : )

{3) The names of the witnesses who will be called to testify at the hearing.

{4) His/her right to be present, to submit evidence, to question witnesses called, and to call witnesses on his‘her
behalf. The provider should be advised that he/she is responsible for arranging the presence of his/her witnesses and
that failure of such witnesses to appear will not constitute a procedural error or basis for delay of the proceedings.

(5) The right to consult legal counsel. Providers whose personnel status entitles them to receive legal assistance may
contact their servicing office of the SJIA for legal advice if desired. Legal representation in this matter is not an
entitlement but may be provided subject to rescurce limitations as determined by the supervisory judge advocate in the
office of the SJA or Trial Defense Service. Providers may obtain advice or representation from civilian counsel at no
expense to the Government. To determine if a provider is eligible to receive legal assistance, consuit AR 27-3.

¢, The provider is encouraged to consult with legal counsel or any other representative, Civilian counsel obtained by
the provider will be at no expense to the Government. Such representatives may attend the hearing but their
participation is limited to advising the provider only. They will not be permitted fo ask questions, respond to questions
on behalf of the provider, call or guestion witnesses, or seek to or enter material info the record.

d During a hearing involving a civilian provider, the exclusive representative of the appropriate bargaining unit
(union or contract agency) has the right to be present, if requested by the provider, under the following conditions:

{1} When a civilian provider as a member of the bargaining unit is the subject of the proceedings or a requested
witness,

(2} When the civilian provider reasonably believes that the investigation could lead to disciplinary action. Unless
specifically required by the collective bargaining agreement, there is no requirement to advise the employee that the
representative could be present under these circumstances.

(ay If the civilian provider requests the presence of the exclusive representative, a reasonable amount of time will be
allowed for this to be accomplished. The servicing CPOC/CPAC, as appropriate, and labor union counseler will be
consulted before denying such a request.

(b) The role of the exclusive representative is not wholly passive, afthough he/she will not be permitted to make the
proceedings adversarial.

{c) Subject to the discretion of the hearing board chairperson, the exclusive representative may be permitted to
explain the employee’s position in this matter (if the employee agrees) or to persuade the employee o cooperate in the
proceedings.

e. The hearing board will review all the material presented, including that submitted by the provider. The chairper-
son will arrange for the orderly presentation of information and will rule on any objections made by the provider,

(1) If criminal misconduct, including dereliction of duty, is known or suspected, the chairperson of the hearing
board will advise the provider of his/her rights, using DA Form 3881 (Rights Warning Procedure/Waiver Certificate).
(See AR 190-30 for instructions on the use of this form.) .

(2} If an investigating officer was designated (sce para 10-64(1)), he/she may be called before the hearing
commitiee to answer questions or fo provide additional information. However, the investigating officer will not
participate in the hearing board deliberations and he/she may not vote.

(3) The hearing will be documented in surnmarized minutes that reflect all the salient details of the proceedings. The
hearing is considered a QA activity covered by 10 USC 1102 and, as such, no recording devices, other than that used
by the designated recorder to prepare the record, wiill be permitted in the hearing room.

[ Following the presentation of all evidence and relevant information, the provider being examined will be excused,
and the hearing board will determine its findings and recommendations.

Note. Each of the board’s findings must be supported by a preponderance of the evidence. Each finding must be supported by a
greater weight of evidence than supports 2 contrary conclusion, that is, evidence which, considering all evidence presented, points o
a particular conclusion as being more credibie and probable than any other conclusion.

Recommendations may include, but are not limited to—

{1} Reinstatement of privileges.

{2) Identification of specific provider deficiencies that require improvement and the establishment of requirements
such as consultation with other providers or specialists related to patient care management. (The board should not make
recommendations involving the reassignment of a provider.)

(3) Suspension, reduction, or restriction of clinical privileges for a specified length of time. The hearing board may
recommend that a provider be released from AD or Federal employment.
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(4) Revocation of clinical privileges.

(5) To reconvene the hearing, after appropriate notice to the provider, to consider additional relevant evidence.

g Decision of the hearing board is by majority vote. The chairperson of the board will vote only in the event of a
tie. Members of the hearing board will cast a vote either “yes” or “no.” No abstentions are permitted, Voting will be by
secret ballot,

h The hearing board must be aware of the gravity of its responsibilities and the need fo clearly document its
findings and recommendations. Specifically identified incidents or situations will support general statements by the
board. Copies of pertinent medical/dental records or specific case histories, to substantiate the findings of the board,
will be included in the record of the proceedings. These, and any other attachments, will be tabbed as exhibits to the
record.

i Selected members of the credentials committee may serve as the hearing board, or the entire credentials committee
may perform this function, as determined locally. Any credentials committee member, who has acted as investigating
officer or member of the peer review panel, should recuse themselves from any subsequent proceedings in which a
vote is required. A privileged provider from the same discipline as the provider in question should be a voting member
of the hearing board.

J- The hearing will be closed to the public; however, the provider may request that observers be permitted. The
chairperson will normally grant the request but may limit the number of observers and may exclude anyone who is
disruptive.

k. The hearing board may obtain advice concerning legal questions from the servicing SIA office. The provider
should be advised of any legal questions as they arise and the answers that were provided by legal counsel

10-8. Action on hearing recommendations

a. The record of the hearing—including findings and recommendations—will be reviewed by the ECMS prior to
being forwarded to the MTF commander.

(1) The hearing board record-—to include findings and recommendations—shall be available for review by all
qualified members of the ECMS prior to the case file being forwarded to the commander.

(2} All qualified members of the ECMS (exciuding any hearing board members or any member that acted as the
investigation officer) may either concur by endorsement with the recommendations or submit separate
recommendations.

(3) If 2 member of the ECMS is absent (for example, through. TDY or illness) when the hearing board report is
forwarded, such absence will be noted and the case forwarded to the commander without action by the absent member.

b. The servicing SJA {or DA civilian attorney) will review the record, including credentials committee/peer review
panel findings and recommendations and any input from the provider in question, for legal sufficiency prior to action
by the commander.

¢. The commander will review the hearing record (including credentials committee/peer review panel findings and
recornmendations and any input from the provider in question) and make a decision regarding the provider’s privileges.

{1) The findings and recommendations contained in the hearing record are advisory only and not binding on the
commander. ‘

(2) Written notice of the commander’s decision, with the date of delivery annotated on it, will be fumished to the
provider either in person or by certified return receipt requested mail. The signed receipt acknowledges the provider’s
receipt of the commander’s decision. If the decision includes denial, suspension, restriction, reduction, or revocation of
the individual’s privileges, the notice should advise the provider of his/her right of appeal. The notice should also
advise the provider that, upon request, he/she will be provided a copy of the hearing record.

(3) A copy of this notice will be placed in the individual’s PCF. The appropriate department, service, or clinic chiefs
wili also be advised of the decision.

