


o

Army Reguiation 40-68

Medical Services

Clinical Quality
Management

Headquarters
Department of the Army
Washington, DC

26 February 2004

UNCLASSIFIED




AR 40-68
Clinical Quality Management

This revision--

o Addresses requirements that resulted from the reorganization of the Army
Medical Department (General Order No. 20, dated 2 October 15%94).
Additionally, this revision establishes Department of the Army policy and
requirements governing the National Practitioner Data Bank as directed by
Department of Defense Directive 6025.15 and the regquirements necessary to
comply with Public Law 99-660, Title IV, "The Health Care Quality Improvement
act of 1986,” November 1986, Sections 11101 through 11152, Title 42, United
States Code.
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o Implements Department of Defense Directive 6025.12, Clinical Quality
Management Program (COMP) in the Military Hesalth Services System (MHSS);
Department of Defense Directive 6040.37, Confidentiality of Medical Quality
Assurance (QA) Records; Department of Defense Directive 6000.14, Patient Bill
of Rights and Respon51b111tles in the Military Health System; Department of
Defense Instruction 6025.17, Mllltary'Heélth System Patient Safety Program;
Assistant Secretary of Defense for Health Affairs, Health Affairs Policy 99-
007, DOD Policy on Physician Licensure; Assistant Secretary of Defense for
Health Affairs, Health Affairs Policy 98-015, Policy for Provider
Directories; Assistant Secretary of Defense for Health Affairs, Health
Affairs Policy 94-004, DoD Inter-facility Credentials Transfer and
Privileging; Assistant Secretary of Defense for Health Affairs, Health
Affairs Memorandum, Expanded Use of Inter-Facility Credentials Transfer
Brief (ICTB), 11 December 1995; and Assistant Secretary of Defense for Health
Affairs, Health Affairs Policy 00-009, DoD Participation in the Health
Integrity and Protection Data Bank.

o Implements new forms as noted.in appendix A..

.0 Establishes the role/functlon of. tbm patient,safety manager at the.military
treatmbnt fac111ty level.

o Defines the role of Army Medical Department course directors in teaching the
appropriate content of this regulation (chap 1).

o Clarifies the role of the regional medical commanders in the guality
management process (chap 2) .

o Clarifies the process for preparing the Annual Quality Management/Quality
Improvement Program Summary Report (chap 2).

o Clarifies requirements for military treatment facility Quality Management/
Quality Improvement Program structure and processes (chap 2).




-0 Expands the requirement for Joint Commission on the Accreditation of
"Healthcare Organizations accreditation to all fixedihospltals, troop medical
and free standing clinics, and hospital-sponsored alcohol and drug abuse

programs . (chap 3)."

o Defines equivalencies for Joint Commission on the Accreditation of Healthcare
Organizations standards when applied to Army Medical Department military
treatment facilities (chap 3).

o Eliminates the reguirement for military treatment facilities to provide a
copy of their Joint Commission on the Accreditation of Healthcare
Organizations Survey Report to the U.S. Army Medical Command, Quality
Management Division (chap 3).

o Implements the requirement for each military treatment facility to publicly
display its latest Joint Commission on the Accreditation of Healthcare
Organizations Survey Summary (chap 3).

o Defines the medical staff executive functions as required by Joint Commission
on the Accreditation of Healthcare Organizations (chap 3).

o Establishes the performance of medical staff executive and oversight
S functions in lieu of committees to support organization quality (chap 3).

778 Implements the requirement for each military treatment facility to compare
its performance with external sources (chap 3).

o Implements the regquirement for a military treatment facility forum that
directly involves beneficiaries in the processes of health care delivery

(chap 3).

o Clarifies responsibilities of military treatment facility commanders to
review and utilize the results of available performance data (chap 3).

o Deletes the requiréménts to utilize the Automated,QualiEy'Bf care Eyélﬁationv
Support System (chap 3).

o) implements patient rights in accordancé with' Joint Coriiissidn on thé;'if
Accreditation of Healthcare Organizations and Department of Defense guidance
'and the Health Insurance Portability and Accountability Act of 1996 "(chap 3) .

o Provides guidance related to designated health care personnel obtaining and
maintaining the proper authorizing document (that is, license,
certification, registration) to practice within the specified discipline
(chap 4).

o Implements the Department of Defense policy on physician licensure, dated 29
January 1999, that eliminates the use of special licenses as a means of
meeting licensure requirements to practice within the military health system

(chap 4).
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w111 maintain a llcense approprlate for the positiomheld withinthe U.S. Army
Medical Department (chap 4).

Explains the requirement for the 91Ws (Active Army/Army National Guard of the
United States, and the U.S. Army Reserve) to achieve and maintain National
Registry of Emergency Medical Technicians certification and for the 91WM6 to
hold a valid, current license in practical/vocational nursing from a
recognized State or territory (chap 4).

Explains exceptions (waivers) to the requirements for unrestricted license
(chap 4).

Implements requirement for orientation of privileged providers to local
medical staff rules, regulations, and policies (chap 5).

o]

Establishes reguirement for competency assessment of VI lesltll coie
personnel and competency assessment files for nonprivileged health care
personnel (chap 5 and app C) .

Implements the requlremen* for all health care perqonnel to be certified in
basic life support (chap J/.

Establishes the requirement for anesthesia care providers to be certified, as
a minimum,” in advanced cardiac life support {chap-5} - R

Addresses sustainment medical training of special forces medical sergeant
(18D) in Army military treatment facilities (chap 5).

it
N

Explains the term, "delegation” in the context of health care delivery and
describes associated responsibilities (chap 5) .

Elaborates the various types of supervision 6f health care personnel,
especially those in trainee status, troop. medical c¢linic screeners, and -

personnel not yet licemsed (chap 5).

~.Establishes minimum requirements for nonprivileged health care personnel

peer review (chap &) .

oy e,

Provides sdescriptiver information regard ing:the privileged heal cax
disciplines to include education, certification, privileging znglrements,
and scope of practice (chap 7).

Incorporates essential elements from Army Regulation 40-48 (chap 7).

Establishes national certification and advanced practice State licensure as
requirements for advanced practice registered nurses (chap 7).

Establishes the National Commission on Certification of Physician Assistants
certification and State licensure as requirements for physician assistants

(chap 7).

Provides guidance for the forwarding of credentials for new military
accessions (Active Army/Army National Guard of the United States/U.S. Army
Reserve) to the first unit of assignment (chap 8).




" brief for Active Army/Army National Guard of the United States/U.S. Army.

Establishes the requirement for credentials verlflcatlon of &ll licensed,
privileged, or certified personnel - (chap 8). o ‘ R

Defines primary source verification and presents the acceptable methods for
conducting this verification of credentials (chap 8).

Clarifies that primary source verification is required only one time for each
established (nonrenewable) credential (chap 8).

Clarifies that advanced cardiac life support, advanced trauma life support,
and/or pediatric advanced life support are not substitutes for the basic life
support certification requirement by privileged providers (chap 8).

Implements guidance for use of peer recommendations in the clinical
privileging and medical staff appointment processes (chap 8).

Identifies selected documents in the provider credentials and activity files
that are afforded Section 1102, Title 10, United States Code protection {chap

8, app E, and app F).

Defines use of the inter- fac111ty credentials transfer brief for prov1ders
assigned in a temporary duty status (chap 8, chap 9, and app H).

Clarifies required attachments to the inter-facility credentials transfer
Reserve (chap 8).
Rescinds retiree mobilization volunteers, formerly paragraph 4-14 (chap 9).

Clarifies privileging requirements for deputy and regional medical examiners
functioning within the Armed Forces Medical Examination System (chap 9).

Clarifies privileging requirements for personnel assigned in support of the -
Organ and Tissue Procurement Program and the Armed Forces.Medical Regulating -v... _

System (chap 9). . L o s - . .

.-Establishes tlhe requlrement for practitioners involved in the prov151on of . o

b

telemedicine services to be privileged (chap 9).

Implements—uge 'of the Centralizéd Credentialing . Quallty Asgurance  System-”
(chap 9) . . R i Lae A .

Implements the clinical privileging and medical staff appointment
terminclogy and procedures issued by the Deputy Director of Defense in
Department of Defense Directive 6025.13 (chap 9).

Implements the use of new and significantly revised privileging forms (chap
9). )

Clarifies the use of enhanced supervision for privileged providers (chap 9).

Elaborates administrative requirements associated with graduate
professional education (all disciplines), especially clinical performance
evaluation of trainees pursuant to initial privileging (chap 9).
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- Establishes - that any privileged-provides
dental staff appointment (chap 9} .-~ - -

s eligible torapply for -medical/

Explains the responsibiiities and function of the Army National Guard of the
United States and the U.S. Army Reserve credentials committee/function (chap

9).

Clarifies the privileging process for the Army National Guard of the United
States and the U.S. Army Resexrve (chap 9).

Clarifies summary suspension and procedures associated with this temporary
privileging action (chap 10).

Clarifies that suspension, restriction, reduction, revocation, or denial of

privileges action can be imposed only after the provider has been afforded due’

process (chap 10).

Revises the adverse privileging action hearing and appeals processes for
health care providers (chap 10).

Changes the name of the formef-IrbairédAHealth Care Provider ad hoc committee
to the Impaired Health Care Personnel ad hoc committee (chep 11;.

Expands the health care personnel eligible for enrollment in the Impaired
Health Care Personnel Program (chap-11) . - : e

Identifies the differences in management of Active Army and Army National
Guard of the United States/U.S. Army Reserve impaired personnel (chap 11).

Establishes the requirement for a military treatment facility Patient Safety
Program (chap 12).

Implements processes for identifying, evaluating, tracking, and reporting
adverse events as part of the Patient Safety Program (chap 12).

Substitutes the term, “sentinel event” for the term, ‘“serious medical
incident” and includes conducting.a root cause analysis as part of the
evaluation procesgs (chap 12).

Imgiementys the reguirement” for military treatment facriivy commanders: tosmir-

report sentinel events to the Joint Commission on the Accreditation of
Healthcare Organizations and to the U.S. Army Medical Command, Quality
Management Division (chap 12).

Implements the requirements of the Safe Medical Device Act of 1990 as part of
the Patient Safety Program (chap 12).

Defines circumstances wherein patients may elect to terminate care before it
is complete (that is, against medical advice, elopement, leave without being
seen)_and establishes the procedures to be followed to ensure patient safety
and the safety of others (chap 12).

Clarifies the requirement for standard of care determination for each
significantly involved provider/professional in a medical malpractice case

(chap 13).
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@ Implements use-of -an-electronic equivalent for Dgpartment~@f Defense Form e

2526+ Case rbstract for -Malpractice €laims (chap +3).—

o Deletesg requiremént for all medical malpractice claims to be reviewed by the
Clinical Case Review Branch and clarifies the options for review of claims

(chap 13).
o Revises the medical malpractice claims review process (chap 13).
o Clarifies the medical malpractice claims reporting process (chap 13).

© Outlines the responsibility of the U.S. Army Medical Command special review
panel associated with medical malpractice case reporting to the National
Practitioner Data Bank (chap 13).

o Clarifies U.S. Army Medical Command processes associated with adverse
privileging action reporting to the National Practitioner Data Bank (chap

14) .

o] Clarlfles USAMEDCOM processes associated with adverse privileging/practice
and other administrative actions reported to State regulatory'agenc1es (chap

14) .

o Clarifies pre-selection procedures and responsibilities of the civilian
" personnel agency, the applicant for Federal- service employment,. and the ~
military treatment facility hiring officer (app G).

.0 Explains the contents of and provides sample text for use in preparing the

inter-facility credentials transfer (app H).

o Provides a management control checklist for evaluation of clinical guality
management administration (app J).

o Rescinds the Military Treatwmwent Facility. Department:of. Nursing Quality .*M;m
Assurance Program (formerly app C).

o . Deletes the guidance. for the Nutrltloanare DlVlSlon/Dlrectorate (formerly .= . .
app Dy . e . T

0 Deletes-the guidance for-Octcupational- Therapy‘andAPhy81cal TherapyfAct1V1tres~w‘vvf
(formerly. app .E) . - e S . . o ;
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INEL B HUDSON
Admindstrative Assistant fo the
Secretary of the Army

Hlstory This publication is a ma]or
revision.

Summary. This consolidated regulation
prescribes policies, procedures, and re-
sponsibilities for the administration of the
Clinical Quality Management Program. It
includes Department of Defense and statu-
tory policies addressing medical services
quality management requirements. In ad-
dition, it implements Department of De-
fense Directives 6025.13, 6040.37, and
6000.14 and other Department of Defense
guidance as addressed m the summary of
- change.

Applicability. This regulation applies to
the Active ‘Army, the Avmy National
Guard of the Uniied States, inciuding pe-
riods when operating in an Army National

quard capacityy and: U.8¢ Army. Reserve. -

‘This document apphes in both the tab]e or

f._")Pnaqun* ie .the res

distribution and allowances and table of
organization and equipment environments.
It applies to all personnel (Active Army,
Army National Guard of the United
States, the U.S. Army Reserve, civilian
general schedule employees, contract per-
sonnel, American Red Cross volunteers,
and forcign national loca! hirez® who
work within medical department activi-
ties, medical centers, dental actlvmes and
organizaticns for which the Army Miedi

This publication s apphcable durm0
mobx 1zat10n

Proponent and exceptlon authority.
The proponent of this regulation is The
Surgeon” General. The ‘proponent has the
authority to approve exceptions or waivers
to this regulation that are consistent with
controlling 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 of the pro-
ponent agency in the grade of colonel or
the civilian equivalent. Activities may re-
quest a waiver to this regulation by pro-
“viding justification that includes a full
~‘analysis of the expecied benefits and must
include formal review by the activity’s
senior legal officer. All waiver requests
will be endorsed by the commander or
senior leader of the requesting activity

and forwarded through their higher head-
quarters 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.

Supplementation. Supplementation of
this regulation and establishment of com-
mand and iocal forms are piohibiica with-
out prior appruvai trom The Sutgeon
General" (DARG 1ISZ), 109 Leesburg
Pike. Fzllt Church. VA ”2041 2258.

Suggested improvements. Users are
invited to send comments and suggested
improvements on DA Form 2028 (Recom-
mended Changes to Publications and
Blank Forms) directly to Office of The
Surgeon General (DASG-HSZ), 5109
Leesburg Pike, Falls Church, VA
22041-3258.

