
Glossary
Abstraction
Abstraction is the collection of information from the medical record via hardcopy or electronic instrument.

Accessibility
Accessibility is the ease with which health care can be obtained.

Administrative Law Judge (ALJ)
An ALJ is an arbitrator who works for the Social Security Administration's Office of Hearings and Appeals.  The ALJ functions were created by Congress to ensure due process in regulatory proceedings before Federal Government agencies.  The ALJ acts as an independent impartial trier of facts in informal hearings similar to that of a trial judge conducting hearings without a jury.

Agency for Health Care Policy and Research (AHCPR)
AHCPR, a Public Health Service agency within the Department of Health and Human Services, is responsible for conducting and supporting general health services research, including medical effectiveness research; facilitating development of clinical practice guidelines; and, disseminating research findings and guidelines to health care providers, policymakers, and the public.

Algorithm
An algorithm is a rule or procedure containing conditional logic for solving a problem or accomplishing a task.  Guideline algorithms concern rules for evaluating patient care against published guidelines.  Criteria algorithms concern rules for evaluating criteria compliance.  Algorithms may be expressed in written form or diagrammed as a flow chart.

Ambulatory Surgery Center (ASC) List
This is a list of specified surgical procedures which governs Medicare coverage of services furnished by ASCs.  Payment may not be made for ASC facility services on behalf of Medicare beneficiaries if a procedure is not included on the list.  This list applies to all facilities with an agreement with HCFA to participate as ASCs, both independent facilities and those hospital-affiliated ambulatory surgery centers which choose to participate as ASCs and enter into an ASC agreement.  The list provides procedure codes and descriptors from the CPT-4 portion of HCFA's Common Procedures Coding System as well as the payment groups for specific procedures that are covered.

American Association of Retired Persons (AARP)
AARP is a non-profit organization that works to improve the quality of life of Americans age 50 and over through involvement of their members in education​al and community service programs.  AARP has about 3,300 chapters with 17 million members.

Assignment
Assignment is a method by which the physician or supplier is designated to bill Medicare directly on behalf of the beneficiary.  The supplementary medical insurance is paid directly to the physician or supplier.  The physician or supplier agrees to accept as payment in full the charge approved by the Medicare carrier for the covered services.  Assignment frees the Medicare beneficiary from the payment process, thereby saving the beneficiary both time and money.
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Glossary (Cont.)
Benchmarks
A benchmark is sustained superior performance by a medical care provider which can be used as a reference to raise the mainstream of care for Medicare beneficiaries.  The relative definition of superior will vary from situation to situation.  In many instances, an appropriate benchmark would be a provider that appears in the top 10 percent of all providers for more than a year.

Carriers
Carriers are Part B contractors that provide administrative services to all beneficiaries, physi​cians, and various suppliers of services (e.g., lab, ambulance, durable medical equipment) that are not associated with an institutional provider.  They represent a given geographic area.  Carriers process only those claims paid from the Medicare Part B trust fund.

Case Mix
Case mix is the distribution of patients into categories reflecting differences in severity of illness or resource consumption.

Clinical Data Abstraction Centers (CDACs)
CDACs are PRO subcontractors that abstract clinical data on samples of cases referred by HCFA and the PROs, and conduct coding validations on all cases that HCFA refers to them from a DRG validation random sample.  The two CDAC sites are Dyn/KePRO (York, Pa) and FMAS-Forensic Medical Advisory Services (Roc​kville, Md).

Common Working File (CWF)
CWF is a prepayment claims validation and Medicare Part A/Part B benefit coordination system that uses localized data bases maintained by a host contractor.  The host contractor is the entity that provides Medicare contractors within a geographic area (referred to as a sector) with beneficiary entitlement and eligibility data.

Confirmed Successful Practices
A confirmed successful practice is a better than average outcome for a procedure or diagnosis resulting from effective practices used by the provider.  These "confirmed successful practices" are shared with the provider through educational feedback by the PRO.

Continuous Quality Improvement (CQI)
CQI is a process that continuously monitors program performance.  When an issue is identified, CQI is used to revise the approach to that issue and to monitor implementation and success of the revised approach.  The process includes involvement at all stages by all organizations affected by the issue and/or involved in implementing the revised approach.