10-10. The appeals process

a When the MTF commander decides fo suspend, restrict, reduce, revoke, or deny clinical privileges, the provider
will be granted 10 duty days (extendable in writing by the commander for good cause) to submit a request for
reconsideration to the. MTF commander,

(1) I the provider does not request reconsideration, the adverse privileging action and all information pertaining to
the case will be submitted to the USAMEDCOM QMD, with copy furnished to the next higher headquarters, for
reporting to the NPDB. (See chap 14.)

{2) If the provider elects to appeal the commander’s decision, he/she will submit a formal request for reconsidera-
tion that identifies the errors of fact or procedure that form the basis of the request. The burden is on the provider to
specify the grounds for reconsideration/appeal.

b The MTF commander is granted 14 calendar days to consider the request. If he/she denies the request in whole or
in part, the action will automatically be endorsed to TSG as an appeal. TSG is the final appellate authority for denying,
suspending, restricting, reducing, or revoking clinical privileges.

¢. The written appeal and all information pertaining fo the case will be subm:tﬁed through the appropriate RMC/
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RDC commander using certified return receipt requested mail. The RMC/RDC commander will review the packet to
ensure that all necessary information is included prior to forwarding the case fo the appropriate staff office that will
conduct the appeal.

d The USAMEDCOM QMD w;ll convene the appeals board for those appeals involving MEDCEN/RMC/RDC
providers or commanders; the RMC/RDC is responsible for any adverse privileging action appeal from its subordinate
MTFs. In either case, the appeals board will convene as soon ag possible following receipt of all materials related to
the adverse privileging action.

e. The appeals board will consist of a minimum of three privileged providers, one of whom will serve as the
chairperson. The chairperson of the appeals board is a voting member. This may be the DCCS at the RMC level
(comparable RDC position), or the Director, QMD at the USAMEDCOM level or other senfor officer as deemed
appropriate. If is recommended that at least one member be of the same discipline and specialty as the provider whose
appeal is being considered.

(1) If the provider is & dentist with no medical facility privileges, the appeals board will consist of thres dental
officers.

(2) If the dentist has medical facility privileges and these prwﬂeges are subject to review, the committee will include
one privileged physician and two dental officers. Ideally, one of these DC officers shall hold medical facility privileges.
If action is being considered against a dental officer with hospital privileges, yet the action invoives only the provider’s
dental privileges, the composition of the appeals board will be as described in paragraph (1) above. The dental provider
will be afforded the same opportunity fo submit written input for consideration by the appeals board.

f The appeals board will review all information furnished by the provider, as well as the hearing record, and all
findings and recommendations, in light of the provider’s alleged basis for appeal. After considering the information and
evaluating the merit of the appellant’s appeal, the appeals board will advise the commander (USAMEDCOM/
USADENCOM or RMC/RDC) of its findings and recommendations for disposition, and whether it finds substantial
evidence to support the MTF commander’s adverse privileging action. For RMC-level appeals, the findings and
recommendations of the board will be endorsed by the RMC commander and all documents considered by the board
will be forwarded by certified return receipt requested mai] to the USAMEDCOM for review and approval by the
appellate apthority (TSG). The findings and recommendations of the appeals board are advisory in natare and do not
bind the appellate authority. TSG is the sole authority responsible. for provider netification of the final decision
associated with an appeal. To remove any potential conflict, no other parties will have input into the final decision by
the appellate authority. There will be no deviation from this regulation in the review process.

g. The appellate authority will notify the provider by certified return receipt requested mail, as soon as possible,
following adjournment of the appeals board, of the decision concerning the appeal. The RMC or MTF commander, as
approprzate will also be notified in writing. The appellate authority will provide clear guidance as to what actions the
MTF is expected to take regarding the future utilization of the provider.

h. Only adverse privileging actions may be appealed under these procedures. Denial of a request for privileges for
reasons unrelated to the abilities, qualifications, health, or skilis of the provider is not considered an adverse privileging
action.

i. Administrative action to separate the provider as a resuit of an adverse privileging action under paragraph 1012
will be deferred pending appeal resolution. Providers who voluntarily separate prior to resolution of their appeal will be
informed in writing that the process will be completed as though they were still on AD or employed in a civilian
capacity. Special considerations, such as extensions of time for appeal, will not be granted.

10-11. Civilian training

If subsequent to an adverse privileging action the provider is not separated from Federal service and he/she seeks
remedial {raining at a civilian institution, that institution will be notified of the adverse privileging action. Any remedial
training must be- approved by the MTF commander,

10-12. Separation from Federal service

a An AMEDD provider’s loss of license or clinical privileges, or a professional’s loss of license, is the basis for
separation from military or civilian service. {See AR 600-8-24 and AR 135-175 (for officers) or AR 635-200 and AR
135-17R (for enlisted).) When the clinical privileges of a military or civilian provider are denied, suspended, restricted,
reduced, or revoked, a local command administrative review will be held to determme: whether personnel action to
separate the provider from Federal service should be initiated.

{1} For a provider/professional who separates from Federal service {military or civilian) in a less-than-fuliy-
privileged status or with less-than-fuil scope of practice, information relative to the adverse privileging/practice action
will be reported. Only TSG is authorized to report AMEDD healthcare personnel to the appropriate professional
regulating authorities. The provider/professional will be informed of the consequences of leaving Federal service in a
less-than-fully-privileged status/full scope of practice (that is, that a report will be filed with the NPDB, the Federation
of State Medical Boards, State licensing board, and other regulatory agencies).
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(2) For a provider/professional with a service obligation, consideration must then be given to branch transfer or
reclassification action or, as an exception to policy, elimination from the Service.

b The facility that initiated the adverse privileging/practice action will be responsible for finalizing all details
agsociated with the action. This includes followup administrative procedures for a provider/professional who has been
detailed to another facility for evaluation and found unfit for duty. In this instance, the individual will also be advised
of his/her rights of due process.

10-13. Separation of a criminally charged provider

In accordance with AR 600-8-2, flags wili be submitted when an unfavorable action or investigation (forma or
informal) is started against a Soldler by military or civilian authorities. Soidiers will not antomatically be held beyond
thejr expiration term of service (ETS), expiration of service agreement (ESA), or mandatory release date (MRD)
pending completion of an investigation or privilege/licensing action, even if they are flagged. All investigations or
privilege/licensing actions must be completed prior to ETS/ESA/MRD, or authority must be obtained from the General
Court-Martial Convening Authority or Headquariers, Department of the Army (HQDA) to extend the ETS/ESA/MRD.
In accordance with AR 600--8-24, paragraph 1-16, an officer under investigation or pending court-martial will not be
separated without HQDA approval. In the case of civi}ian personnel, the management employee refations specialist at
the servicing CPAC should be contacted for guidance.

10-14. Reporting adverse privileging/practice action activities

a2, The DD Form 2499 is used to report actions taken against 2 provider's privileges or the hcensed/cemﬁed/
registered professional’s scope of practice.