Distribution. This publication is availa-
ble in electronic 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’ National Guard of the United
States; and B, C, D, and E for the U. S.
Army Reserve.
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.. Chapter 1 e e e e et e e e e e e e . oIl
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1-1. Purpose
This regulation 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), is/will— '

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

(2) Establish CQMP policy to implement Department of Defense Directive (DODD) 6025.13, other applicable
DODD/Department of Dafense Tnstructicas: (DODIR. and current socrediting/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 authcrity for | rcpumng ‘adverse priviiegig/practice acuions and malpracmce clatms against providess to
“Staie awd Other reguiavoy -agencies and to the National Praciiioner Data Bank " (NFDB).

(5) Deiegare OB authorxty to MTF cormanders, thus, makmg them:-respensiole and acvountable for the quality of
1~~alth cane provided- in their treatment facilities. - - : C

b. Commander, United States Army Recruiting Commana’. The Comniand'er, United States Army Recruiting Com-
mand (USAREC) is/will—

" (1) Ensure adherence to reqmrements for selection, commlssmnmg, ‘and accession of health care plofessmnals

(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) Staff Judge Advocate. The U.S. Army Medical Command
(USAMEDCOM) Staff Judge Advocate (SJA) will provide legal mtelpietauon of and guidance related to the contents
and application of this regulation.

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

e. USAMEDCOM Oua/ziy Managemem Dzwa ion stgff. The USAMEDCOM Qualxty Manaoement Division { QMD)

aff will

{1} Exercise broad owerght— 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

etary of meeme for Hr::'l!th Affalrs LO bD/HA) Degar’ment of Defense (DOD), and other hCa th care. qaam}

dbe“b]eb
(3) Provide corporate-level clinical quahty management (CQM) guidance within the AMEDD to mclude policy on

~%!

p(‘hfz”» e

credentialing, perforr“a’xce baseﬁ privileging, cutcomes manegen‘ent (CMD, medical staff appointment, and-accredi
tion - processes.

(4) Provide corporate guidance, administrative and/or clinical advice, consultation, and educatlon 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 limited to: risk assessment, risk avoidance, safety practices, incident monitoring/management, adverse
tice sctions, senfinel events (SEs), and malpractice claims.

(6) Prov1de 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

appropriate.

s-w“n lpp r\r‘r/-u\

(8) Collect aggregate AMEDD CQM data, as required by TSG, OASD/HA, or other _agencies. B

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

(10) Implement the administrative procedures related to reporting adverse privileging/practice actions to appropriate
national, professional, and State licensure, 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. »
(12) Maintain the AMEDD corporate contract with the Joint Commission on the Accreditation of Healthcare
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Organizations (JCAHO), or.other accrediting agency as approved by the OASD(HA), and provide cuidance on the
accreditation processes.

(13) Responsible 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).

1. 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.S. Army Reserve Command (USARC), and National Guard Bureau are/will—

(1) Responsible for administration of this regulation; the effectiveness of the CQM, Performance Improvement (PI),
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 IG 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.

(5) 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 commandex may delegate approval authorlty to the director
“of health services (DHS).

g MTF commanders. MTF commanders will-—

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

(2) Approve the award of medical and dental staff appointments for qualified providers (any discipl me) cl1mcal
privileges, alterations in privileges, adverse privileging actions, and written notification of same, to all military,

_ civilian, contract, and volunteer health 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)

i“When necessitated by findings under this regulation.

(6) Employ qualified IG assets or subject matter experts as necessary to conduct local qua 1ty “of-care mvestlgatlons

(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 (IHCP) (previously the Impaired Healthcare Provider Program).

(9) Ensure systematic credentials authentication and competency assessment for all health care personnel. Thxs
includes PSV of all licensure, certification, registration, and/or other authorizing documents requlred for practlce prlor
to employment. L

(10) Ensure that interactive collaboration is maintained with civilian agencws “involved in extérnal resource sharmg
agreements to.communicate credentialing and privileging information.

-(11). Ensure. the organization is"in ‘continueus. compliance -with current JCAHO standards and” other rPguIatory/ DT ey

accreditation requirements, as appropriate. For JCAHO purposes, the medical commander is the delegated authonty to

V_represent the GB at the Ioca] Ievel s

(12) Ensure’ lmplementatlon ‘of an integrated Patient ‘Safety Program (PSP) throughout the orgamzatlon )

(13) Provide eppertunities for integration of USAR/ARNG TDA caretaker hospital health care personnel, inito. 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 (AOC) and/or specialty skill must be ensured before grantmg or renewmg
privileges for USAR/ARNG providers who do nof currently hold comparab]e priviléges” within fheir Réservé unit.

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

h. Medical and dental USAR/ARNG commanders and State Surgeons. Medical and dental USAR/ARNG command-
ers and State Surgeons are responsible for the administration of the policies contained in this regulation. They are
required to establish PI Programs within their respective commands and will—

(1) Designate a CQMP manager.

(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 licensure, certification, registration, and/or
other authorizing documents required for practice. ‘

(3) Establish and maintain provider credentials files (PCFs).
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iesolved.
(1} Orient all medical staff applicants concerning MTF bylaws governing paticni care, medicas staif rwponmbnmes :
professional ethics, continumg education requlrements, pnv1legmg, adverse pnvxlegmg actions, and due process-

.. {4):Provide. complete .and- current-1CTRBs for review - hy the serviced- MTH..

-5y Award pnvxiegeb to assigned. health care providers involved in deliva
during unit-controlled inactive duty training uDl) and annual training (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 to acute and
emergent care.

i. Commanders of TOE and modified TOE units. Commanders of TOE and modified TOE units will—

(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 unit to the DHS; specifying, as a minimum, the following elements:

(a) Types and ages of patients served.

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

(c) The availability of necessary staff to provide care. :

. (d) The extent to which the level 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.

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

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

(4) Forward the plan in (3) above for approva] to the RMC commander.

J. Uther WITF pevsors=i.

(i) L)Cj/:tty commander Jor clinical services (DCCS). Tue DCCS s/

(a) A-

I\f’“ﬁmal Stafl .

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

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

(d) 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 execytive committee of the niedicai staff (ECMS). {This responsibitity may be delegated by
the MTF commander to another appropriately qualified executive)) A dental officer with comparable credentials is
chairperson of the executive committee of the dental staff (ECDS).

() Chairperson of the credentials commlttee/functlon 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
qualifications.

- (h) Intervene on behalf-of the commander to immediately-hold in abeyanee 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
according to the DTOVIS!OHS outlined in this regulation. {See chap 9.)

proceedinge. . -
(7)) Responsible for ensuring organizat 10*1al PI activi t;c~ are in place and actwely pammﬂatcs in these pror"esses
(k) Ensure that an ongoing, proactive program for identifying risks to PS and for reducing medical/health care errors
is implemented according to DODI 6025.17 and USAMEDCOM guidance.
(1) 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 prporam (see. glossary) is.dn place. for the organization’s health care

professxonals.

(2) Chief, department, service, or clinic and TOE command surgeons. In his/her area of responsibility, or technical
oversight, the chief/command surgeon is/will—

{a) Responsible for all clinically related activities.

(b) Perform ongoing surveillance of the clinical performance of individuals who are required to hold a hcense
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.
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() -Recommend to the medical-staff. the -clinical puvxlecrmc criteria that are relevant to the care.provided.in the
. dﬁp’xr]:mcm/servme/umt st R . L :

() Recommend priviieges for each prov1der in tne aepartment/gerwce/umt as authorlzed

(g) Make recommendation to the re]evant hospital authority for needed patient care services not provided by the
department/service/unit or the MTF.

(h) 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.

(k) Determine the qualifications and competencies of department/service/unit health care personnel.

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

(m) Maintain 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.

(n) Provide and support orientation, in-service training, and continuing education of all personnel in the department/
service/unit.

- (o} Make recommendations for space and other resources required by the department/service/unit.
swi (p). Recommend a sufficient number of qualified and competent persons to provide care.

(g) Participate in outside source selection for needed services.

(3) Privileged staff. The privileged provider will—

" (a) Acknowledge, in writing, at the time clinical prmleges and medxca staff appomtment af app licable) are
”'wvarded the intent to abide by applicable bylaws. k

. (b) When appointed a member of the credentials committee/function, imaké recommendations on renewals, reevalua-
tlons denials, or modifications of privileges of assigned providers.

“(c) 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,

“acconiplish required trammg, and ensure’ th& currency of all documiénts and other informaftion contained in his/her
provider files.

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

o (4)-All other organizational assigned personnel.. Personnel, other than. privileged providers, will—

(a) Ensure completion of organization and unit-based orientation, maintain current competency and ablhty to
perform the scope of practice of the assigned position, accomplish required training, and ensure the currency of all
documents and other information contained in histher 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.

(5¥: COM coordinator. The CQM. coordinator, or. similarly titled individual (for example, PI coordmator),,;s tasked
Wlth overall responsibility 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 quality functions performed by the

organization. -This-requires. the incumbent 1o be ani active-member: of  the, executive. leadership, team.«Helshe, will—

(a) Ensure that organization-wide PI is a dynamic process based on ongoing identification of opportumties for
change. o
(b):;Provide Ieadershlp and consuhatxve services to departments and sections within the organization’ w1th regard to

credentmhng and privileging issues, dccreditation fequiréments, CQM and QA regulatory compliance issues, PI, and

RM/PS. v .
(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)..Patticipate, inthe. identification .of opporfunities. 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 CQM and PI Program changes are identified and implemented as data analyses
dictate.
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- requirements.-(See--chap 8. e e

1a- healihy care trends that affect various. CQ”\/I and. other. related health: care inifiatives. .
¢/ Facilitate the development and implenientation” of PI education and training sessions for the MTF staff at ali
levels.

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

(6) Credentials manager. The individual in this role will—

(a) Provide technical advice and direction to the MTF commander on issues related to health 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, JCAHO standards, and other
regulatory agency requirements. Maintain a resource library of such referencc materials.

(c) Provide technical oversight and management of the process for verification of all licensure, 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 another individual(s).

(d) Provide technical oversight and management of all health care provider credentialing and privileging functions.

(e) Manage all pr1v1legmg and medical staff appointment processes Serve as a point of contact (POC) to pnvﬂeged
start during initial spplication for medical® staff «ppointment and for biennt:! :c-appointments.

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

() Ensure peer and superviqorv clinical performance review of health care nroviders who hold initial medical «taff
appomtmmt and clinical priviieges.

(h) Manage and update documents of evidence contained in the PCF relevant tn educati n, experience, licensure/
certification/rcgisration, and training to ensure accuracy and curréncy of infoii.atica,

(i) Couduct Ni'OC5 and otier relevant inquiries and PSV to authenticate’ Gredentiais ol stali members for initial
award/biennial renewal of clinical privileges and for initial appointment/biennial re-appointment to the medical staff.

Note. Requirements also apply for biennial update of the PCF for USAR/ARNG practitioners who aie not currently privileged.
(7} 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.
(k) Establish and maintain the organization’s Centralized Credentials and Quality Assurance System (CCQAS).
() Ensure the CCQAS database is current and that updated CCQAS database files are transmitted to DOD and

USAMEDCOM agencies, as required.
(m) Research and respond as appropriate to inquiries regarding the status of medical staff membership.

(n). Maintain all PCFs according to this.regulation.

(i) -Keep organizational leadership informed of public policies, DOD-and.DA regulations and guidance. and legisla- -

{0) Prepare and forward PCFs and/or ICTBs for prwlleged prowders to the gammg MTF within the spe- ified time -~ -

(p) In collaboration with the USAR/ARNG unit credentlals manager, maintain the PCFs and CCQAS input for
privileged providers in thiose USAR/ARNG TDA caretaker hospitals for which the MTF is respeonsible.

oo

- Ensure that ICTHs and mandatory asttachments (see paras 8--#c (AAyand 611 {USAR/ARNG)) are integrated -~~~ 7
“G) Ty P € ) jat

into the credentials committee/function review process for timely privileging of providers.

+{7y - Facilitate the review uf all AA/USAR/ARNG and other: redpra! Service PCFs or ICTRs in ”On“*phance Wwith thig e s oo oo,

regulation.

- (s) Forward all requests for adverse credentialing and privileging information on individuals previously assigned or-

employed as privileged Federal Service providers to the USAMEDCOM QMD for action.
(1) Ensure a process for communicating credentialing and privileging information to civilian agencies involved in

external resource sharing agreements,
(7. Chizf. RM and/or P,

Note. This may be a single posmon with combined responsibilities or two separate posmons with mdmdual y defmed responsxblh-
ties. See chap 12 and 13 for additional information. .
The person performing these duties will—
() Integrate and coordinate all RM/PS administrative and management activities within the medical/dental facility.
(b) 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 health manager (comparable title)
(DODI 6055.1) to ensure a comprehensive safety program for all patients, employees, visitors, volunteers, and others.
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o Purpose

- (f. Recommend,.develop, monitor, and evaluate plans -and programs to decrease facility and Government hab111ty R

"and/or financial loss associated with medical misadventures; -accidents, and other untoward events.

" (¢) 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.).

(1) Inform and coordinate all activities associated with adverse events and SEs with the Center/Claims/Command
Judge Advocate (CJA).

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

(k) Collaborate 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.

(1) 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 all academic

.. programs under the auspices of the AMEDD Center and School will ensure that their program of instruction contains
"“tontent Televant to current AMEDD CQM policy and processes, health care facility accreditation standards, and ™~
professional practice standards. Curriculum instruction will highlight each AMEDD member’s responsibility to partici-

= pate in organizational CQM activities.

Chapter 2
The Clinical Quality Management Program

The purpose of the AMEDD’s medical and dental CQMP is to continuously and objectively assess key aspects of

individual and institutional performance with the intent to improve the health care and services prov1ded to ehg1ble

DOD beneficiaries and others.

2-2. The MTF Clinical Quality Management Program

a. MTF commanders will establish and resource a CQMP that coincides with any RMC/regional dental command
(RDC) and/or lead agent programs, as approprlate and meets the unique needs of the orgamzatlon When developing
the facility-level CQMP, consideration must be given to requirements of the TRICARE contract in place; Centers for

Medicare & Medicaid Services (CMS) (formerly Health Care Financing Administration (HCFA)), Social Secuntyj_ ]

Health Tasuiance ’Progrg{nj“(}r the Aged (Medicare), JCAHO Buidance and ‘standards, and’ any réquiremeénts inipdsed by

ofher accrediting/regulatory égénmes and any' CQMP guidance provided under the auspices of the RMC/RDC™ A
comprehensive program requires the thoughtful integration of those criteria that, when reviewed and evaluated, offer

evidence of the quality, cost, ~availability, and approprmteness of care and services being prov1ded to DOD beneﬁmarxesl:a
of all “ages. Critical to the success of the’ ‘COMP is"the active mvolvement and pamclpatxon of all staff memibérs.