Cooperative Cardiovascular Project (CCP)
CCP is a national cooperative project.  This project addresses the care provided to Medicare beneficiaries who are admitted to acute care hospitals for an acute myocardial infarction (heart attack).

Criteria
Criteria is a standard or principle by which something is judged or evaluated. 
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Glossary (Cont.)
Critical Access Hospitals
Section 1820 of the Social Security Act, as amended by §4201 of the Balanced Budget Act of 1997, established the Medicare Rural Hospital Flexibility Program by allowing a State to establish Critical Access Hospitals (CAHs) and at least one rural health network. This new program replaced the Essential Access Community Hospitals (EACHs) and the Rural Primary Care Hospitals (RPCHs) Program.  
Deliverables
Deliverables are reports/items to be furnished to HCFA, ROs, etc. per specific time schedule.

Denied Claims
A bill (claim) for services furnished to Medicare beneficiaries may be denied if the care repre​sents a noncovered service, if the claim is technically deficient (e.g., documentation of services is not provided), if the care is furnished in an inappropriate setting, is not medically reasonable and necessary, or if the claim circumvents PPS.

Department of Health and Human Services (DHHS)
DHHS administers many of the "social" programs at the Federal level dealing with the health and welfare of the citizens of the United States.  It is the "parent" of the Health Care Financing Administration.

Documentation Review
Documentation review is performed on the medical record to assure that it contains adequate information to make review determinations.  When it is necessary for the PRO to request additional information, a documentation error is recorded for later profiling.  The basic purpose of this review is to separate problems limited to documentation errors from quality or utilization concerns.

Durable Medical Equipment (DME)
DME are items covered under the Medicare program such as oxygen equipment, wheelchairs, and other medically necessary equipment prescribed by a physician for a patient's in-home use.

Explicit Criteria
Explicit criteria are criteria that require specifying in advance the basis on which quality judgements are made.

General Accounting Office (GAO)
The GAO is an organization of the Legislative Branch of the Federal government.  Supporting the Congress is GAO's fundamental responsibility.  In meeting this objective, GAO performs a variety of services, the most prominent of which are audits and evaluations of government programs and activities.  The majority of these reviews are made in response to specific congressional requests.  The Human Resources Division is responsible for carrying out the auditing and related reporting functions as they relate to the activities of DHHS.  The division has lead responsibility to specifically review Federally-sponsored or assisted health programs (i.e., HCFA).  The audits are carried out by headquarters staff and regional offices' staff in accordance with the provisions of the Budget and Accounting Act of 1921, the Legislative Reorganization Act of 1970, and other legislative authority assigning audit responsibility to the Comptroller General.
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Glossary (Cont.)
Guidelines
Guidelines are systematically developed statements to assist practitioners and patient decisions about appropriate health care for specific clinical circumstances.

HCFA-Directed Improvement Projects
A HCFA-directed improvement project is any project where HCFA specifies the subject, size, pace, data source, analytic techniques, educational intervention techniques, or impact measure​ment model.  These projects may be developed by HCFA in consultation with PROs, the health care community, and other interested groups.

Health Care Quality Improvement Program (HCQIP)
HCQIP is a program which supports the mission of the Health Care Financing Administration to assure health care security for beneficiaries.  The mission of HCQIP is to promote the quality, effectiveness, and efficiency of services to Medicare beneficiaries by strengthening the commu​nity of those committed to improving quality, monitoring and improving quality of care, communicating with beneficiaries and health care providers, practitioners, and plans to promote informed health choices, protecting beneficiaries from poor care, and strengthening the infrastructure.

Home Health Agency (HHA)
HHA is a public or private agency that specializes in giving skilled nursing services and other therapeutic services, such as physical therapy, in the home.  Medicare pays for such services provided certain conditions are met.

Illegible Part
Occasionally, the PRO will identify a section of the medical record that is illegible.  If that section is necessary to make a review determination, the PRO must request the missing information and record a documentation error for later profiling.

Implicit Criteria
Implicit criteria are criteria that require choosing an individual whose ability is respected and asking her/him to use her/his own judgment in evaluating quality.

Incidence Rate
Incidence rate is the number of new cases over a population at risk over a time period.