(1} At the conclusion of the adverse privileging/practice action proceedings, documentation supporting the DD Form
2499 to include credentials committee minutes, hearing board record of proceedings, results of investigation, appeal
response letter, and any other pertinent information will be forwarded, if the MTF has not already done so, with the
DD Form 2499 to the USAMEDCOM/USADENCOM. A copy of these documents will also be furnished by the MTF
to the next higher headquarters.

(2) The MTF commander will sign and date the DD Form 2499 in the bottom right hand corner of the “remarks
section,” (block 12) below any amnotations contained in this section of the form.

{3) The date the DD Form 2499 is mailed to the USAMEDCOM will be annotated in the fop right comer of the
form.

b The following activities will be reported through the chain of command, as indicated:

(1) COM QA investigations. Provider/professional CQM QA investigations being conducted will be reported to the
next higher headquarters (for informational purposes) within 7 calendar days of initiastion. Appropriate documentation
(that-is, DD Form 2499 and other supporting materials) will follow, as stipulated below, if the evidence from the
investigation supports an adverse privileging/practice action.

(2) Clinical privileges/practice actions. When the commander suspends, restricts, reduces, revokes, or denies (for
other than facility-specific reasons) a provider’s privileges or a professional’s practice, or the individual voluntarily
surrenders all privileges/practice while under investigation or to avoid investigation, a DD Form 2499 wiil be submitted
within 7 calendar days following the action.

{a} MTF commanders will forward the DD Form 2499 to Commander, USAMEDCOM, ATTN: MCHO—-CL—Q
2050 Worth Road, Fort Sam Houston, TX 78234-6010, with copy furnished to the next higher headquarters.

(b) DTF commanders will forward the DD Form 2499 through the Commander, USADENCOM, ATTN: MCDS,

2050 Worth Road, Fort Sam Houston, TX 78234-6004, with copy furnished to the next higher headquarters.
USADENCOM subsequently forwards the report to USAMEDCOM (MCHO-CL-Q).

{c) The RMCs and RDCs are responsible for administrative review to ensure completeness of the DD Form 2499
and all enclosures and other guidance as appropriate,

(d) Copies of all supporting documentation refated to the adverse privileging/practice action wiil accompany the DD
Form 2499.

(3) Status reports. Provider/professional status changes, using DD Form 2499, will be reported to the USAMED-
COM (MCHO-CL~-QYUSADENCOM (MCDS) with copy furnished to the next higher headquarters. Reports will be
submitted every 30 days uniil final action has been completed and so indicated on the final DD Form 2499,

(4) Reinstatement of clinical privileges/practice. When the MTF commander approves total or partial restoration of
clinical privileges/practice that had previously been removed, DD Form 2499 will be submitted to USAMEDCOM
(MCHO-CL-Q), with copy furnished to the next higher headquarters.

(3) Administrative or judicial action affecting privileges/practice. Tf an individual is the subject of an administrative
or judicial action (for example, a court-martial}, a DD Form 2499 wili be submitted reflecting the modified status of
the individual's privileges.

¢. In the event of a suspension, restriction, reduction, revocation, or denial of clinical privileges for a military
provider with permission to engage in remunerative professional employment at a civilian medical/dental healthcare
institution, the civilian employer will be notified of adverse privileging actions, as they occur, by the MTF commander.
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The same requirement to report applies to nonmilitary providers working at civilian facilities. This is the only
exception to TSG as the information-releasing authority.

10-18. Reportable acts of unprofessional conduct

a. Healthcare providers who are involved in any of the unprofessional acts/activities listed in appendix I, or similarly
unprofessional actions, will be evaluated by the credentials committee (by the peer review panel and department/service
chief for nonprivileged) and appropriate adverse privileging or practice recommendations will be made to the com-
mander. Although the credentials committee is not a criminal investigative body, it can and will consider ali evidence
from such investigations in its deliberations. Whenever a reportable activity is identified, a DD Porm 2499 will be
submitted (see para 10-14b), noting any adverse privileging/practice actions that have been taken.

b. Ar unprofessional act is deemed to have “occurred” when the individual is indicted or titled for an offense (if
applicable) or after completion of applicable investigative proceedings and command action. The commander will
notify any civilian facilities in which the individual is engaged in off-duty health-care-related employment of the
aforementioned. (See para 10-3e.)

. A DD Form 2499 will be submitted on privileged providers and other nonprivileged healthcare personnel,
whether licensed or pending licensure, who are convicted, plead guilty, plead nolo contendere, receive a discharge in
Heu of courts-martial, receive & discharge in lieu of criminal investigation, or a less than honorable discharge for
unprofessional conduct. Reporting will ocour within 7 days of the date that formal charges were filed or the date of
discharge, whichever comes first.

10-16. USAR/ARNG provider/professional adverse privileging/practice actions

a. USAR/ARNG providers/professionals are subject to denial, suspension, restriction, reduction, or revocation of
clinical privileges/practice according to paragraph 10-45.

b. If a military agency initiated the adverse privileging/practice action, that agency will forward the DD Form 2499
to Commander, USAMEDCOM, ATTN: MCHO-CL-Q, 2050 Worth Road, Fort Sam Houston, TX 78234-6010 or
Commander, USADENCOM, ATTN: MCDS, 2050 Worth Road, Fort Sam Houston, TX 78234-6004, with copy
furnished to the RMC or next higher headquarters, as appropriate. The USAMEDCOM will notify the appropriate
regulatory authorities, medical commands, and the major Army commands to which the individual is assigned.
Initintion of adverse privileging/practice actions will be based on individual unit assignment/attachment and type of
training as follows—

(1) For all USAR/ARNG members performing duty (regardless of type) in an MTF, the commander of that facility
will initiate the actions.

{2} For Active Guard Reserve members not a551gned to a TPU, the actions will be initiated by the commander of the
unit to which they are assigned or attached. Other Active Guard Reserve members are covered by the provisions of
subparagraph (6) or (7} below.

{3} For IMA members, the commander of the unit to which they are assigned will initlate the actions

{4) For IRR members not attached to a unit and assigned to the HRC (not performing duty), the HRC commander
will initiate the actions.

(3) For IRR members aitached to or performing duty at 2 TPU, if the individual is in 2 medical unit, the actions wili
be initiated by the unit commander. If the individual is not in a medical upit, the next higher medical command or the
command having medical authority will initiate the actions.

(6) For ARNG members agsigned to a medical unit, the unit commander will initiate the action. If the individual is
not assigned to a medical unit, the State Surgeon or next higher command having a medical authority will initiate the
action.

(7) For USAR members assigned or attached to a medical TPU, the unit commander will initiate the actions. If the
individual is not assigned fo a medical TPU, the next higher command having medical authority will initiate the
actions.