"b. Each facility with separate command authority will provide a single written plan that includes all departments/
servicé§/furittions and will~defitie How each of its ‘gstablished CQM processes will be implemented. When' dev1smg

such a:-plan, various CQM models are available including the Find-Plan-Do-Study- Act/Plan Do Check-Act (that xs ‘

FOCUS) framework refined and popularized by Deming. (See glossary and app A.)

c. CQM will be integrated into the organization’s vision, mission statements, and guiding principles. Such integra-
tion affords MTF leadership an opportunity to develop an effective strategic plan of action for the delivery and
contmuous nnprovement of quality care.

2—3 Collaboratlve responsibility

A coordinated intra- and inter-facility approach to improving patient care and health outcomes requires an intensive,
integrated, and collaborative systems approach by all disciplines. Individuals that are essential to affect AMEDD CQM
processes and practices must make every effort to communicate and cooperate within the major subordinate command
region and with the TRICARE lead agent as CQM initiatives are being developed; résourced, and implemented.

2—-4. CQMP reporting

a. USAMEDCOM level. The USAMEDCOM QMD will submit the AMEDD Annual CQMP Summary Report
required by DODD 6025.13, or other report as directed, to OASD(HA) no later than 90 days after the end of each
calendar year. This report, submitted in narrative format, is designed to demonstrate achievement of desired clinical
outcomes, optimization of resource economies, enhancement of service, and other achievements that contribute to
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.medical readiness and.quality health care delivery. The.data for this report are derived from the annual, comprehensive .
- COMP-review-and- summary pufem»d by each MTF and reported to-the USAMEDCCM in the MTE Angniual. CQME....

- Summary Report. (See para b below. ) The MTF annual CQMP- report will address the quality-of-health care rendered;
beneficiary access to care, the cost associated with providing care and services, and recommendations for business
process improvement. Specific topics addressed include, but are not limited to, the status of—

(1) Medical readiness.

(2) Licensure, registration, and certification of health care personnel.

(a) Total number of health care personnel, number in training, number fully trained.

(b) Number requiring licensure, certification, registration, and percentage of totals who are appropnately licensed,
certified, registered.

(c) Board certification data for physicians.

(d) Specialty certification data for other privileged providers, as applicable. -

(3) JCAHO and other accrediting/regulatory agency survey results, as appropriate, including corrective action for
Type 1 findings.

(4) Implementation and program effectiveness of required clinical practice guidelines (CPGs).

(5) Status of significant findings addressed in the MTF-specific TRICARE Operations Performance Statement report
card or other DOD replacement.

(6) The Healthcare Consortium and its activities (DODD 6000.14).

"(7) The currency/completeness of the organization’s Directory of Health Care Providers. (See DUDD ©0000.14 and

Health Affairs Policy 98-015.)

(8) Any newly implemented regulatory standards and special stulies.

{9) NPDB and Defense Practitioner Daia Rank and State or other iogulaiory agency reporting.

1% Other data as requested by OASD(HA\ DGD, or other Federal/regulatory agencies.

b WTF level The MTF commander will provide one copy of the MTF Annual CQMP Summary Report directly 1o
the Commander, USAMEDCOM, ATTN: MCHO-CL-Q, 2050 Worth Road, Fort Sam Houston, TX 78234-6010, with
a duplicate copy to the next higher headquarters, no later than 15 February of each year unless otherwise specified. In

additon, one-copy of the MTF-specific JCAHO report card that is posted by the MTF for beneficiary viewing wili be~

submitted with the Annual CQMP Summary Report. The report is prepared in narrative format and includes data based
on the calendar year, January through December. ‘

2-5. Confidenuality of guaily assurance documents and records

The National Defense Authorization Act for Fiscal Year 1987 (Public Law (PL) No. 99-661); Section 1102, Title 10,
United States Code (10 USC 1102); and DODD 6040.37 mandate that records created by or for the DOD in a medical
‘or dental Quality Assurance (QA) Program are confidential and privileged. PL 99-661 and subsequent guidance
predicated on this law (10 USC 1102 and DODD 6040.37) preclude disclosure of, or testimony about, any records or
findings, recommendations, evaluations, opinions, or actions taken as part of-a QA program except in limited

situations. Under the provisions of 10 USC 1102, this information is exempt from release in accordance with -
Exemption-3-of the Freedom of Information Act (FOIA). Additional detailed information regarding the confidentiality——- -

of QA documents and records is contained in appendix B.

Chapter 3. - . - o o O

Oroamzatlonal Performance lmprovement » B

3-1. General
Improving individual and organizational performance necessitates the use of various techniques, tools, and
methodologies within a structured framework to measure and ultimately enhance the quality and cost efficiency of
health care delivery. While all health care personnel are stakeholders in the PI process, an executive leadership
committed to quality is crucial to linking organizational strategic priorities with quality improvement efforts, thereby
optimizing the impact of improvement activities on organizational performance as a whole.

3-2. Processes and functions requiring measurement

Effective PI necessitates (and the JCAHO and other accrediting/regulatory agencies and organizations require) the
measurement, evaluation, and comparison over time of a variety of patient-focused functions, organizational functions,
and other activities. Standards addressing these activities are found in various JCAHO comprehensive accreditation
manuals including those for hospitals, ambulatory care, behavioral health, home care, long-term care, laboratory
services, and others. The facility’s review mechanisms designed to systematically measure and continuously evaluate
these activities must be collaborative and multidisciplinary.

AR 40-68 « 26 February 2004 ' 7




Chapter 6
The Peer Review Process

6-1. General

Peer review of day-to-day performance, is integral to the PI and competency assessment processes for all licensed,
certified, and/or registered health care personnel both privileged and nonprivileged. This routine review typically
focuses on medical records’ contents and direct observation of performance. However, in the context of a possible
adverse privileging/practice action, the process takes on a greater degree of formality and involves fact finding, study,
and analysis of a single incident that resulted in significant harm to a patient or a series of events involving a
professional’s performance, conduct, or condition. It is conducted in a collegial climate and is focused on obtaining all
relevant information about the situation. Prior to any adverse action related to privileges/scope of practice, peer review
is required for individuals who are licensed, certified, and/or registered. Likewise, in the event that an action against an
individual’s license (other authorizing document) may be contemplated, a formal peer review will be conducted. This
chapter presents the basic framework for a formal peer review. Additional specifics associated with peer review and
adverse privileging/practice actions are contained in chapter 10. Peer réview in relation to an SOC determination for a
medical malpractice claim is discussed in chapter 13.

6-2. The peer review function

a. A peer is one who is from the same discipline and who has essentially equal qualifications (for example,
background, grade, and years’ experience in the professional capacity/specialty) as the individual in question. During a
peer review, selected health care persomnel (that is, peers) evaluate the quality of the patient care rendered by another
professional. These selected health care personnel, who are qualified by education and experience, will identify
opportunities for clinical PI and, as appropriate, determine whether or not, given an adverse event or malpractice claim,
recognized standards of practice were followed or the SOC was met by the individual in question. Professional
qualifications; adherence to established professional standards for the discipline; the merits of any allegations of
substandard skill, abilities, or performance; and recommendations for adverse privileging/practice or administrative
action to be taken concerning these complaints are also considered.

Nore. In circumstances where nursing practice is subject to scrutiny, in order to determine quality, efficacy, or appropriateness, the
specialty-specific ANA Standards of Clinical Nursing Practice will apply.

b. Each MTF will establish peer review processes -that are nonadversarial, Ideally, the peer review should be
conducted as soon as possible (within 30 calendar days) after identification of the incident, circumstance, or behavior
for which a peer review is warranted. The results of the peer review shall be made known to the individual in question
as soon as possible following the conclusion of the peer review activities. See chapter 10 for specific time frames
related to notification. The department/service chief is responsible for initiating and coordinating the peer review
activities for nonprivileged personnel. For a privileged provider, the peer review is typically coordinated by the
credentials or the RM committee. Peer review subjects are entitled to due process which includes, but is not limited to,
the right to a hearing and the right to appeal the decision of the MTF commander to the next higher level of command.
(See para 10-6f for additional detail.)

6-3. Composition of peer review board

Peer review activities may be accomplished either by an established committee/subcommittee (that is, credentials/RM)
or by an ad hoc peer review panel/committee constituted on an as-needed basis. The formal committee/subcommittee
structure may perform the peer review function for all categories of personnel, or for only privileged staff; the ad hoc
committee may be responsible for the nonprivileged personnel. The peer review mechanism that is most appropriate for
the organization will be addressed in local policy. The size of the MTF and the number and variety of health care
personnel for whom peer review is appropriate will determine whether one, or more than one, peer review mechanism
is established. One option is a single peer review panel with selective membership of an odd number of participants,
the majority of whom are peers of the staff member whose practice is being reviewed. This is a more flexible
alternative than each department/service assuming responsibility for its own ad hoc peer review panel. In circum-
stances, such as outlying health clinics, where sufficient staff are not available to conduct peer review, the process will
be performed at the next level in the chain of command where due process can be applied.

6-4. The intent of peer review

Structured feedback from an individual’s peers (that is, a performance assessment (chaps 5 and 9)) may be used at any
time an unbiased, external review of a staff member’s day-to-day performance is appropriate. This is considered an
informal peer review. However, peer review as presented in this chapter is in the context of an adverse privileging/
practice action and is a formal process. A formal peer review is required whenever an SOC determination must be
made, or when the staff member’s performance is such that an adverse practice action (for example, limitation of duty
or removal from the clinical setting) is considered. The purpose of this review is to examine information obtained from
the structured, unbiased investigation/inquiry and any other relevant materials. Following the review, recommendations
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are presented to the commander regarding the clinical performance, competence, and liability (medical malpractice
case) of the individual. The peer review mechanism is intended to—

a. Protect the rights of the individual (afford due process).

b. Identify systemic issues and refer to appropriate CQM channels for resolution.

c¢. Separate professional actions and considerations from administrative or legal considerations.

d. Provide timely reporting to the USAMEDCOM QMD, utilizing Department of Defense Form (DD) 2499 (Health
Care Provider Action Report) (see chap 10) or DD Form 2526 (Case Abstract for Malpractice Claims) (see chap 13),
when the need is identified to report a health care privileged provider or nonprivileged professional to a regulatory
body.

6~-5. Conducting the peer review

a. When a privileged or nonprivileged staff member is removed from all or a portion of his/her patient care duties,
the peer review function must be initiated to determine the extent of the problem and to make recommendations for
further action on the professional issues in the case (for example, retraining, supervised practice, a licensing action).
The focus of the peer review is on how the action under review impacts the individual’s ability to practice clinically.

b. All procedures related to peer review (notification, withdrawal of permission for off-duty employment, hearing
rights, the appeal process) are the same for both privileged and nonprivileged personnel. See chapter 10 for additional
guidance associated with peer review.

6-6. Recommendations and followup reporting

a. In all cases, the recommendations resulting from peer review and subsequent action by the commander will be
forwarded to the supervisor of the staff member whose practice/conduct was the subject of the peer review proceed-
ings. It is the responsibility of the supervisor to ensure that the recommendations from the peer review function, and
actions taken by the commander, are implemented.

b. The peer review function may recommend reporting the staff member to a licensing/regulatory agency. Local
policy will establish who is responsible for preparation of the DD Form 2499. The MTF commander will forward this
document to Commander, USAMEDCOM, MCHO-CL-Q, 2050 Worth Road, Fort Sam Houston, Texas 78234-6010,
with copy furnished to the RMC or other higher headquarters, as appropriate. The recommendations of the peer review
panel, and all other information related to the case, will accompany the DD 2499 when reporting of a privileged
provider or nonprivileged professional to a licensing or other regulatory body is required. TSG is the sole reporting
authority (para 14-3).

Chapter 7 .
Privileged Health Care Providers

7-1. General

a. This chapter includes general information and specific” professional requirements related to each category of
privileged provider (military or civilian) listed below. The information presented is intended to be a broad overview,
rather than all-inclusive, and will change over time as health care requirements evolve. The privileged providers
addressed include, but are not limited to—

(1) APRN.

(a) Certified nurse midwife (CNM).

(b) CRNA. ‘

(c) Clinical nurse specialist (CNS).

(d) NP to include family, adult, pediatric, women’s health care, acute care, geriatric, emergency, and so forth.

(2) Audiologist.

(3) Behavioral health practitioner.

(4) Chiropractor.

(5) Clinical pharmacist.

(6) Clinical psychologist,

(7) Clinical social worker.

(8) Dentist.

(9) Dietitian.
- (10) OT.

(11) Optometrist.

(12) Physician.

(13) PA and specialty physician assistant.
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- providers, as appropriate,_be prepared. to. diagnose and . appropnately manage the .injuries..or. diseases that will- result e e i

from the use of these unconventional- agents ------

7-3. Clinical performance review

a. Ongoing professional competency assessment and periodic formal evaluation of performance, to include both
quantitative and qualitative data, are required for all privileged providers. This is accomplished at least biennially as
part of the privilege reappraisal/privilege renewal processes and is documented. on DA Forms 5374 and 5441. (See app
A for a complete listing of DA Forms 5441 series.) An example of professional competency assessment is the periodic
peer review, in the context of PI, of a representative sample of medical records. Competency assessment also includes
analyses by one’s peers and supervisor of specific outcomes-related data, RM data, and patient letters of appreciation
or complaints, as well as direct observation of performance and verbal/written assessment of clinical knowledge/skills.
Other performance review criteria, as recommended by the JCAHO or other accrediting agencies, as approved by the
Office of the Secretary of Defense (Health Affairs) (OSD(HA)), may also apply. Performance-based peer review will
be according to local policy.

Note. Performance review in this context applies to providers with current clinical privileges, and other professionals, who are
actively engaged in the provision of patient care and services.

b. Additional requirements for enhanced supervision of the licensed novice or entry-level provider (or the experi-
enced provider who has returned to clinical practice after a lapse (see glossary) in patient care duties) must be
individually determined. This supervision will be provided by a designated individual of the same discipline or by a * -
medical officer with more recent clinical experience.

74, Advanced practice registeréd nurse
" a. Description,

(1) The APRN, as a result of master’s or doctoral level education and in- -depth clinical experience, possesses the
advanced knowledge and clinical competency 'to provide health care in a defined area of specialization. The APRN
demonstrates expertise in the assessment, diagnosis, and treatment of actual or potential health problems; the preven-
tion of illness and injury; maintenance of wellness; and the provision of comfort to individuals, families, or communi-
ties. The APRN group includes—

(a) CNMs.