Indicators
Indicators are measures or measurement tools used to monitor and/or measure some component of health care delivery.

Intermediaries
Intermediaries are Part A contractors that perform Medicare administrative services for institutional providers (i.e., hospitals, SNFs, HHAs, and hospices).

Invasive Procedure
An invasive procedure is any procedure which clearly involves an incision, excision, amputation, introduction, endoscopy, repair, destruction, suture, or manipulation.
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Glossary (Cont.)
Medical Review Criteria
Medical review criteria are systematically developed statements that can be used to assess specific health care decisions, services, and outcomes.

Medically Reasonable and Necessary
Medically reasonable and necessary is a determination that items or services furnished, or to be furnished, to a patient are reasonable and necessary for the diagnosis or treatment of illness or injury, to improve the functioning of a malformed body member, or for the prevention of illness as provided in Medicare law and regulation as specified in §1862(a) of the Social Security Act.

Medicare Carriers Manual (MCM)
MCM is the instructional book of operational procedures that carriers are contractually obligated to follow in performing their Medicare administrative duties.

Medicare + Choice (M+C) Organization
An M+C organization is a public or private entity organized and licensed by a State as a risk-bearing entity (with the exception of provider-sponsored organizations receiving waivers) that is certified by HCFA as meeting the M+C contract requirements.

Medicare + Choice (M+C) Plan

An M+C plan means health benefits coverage offered under a policy or contract by an M+C organization that includes a specific set of health benefits offered at a uniform premium and uniform level of cost-sharing to all Medicare beneficiaries residing in the service area of the M+C plan.

Medicare Handbook
The Medicare Handbook provides information on such things as how to file a claim and what types of care are covered under the Medicare program.  This handbook is given to all beneficia​ries when first enrolled in the program.

Medicare Intermediaries Manual (MIM)
MIM is the instructional book of operational procedures that intermediaries are contractually obligated to follow in performing their Medicare administra​tive duties.

Medicare Provider Analysis and Review (MEDPAR)
MEDPAR is a file maintained by HCFA which contains post-payment information on all hospital inpatient Medicare stays.  Data is retrievable by personal identifiers for both providers and beneficiaries.

Medicare Quality Indicator System (MQIS)
MQIS is a methodology designed to develop disease-specific quality indicators that will be used to profile providers' patterns of care.
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Memorandum of Agreement (MOA)
An MOA is a written agreement between PROs and providers, payers, State licensing and certification agencies, and accreditation bodies to perform functions mandated by Part B of title XI of the Social Security Act.  The MOA specifies HCQIP administrative and review responsi​bilities necessary to accomplish all requirements including improvement project activities under the PRO contract.

National Surveillance System
Using existing data, including the national enrollment and claims history file as the primary data sources, HCFA will analyze data and produce and disseminate a variety of reports at both the national and State level.  The PRO is to use these data and other appropriate data to perform surveillance analysis to meet prescribed objectives.

Office of the General Counsel (OGC)
The OGC is an organizational component of the Office of the Secretary, Department of Health and Human Services (HHS).  The OGC provides a full range of legal services to the agencies and programs of HHS.  Attorneys in the HCFA Division represent the Agency in federal court as well as provide legal advice concerning significant programmatic issues affecting the Medicare and Medicaid programs.

Office of the Inspector General (OIG)
The OIG is an organizational component of the Office of the Secretary, HHS.  The OIG is responsible for conducting and supervising audits, investigations, and inspections relating to the programs and operations of the Department.  The Office provides leadership and coordination for, and recommends policies and corrective actions concerning activities designed to promote economy and efficiency in the administration of, and prevents and detects fraud and abuse in the Department's programs and operations.

Part A of Medicare
Part A is the hospital insurance portion of Medicare.  It was established by §1811 of title XVIII of the Social Security Act of 1965, as amended, and covers inpatient hospital care, skilled nursing facility care, some home health agency services, and hospice care.

Part B of Medicare
Part B is the supplementary or "physicians" insurance portion of Medicare.  It was established by §1831 of title XVIII of the Social Security Act of 1965, as amended, and covers services of physicians/other suppliers, outpatient care, medical equipment and supplies, and other medical services not covered by the hospital insurance part of Medicare.