¢. For purposes of initiating adverse privileging/practice actions, processing appeals, and other appropriate followup
action, if the next level of command is not a medical unit (or is 2 medical unit without sufficient medical assets
assigned to convene the required committees), the higher commander having a medical authority wiil direct the
appropriate assets from within hisher command to provide the necessary support.

d When the USAMEDCOM is notified by a regulatory authority, to include the Federation of State Medical Boards
or other sources, that an action was taken against an USAR/ARNG member, the USAMEDCOM (MCHO-CL~Q) will
automatically notify the individual’s unit of assignment/attachment. Additionally, the Natonal Guard Bureau, USARC,
and/or HRC will be notified of adverse privileging/practice information relevant to their assigned personnel. Informa-
tion from the regulatory authorities will be provided to the appropriate commands for review and action according to
chapter 14 of this regulation and/or AR 135-175, if appropriate,

2. A USAR/ARNG provider/professional wili be considered for reclassification, branch transfer, or separation if an
adverse privileging/practice action was faken which resulted in a permanent restriction or revocation of clinical
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privileges/scope of practice. USAR/ARNG commanders will review such assigned members and recommend disposi-
tion according to appropriate regulations, dependent upon the nature and merit of each case.

f Hearing rights and the appeals process will be as described in paragraphs 108 and 10-10. TSG is the final appeal
authority.
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(HEALTH CARE FACILITY Letterhead)

OFFICE SYMBOL (640-10e) (Date)

MEMORANDUM FOR (Name, Grade, and Address of Provider/ Professional)

SUBJECT: Notice of Abeyance (Summary Suspension) of Clinical
Privileges/Practice

1. Effective immediately (all} (a portion) of your clinical privileges/practice at
(include facility name and location) have been (placed in abeyance) (summarily
suspended). This action is being taken as a result of (state the specific/alieged
deficiencies involved, and the scope of the action being taken. Include the
specific privileges/scope of practice that are/is effected and what is expected of

.....

2. The period of (abeyance is for a period of (specify number) days (may not
exceed 30) (summary suspension is indefinite, pending conclusion of due
process proceedings, as appropriate, associated with this action), Action related
to your clinical privileges/practice and staff appointment, if warranted, will be
initiated by the credentials committee at its meeting scheduled for (date). Every

effort will be made to conclude the proceedings related to this matter in a timely
manner.

3." An abeyance that is not closed within 30 days will automatically become a
summary suspensicn of clinical privileges. Summary suspension will be in effect
while due process proceedings are underway. Summary suspension in the DoD
is not reportable.

4. You are hereby notified that a clinical quality management (CQM) quality
assurance (QA)} investigation will be conducted concerning the allegations
specified above in paragraph 1. If, based on this investigation, there is
substantial cause to proceed, a peer review under the auspices of the credentials
committee (other committee) will be conducted to collect the necessary facts
bearing on this matter. Should a peer review be warranted, you will receive
written notification of such and instructions as to your rights and responsibifities
related to the peer review process as detailed in AR 40-68, chapter 10.

5. Should you elect to terminate your (military) (Federal) service prior to
resolution of these matters, your (abeyance) (summary suspension) will become
a suspension of privileges/practice. This is considered a final action and a report
to the NPDB and/or other State or regulatory agencies will be filed.

Figure 10~1 {PAGE 1}. Sample format for memorandum notifying provider of an abeyance or summary suspension
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FOR THE COMMANDER (if authorized):

(Signature)

{Typed Name)
(Grade, Corps}
Chairperson, Credentials Committee

Figure 10-1 (PAGE 2). Sample format for memorandum nofifying provider of an abeyance or summary suspension-—
: Continued

PROVIDER'S OFFICE SYMBOL (840-10e) (Date)
MEMORANDUM FOR: {Commander, Health Care Facility and Address,
ATTN: Chairperson, Credentials Committee)

SUBJECT: Receipt of Notice of Abeyance (Summary Suspension) of Clinical

Privileges/Practice

Receipt acknowledged. | understand that a CQM QA investigation will ensue
and a peer review of my performance, conduct, or condition may be required. |
also understand that | will be notified in writing should a peer review be
scheduled so that | may attend and participate, as required.

(Signature of individual)

(Typed Name)
(Grade, Corps)

Figure 10-2, Sample format for provider memorandum acknowledging nofification of abeyance/summary suspension

88 : AR 40-68 « 25 Tebruary 2004



(HEALTH CARE FACILITY Letterhead)

OFFICE SYMBOL (840-108) (Date)

MEMORANDUM FOR: (Name, Grade, and Address of Provider)

SUBJECT: Provider/Professional Notification of Peer Review

1. This is to inform you that on (date), the (credentials committee) (a credentials
hearing board or other committee) will conduct a peer review to evaluate your
performance, conduct, or condition that was the subject of a recent COM QA
investigation. This committee will review the nature of the circumstances
surrounding the events in question, determine the validity of any allegations, and
make recommendation to the commander, as appropriate. The peer review may
adversely affect your clinical privileges/practice. Your staff appointment, as
appropriate, may likewise be affected.

2. The allegations to be reviewed are (state the nature of the allegations
constituting the grounds for the peer review in sufficient detail. Include the date,
identity, and location of the record(s) of all activities or the cases that are
involved in the allegations, so that the individual will be fully apprised of the
matters to be considered during the peer review.)

3. The peer review will be conducted at (hour) on (date) at (location) (within 14
calendar days of notice to individual). While you do not have the right to be
present during the proceedings, you may present a written statement regarding
the events under review. In addition, you may be required to appear before the
peer review panel to make a verbal statement, to clarify issues as needed, to ask
questions, and to respond to questions of the panel.

4, You are encouraged to seek legal counsel at any step in the adverse
privileging/practice action process. However, the peer review is not a legal
proceeding, and a lawyer is not permiited to actively participate during the peer
review. (As a civilian employee, you may be entitled to bargaining unit
representation.}

5. A point of contact for you as you prepare for the peer review process is (state
POC name, address, {elephone, and facsimile numbers). He/she is available to
assist you and to accept any forthcoming written correspondence from third party
sources or any additional information that you may wish to provide.

8. Should you have any questions, or need further guidance, you may access
AR 40-68, Clinical Quality Management, in the (office of the Credentials '
Manager) (other location). {Note any other local references that may be useful to
the provider.)

Figure 10-3 (PAGE 1). Sampie format for memorandum notifying providet/professional of a forthcoming peer review
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7. Based on the CQM QA investigation, the peer review results, and the
(credentials committee) (other commitiee) recornmendations, the commander will
determine what adverse action, if any, against your clinical privileges/practice is
warranted. You will receive separate nofification from the commander of
proposed action against your clinical privileges (and staff appointment)/ practice.