. (b) CRNAs.
{ (c) CNSs.
(d) NPs. This includes family, adult, pediatric, women’s health care, and others.

(2) Community health nurses (CHNs) function in an expanded role using CPGs approved by the ECMS and the
DCN. In this role, the CHN may refill prescriptions, or perform other clinical functions of a more complex nature, but
he/she does not independently initiate, alter, or discontinue any medical treatment. Likewise, the scope of practice of
occupational health nurses (OHNs) typically includes CPG or protocol-based patient interventions. In selected circum- -
stances, - either.the. CHN or OHN may be- assigned- duties or functions for which clinical privileges are deemed - -
appropriate. CHNs and OHNs who meet the criteria as an APRN may be-granted clinical privileges as approved by the
MTF commander.

. Professional _credentials. = ' " ;

(1) Education. APRNs who complete thelr respectlve specmlty programs al“ter 31 December 2001 must be graduates
of an accredited master’s level or doctoral program acceptable to DA that prepares RNs with addmonal know]edge -and
skills-te practice -in -their- clinical specialty.. :

(2) Licensure. APRNs will maintain a current, active, valid, unrestrlcted RN hcense in at least one U. S State
District of Columbia, Commonwealth, territory, or jurisdiction (para 4-4). In addition, the APRN must possess a
license (or other authorizing document) for advanced practice issued by either the State Board of Nursing granting the
RN license or another State. The requirement for advanced practice licensure is effective 1 July 2009.

(3) Certification. Within 12 months of graduation, the APRN will achieve certification by a nationally recognized
certifying body-appropriate to: the specialty area of practice. Certification will be maintained for-the. duration. of the. . -
individual’s advanced clinical practice.

c. Scope of practice.

(1) The APRN is a licensed and privileged practitioner and, as such, co-signature by a physician or other privileged
provider of APRN entries in the patient’s medical record, prescriptions, and so forth, is not required.

(2) As designated by his/her delineated privileges or scope of practice, demonstrated competence, and experience,
the APRN (independently and collaboratively with other health care professionals) performs a wide variety of tasks or
duties based on organizational requirements and according to local policy. The APRN may, among other tasks, perform
medical examinations and document findings; screen health records (HRECs) for individuals participating in overseas
deployments or other military duties; assist in weekly inspections of confinement facilities; examine and treat prisoners
in confinement; recommend temporary limited-duty profiles on DA Form 3349 (Physical Profile) for AD soldiers to -
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include those on flight status.{AR.40-501);. place.patients. under -his/her-care.on-quarters - status. (AR 40— 66) apd

sperform other duties, as. authorized by, the Pommapder ST L S

(3) The APRN may authenticate temporary limited-duty proﬁles for pregnancy and other condmons accordmg to the
guidance outlined in AR 40-501.

d. Certified nurse midwife.

(1) Description. CNMs are RNs with advanced, specialized training in midwifery. Nurse-midwifery practice is the
independent management of women’s health care, focusing particularly on pregnancy, childbirth, postpartum, and
newborn care, as well as the family planning, well woman care, and the gynecological needs of women. The CNM
practices within a health care system that provides consultation, collaborative management, or referral as indicated by
the health status of the beneficiary.

(2) Additional professional credentials. CNMs will demonstrate continued competency through active participation
in the Continuing Competency Assessment Program of the American College of Nurse-Midwives. All CNMs will
achieve and maintain current Continuing Competency Assessment Program certification.

(3) Scope of practice. The CNM—

(a) Provides routine prenatal care, labor and delivery management, immediate newborn care, and postpartum care.
(See para (c) below.) In addition, they provide well-woman gynecological services including yearly physical exams,
breast exams, pap smears, family planning services, preventive health screening, and health education. With the
appropriate training and experience, the CNM may also be privileged to perform such procedures as colposcopy,
ultrasound, and birth control implant insertionsTomovals anc o provide - primary care- services to adult femaic
beneficiaries.

(b) Practices according to the Standards for the Practice of Nurse-Midwifery, as defined bv the American College of
Nurse-Midwives, the ANA Standards of Clinical Nursing Practice for Nurse Midwifery, and local nurse midwifery
service guidelmes. The MTF-specific guidelines deﬁne conditions for which re‘"rral or collaborative care (co- manage-
ment) is appropriate.

(c)- May provide obstetrical care within his/her scope of practice and expertise using physician consultation and/or
co-management to provide comprehensive care for other than low-risk patients according to MTF guidelines. The CNM

may perform outpatient care.and be privileged to admit .and discharge patients when an obstetrician is on call andds . - -~ -

available by telephone to provide medical consultation, collaborative management, and/or referral when indicated.
(4) Internship. New graduate CNMs, and those returning to clinical practice after a lapse, may be in an intern status
with enhanced supervision (see para 9-4e) for a period of up to 1 year as described in the Army Nurse Corps Certified
Nurse Midwife Internship Program. This Program is flexible and must be modified to meet the needs and competencies
of the individual CNM. The supervision associated with the period of internship is not considered an adverse status. A
supervisor—usually an experienced CNM when available—will be designated to oversee and tailor the clinical practice
experience, evaluate prog‘ress and make recommendations for transitioning the individual to full praotxce and
privileges.-- o - . -
e. Certified regzstered nurse anesthetzst
. (1) Description. CRNAs are RNs with advanced, specialized training. in the administration of anesthesia. Nurse

anesthesia practice includes the independent administration and management. of patient anesthesia to include preopera-"->":~ "

tive evaluation and preparation, perioperative management, and postoperative followup and evaluation. The CRNA

may provide ‘consultation, coilaboraﬁve ~management, or referral to. other hea]th care prov1ders as mdwated by the
"health status of the patietit. o

(2) Additional professional credentials, CRNAS w11] maintain current certification by the Council on Cemﬁcatlon of

._T‘Nurse - Anesthetists.

- (3) -Seopezof. practzée CRNAs will be respormbib and pnvﬂeged for the entlre anesfhem process regardless of the
pauent s American Society of Anesthesiologists (ASA) physical status classification. The CRNA: will—
(a) Perform and document a preanesthetic assessment and evaluation of the patient to include requesting consulta-

tions ‘and diagnostic studies.

(b) Establish an anesthesia plan and, based on the preanesthetic assessment, determine that the patient is an
appropriate candidate to undergo the planned anesthetic.

(c) Obtain informed consent for anesthetic services.

(d) Select, prescribe, or administer medications and treatment modalities related to the perianesthetic care of
patients.

(e) Conduct the pre-induction assessment to determine the patlent ] readmess to enter the surgwal env1ronment

immediately prior to- administering the-selected anesthetic.
(f) Select, obtain, and administer anesthetics, adjunct drugs, accessory drugs, and fluids necessary to manage the
patient in the perianesthetic period, to maintain the patient’s physiologic homeostasis, and to correct responses to the
anesthesia or surgery consistent with the spectrum of anesthesia privileges.
(g) Ensure that the patient’s postoperative status is assessed on admission to and discharge from (or bypass of) the
post-anesthesia recovery area.
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¢ o (h). Release. or discharge:patients  from. the. postzanesthesia..recovery..area...... . ... ...

(1) Order-and initiate perioperative -pain-relief therapy.

(4) Collaboration and anesthesia-related decisions.

(a) CRNAs are expected to routinely provide independent anesthesia care for ASA physical status classification 1
and 2 patients. They are responsible and accountable for determining when a physician (an anesthesiologist if
available) will be consulted for the delivery of anesthetic care to ASA patient classification status 1 and 2 patients.
Consultation will be requested, as necessary, regardless of the patient’s ASA classification. Collaboration, and subse-
quent implementation of the specific recommendations provided by the physician, does not relieve the CRNA of his/
her overall responsibility to ensure the utmost safety of the patient. At all times the CRNA remains accountable for his/
her decisions and all professional actions associated with the anesthesia care rendered. The consulted physician is
accountable for his/her anesthesia-related decisions.

(b) For patients in ASA physical status classification 3, 4, 5, or 6, CRNAs will collaborate with a physician
(anesthesiologist if available) or oral surgeon before induction of anesthesia. This collaboration may be face-to-face or
by telephone. The CRNA will document the results of this interaction in the medical record. There is no requirement
for a duplicate medical record entry by the physician or oral surgeon regarding the collaboration associated with the
CRNA-administered anesthesia care. There is no requirement for the collaborating physician or oral surgeon to be
privileged in the administration or management of anesthetics.

(¢) In an MTF without an assigned or available anesthesiologist, and the surgical team desires to provide care for an

- ASA patient classification 3 or greater patient, there must be documented collaboration between the CRNA and the

surgeon prior to the start of the case.

() MTF commanders may conduct clinical review of the anesthesia care provided by CRNAs utilizing an RMC-
assigned team comprised of a senior anesthesiologist and a senior CRNA. The team will validate the clinical
performance and competence of the CRNAs under review.

(5) Graduate nurse anesthetists.-Graduate nurse anesthetists (GNAs) are individuals Who have successfully com-
pleted a nurse anesthesia program but- have not achieved- CRNA- certification.

(a) Prior to CRNA certification, the GNA will be granted superv:sed clinical privileges. A CRNA or anes-
thesiologist will supervise the. GNA..

(b) The GNA will not be assigned to unsuperv1sed on- call dutles or emergency procedures nor W1H he/she teach/
supervise anesthesia nursing students or other anesthesia providers in training.

S Clinical nurse specialist.

(1) Description. CNSs are RNs who have- obtained advanced, specialized education and certification to practice
independently and collaboratively as APRNs for the purpose of providing specialty care {for example, oncology,
psychiatric, cardiovascular, pulmonary). CNSs participate in the care of both inpatients and outpatients and have
primary responsibility for providing clinical expertise consultation; case management; disease management; patient/
family education; and research application in primary, secondary, or tertiary health care settmgs

(2) Additional professional credentials.

- (@) Certification. CNSs must be-certified in their specialty by the American Nurses Credentlalmg Center or Athe
recogmzed -national - nursing: -certification- erganization- for- the specialty - (for -example, Oncology Nursing. Society, -
American Association for Critical Care Nursing, Emergency Nurses Association, and so forth).

(b). Other. CNSs. desiring’ presorlptlve authority must meet the criteria specified by the ANA as well as the.
prmlegmg requirements as described in chapter 9 of this regulation. A CNS requesting prescriptive authomy, or-

authorization to function beyond the routine CNS scope of practice, may be pnvﬂeged to provide expanded services to -
designated. beneficiaries . (for.. example,..patients..requiring comprehensive pain management). SR

(3).Scope of practice. CNSs practice independently and collaboratwely with other members of the health care team

o ensure a compiehénsive plan of cate” for the patient. They function in a variety of practice environments ranging

from primary care (as disease manager) to the intensive care setting (as acute care CNSs). Health care activities of the
CNS may inclide taking initial dnd interval histories; performing developmental assessments and screenings; conduct-
ing diagnostic and screening tests; teaching and counseling patients/family members regarding identified problems,
health maintenance, and disease prevention; and initiating and evaluating treatment regimens that may include prescrib-
ing and dispensing medication appropriate to the privileged scope of care.

g Nurse practitioner.

(1) Description. NPs are RNs with advanced, specialized education and clinical competency to provide medical/
health care for diverse populations in a variety of primary, acute, and long-term care settings according to their practice

specialty. NPs provide nursing and medical services to individuals, families, and groups. NP specialties include, but-are- -~

not limited to, acute care, adult, emergency, family, geriatric, pediatric, psychiatric, and women’s health.

(2) Additional professional credentials. NPs will maintain current certification by a national certifying body (for
example, American Nurses Credentialing Center; American Academy of Nurse Practitioners; National Certification
Board of Pediatric Nurse Practitioners and Nurses; ANA; National Certification Corporation for the Obstetric,
Gynecologic, and Neonatal Nursing Specialties), as appropriate, for their specialty area of practice.

(3) Scope of practice.
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-{a) -The NP practices independently and. collaboratively. with_cther health care prefecsionals to_provids primary care.
m.d o .diagnose; treat, -and  manage <the-patient’s. preventi cute,-and- chroni

v

agents and nonpharmacologic therapies, and teaching and counseling individuals, families, and groups.

(b) The NP practices according to his’her specialty, the ANA Standards of Clinical Nursing Practice for Nurse
Practitioners, and his/her individual DA Form 5440 as determined by the organizational mission and scope of care and
services. MTF-specific guidelines and the individual’s privileges define conditions for which referral or collaborative
care iS appropriate. :

(c) The NP delivers outpatient care in a variety of settings and may be authorized admission and discharge
privileges based on the managed care business practices of the organization to which he/she is assigned. In these cases,
a physician must be on call or available by telephone to provide medical consultation, collaborative management or
referral.

(4) Internship. New graduate NPs, and those returning to clinical practice after a lapse, may be in an intern status
with enhanced supervision (see para 9-4e) for a period of up to 1 year as described in the Army Nurse Corps Nurse
Practitioner Internship Program. This program is flexible and must be modified to meet the needs and competencies of
the individual NP. The supervision associated with the period of internship is not considered an adverse status. A
supervx'sor—usually an experienced NP when available—will be designated to oversee and tailor the clinical practice
experience, evaluate progress, and make recommendatlons for transitioning the individual to full practice and
nrivileges.

7-5. Audiologist

a. L. "scrzpt»on ‘

{1 A 1moxog13ts contribute to the operational readiness and quality of Lifv of o fighting force and other eligiblc
beneficiaries by providing cost-effective hearing health care through audioivgizal services including prevention, medi-
cal surveillance, treatment, education, and research.

) Audlologlsts support the missions of DOD personnel by 1mp1ementmg the Army Hearmg Conservation Program
and preventing noise-induced hearing loss to enhance auditory performance in operational environments. Audlologlsts
prevent hearing loss through the provision and fittirig"of hearing protective devices, consultation on the effects of noise
on hearing, management of hearing conservation programs, and presentation of educational programs. Audiologists
diagnose and treat hearing deficits of authorized beneficiaries by selecting, fitting, and dispensing amplification/hearing
aids and other devices; providing -aural rehabilitation; and, when necessary, referring patients for medical intervention.

b. Professional credentials.

(1) Education. Audiologists must have a master’s or doctoral degree in audiology from an accredited institution
acceptable to DA.

2) Cemf cation. All audlolagxsts are required to achieve and maintain national certification from either the Ameri-

can Board of Audlology (that is, Board Certification in Audiology) or the American Speech Language Hearing -

Association (that is, Certificate of Clinical Compctence in Audiology). During the audlologlst s mentored professional
practice experience reqmred for board certi
Clinical Competence in Audiology, he/she

¢ supervised by a qualified audiologist as defined by the American

-Board of.Audiology or Ameriean- Speech Language Hearing Association rules before being granted independent-- . -

clinical doctorate of audiology (that is, AuD.) degree.