Participating Physician
A participating physician is one who has signed an agreement to accept assignment on all Medicare claims.

Pattern Analysis
Pattern analysis is the clinical and statistical analysis of data from case review or HCFA analytic files.
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Prevalence Rate
Prevalence rate is the number of existing cases over the population at risk at a point in time or during a time.

Profiles
Profiles are data aggregated by a specific time period (e.g., quarterly, cumulative from start of the contract) and target area (e.g., physician, provider, State) for purposes of identifying patterns of care.

PRO-Initiated Improvement Projects
A PRO-initiated improvement project is one in which the PRO determines the project need based upon local conditions and in consideration of the HCQIP objectives.  These projects are developed in consultation with health care providers and/or beneficiaries and stakeholders including but not limited to local or national health care experts/advisors, health care organiza​tions, and consumer organizations.

Prospective Payment System (PPS)
PPS is a predetermined set of formulas for making payment determinations based on Diagnosis Related Groups (DRGs).  This system is used by intermediaries for making payments to those hospitals that operate under PPS.

Provider
Provider, as defined in 42 CFR 488.1, is a hospital, critical access hospital, skilled nursing facility, nursing facility, home health agency, hospice, comprehensive outpatient rehabilitation facility, or provider of outpatient physical therapy or speech pathology services.

Quality
Quality, as defined by the Institute of Medicine, is the degree to which health services for individuals and populations increase the likelihood of desired outcomes and are consistent with current professional knowledge.

Quality Indicators
Quality indicators are disease, condition, or situation specific statements that represent areas of consensus and are related to processes/outcomes of care.  These can incorporate guidelines, standards of care, and/or practice parameters and must be grounded in literature where available.

Random Sample
A random sample is a group selected for study which is drawn at random from the universe of cases by a statistically valid method.

Reconsideration Determination
A reconsideration determination results from a re-examination of an initial denial determination and is performed by a physician who was not involved in the original determination.  There are further appeal rights to this determina​tion.
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Regional Office (RO)
HCFA has 10 ROs that work closely with Medicare contractors in their assigned geographic area on a day-to-day basis.  ROs monitor contractor performance, negotiate contractor budgets, distribute administrative and benefit monies to contractors, work with contractors when corrective actions are needed, and provide a variety of other liaison services to the contractors in their respective regions.

Re-Review Determination
A re-review determination results from a re-examination of a final quality concern or DRG change and is performed by a physician who was not involved in the original determination.  (A physician reviews changes in DRG procedural or diagnostic information.  The individual who reviews changes in DRG coding must be qualified through training and experience with ICD-9-CM coding.)  There are no further appeal rights to this determination.

Retrospective Review
Retrospective review is a review conducted after services are provided to a patient.  The review is focused on determining the medical necessity, appropriateness of the setting, reasonableness, and quality of health care services provided.

Skilled Nursing Facility (SNF)
A SNF is a specially qualified facility that has the staff and equipment to provide nursing care or rehabilitation services and other health related services.

Statistical Power Analysis
As a part of the testing of PRO hypotheses or the validation of the results of improvement projects, PROs are expected to estimate the statistical reliability of their findings.  Whenever focused reviews are selected, the PRO must use an appropriate statistical power analysis to determine the smallest sample size that will yield valid results, or, in some cases, to determine whether focused sampling is appropriate.

Systemic Problems
Modern quality improvement techniques focus on the identification and elimination of systemic barriers to quality rather than only examining specific factors responsible for individual instances of poor quality.  An example of this type of problem would be the administration of a drug to a patient who was allergic to the drug.  This type of problem may be the result of breakdowns in communications involving physicians, nurses, pharmacists, medical records personnel and administrative staff.

Technical Denial
A technical denial is a denial of payment by Medicare issued for reasons other than medical necessity, appropriateness of setting, or circumvention of PPS.  For example, a PRO will issue a technical denial when a medical record requested by the PRO to complete a mandatory case review is not received from a facility within the allowable timeframe.

Variation Analysis
PRO pattern analysis focuses on unexplained variation in patterns of care among and between peer groups of providers or Medicare beneficiaries.

xii
Rev. 74 