FOR THE COMMANDER (if authorized):
{Signature)
{Typed Name)

(Grade, Corps)
Chairperson, Credentials Committee

Figure 10-3 (PAGE Z2). Sample format for memorandum notifying provider/professional of a forthcoming peer review—

Continued

".88' .
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(HEALTH CARE FACILITY Letterhead)
S: (Suspense date}
OFFICE SYMBOL (640-10e) (Date)

MEMORANDUM FOR (Name, Grade, and Address of Individual)

SUBJECT: Notice of Proposed Adverse Clinical Privileging/ Practice Action by
the Commander

1. You are hereby notified of my decision to (state adverse privileging/practice
action proposed) your clinical privileges/practice at (FACILITY: State name and
location), Effective (date) your clinical privileges/practice will be (state limitation)
for improper (state specifically the performance, conduct, behavior under review
and the rationale for the action addressing all allegations}. The period of this
adverse privileging/practice action is to be (indefinite) (temporary, for a period of
(state number of days), from (date} to {date)).

2. My decision is based upon recommendations from the (credentials/other
committee) that met (date) to review all the facts and evidence pertinent to the
CQOM QA investigation and peer review that were conducted. As a result, (must
specify what privileges/practice are affected and what is expected as far as the
provider's clinical duties and responsibilities).

3. In addition to this proposed adverse action related to your clinical privileges,
your staff appointment to this facility (will) (will not) be affected. (Note proposed
change to appointment status, as appropriate.) '

4. You are advised that you have the right, upon request, to have the credentials
hearing board conduct a hearing to review this action concerning your privileges.
The hearing procedures and your hearing rights are detailed in AR 40-68,
chapter 10.

5. In order for this hearing to be conducted, you must make a written request for
such to the chairperson of the credentials committee within 10 duty days from the
date you receive this notice. If you fail {o make the request within that time
frame, or if you fail to appear at the scheduled hearing, you waive your right to
the hearing and aiso waive your right to appeal to higher medical or dental
authority. '

Figure 104 (PAGE 1). Sample format for memorandum notifying provider of a proposed adverse privileging/practice action
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{Signature of Commander)
(Typed Name})

(Grade, Corps)
Commander

Figure 104 (PAGE 2). Sample format for memorandum notifying provider of a proposed adverse privilegingfpractice action—
Continued

OFFICE SYMBOL (640-108) (Date)

MEMORANDUM FOR (Commander, Health Care Facility and Address, ATTN:
Chairperson, Credentials Commitiee)

SUBJECT: Receipt of Notice of Proposed Adverse Clinical Privileging/Practice
Action by the Commander

Receipt acknowledged. The memorandum notifying me of the commander's
proposed adverse action against my clinical privileges (and staff
appointment)/practice is dated (date), and | received it on (date). | understand
that | have 10 duty days to request a hearing, if | elect to do so, according to AR
40-68. Further, | understand that should | elect not to request a hearing, orif |
fail to appear at the scheduled hearing, | waive my right to appeal to a higher
medical or dental authority.

(Signature of individual)

(Typed Narhe)
(Grade, Corps)

Figure 10-5. Sample format for provider memorandum acknowiedging notification of proposed adverse privileging/practice
action
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(HEALTH CARE FACILITY Letterhead)
S: (Suspense date)

OFFICE SYMBOL (640-10e) (Date)

MEMORANDUM FOR (Name, Grade, and Address of Individual)

SUBJECT: Provider/ Professional Notification of Credentials Committee/Other
Committee Hearing

1. (The credentials committee) (a credentials hearing/other commitiee) will
conduct a hearing, at your request, conceming aliegations that may adversely
affect your clinical privileges/practice. Your staff appointment, as appropriate,
may likewise be affected.

2. The allegations to be reviewed are (state the nature of the allegations
constituting the grounds for the hearing in sufficient detail. Include the date,
identity, and location of the record of activities or the cases that are involved in
the allegations, so that the prov:der/professmnal will be fully appraised of the
matters under investigation.)

3. The committee will hoid the hearing at (hour) on (date) at (location). You
have the right to be present, to present evidence and call witnesses in your
behalf, to cross-examine witnesses called by the commitiee, to consult legal
counsel, and to be advised by legal counse! at the hearing. It is your
responsibility to arrange for the presence of any witnesses you desire. You may
contact the Office of the Staff Judge Advocate for legal advice. Legal
representation in this matter is not an entitlement, but may be provided subject to
resource limitations as determined by the appropriate supervisory Judge
Advocate. You may retain a civilian attorney at your own expense.

a. Failure to appear at the hearing will constitute a waiver of the nghts
listed here and your right to appeal.

b. Upon your written request, the time and place of the hearing may be
changed by the chairperson of the hearing board before the indicated suspense
date, if your request is based on good cause.

c. The hearing board will call the following witnesses: (list of witnesses, if
any.)

4. Any closed (not pénding reconsideration or appeal) adverse clinical
privileging/practice action will be reported to the NPDB and to other State or
regulatory agencies, as appropriate.

Figure 10-6 {PAGE 1). Sampie format for memorandumn notifying provider/professional of credentiais/other board hearing
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. FOR THE COMMANDER (if authorized):

{Signhature)

{Typed Name)
{Grade, Corps)
Chairperson, Credentials Committee

Figure 10-6 (PAGE 2}, Sample format for memorandum notifyihg provider/professional of credentiais/other board hearing—
Continued

PROVIDER'S OFFICE SYMBOL(640-108) - (Date)

MEMORANDUM FOR (Commander, MEDDAC, MEDCEN, or DENTAC and
Address ATTN: Chairperson, Credentials Commlttee)

SUBJECT: Receipt of Notification of Credentlals/Other Committee Hearing
! hereby acknowledge receipt of the subject memorandum, Notification of a
Credentials/Other Committee hearing. The memorandum is dated (date) and |
received it on (date).

(Signature of individual)

(Typed Name)
(Grade, Corps)

Figure 106-7. Sample format for provider memorandum acknowledging notification of credentiaisiother hoard hearing
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(HEALTH CARE FACILITY Letternead) -
~ 8: (Suspense date)

OFFICE SYMBOL (640-10e) : (Date)

MEMORANDUM FOR: {Name, Grade, and Address of Individual)

SUBJECT: Provider/Professional Notification of Hearing Board Results

1. You are hereby notified that the hearing board has concluded its activities
related to the proposed adverse action against your clinical privileges/practice. A
copy of the hearing board findings and recommendations is attached. A copy of
the hearing transcript is available o you, upon request.

2. You are granted 10 duty days following receipt of the hearing board findings
and recommendations to submit a written statement of corrections, additions, or
other matters that you wish to present for my consideration related to the
hearing. You must clearly and convincingly specify the grounds for
reconsideration.