“(3) Licensiire.” Audiologists' will maintain a current, active,.valid, and unrestricted audiology license, reglstratlon or

‘ ,cemﬁcatlon from™ a US." State, District '6f Colimbia, Commonwealth, territory, or jurisdiction.

e 'Scope: “of- practice.” Audiologists follow- the guidelines published by the American Spzech- Language—Hearmg
Association, American Academy of Audiology, and the National Hearing Conservation Association. Audiologists are
privileged to provide comprehensive diagnostic and rehabilitative services for all areas of auditory, vestibular, and
related disorders. Those with advanced training and current competence may be privileged to perform special proce-
dures such as intraoperative monitoring of the cranial nerves, cerumen removal, cochlear implant assessments and

management; posturography, and- other advanced balance mechanism evaluations. Audiologists will manage hearing"

conservation programs. Once certified as a course director by the Council for Accreditation in Occupational Hearing
Conservation, audiologists will provide certification training for personnel conducting audiometry for hearing conserva-
tion programs.

- 7=6: Behavioral health practitioner——— """~
a. Description. Behavioral health practitioners are trained in behavioral science, counseling theories, and practical
applications of behavior change principles. They may manage numerous behavioral and emotional problems, in both
general and particular specialty practice levels, providing a variety of behavioral health services, including screening,
treatment, and consultation. The behavioral health practitioner may develop additional expertise in psychometrics,
industrial psychology, substance abuse rehabilitation, geriatric care, school or health psychology, neuropsychology,
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- - pediatric .or adolescent psych@logy,,, aeromedxcal _psychology,..and .combat. stress .reactions.

Note: The prévisions  of this “Sectior are’ applicab
reqiirements as a doctoral-level psychologist. These individuals shall be privileged to engage in clinical practice only as defined in

this regulation, using the title of behavioral health practitioner or psychological associate. (See para 7-19.)

b. Professional credentials. Behavioral health practitioners must demonstrate appropriate education, skills, training,
and experience to be considered for clinical privileges. The minimum educational and licensure requirements for
category I-III level of privileges include—

(1) Category I The individual has earned a master’s degree in counseling psychology, fulfilling the requirements of
a 2-year academic program, including a minimum of {2 supervised practicum hours in the major specialty. The
graduate program must be offered by a college/university fully accredited by a U.S. regional accrediting body. The
practitioner performs specialty counseling services and works under the supervision of a psychologist, psychiatrist, or
clinical social worker licensed in his/her discipline. The individual must possess either the Licensed Professional
Counselor (LPC) license or a master’s level psychology license, such as psychological associate license, from a State
licensing board.

Note. Not all States offer licenses to master’s level psychologists, but all offer the LPC, though some States use a different title for
their LPC-equivalent license. The education and experience requirements for licensure are the basis for determining equivalency.

(2) Category II. The individual has completed a 2-year master’s degree program in counseling psychology, at a fully
accredited college/university, including a minimum of 12 semester hours of supervised practicum. The individual
possesses the LPC/LPC-equivalent licensure, or a psychologlcal associate (or other master’s level psychology hcense)
available in some states. He/she has a minimum of 2 years’ full-time experience in the specialty in which services are
performed under the supervision of a higher level pnvxleged provider with a license in social work, psychology, or

- psychiatry. :

(3) Category II1. The 1nd1v1dua1 has completed a post‘master 8 specmlty degree from an accredlted umversﬁy and
a master’s level psychologist, from a State hcensmg body He/she provxdes a wide range of services m the designated
specialty and may supervise category II or I counselors in their provision of services in the specialty. The individual

will be supervised by a psychologist, psychiatrist, or a social worker who is licensed in their respecnve disciplines and -

privileged at a higher level (category).

~_ Note. Incumbent Army Substance Abuse Program (ASAP) counselors who are already clinically licensed but do not possess the
© educational qualifications as noted above are permitted to-coritinue in their present positions (cufrent grade and GS-series). However;
they are not eligible for lateral transfer to another position or promotion to a higher grade.

¢. Scope of practice. Individuals will practice within the guidelines of their respective State licensing boards as
LPCs (or equivalent) or, if offered by their State, a license for master’s-level psychology graduates such as psychologi-
cal associate. or licensed mental health provider. Behavioral health practitioners .adhere to the State LPC or psychology

licensing board’s code of ethics and conduct. Specific clinical privileges are granted based upon trammg, expenence oo

and competency. In general behavioral health practitioners will-—
. (1) Conduct screening evaluations, utilizing information from chmcal interviews, nonpsychometric tests,, and collat—
eral sources, as appropriate.

“(2) Determine ‘a provisional diagnosis accordmg to the Amerlcan Psychlatrlc Assoc1at10n Dlagnostlc and Statls‘ucal‘-_ b
© o SNanualcof Mental Disarderst - e mt Tavam o gt e o S

_(3) Provide individual and group behavxoral health treatment Wxthm the scope of practlce/prxvﬂeges granted

- 4y Manage the behaworal health care of patients and refer those-having needs beyond, their scope of practlce

(5). Serve as collaborator in hurnan behavioral 1ssues w1th and consultant to commumty agcnc1es health care
prowders and” orgamzamona] leaders. -

d. Supervision.. . . .

(1) Master’s level graduates who have recently (within the past year) obtained a master’s level license such as an
LPC or psychological associate license, will be fully superwsed during their first year of employment as a behavioral
_health practitioner. . e . e e

(2) LPCs or psychologlcal assoc1ates w1th 2 or more ycars experience (after attaining licensure), will receive
general supervision, according to the individual’s level of compe‘cence, as assessed by his/her supervisor.

(3) LPCs or psychological associates with more than 2 years’ experience and with post-master’s work leading to a
specialty degree, will require supervision in their specialty with difficult, high-risk cases, or for cases in which one or
more of the-patient’s problems-fall outside the scope of the -counselor’s specialty.

7-7. Chiropractor

a. Description. Chiropractors provide treatment and care of spine-related neuromusculoskeletal conditions to eligible
beneficiaries. The chiropractor utilizes chiropractic manipulation—also called chiropractic adjustment—to restore joint
and related soft tissue function. This treatment may be used with other supporting forms of treatment (physical
modalities) depending on the patient’s specific needs. The chiropractic approach to health care is holistic, stressing the
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b Pz ofesszonal credenzzals

( 1) Education. The individual must be a graduate of a chiropractic college accredited by the Council on Chiropractic
Education or its successor. )

(2) Licensure.” A current, active, valid, and unrestricted license to practice chiropractic in a U.S. State, District of
Columbia, Commonwealth, territory, or jurisdiction is required.

(3) Experience. To qualify for clinical privileges, the chiropractor must have 2 years’ minimum full-time active
post-graduate chiropractic experience involving the delivery of both diagnostic and treatment services.

(4) Optional credentials. Optional credentials include postgraduate credits approved or accredited by an appropriate
State licensing board, recognized diplomat status, formal hospital staff prmleges (or evidence of actively seeking
hospital privileges) at a nationally accredited health care facility.

c. Scope of practice. At the discretion of the MTF commander, clinical privileges may be granted based on the
individual’s documented education, competence, and experience. The minimum practice privileges for which the
chiropractor is authorized include—

(1) Performing patient history and chiropractic physical examination, excluding vaginal examination.

(2) Ordering radiologic examinations such as spine/four views (anterior-posterior, lateral, oblique, spot) and pelvic
series.

" (3) Ordering standard diagnostic laboratory wesis (for example, eiectrolytes, glucose, urinalysis, urine culture and
sensitivity, complete blood count, occult blood, and erythrocyte sedimentation rate).

(4)-Performing: standard osseous and soft ti prasedures consistent with chiroprs
in. the core curriculum of Council on Chiropractic Educatior-accredited chiropracti

-(5). Utilizing. heat and cold modalities, electrical stimulation, hydrotherapy, and
treatment. o

(6) Prov1dmg patlent instruction and recommendatlons pertammg to hyglene nutrmon exermse sanitary measures,
lifestyle changes, stress reduction, and modifications of ergonomic factors.

{7y Pldcmg AD soldiers on limdited duty profiles not to exceed 30 days according te Iocal policy and on quarters for™ == oo
a maximum of 72 hours.

d. Supervision. The Chlropractor functions under the indirect medical supervision of a physician assigned by the
MTF. Both clinical supewwlon and professional evaluation of the individual are integrated into the organization’s

current evaluation structure. \

are as commanly contained

* Jherapv in patient

7-8. Clinical pharmacist
a. Description. Clinical pharmacists are licensed pharmacists with complex clinical skills and capabllmes acquired
through ‘advanced edycation _and practical. expenence Clinical. pharmacists practice collaboratively in the area of
pharmacoeconomics and with patients requiring therapy (for example, antlcoagulant asthma, hypertension, diabetes,
- qyperhpldemxa immunization, and oncology nuclear). Clinical pharmacists practice in primary care, medicine, pediat:
rics, geriatrics, infectious disease, nutrition, and pharmacotherapy settings. They prov1de medication refills. In many
cases, the clinical pharmacist works directly for a physician or group of physicians in a pamcular specialty or primary
_.caré clinic. The pharmacist ﬁmctlons under_clinical treatment protocols. or. CPGs developed in coordination with the
medical staff, recommended by the P&T committee, and approved by the ECMS, or DOD/USAMEDCOM-éeveloped
..and approved CPGs.. Clinical pharmacists provide pharmacokinetic consultation, enteral and parenteral nutrition consul--- -—— == v o
Aation; s and . perform: drug .therapy+ management . activities. o inpatient: units: and. in. outpatient ~clinics. -In.all .cases, - tewim oo

LA

- commumcatlon between pharmacxs’cs and physmans 1s essentlal for quahty pauent care. The Dharmamst will promote o i

procedures, and DOD/USAMEDCOM CPGs.

b. Professional credentials. Pharmacists must demonstrate appropriate skills, training, and/or experience to be
considered for clinical privileges. Minimum requirements include—

(1). Education/certification. Pharmacists must have—-

(a) A post-baccalaureate or entry level doctor of pharmacy (PharmD) degree, or

(b) A master of science degree in pharmacy from a clinically oriented program, or

(c) Board certification in one or more of the pharmacy specialties recognized by the Board of Pharmaceutical
Specialties, or

(d) Completed a clifiical pharmacy residenicy or fellowship accredifed by the American Society of Health System
Pharmacists or American College of Clinical Pharmacy, or

(e) A bachelor of science degree in pharmacy with documentation of appropriate education, training, and/or
continuing education in the practice of clinical pharmacy.

Note. The didactic content of current bachelor of science programs is nearly identical to entry-level PharmD programs. The
difference is that PharmD programs have 1 additional year of clinical experience. ‘
. {
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-~ {f). Appropriate formal:education.and-clinical. training.to. perfgrm_limited physical.assessment. (that. is,. .assessment. . i .-
focused on the specific system under examination):- This-is included in PharmD programs but may not be for bachelor’s - - - -

vvvvvvv 1C 5pC

and master’s- programs. Other sources of this training may include the Physical Assessment Education Program and/or - - - -
a formal certification process.

(2) Licensure. Clinical pharmacists will maintain a current, active, valid, unrestricted pharmacy license from a U.S.
State, District of Columbia, Commonwealth, territory, or jurisdiction.

c. Scope of practice. Pharmacists may be granted clinical privileges to provide clinical treatment protocol/CPG-
based direct patient care. (See para a above.) Communication with the patient’s physician, through documentation of
clinical activities in the patient’s medical record and other verbal/written means, is essential to ensure continuity of
care. Pharmacist privileges may include, but are not limited to—

(1) Assessing patient’s response to drug therapy and planmng drug therapy based on physician- estab ished
diagnoses. -

(2) Ordering and assessing laboratory tests necessary to evaluate drug therapy effects and therapeutlc outcomes.

(3) Initiating, modifying, or discontinuing medications for ongoing therapy of chronic disease states (for example,
hypertension, hyperlipidemia, diabetes, asthma, and so forth) in cooperation with the medical staff.

{(4) Monitoring and managing pharmacotherapy requiring periodic adjustment due to specific or changing phar-
macokinetic characteristics (for example, aminoglycosides, phenytoin, antithrombotics).

(5) Initiating or modifying drug therapy for minor acute conditions such as colds, rashes, and allergies.

= (6) Administering presctiption or nonprescription drugs according to established treatment protocols or practice
guidelines.
-~ (7) Assessing metabolic needs and ordering therapeutic .enteral or parenteral nutrition products in inpatient and
£. oufpatient settings.
(8) Evaluating medical and medication histories for drug-related problems and ad;ustmg drug therapy accordingly.
(9) Consulting with other health care providers (for example, physicians, dietitians, _nurses, PTs, and so forth)
regarding patient pharmacologic treatment needs or options.
(10) Consulting to therapeutically evaluate, recommend, or modrfy medlcatlon therapy for patxents Wlth oomplex
R --««=edical conditions or*difficult-to-mahage-disease " states.” - N .
(11) Conducting and coordinating clinical mvestlgatlon and research (con51stent with other health care professwna]s)
approved by a local or regional investigational review board and part1c1patmg in outcome studies gcnerated by the
v i department of pharmacy and approved by the P&T committee. . :
{ “(12) Providing patient education/counseling services to enhance comphance and reduce the occurrence of medlca—
' tion-related problems and adverse drug events. \
(13) Applying advanced knowledge of drug therapy to provider and patient education, MTF dmg formulary analysrs. |
afid recommendations, and’ serving’ as preceptor for pharmacy students.

d. Supervision,
(l) Cllmcal pharmamsts granted MTF prlvrleges must have a physrcran avallable for consu]tatlon elther in person' or

supervision of. a physician preceptor,.identified in writing. The physician preceptor must prov1de consultatlon chmcal

feedhack and, -general .oversight of the- clinical pharmacmt S practlce B ST e e e mmes

—7-9Clinical psychologist

a. Descrtptzon ‘Clinical psychologists are specialists in the areas of behavioral science, psychological processes ‘and
behavioral health. Clinical psychologists provide comprehensive behavioral health services as independently’ pnvr]eged’
health care providers. Behavioral health services include a variety of evaluation, treatment, and consultafion activities
that address behavioral. and emotional problems at both the general practice and specialty practice levels. Clinical
psychologists may develop additional expertise in neuropsychology, health psychology, child/pediatric psychology,
personnel assessment and selection, aeromedical psychology, survwal evasion, resistance, and eqcape (SERE) psychol
ogy, and combat stress control. -
Note. The provisions of this section are applicable to GS 180-series counseling psychologists prepared at the doctoral degree level.

b. Professional credentials. Clinical psychologists must demonstrate appropriate education, skills, training, and
experience to be considered for clinical privileges. Minimum requirements for category I-IV level of privileges are—
- (1)-Category-I The practitioner-hascompleted predoctoral internship but-has notyet completed degree requirements
for a Doctor of Philosophy (Ph.D.) or Psy.D. in clinical or counseling psychology. The graduate program and
internship must meet requirements of DA Pam 611-21. The practitioner assists in performance of psychological and
other services and works under the supervision of a licensed psychologist.

(2) Category II. The practitioner has a Ph.D. or Psy.D. in clinical or counseling psychology but is not yet licensed.
The graduate program and internship must meet requirements of DA Pam 611-21. The practitioner provides a full
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programs and mtemshlps must meet requirements of DA Pam 611-21. The practmoner is recogmzed as possessing a
high level of skill in psychological assessment, intervention, and administration of services. He/she delivers psychologi-
cal services to individuals and treatment teams and may be appointed as supervising psychologist for category I and II
practitioners.

(4) Category IV. The practitioner has a Ph.D. or Psy.D. in clinical or counseling psychology and is licensed and
board certified by the American Board of Professional Psychology. Graduate programs and mtemships must meet
requirements of DA Pam 611-21. The practitioner is recognized as possessing the highest level of skill in psychologi-
cal assessment, intervention, and administration. He/she may be appointed as a supervising psychologist for category I
and IT practitioners.

¢. Scope of practice. Clinical psychologists practice within the guidelines of their respective State licensing boards
and within the guidelines for providers of psychological services published by the American Psychological Association
(APA). Psychologists adhere to the APA’s Ethical Principles of Psychologists and Code of Conduct. Specific clinical
privileges are granted based on training, experience, and competency.

(1) In general, clinical psychologists—

(a) Conduct psychological evaluations utilizing information from clinical interviews, psychological testing, and
collateral sources, as.appropriate...... -

(b) Establish psychiatric diagnoses accordmg to the Amerlcan Psvchiatnc Association Diagncsnc and Statistical
Manual of Mental Disorders.

(¢) Provide individuai and group behavioral health treatments for which the provider hoids privileges.

(d) Independently and coilzporativély manage tne behavioral health care of patients and refer paitents to rppropnate
providers for health care which falls oviside their scope of practice. '

{¢)  Serve as expert °Oiisultann in human behavior to community agencies, health carc previzavs, and crgonicational
lewders

(/) Provide. operational psychological services ‘to include combat. stigss control, agromedical psychology, and SERE

Wpsychology
(¢) Conduct behavxoral research in diverse settings to address the full range of psychologlcal issues that impact

individuals, groups, and.-miljtary organizations. .

(h) Conduct personnel assessment and selection for Specmlized mi 1tary occupfitions

(2) Clinical psychologists are authorized to admit, independently and collaboratively treat, and collaborate on the
discharge of patients from inpatient care to include psychiatric units staffed by psychiatrists.

() Clinical psychologists may admit patients to the MTF only if a physician member of the medical staff, to include
~a psychiatrist in cases requiring admission to a psychiatric unit, assumes responsibility for performing the admission
- history and physical (H&P) examination. The physm'm must also be responsible for the patient’s medical problems

that exist at the time. of admissmn or may arise durmg hospitalizatien and- are outside the psychologist’s scape of - -

Lpragtice. - T T e T e -
(b) Coordination will occur between the admlttmg clinical psychologist and physician for patient dlscharge The
g leloal pwrhnlomsr 5 discharoe recommendation will e’ documenfed in_ the memm iecord

“(¢)"The appropriate DA Form 5440 will clearly specuy the wards/units to which the cimical psychologist may admit ‘

. and discharge patlents -
d Svlp«w VISiOFi - - - . .
,;;_( 1y Psycliclogy ofﬁcers who ATE TECENL €1 :

’PhD or Psy.D. will receive supervision of their clmical activmes based on 1nd1v1dual needs trom a licensed
psychologist.

(2) Unlicensed military clinical psychologists who hold a Ph.D. or Psy.D. in clinical or counseling psychology but
have not yet obtained a State license to practice psychology will be supervised by a licensed psychologist until
-lieensed, as spocified-in the writtcn plas-iee-supeivision.

(3) Licensed clinical psychologists who are privileged in the mdependent practice of psychology do pot require
supervision except when engaging in new areas of practice. Psychologists who have not engaged in clinical practice for
a period of 12 months or more will require asmgnment to a 12-month period of general supervision. Psycholooists will

adhere to gu1delmes of the APA which require psychologists to receive appropriate training and supervision before

engaging in new -practice areas.
(4) If another psychologist is not available to provide the required supervision, the MTF will coordinate with the
RMC senior psychologist before establishing the plan of supervision.

7-10. Clinical social worker
a. Description. The primary mission of Army social work is to provide comprehensive professional services through
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.- a:broad range of individual+family::command level and.community.interventions, .programs, .and -services.to. sustain; - - -

- restore;. or -énhance the secial well-being-and functioning-of-individuals,-families, -units;--and -the-Army- community- - ---

health clinics, Family Advocacy Programs (AR 608-18), substance abuse treatment services, division mental health
services, combat stress control detachments, and correctional facilities.

b. Professional credentials.

(1) Education and experience. Clinical social workers must have a master of social work (MSW) degree from a
school of social work accredited by the Council on Social Work Education. Social workers practicing in the AMEDD
must be qualified in clinical social work through the master’s level educational program and post-MSW experience.

(a) In order to engage in independent practice, clinical social workers must have completed an MSW, have a
minimum of 2 years’ post-MSW clinical social work experience, and possess the appropriate State license/certification.
(If the State offers a license for independent clinical practice, this will be the level of license required. Otherwise, the
license must be at the level appropriate for an MSW social worker with 2 years’ experience.) These individuals may be
awarded regular clinical privileges.

Note. Incumbent ASAP counselors who are already clinically licensed but do not possess the educational qualifications as noted
above are permitted to continue in their present positions (current grade and GS-series). However, they are not eligible for lateral
transfer to another position or promotion to a higher grade.

(b) Entry-level clinical social workers may be granted regular privileges with enhanced supervision as described in
paragraph 9—4e. A written plan of supervision will be documented. This applies to the licensed entry-level clinical
social workers possessing an MSW and less than 2 years’ post-MSW experience and to clinical social workers with
greater than 2 years” post-MSW experience that hold a license which does not authorize independent practice in their
State of licensure.

(c) Social workers who are practlcmg clinical social work but have only an_entry- evel license from a State that
offers a higher level of license, as described above, will be awarded regular privileges with enhanced supervision until
they obtain the necessary level of license. Individudls will be given until 1 October 2004 to meet this independent
practice licensure requirement. (This allows 2 vears to meet State clinical experience/supervision requirements plus an

--w#= additional year to-obtain the-appropriate license; Individuals who have already completed the. experience -and supervi-

sion- requirements will be given up to 1 year to complete the examination and licensure/certification process.)
(2) Licensure. A current, active, valid, and unrestricted MSW license at any level from a U.S. State, District of
‘Columbia, Commonwealth, territory, or jurisdiction is required and must be maintained. _
¢ Scope of practice. Clinical social worker privileges may include but are not-limited to— -
(1) Interviewing and evaluating patients.
(2) Diagnosing mental disorders and formulating appropriate treatment plans.
(3) Recommending administrative and medical dispositions.
NN Prowdmg individual, couple, family, and group psychotherapy.

- d Supervzszon Chmcal social workers with regular privileges will supervise entry ]evel ‘social workers. A’ psycholo—
gist or "psychiatrist may supervise a social worker qualifying for anadvancéd clinical license if a prwlleged tadepend: -
ent clinical practice social worker is unavailable; and if the supervisor meets the individual’s State licensing authofity

uirements. for superv131o

“{1. Dentist , :
-a. Descrzptlon Dentists ensure-the optimal oral health of the soldler through preservation, restoration, and replace—

~Sotial workers are members of the-health care team; most frequently working in-social-work service; outpatient-mental = -~ -

" ment dental services and-they provide dental health care to eligible DOD beneficiaries (AR 40-400). Pertists-examine; -~ - = -~

_ diagnose; and-reat or. prescribe. courses. of treatment forrbeneficiaries suffering. from defects, diseases;; injuries,: or
" “disorders of the teeth, jaws, oral cavity, and supportmg maxiliofacial structures. In'addition, dentists support casualty
identification through dental forensic identification operations. Dental services are classified as general dentistry or
specialty dentistry to include comprehensive dentistry, pediatric dentistry, periodontics, endodontics, prosthodontics,
orthodontics, oral and maxillofacial surgery, oral pathology, and pubhc health denustry

b. Professional credentials..... - .. .. .. e R e T wres e een Ak, o e i

(1) Education. '

(a) General dentist. To qualify as a general dentist, an individual must be a graduate of a dental school that is
accredited by the American Dental Association, or an accepted equivalent program, and have passed all parts of the
National Board Dental Examination.

(b) Specidliy dentist. T qualify 85 a specialty dentist, an individual must meet all qualifications as a general dentist
and be a graduate of a dental specialty training program that is accredited by the American Dental Association or an
accepted equivalent program.

(2) Licensure. All dentists will maintain a current, active, valid, and unrestricted license to practice dentistry from a
U.S. State, District of Columbia, Commonwealth, territory, or jurisdiction.

¢. Scope of practice. The general dentist is required and privileged to perform procedures appropmate to AOC 63A.
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.The.specialty dentist is privileged.to perform the sz 0
to.histher. 'spbcxai?y AGC.- Dentistszin residency. raning.programs. witk perforn
- supervised.-by -their - program Mentors: - -« - --owom <o —oom

’3‘

7-12. Dietitian »

a. Description. Dietitians provide nutrition services to include providing medical nutrition therapy (MNT); procur-
ing, managing, and safeguarding all nuirition care division resources; supervising food production and service opera-
tions; educating patients, health care providers, and staff; managing the nutrition component of health promotion
programs; and serving as nutrition consultants to the military community.

Note. Dietitians who provide MNT must be privileged to perform this therapy.

b. Professional credentials. The minimum criteria for determining an apphcant s ability to provide MNT within his/
her defined scope of clinical privileges are—

(1) Education. A baccalaureate degree from a U.S. regionally accredited college or university (or foreign equivalent)
and completion of specific course work approved by the Commission on Accreditation for Dietetics Education is
required. This course work must be validated by a verification statement from the Commission on Accreditation for
Dietetics Education.

(2) Registration. Successful completion of the Commission on Accreditation for Dietetics Education-accredited
supervised practice requirements for registration by the Commission on Dietetic Registration of the ADA is required.
(If the applicant entered the Atmy as a “fuily qualified™ dietitian, current registration by tne Commussion on Dietetic
Registration of the ADA is required. If the applicant is a graduate of the Military Dietetic Internship Consortium,
registration.must be obtained no later than October of the graduzting wear Registration eligibility munt be "ﬁ‘nnvs.,
throngh one of the following pathways:

va) Dietetic internship.

() Approval of Preprofessional Practlce Program

(¢) A coordinated undergraduate program in dietetics.

(3) Licensure. Dietitians will maintain a current, active, valid, and unrestricted dletetlcs license or certification from

a U.8. State, District of "Columbia, -Commonwealth; "territory, or jurisdictior™
(4) Scope of practice. Dietitians may be granted clinical privileges to provide MNT that include nutrition assess-
ment/evaluation, counseling, ordering laboratory tests and other assessment procedures, as well as implementing MNTs
such as entera /parentexal feedings for inpatients and outpatients-and writing prescriptions for nutrition-related pharma-
ceuticals as described in paragraph 7-2c.
(@) Nutrition assessment/evaluation includes analyses of nutrient intake; activity level; appetite; intake of vitamins,
minerals, nutritional supplements, and other complimentary alternative medicine usage; weight history; taste changes;
" feeding problems; food intolerance; food-drug interactions; unhealthy diet behaviors; socioeconomic and ethnic back-
. ground; documented medical history; current diagnoses and medical treatment modalities; current drug therapy; and

‘clinical signs and symptoms of nutritional deficiencies. Physiological symptoms that may accompany nutrient intake
* - problems may ‘be part of the anatyses (forexample, nausea, vormiting; diarthea; and constipation): Nuitrition assessment!’
evaluation may also” include anthropometiic  measures (heighit; “weight; skinfold ni¢asuréinents; mid-arm and mid-arf
muscle circumferences; elbow breadth; wrist, waist, hip, and neck circumferences).

7b) Nutrition connseling includes iduhtlf‘{m = putritional inadequacies; planning and implementing dietary modifica--
tions “and intérventions; evaluaimg and” dooumcntmg cliénts” progréss toward desired outcomes and goais; initiating
health maintenance nutrition education; M&E and documenting individualized MNT plans; and initiating nutrition

gounseling  follow up at-denined dntervals to-ensure nutrition—goals -are-met-or-redefined:-as -appropriate. -

v (¢) “Advanced. specialists with edditional-certifications -may ‘be privileged to order: tube feedings, parenteral formulas
transitional feedings, and additional-Taboratory tests to support nutrition "therapy~decisions:” :

(d) To support MNT, dietitians may refer to other health care providers as needed such as to the diabetes educator;
Women, Infants, and Children Program; hospice; home health care; and other community support programs.

(5) Supervision. If a dietitian is assigned where no other dietitian is available to provide supervision or assessment
ot thie individual's performance; this-res onmmh'y is-defcgated-to- the senjor- RMC dietitian or the MTF DCCS. ‘The-
competency assessment may include periodic review of a representative sample of medical records, direct observation
of performance, or verbal/written assessment of clinical knowledge/skills according to the ADA Manual of Clinical
Dietetics. Competency assessment will be documented and maintained in the dietitian’s CAF.

7-13. Occupational therapist-

a. Description. OTs contribute to operational readiness and quality of life by providing cost-effective occupational
therapy care to the fighting force and eligible beneficiaries. Occupational therapy is the use of purposeful activity or
interventions designed to achieve functional outcomes which promote health; prevent injury or disability; and which
develop, improve, sustain or restore the highest possible level of independence of any individual who has an injury,
illness, cognitive impairment, psychosocial dysfunction, mental illness, developmental or learning disability, physical
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- disability, or other disorder. or:condition. It-includes assessment-hy-means:of.skilled abservation.or evaluation-through:-
T the-administration-and-intérpretation- of-standardized- or nonstandardized-tests-and- measurements. OTs evaluate, freat;~

T

physical illness or injury, psychosocial disability, or developmental deficits. The OT uses goal-directed activities—
appropriate to each person’s age and social role—to restore, develop, or maintain the ability for independent,
productive, and satisfying lives.

b. Professional credentials.