3. i my final decision is to deny your request, in whole or in part, the action will
be endorsed to The Surgeon General (TSG) as an appeal. TSG is the final
appellate authority for adverse action against your clinical privileges/practice.
(Signature of Commander)
Encls as {Typed Name)
- (Grade, Corps)
Commander

Figure 10-8, Sample format for memorandum notifying provider of hearing beard findings/irecommendations
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PROVIDER'S OFFICE SYMBOL (640-10e) | (Date)

MEMORANDUM FOR (Commander, Health Care Facllity and Address,
ATTN: Chairperson, Credentials Committee)

SUBJECT: Receipt of Notice of Hearing Board Results

Receipt acknowledged. The memorandum notifying me of the hearing board's
actions/recommendations is dated (date), and | received it on (date). |
understand that | have 10 duty days in which to submit a written statement to the
commander of corrections, additions, or other matters for his/her reconsideration

in this matter,
{Signature of provider)

(Typed Name)
(Grade, Corps)

Figure 10-9, Sample format for provider memorandum acknowledging receipt of hearing board findings/recommendations

Chapter 11
Managing Military Treatment Facility Personne! with Impairments

11-1. General

Health status—to inciude the physical and emotional well-being of individuals providing care and other services to
patients—is an important consideration in the ongoing assessment of professional competence and performance. This
chapter establishes policies and procedures for health-focused assessment and support activities provided by the MTF
for its assigned personnel. The following guidance applies 0 MTF employees—both military and civilian (GS and

personal services contract}—or employees who function in an administrative or ancillary services support capacity.

11—2. The Impaired Healthcare Personnel Program

a. Each facility will establish an Impaired healthcare Personnel Program (IHCPP), or comparably titied program, to
address the multidisciplinary needs of its military and civilian healthcare personnel with physical limitations, emotional
or psychiatric conditions, or alcohol/other drug abuse problems/dependency. These limitations or cenditions result in
social or occupational dysfunction of the individual in question or place the patient or others at risk. The program will
meet all the provisions of AR 600-85. (See DA Pam 600-85 for additional instruction and procedural guidance.)
Medical and dental facilities that are co-located are encouraged to develop a single program that includes all eligible
MTF participants,

b. The HCPP is designed to provide support, assistance, and rehabilitation to those healthcare personnel who suffer
from a condition: that negatively influences, or has the potential to negatively influence, optimal performance. For
purposes of this chapter, the term, “impairment” applies to the manifestations of emotional or psychelogical conditions
and alcohol or other drug use/abuse problems/dependency. Physical limitations are considered impairments when the
individnal’s physical condition places the safety of patients or others in jeopardy. These medical problems may be
associated with alcohol or other drug use/abuse, a co-exisiing emotional/psychological disorder, or there may be
physical conditions that the individual is unwiliing to acknowledge or for which treatment is refused.

¢ The objectives of the JHCPP are to—

(1) Promote the well-being of healthcare persenmne! through education and minimize factors that contribute to
impairment associated with alcohol and other drug use/abuse.
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physician reviewer. In cases where there is consensus for reporting among lower level reviews (MTF, clinical expert,
or other agency as designated by OASD(HA)), the SRP will render the final SOC determination. The report to the
NPDB, in this instance, is made at the direction of the SRP.

{f) In cases for which there is disagreement for reporting among lower level reviews, the SRP will document its
SOC determination and recommendation to TSG for provider reporting to the NPDRB, as appropriate. The case will be
evaluated by the USAMEDCOM SJA for legal sufficiency to support a report to the NPDB or other reguiatory
agencies, All relevant case documents are then forwarded for final review and decision by TSG.

13-7. Management of medical/dental records
Complete and accurate medical records are the best defense in the event of patient care-related litigation. Medical
records management is a critical factor in loss prevention and medical malpractice claims resolution.

a. In all situations identified as PCEs or malpractice/disability claims, original medical/dental records will not be
released directly to the beneficiary or his’her authorized representative. The CJA or USARCS, as appropriate, may
release copies of the records. This does not apply to cases in which the claim is being filed with an individual or
agency outside the U.S. Government. (See AR 40-66 for additional medical/dental records management information.)

b. Original records and/or other documents will not be reieased unless requested by a U.S. Government attorney
defending the U. 8. in a malpractice Jawsuit, The records/documents will be released only per AR 340-21, AR 25-55,
and AR 27-20. Any request for medical/dental records must be in writing and must specify the treatment dates and the
names of the MTFs involved. Release of medical/dental records is limited to records defined in AR 40-66.

c. Other records, reports, and any specimens maintained by MTF departments, services, and clinics (for example, x-
rays, wet tissne, paraffin blocks, microscepic slides, surgical and autopsy specimens, tumor and death reports, and fetal
monitoring strips) will be released only upon request by the Litigation Division of the Office of the Judge Advocate
General (OTJAG) or USARCS. Granting of requests for records by the beneficiary or his/her representative will be at
the discretion of the CJA or USARCS.

'd When medical/dental records are required by another healtheare facility for beneficiary treatment purposes, copies
or appropriate extracts will be furnished., The United States Army Legal Services Agency, Litigation Division
{JALS-LTT), 901 North Smart Street, Ballston Suite 400, Arlington, VA 22203-1821 will be consulted prior to the
disposition of these records to the National Personnel Records Center, USARCS, or Litigation Division.

e. Special handiing will be provided {o medical/dental records involved in litigation or adjudication to ensure
accuracy and correlation of evidential documentation. There will be strict adherence to the following practices,

(1) Prior to any action (for example, photocopy; release to local CJA; transmittal to Litigation Division, OTJAG; or
response to subpoena), the ongmal medical/dental record will be reviewed for completeness by PAD or the DENTAC
and assembled as prescribed in AR 40-66.

(2) Medical/dental records involved in ltigation or adjudication require special safeguarding by PAD or by the DTF
commander. If practical, they will be maintained separately from other medical/dental records. For accountability
purposes, portions of records (for example, reports of special examination) that may be in another location will be
cross-referenced by an annotation in the basic record (for example, on SF 600 as prescribed in AR 40-66).

{3) PAD is the only location in the MTF (dental commanders will designate who has responsibility for this function)
where an authenticated photocopy of a medical/dental record will be made for purposes cited in this regulation. There
will be a legible photocopy page to correspond 1o every orlgmal page in the medical/dental record. All pages of the
medical/dental record will be numbered consecutively prior to photocopying.

(4) When medical/dental records are reieased to the CJA or to USARCS, PAD or the DTF commander (designee)
will append the appropriate staff signature/initial verification list to the record.