(1) Education and internship. The OT registered must be a graduate of an occupational therapy program that is
accredited by The Accreditation Council for Occupational Therapy Education leading. to a degree in occupational
therapy. Completion of a clinical internship of not less than 6-months’ duration is required. (This is an occupational
therapy certification examination prerequisite that is usually accomplished prior to graduation from an accredited
program.)

(2) Certification. Certification from the National Board for Certification in Occupational Therapy is required.

(3) Licensure. OT registered will maintain a current, active, valid, unrestricted occupational therapy license from a
U.S. State, District of Columbia, Commonwealth, territory, or jurisdiction.

(4) Other. The advanced OT registered clinical specialist in the treatment of upper extremity neuromusculoskeletal
conditions must—

(a) Attend the U.S. Army Occupational Therapy Evaluation and Treatment of Upper Extremity Conditions course.
" (b): Complete a 6-month preceptorship under the supervision of an orthopedic physician and be awarded the 7H
designator.

e c. Scope of practice.
(1) Category I. Category 1 chmcal privileges are approprlate for the oT whose actlvmes are limited to the s‘mnd'lrd
scope of practice as defined by his/her license or certification. The OT with category 1. level of practice will—
(a) Use guidelines published by the American Occupational Therapy Association.
~(b) Provide occupational therapy evaluation and diagnostic and treatment services for patients seen by pr0v1ders in
the MHS as well as those referred by civilian providers.

Fdfe

cognitive social, and psychological dysfunction. Treatment includes individual and group-based purposeful activity,
exercise, physical agent modalities (used as adjuncts to purposeful activity), fabrication and training in the use of
N _ temporary functional orthotics, splints and. adaptive devices, counseling, and- education.. .
¢ (d) Conduct ergonomic evaluations and training, work capacity evaluations, and’ work site analyses
{e) Provide assessment, education, and training to soldiers/beneficiaries in the areas of health promotion and disease/
injury prevention, to include prevention of psychosocial dysfunction and stress management
(/) Perform combat neuropsychiatric triage.
e ...((g) Provide command consultation. on. the. prevention--and management of combat stress casualtxes
T "~ (k) Conduct unit stress and morale surveys and prov1de consultation and recommendatlons to command staff
) “Providé” mterventlons that enhance commumcatlon team buﬂdlng, ‘_motlvatlon and prevent snlc1de and nnscon»
‘ditct Stress behaviors,
(j)--Serve.as occupational therapy consultant to -both- MTF. and troop- commanders.
e e =0) Category Il Category: 11 clinical P appropriate for the"OT who a'emomtrate'% advanced educanon o
trammg, and/ T boar certlﬁcatlon as approprlate

) Request app:oprxate radlographs and Iaboratory tests for patlents with neuromusculoskeletal conditions for whom
they are performing primary evaluation and treatment.

3. Assign patients to quarters not to exceed 72 hours.

- 4. Refer. patients to appropriate . specialty ¢ clinics. . . B

5. Authenticate temporary limited-duty profiles accordmg to the gmdance outhned n AR 40-501. ' T

(b) The OT skilled in the management of patients with occupational performance deficits resulting from psychoso-
cial conditions may be privileged to—

1. Conduct critical incident stress debriefi ngs and other crisis intervention or cr1t1ca1 incident stress management
aCtIV]t]eS e e - S — -

2. Assist doctoral-level mental health care prov1ders in the assessment of patients referred for mental health
evaluations by performing psychiatric diagnostic screening interviews and mental status examinations.

(c) The OT with advanced training in pediatrics may be privileged to—

1. Conduct infant and pediatric developmental evaluations and treatment.

2. Assist the radiologist and pediatrician in evaluation of pediatric modified barium swallow studles
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~clinival” practice “by ~armore: cxpw.ynaeﬁ ©T:

ddls Supcrwszon ‘The OT.with. eithee. category.. I or-IT-privileges-will -b&- providhrd-super
Qi the absgnce of a-more- exnerlsnccd OT;:

supervision/oversight:

7-14. Optometrist

a. Description. Doctors of Optometry (ODs) are primary health care providers who examine, diagnose, and treat (or
prescribe courses of treatment) for beneficiaries suffering from diseases, injuries, or disorders of the visual system, the
eye, and associated structures as well as diagnosis-related systemic conditions. .As primary eye care providers,
optometrists are part of the health care team and provide an entry point into the health care system. They are skilled in
the co-management of conditions that affect their patients’ eye health and vision and are sources of referral and
consultation for other health care professionals.

b. Professional credentials.

(1) Education. ODs must have a 4-year OD degree from an accredited 4-year col 1eue of optometry -acceptable to
DA.

(2) Licensure. Optometrists will maintain a current, active, valid, and unrestricted optometry license from a U.S.
State, District of Columbia, Commonwealth, territory, or jurisdiction.

c¢. Scope of practice. Optometrists may have privileges that include, but are not limited to—

(1) Examining, diagnosing, and treating or prescribing courses of treatment for eligible beneficiaries suffering from
-‘'seases, injuries, or disorders of the +isual sysiem, i eve,.and associzize ciruciires as well oo ciagnosing rcizted
systemic conditions.

(2) Co-managing post-surgical eve cases and ocular complications of svstemic illness in the innatient and outpatient
setng.

i3) Servi ng as consultant in optometry (primary eye care) for other health care professionals in the MHS.

(4 I Jmoing plbventlon and wellness, vision consery amun educat:on and training activities, visioa screenings. cad

positve cyeand vision health behaviors.”
(5) Prescribing drugs appropriate for ocular therapy. Prescriptive authority is based on the optometrist’s education

- and experience. Graduates: from-TLS: schools of optametry (1083 and following) are deemed to possess the appropriate

education.
d. Supervision. Optometrists are licensed independent practitioners and have no requirement for physician

supervision.

7-15. Physician

a. Description. Physicians are primary or specialty health care providers who examine, diagnose, and treat or
prescribe courses of treatment for beneficiaries suffering from diseases, injuries, or disorders of any or all of the body’s
systems. As either primary or specnlty care providers, physicians are an integral member of the health care team and
participate in most clinical pathways in the health care system. They are skilled in the management of acute and

chronic conditions that affect their patients and are primary sources of consultation for other health care professionals.
b. Professional credentials. ' :
(1) Education. Physicians must have completed an accredited medlca I degree program acceptabie to DA.
(25 Licensure. Pby<;c1aﬂs wiil maintain, a current, active, valid, and unrestricted (OSD(HA) authorized wawer)
AP T

wedicalor USD*Odehlu ‘medical ficense from z U.5. State, District of Colamt bia, (,ommonww.m, crritery, or jurisdic-
tion acceptable to DA. -

< i3y Board certification. Dhyswmm whn Jhave.gomplefed - mquuempnte far_training and -experience meeting the - - o
_,},.:srandard& of various member boards of the American Board of Medical. ‘Specialties- (ABMS) are encouraged to attain
“board certification in their respeciive spemaltles However, beard- certification is not required to practice independently.

c. Scope of practice. Physician privileges may include, but are not limited to—

(1) Examining, diagnosing, and treating or prescribing courses of treatment within the scope of their training and
experience for eligible beneficiaries suffering from diseases, injuries, or disorders.

- {2) Serving as consultants for.other.health. care. professionals- in-the-MHS.

(3) Promotmg prevention and wellness health and safety education and training activities, disease screenmgs and
positive health behaviors.

d. Supervision. Physicians are licensed independent practitioners and have no requirement for direct supervision.
They will act independently in areas of medical and surgical care when they have demonstrated competency within
their deiineated privileges. Physiciahs in post-graduate clinical training (interns, residents, and fellows) are required to
function under the supervision of experienced physicians participating in the GME system. A physician returning to
practice after a lapse in providing patient care may be required to function for a specified period under the supervision
of another more experienced physician (that is, enhanced supervision, as described in para 9-4e) if recommended by
the credentials committee and approved by the MTF commander.
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~—supervision—Within that physician=PA relationship; PAs exercise significant professional autonomy it medical decisfon

“7=16. Physician -assistant and- specialty. physician:assistant.... R
sg.--Deseription. -PAs-are - health “care - providers-who—deliver -primary--or spemalty medm‘al “care” w1th physmmn

making and provide a broad range of diagnostic and therapeutic services to all DOD beneficiaries. The clinical role of
the PA includes but is not limited to primary care, family practice, and specialty areas such as aviation medicine,
cardiovascular perfusion, emergency medicine, occupational medicine, and orthopedics. PAs deploy to provide medical
support during mobilization, humanitarian assistance, and peacekeeping missions. PA practice is centered on the
management of illness and injury, disease prevention, and health promotion and may include—in addition to patient
care responsibilities—didactic instruction in a formal setting, patient education, research, and administrative activities.

Note. The majority of Army PAs are assigned to TOE combat and combat service support units. More detailed explanation (for
example, regarding training requirements, continuing education, and so forth) is offered about PAs so that non-AMEDD personnel
will better understand the duties and responsibilities of these providers both in garrison and in the field.

b. Professional credentials.

(1) Education. Military PAs must meet the criteria for commissioning as a 65D according to AR 135-101. PAs must
have a baccalaureate or master’s degree. They must be graduates from a PA training program that is accredited by the
Accreditation Review Commission on Education for the Physician Assistant (or previously recognized accrediting
body) and acceptable to the DA.

(2) Certification. All PAs (AA/USAR/ARNG and civilian) are required to possess current certification by the

NCCPA before regular clinical privileges are granted/renewed.

(a) Initial certification. PAs who received their training from the Interservice Physician Assistant Training Program
must take the NCCPA Physician Assistant National Certifying Examination (PANCE) immediately following Phase II
of training. The Army PA is allowed two attempts to pass the PANCE. Those PAs who are unsuccessful in passing the
examination on the first attempt must take the examination at the next available time it is offered. If unsuccessful in
passing this certification examination on'the second attempt, the md1v1dua1 WlH be processed for mvoluntary branch

- transfer according to AR 614-100.

(b)" Certification réenewal. All PAs will contmuously maintain NCCPA cemﬁcatlon while employed by the Federal
_Government:- Biennial-renewal -is._mandatory. . . - s

(c) Recemf cation. The PA National Recertification Exammatlon/Pathway I is requlred every 6 years. PAs Who are
unsuccessful in passing this examination after two attempts will have their privileges revoked and are prohibited from
practicing in their AOC/ASI. The PA with an existing AD service obligation for training will be processed for
involuntary branch transfer according to AR 614~100. Individuals with no AD service obligation may be eliminated
from service according to AR 600-8-24. See MEDCOM guidance for additional NCCPA certification requirements.

(3) Licensure. In addition to NCCPA certification, a license as a PA from a U.S. State, the District of Columbia,
Commonwealth, territory, or jurisdiction is the mandatory standard for all PAs (rmhtary and civilian) employed by the
Federal Government. This requirement is effective ‘1 July 2009.

e Scope of practice. PAs provide medical care for soldiers and ehglble beneficiaries in all age groups, mcludmg -

ohlldren under the -age of 2,-according-to the clinical privileges-awarded by the MTE- commander

(13 -Ouipatient duties. PA outpatient duties include, but are not limited to— .

(a) General medical care. Within the limits of their training and pnvﬂeges PAs prov1de pnmary and specmlty
medical care for the sick and m]ured o P . -

(‘b) Dzagnoszs trediment, and’ prescrzptwn PAb may dlagnose prescrx‘be for andTr cat dréeases dlSomers and

mjunes e

(¢)Mirior surgery and wound management™ PAs may-perform’ minor surgery” and-wound nyanagement that" requlre‘ A
" “camplétior. of a Optional Fornr (OF) 522 (Médical Récord: Request’ for Adminisfration’ of Anesthesid and for _Perfomm S

-ance of Operations and Other Procedures). (See "AR 40-66 for “instructions on - the ‘use of this form:)’

(d) Patients returmng with the_same complaint. PAs must consult with a physician when a patient presents with the
same unresolved complaint twice in a single episode of care. Physician consultation will be documented on either a
standard form (SF) 600 (Health Record-Chronological Record of Medical Care) or an SF 513 (Medical Record-

Consultation Sheet). (See AR 40-66-for instructions em-the use of these forms.)-This does-not apply-to patients who -are- - - -~

returning for routine follow up as directed or for treatment of chronic illnesses previously documented in their medical

record.
(e) Referral and evacuation. Situations requiring higher levels of medical diagnosis and treatment will be referred or

evacuated. In the absence of a physician, the PA will be the prlmary source of adv1ce to determme the medlcal

necessity, priority; -and requirements for patient €vacuation:

(D Authentication of medical record entries. PAs will sign all entries made in the patient’s inpatient treatment record
(ITR) or outpatient treatment record (OTR). Documentation in the ITR of the patient’s medical history, physical
examination, and narrative summary, as well as entries on DA Form 4256 (Doctor’s Orders) (see AR 40-66) require
physician countersignature. Countersignature will be within 24 hours. Entries made by a PA in the HREC or the OTR

do not require a physician’s countersignature.
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w22} dnpatient duties.“The atiending physician is responsitis, for the health-care-geliversd-birthe PA- A Ph-rray assist:
o the-physicianin performing.a: veniety «of -inpatient-rolatea dutizs that-may include; but s netlimited to the following: -

(@) Admil patients o an ‘inpafient service, in consultation with the on-call/attending physician. Ali patients admitted
to an inpatient service will have an attending physician.

(b) Write orders for inpatient care using DA Form 4256.

{c) Complete the medical histories and perform physical éxaminations.

(d) Prepare and dictate narrative summaries.

(e) Discharge patients but-only at the direction of the attending physician.

() Specific pre-operative counseling is the responsibility of the attending surgeon. PAs may not perform a pre-
surgical anesthesia evaluation that requires completion of a DA Form 7389 (Medical Record-Anesthesia). (See AR
40-66.)

(¢) PAs may not sign the DA Form 3647 (Inpatient Treatment Record Cover Sheet). (See AR 40-400.)

(3) Pharmaceutical usage. PAs may be privileged to write prescriptions for a wide variety of pharmaceuticals as
described in paragraph 7-2c.

(a) PAs are authorized to prescribe controlled substances (Schedu e 1I-V).