{5) Copies of all corespondence concerning the case will be appended to the record. Copies of this same corre-
spendence will also be maintained by the CIA. '

Chapter 14
Reporting and Releasing Adverse Privileging/Practice or Malipractice Information

14-1. General

A variety of national agencies and clearinghouses exist to which the AMEDD must report information such as
malpractice payments, licensure disciplinary actions, adverse clinical privileging actions, and unfavorable actions
affecting professional society membership. Adverse professional peer review actions taken against any healthcare
personnel must be reported. In addition, State regulatory agencies responsible for licensure, certification, or registration
require notification of the following: substantiated unprofessional conduct or behavior (see app I), any actions taken to
restrict or otherwise constrain the professional privileges/scope of practice of healthcare personnel, and malpractice
settlements on behalf of healthcare personnel.
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14--2. Miiitary treatment facility responsibilities for providing information

a. Reguests for routine information. MTFs ofien receive requests for information involving an application for
employment and/or clinical privileges at a civilian facility by currently or previously assigned providers/professionals.
The MTF may reply to non-DOD requests for information from a provider's/professional’s records only if the
individual in question has authorized disclosure of said information to the requesting civilian agency/institution by
signed and dated release according to AR 25-35 and AR 340-21. If the MTF no longer has information on file
regarding a provider or professional who has retired/separated from military service, the request and the individual’s
authorization for release of information may be forwarded to Commander, AHRC-8t, Louis (Human Resources
Command) (AHRC-RSA-Q), 1 Reserve Way, St. Louis, MO 63132-5200.

b. Requests for adverse privileging/practice action or malpractice history information. Requests to the MTF from
outside agencies for release of adverse privileging information, including queries from GPHE programs or malpractice
history information, will be forwarded directly to the Commander, USAMEDCOM (MCHO-CL-(Q)), 2050 Worth
Road, Fort Sam Houston, TX 78234-6010 for response. Individuals who are the subject of any information released
under this regulation are entitled to a copy of that same information. The provider/professional must authorize—in
writing—the release of adverse privileging/practice action information or malpractice history by the QMD to prospec-
tive employers or insurers.

14-3. The Surgeon General responsibilities in reportable actions

The Surgeorn General is the sole reporting authority to the NPDB; State regulatory authorities, the Federation of State
Medical Boards, and/or other appropriate central clearinghouses. TSG is responsible for reporting malpractice history
information and adverse privileging actions, unprofessional conduct or behavior, and any legal charges for which the
provider/professional is found guilty, pleads guilty, pleads nolo contendere, or requests discharge from the military in
lieu of courts-martial. TSG will not report to professional regulatory agencies, or to any other agencies, adverse
privileging actions, malpractice payments, or any civilian court actions involving a USAR/ARNG provider’s behavior
or conduct which occurs durmg other than histher military duty, MTF documentation in support of reports to the
NPDB, State regulatory agencies, the Federation of State Medical Boards, or other bodies will be forwarded directly to
Commander USAMEDCOM (MCHO-CL-Q), 2050 Worth Road, Fort Sam Houston, TX 78234-6010.

a. Malpractice claims reporied to the NPDB.

(1) PL 99-660 (The Healthcare Quality Improvement Act of 1986) provides for reporting to the NPDB malpractice
claims resulting in monetary settlements and certain professional review actions. Healthcare providers/professionals
will be reported whether licensed or pending licensure. Protection is ensured (10 USC 1102) for those submitting
information to a professional review body, the NPDB, or other regulatory agency unless such information is false and
the person providing the information had knc)wledge that it was false.

(2) In a malpractice case, the following criteria will be used by the USAMEDCOM QMD SRP to support a
recommendation 1o TSG to report the provider in question to the NPDB or to the Defense Practitioner Data Bank
(DPDB) for evenis involving personal injury or death of a military member as a result of medical care.

Note. The DPDB is composed of the various data/reports released to DOD via the CCQAS risk management module,

(a) The provider/professional or trainee deviated from the SOC in the act of commission or omission.
{b) Monetary payment was made and the providet/professional or trainee was responsible for an act of commission
or omission that was the cause of a harm that gave rise to payment.

{c) In instances involving a healthcare trainee, his/her act(s) of omission or commission were not reasonably
foreseeable by the supervisor, or the trainee acted ocutside hisfher established scope of practice.

{d} In instances involving a healthcare trainee, the supervising provider failed to meet reasonable standards of
supervision.

{3} The SRP recommendation to TSG, based on a majority vote, and any supporting comments, including the
recommendations of the clinical expert participants, will be prepared by the USAMEDCOM QMD. The USAMED-
COM SJA will be consulted for legal sufficiency before NPDB or DPDB reporting,

{4) The individua! will be provided written notification that a report was, or was not, submitted to the NFDB or
DPDB.

{5) The reporiing of healthcare personnei {(privileged or non-privileged) is an administrative process; therefore full
due process procedures are not applicable.

(6) A copy of the NPDB report will be—

(aj Forwarded to all States of known provider/professional licensure,

(b) Maintained on file by the USAMEDCOM QMD.

{c) Forwarded by certified return receipt requested mail fo the individual involved.

b. Adverse privileging/practice actions reported {o the NPDB or to State regulatory agencies.

(1} Privileged providers/professionals will be reported to the NPDB or to a State regulatory agency within 30
calendar days of approval when any of the following occur—

fa} Clinical privileges have been denied due to lack of qualsﬁcatmns, or a restriction, reduction, suspension or
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revocation for substandard performance, impaimment with refusal to seek treatment, or unprofessional conduct has
occurred. Any adverse privileging action longer than 30 days in duration will be reported. However, a report to the
NPDB will not occur unatil the individual’s appeal, if requested, is completed.

(b) The provider/professional voluntarily surrenders his/her clinical privileges or voluntarily reguests 2 limitation of
scope of practice while under investigation for issues of competence or conduct.

(e} The provider/professional with an adverse privileging action in effect or limited scope of practice elects to
separate from military service, retire, or terminate his’her employment (GS or contract) or volunteer service rather than
to contest the adverse privileging/practice action.

(d) The provider with suspended privileges or the professional with a limited scope of practice who is enrolled in
rehabilitation for alcohol or other substance abuse fails o satisfaciorily complete the program, or electively leaves
Federal service prior to completing the rehabilitation program. (This does not preclude reporting to other professionzal
regulating authorities as noted in para ¢ below.) Any adverse privileging/practice action taken against the provider/
professional in rehabilitation for professional incompetence, patient endangerment, or unprofessional conduct will be
reported.

(2) A copy of the "JPDB report of an adverse privileging/practice action will be forwarded to—

(a) States of known provider/professional Hcoensure.

(b) The individual involved at his/her last knpwn address.

{(3) Maintenance of the NPDB report of adverse privileging/practice action will be as follows:

fa) A copy of the report to the NPDB will be included in the PCF or, for the nonprivileged individual, in the
confidential counseling file maintained by the first line supervisor.

{b) Copies of DD Forms 2499 and 2526 associated with the NPDB report will alse be included in the PCF or the
nonprivileged individual’s confidential counseling file.

¢. Administrative actions reported to State regulatory agencies. In addition to reporting adverse. privileging/practice
actions noted above, administrative actions may be reported by TSG to State regulatory agencies. A privileged
provider/professional will be reported if he/she—

(1) Is separated under any administrative discharge authority.

(2) Is separated/removed from medical care responsibilities, following appropriate due process procedures, for
physical or mental limitations that affect his/her ability to provide quality patient care.

- (3) Has a medical condition that affects his/her ability to render safe patient care (includes individuals who
voluntarily limit their practice for medical reasons).

{4) 1s found guilty, pleads guilty or nolo contendere, separates from the Service in lieu of further administrative or
iegal action, or separates following a voluntary written confession or admission of any of the reportable acts of
misconduct listed in appendix I or similar unprofessional actions,

{(5) Commits any other act, not otherwise covered by the provisions of this regulation, which is reportable according
to State licensing statutes or regulations.

14—4. The Healthcare integrity and Protection Data Bank

The Health Insurance Portability and Accountability Act of 1996 established the H]PDB as a fraud and abuse data
collection program for the reporting and disclosure of certain final unfavorable actions taken against healthcare
providers, suppliers, or practitioners. The AMEDD is required to report to the HIPDB a broad range of “adverse
priviieging/practice actions” affecting DOD healtheare personnel, as well as members of the civilian provider commu-
nity involved in TRICARE.

a. Reporting responsibility, Health Affairs Memorandum DOD Participation in the HIPDB, 31 October 2000,
outlines the following reporting responsibilities by TSG and cother Federal agencies.

(1) TSG is responsible for reporting to the HIPDB adverse privileging/practice or administrative actions taken
against healthcare providers, suppliers, or practitioners providing healthcare services to AD members or any other MHS
beneficiaries in MTFs or as part of any military unit. Clinical privileging actions against physicians and dentists are
excluded from this reporting requirement. These actions are reportable to the NPDB as noted in paragraph 14-35. The
following will be reported to the HIPDB:

(a) Adverse privileging/practice actions. Adverse privileging/practice actions against healthcare practitioners other
than physicians and dentists.

(b) UCMJ actions. Adverse convictions under the UCMYJ as approved by the courts-martial convening authority (or
final nonjudicial punishment under the UCMI) of a healthcare provider, supplier, or practitioner in a case in which the
acts or omissions of the member convicted were related to the delivery of a healthcars item or service.

{c) Other adijudicated actions or decisions. The following actions are reportable if they are against a healthcare
provider, supplier, or practitioner based on acts or omissions that affect the payment, provision, or delivery of a
healthcare ifem or service;

1. Adverse personnel actions affecting military members. Any administrative action resulting in separation, reduction
in grade, mvoluntary military occupational speciaity classification, or other administrative -action.
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2. Adverse civilian personnel actions. Any adverse personnel action under Chapter 75 or Title 5, USC.

3. Contract lermination for defoult A confract termination for default taken by an MTIF or medical command
against a personal services or non-personal services contractor.

{2) Reports to the HIPDB by TSG will aiso be forwarded to the Department of Legal Medicine of the AFIP.

(3) Designated debarring officials of the military departments and the Defense Logistics Agency are required to
report to the HIPDB any contract debarments or suspensions arising from any DOD healthcare program contracts with
any healthcare provider, supplier, or practitioner.

b. Methods and procedures for HIPDB reports. In filing reports with the HIPDB, the methods and procedures will
be according to those described on Web site: www. bhpr.hrsa.gov/dga.
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SECTION IV - FINDINGS  (para 3-70, AR 15-8;

The (invastigating officer) (bemdf . having carefuily considered the evidence, finds:

" ee "MEMORANDUM FOR Commander, Womack Army Medical Center, Fort Bragg, NC 28310; SUBJECT: AR 15-6 Investigaﬁion -
Alleged Patient Safety [ssue Related to Nurses Sleeping on Duty” attached.

SECTION V - RECOMMENDATIONS  (parz 3-11, AR 15-6)

in view of the above findings, the {investigating officer} (beasdfi—~ecommends; .

See "MEMORANDUM FOR Commander, Womack Army Medical Center, Fort Bragg, NC 28310: SUBJECT: AR 15-6 Investigation -
Alleged Patient Safety [ssue Related to Nurses Sleeping on Duty" attached. .
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SECTION VI - AUTHENTICATION (para 3-17, AR 15-6)

THIS REPCORT OF PROCEEDINGS I8 COMPLETE AND ACCURATE. (If any voting member or the recorder fails fo sign here or in Section VII
A below, indicate the reason in the space where his signature should appear.)

(Recarder)
(Member) Member)
(Member) ' {Member)
SECTION Vil - MINORITY REPORT (para 3-13, AR 15-6)
To the extent indicated in Inclosure , the undersigned do(es) not concur in the findings and recommendations of the board.

{In the inclosure, identify by number each Fnding and/or recommendation in which the dissenting member(s} dofes) not concur. State the
reasons for disagreement. Additional/substitute findings and/or recommendations may be included in the inclosure.)

(Membaer) (Mermber)

SECTION VIt - ACTION BY APPOINTING AUTHORITY  (para 2-3, AR 15-6)

he findings and recommendations of the (investigating officer) theedy are (apsmwedieisapproved) (approved with following exceptions/
substitutions}. (If the appointing authority returns the proceedings to the investigating officer or board for further proceedings or
corrective action, attach thal correspondance (or a summary, if oral) as a numbared inclosurs.) »
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DEPARTMENT OF THE ARMY
WOMACK ARMY MEDICAL CENTER
FORT BRAGG, NORTH CAROLINA 28310

REPLY TQ
ATTERTION OF:

MCXC-DPM 18 August 2011

MEMORANDUM FOR Commander, Womack Army Medical Center, Fort Bragg, NC 28310

SUBJECT: Executive Summary AR 15-6 Investigation concerning alleged patient safcty issue
related to nurses sleeping on duty.

. FINDINGS. In summary this investigation determined that when WAMC management
ofﬁmals (nursing supervisors) became aware of fastaff mcmbcr sleepmg on duty, senior nursing
leaders | | : d and

nstmcted su%ordmate nursing supervxsors 1o mform t%exr staffs
that sleepmg on duty was a safety issue and unacceptab e behavior. In each incident, nursing
supervisors at all levels took appropriate action in accordance with AR 690-700 chapter 751, the
bargaining unit agreement, in consultation with LABOR MER and with procedures for
processing of adverse actions. No incident resulted in patient injury and the acts of management
in NICU, PACU or other inpatient wards do not constitute a danger to public health or safety.

2. RECOMMENDATIONS. This investigator believes a major reason for this investigation is
that after an incident was reported at morning report not all were aware of final disposition or
actions taken. It is this investigators’ recommendation that all nursing supervisors {to include
nursing evening night supervisors) should get a final report on disposition of all “misconduct™
cases if permissible according to bargaining unit agreement. For each event nursing supervisors
did take appropriate actions. Actions taken were to correct those who slept on duty, prevent
recurrence and prevent occurrence in the rest of the care team. Penalties varied and were based
on input from Nursing Evening Night Supervisor, other witnesses, as well as input from WAMC
LABOR MER. Penalties were applied to these bargaining unit employees in accordance with the
bargaining unit agreement. In all cases supervisors took action to correct for the incident and
educated the remainder of their staff that sleeping on duty was not going to be tolerated. In no
case did management fail to act to correct the problems or prevent recurrence. This investigation
also found that in no case did the incident result in injury of a patlem
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