(b) When the PA is providing primary field medical support during a field training exercise or deployment, he/she
may administer or prescribe any pharmaceutical stocked in the U.S Army field medical set, kit, or assemblage
authorized at that level of assignment. This is in addition to the pharmacenticals anthorized hv addendum tn the PA’s
delineanion of clinical privileges.

(4) Medical examinations. PAs may—
ondue: *‘"th.ul exeminagm :“s, foiiowing wo guicance n \R v 5)1, and as deer-ed appropriaic by the

ot ecreening for overseas movemen? &l sign the DA Form 4036 (Medlca and Dental Preyaration
for Qverrzng Mm mﬂnﬂ {See AR 600-8 1}

(3) Profiles. PAs may authenticate temporary iimited-duty profiles according to the guidance outlined in AR
&0—30]

(6) Fersainel on flight stitus. All PAS may asswn “duty {iinftations and Tecomimend to an aviation unit commander
that an aircrew member be medically restricted from flight duty. Only a flight surgeon (FS) may remove duty
limitations on ﬂlght personnel.
CATY AL nal detioe s PAS R aot e used i Yoo of the profossional officer-ofthe-dey or for administra
for whmh they hav; not been namw Dums such as staﬂ duty officer, rcport of amxcy officer, or AR 156
investigation officer are not appropriate for the PA whose primary responsibility involves day-to-day delivery of health 7
care and services.

&) Erpanded roles. PAs with advanced educatlon training, experience, and the appropriate privileges may be used

~---= - -in-speciaity practice settings such as aviation medicine, cardiovascular perfusion, emergency ‘medicine, occupational
health, and ‘orthopedics. Additions and. deletions of PA vpecxa Ities will be approved by the Commander, USAMED-
COM, ATTN: MCHO-CL~C. 2050 Worth Road, Fort Sam Houston, TX 78234-6010. A specialty-trained PA may
© 7 “perform the Tinitial patient work-up or consultation. The consultation prepared by the PA will be reviewed and
Cmmtemgned hy a physician according to established CQM mocadures and/or Iocﬂv devalnped scones of praCUCF :
s o0 Guidanee Ffor each PA specialty is as follows— T i
h (a) Aviation medicine. A PA who successfully completes the US. Army thht Surgeon anary Course will be
designated as aeromedical PA ASI M3 and may be asmgnec to assnst the FS m lhe pracﬂce of av1at10n medlcme
“TAEFSmedical PAs— S
S PerFfmn His/her aviation medicine duties under the super vision of a desifgjrf;{ted é\:/iéﬁ@ﬁf—m&fﬂiﬁiﬂ;‘:tﬁinﬁﬁ physi- -5 e
cian (6IN) or resident in aerospace medicine. I
2. Contribute to aviation medicine in the areas of medical examination for flight duty and primary health care for
aviation personnel and their family members.
3. Partlclpﬂe in the Aviation Safety Program and may supervise the fitting and use of crew member personal safety
e T Eguipient” The aeromedical A WHT not b€ a sUbSHwE 10 'an ¥5 'In tnese acuvities. 7

4. Assist in aircraft accident investigations. The aeromedical PA will neither substitute for the FS in aircraft accident
investigations or flight evaluation boards nor will the aeromedical PA sign reports for these investigations or boards.

5. Sign the DA Form 4186 (Medical Recommendation for Flying Duty) (see AR 40-501) recommending an air crew
member’s return to flight duty only after consultation with an FS. The name of the consulted FS will be annotated on
the DA Form 4186 according to AR 600-106 and on SF 600 filed in the patient’s HREC.

6. Be placed on noncrewmember flight status by Headquarters, DA, under the provisions of AR 600-106.

(b) Cardiovascular perfusion. A PA who successfully completes an accredited cardiovascular perfusion training
program may be designated as a cardiothoracic perfusion PA. Cardiothoracic perfusion PAs—

1. Function under the supervision of a board-eligible or board-certified cardiothoracic surgeon when assigned duties
as a cardiothoracic perfusion PA. .
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T 5. Directly "assist the physician with réductions of all complex frﬂc‘cures “and Tdislecations - YT T s

* Obtain: certification (highly encouraged but.not required) as-a- ceﬂlﬁedJardlovascular perfusmmst through the
- Amencan ‘Board-of. Cardiovasoular--Perfusion. - -z rems sorige s ommyrssmes s

3. Operate’ extracorporeal circulationand autologous ‘blood" recovery cqmpment during any 31tuat1c‘>n where 1’[ s

necessary to support or replace a patient’s circulatory or respiratory function.
" 4. Administer blood products, anesthetic agents, and other medication through the extracorporeal circuit according to
training guidelines and established protocols.

5. Use ancillary techniques such as hypothermia, hemoconcentration, intra-aortic balloon counterpulsation,
ventricular assist devices, and hemodilution.

6. Assist with a variety of surgical or invasive procedures to include saphaneous vein harvesting, sternotomy and
thoracostomy, chest tube insertion/removal, and cannulation of major vessels.

(c) Emergency medicine. A PA who successfully completes a TSG-approved graduate PA emergency medicine
training program may be designated as an emergency medicine PA (EMPA), (ASI M2). EMPAs—

1. Function under the supervision of a board certified/eligible emergency medicine physician when working in an
emergency department/service.

2. Identify, evaluate, and initiate appropriate treatment to stabilize patients presenting to an emergency department/
service with life threatening or medically urgent injuries, illnesses, or conditions.

3. Perform all diagnostic and therapeutic emergency medicine procedures for which he/she has been properly trained
and privileged.

4. Maintain/sustain those skills and certifications (that is, ACLS, ATLS, pedlatrlc advanced life support (PALS))
which are required as part of the EMPA scope of practice and are necessary in the performance of duties within an
emergency department/service.

(d) Occupational health. A PA who receives a graduate level deglee in occupatlonal health/pubhc health may be
designated as an occupational health PA (OHPA). The OHPA assists the occupational medicine physician (60C) or
preventive medicine physician (60D) in occupational and preventive medicine duties for the medical center (MED-

"CEN), medical department activity (MEDDAC), or TOE unit areas of responsibility. OHPAs—

1. Conduct job-related, fitness-for-duty, and health-maintenance examinations for military and civilian personnel.
. 2.:Conduct ocoupatlonal and- non-occupational d}sease -and-injury prevention-and treatment of military and civilian
personnel.

3. Conduct illness and injury monitoring and investigations.

-.4. Supervise chronic disease surveillance to include tuberculosis-and sexually transmitted diseases.

5. Provide occupational and environmental health education to soldiers and DOD civilian employees

(e) Orthopedics. A PA who successfully completes a TSG-approved graduate PA orthopedic fraining program may
be designated an orthopedic PA (ASI MI). Orthopedic PAs—

1. Diagnose, treat, and appropriately manage musculoskeletal trauma and/or disease.

~2. Perform minor orthopedic-related surgical procedures. : o o
3. Perform orthcpedxc proccdurcs to mcludc traction pm placement and removal and ad;ustmcnt of extemal fi xatlon

dev1ces B e
4. Function as first assistant in the operatmg room and emergency center/serwce/department for panents with

orthopedlc injuries or problems. -

6 Performvall dlagnostlc and therapeutlc orthopcdlc procedures for Wthh he/she has been propcrly tramed and

Note. Outpatient procedures by_.an orthopedlc PA shouLd not mclude a.ny mampulatlon, mlnor suroery, or. wound management :

requiring. other than local or. peripheral nerve’ block .anésthésia.

d. Privileges.
(1) PAs will'b€ awarded privileges commensurate with their education, experience, competence, and the operational

needs of the unit to which they are assigned.

“*'(2)' New graduates- of the Interservice Physician Assistant Training Program may be granted and maintained ina . = =777~

supervised privilege status until they have successfully passed the PANCE and are licensed (effective 1 July 2009).

(3) The appropriate TOE surgeon will participate in the privileging process for PAs assigned to TOE units.

e. Supervision. MTF commanders must exercise the utmost care when selecting physicians to be designated as
supervisors for military and civilian-PAs. These physicians (appointed by name and in writing) must demonstrate the
abilify to provide the required professional supervision, guidance, and support that is of vital importance in all patient
treatment settings. The supervising physician must, when needed, prescribe standards of good medical practice. The
supervisor must be available for consultation in person, telephonically, by radio, or by any other means that allows
person-to-person exchange of information. An alternate physician supervisor must be available during temporary
absences of the primary physician supervisor.

(1) Qualifications and duties. The physician supervisor will—
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threat to the hea;m af a Wc;ll bemg ot solcners.

wi{a)-Be qualxﬁed by educahom training, . an ml"v-]mz@‘:
"~PA to perferm.- . ey

(b) Be Lesponsible for the PA’s’ mcdlcal prdctlce and the quahty of care rendered.

(c) Ensure that the PA’s practice remains within the scope of his/her clinical privileges.

(d) Monitor the PA’s performance using established outcome criteria for treatment, referral, and followup care.

(e) Ensure that performance evaluations are conducted according to established CQM policies. These evaluations
may be delayed for PAs working at geographically remote or inaccessible locations, with operationally deployed
forces, or in units on field training exercises. Delayed evaluations will be conducted at the first opportunity and should
not be delayed for a period greater than 6 months, (The 6-month maximum delay period may be waived for deployed
forces only if compliance would jeopardize the operational mission of the unit. In this case, the review will be
completed at the earliest available opportunity.)

(. Review medical treatment records for patients managed by PAs according to current unit CQM policies.

(g) Participate in the rating of the PA for whom supervision is provided. In all cases, the physician supervisor will
be included as either the PA’s rater or senior rater according to AR 623-105.

(2) Nompersonal services contract PA supervision. A PA in this status may have supervision requirements imposed
by his/her State of licensure that exceed U.S. Army requirements. (Given the variation among States regarding
supervision of PAs under non-personal services contract to the Government, MTFs are encouraged to hire contracted
PAs via personal services contract.) For PAs who reqmre adchtlonal supervxslon the fo]lowmg two optlons hsted in

order of preferciice, may apply—

(a) The contractor is responsible for providing the additional supervision. In this case, the MTF will cooperate by
providing cnpies ~f medical records for external revieww The mumber of medical records will he locally determined.

(k) The MTF must petition the State board of licensure to ho 3z portal
order for the MTF-arpointed rovsician to provide the necessary suparvision. In this case, the MTF is obliged to mcet
the other establishod su,.ewmun feqmnments of the State of liceusure

t of ciinical sxiiis necessary for the PA to perform his/her

r phvsician

ME dind [/(1‘{11:‘707(v,,__i; 1§ ‘critica: for susia

1) PAs are required o obtain 100 hours o {SIL cvory 2-yeass brord
- Commanders are encouraged to provide the time and the necessary funding, as appropriate, to ensure that all assigned
PAS remain current in their clinical skills. ' *

("') Readiness tr
[FEITEEE Y JULAILARNG FAS Inciuues—

(a) ATLS or an equivalent. This training helps ensure that military PAs are qualified in advanced trauma manage-
ment to meet the doctrinal mission to care for the wounded/injured on the battlefield. Advanced trawma management
sustainment training is required for military PAs once every 4 years.

(b) Medical Management 0]" Chemical and Biological Casualties Course. The increased risk that weapons of mass

,destmcuon will be cmpIUJLd in a battlefield scenario rcquz es that military PAs be able to rccognize aud treat the

PAsg for their wartime miszion Deanired

oi 1o maintair curilid SWOCUPA cevilicanion.

sitity (10 USC 1094 in

injuries or-diseases-that-will result from the use of Chc.uval or biolegical agents. PAs should attend this training as -

soon as possible following graduation.
() Tr()pz,ca//global medzcme The mc1easir1g ikelihood of denloyments and missions in the tropical and subtropical

. Note. Although,the availability of this .training may be. liv tn}j;,.&pmrﬁé?derrrs are éggml‘rq‘g‘edrto, require their PAs to .attend.

. 7-17. Physical therapxst B TR
T oa Descrzptzon PTs ensure operational readmess and quahty of hfe to the ﬁghtmg force and other ehgxble benefici-
aries by providing appropriate physical therapy care. This is achieved through physical therapy services that include
examination, evaluation, diagnosis, prognosis, intervention, prevention, health promotion, education, and research.

b. Professional credentials.

(1) Luucaiion. PTy must e graduaies ol a physical mepy program ‘accreditéd Dy e Comminission on Accreditation
in Physical Therapy Education or its equivalent.

(2) Licensure. PTs will maintain a cwrrent, active, valid, and unrestricted physical therapy license from a U.S. State,
District of Columbia, Commonwealth, territory, or jurisdiction.

¢. Scope of practice.

(1) Category I. Category 1 chmcal privileges are awarded to PTs who 1n1tlate treatment based on a physician’s
order, and whose activities are limited to the scope of standard practice as defined by their license or certification. PTs
in category I practice will—

(a) Use guidelines published by the American Physical Therapy Association.

(b) Provide physical therapy examination, evaluation, diagnosis, prognosis, and intervention services for patients
seen by providers within the MHS as well as those referred by civilian providers.
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-.~.ena(i) -Serve. as. PT. clinical censultant. for.otherhealth carezprofessionals in:the. MHS; the-DOD, .and/or Department of .. ...

—-\eteran’s - Affairs-(VA) facilities- concerning - patient-specific: treatment-approaghes. e e
(d) Perform prevention -and wellness -activities, "education; screening; and promote posntwef health behawor
(2) Category II. Category II clinical privileges are awarded to PTs who demonstrate advanced education, training,

and/or board certification, as appropriate. These authorize the PT to—

(a) Provide NMSE without physician referral for acute musculoskeletal and neuromuscular conditions
(DASG-HS-PA, subject: Suggested Guidelines for Physical Therapists Acquiring Privileges to Perform Neuromus-
culoskeletal Evaluations (NMSE), dated 8 August 2000). The PT so privileged may—

I. Request appropriate imaging studies for patients with neuromuscular disorders for whom they are performing
primary evaluation and treatment.

2. Assign patients to quarters for intervals not to exceed 72 hours.

3. Refer patients tospecialty clinics. ‘

4. Authenticate temporary limited-duty profiles according to the guidance outlined in AR 40-501.

5. Write prescriptions for selected medications as described in paragraph 7-2c.

() Perform and interpret electrophysiologic tests to include nerve conduction studies, needle electromyography, and
somatosensory-evoked potentials. These privileges should only be granted if the PT has met the American Board of
Physical Therapy Specialties guidelines for the practice of clinical electrophysiologic physical therapy published in
Clinical Electrophysiologic Physical Therapy: Description of Advanced Clinical Practice (1995).
~'1. Documentation in support of the PTs request for such privileges includes a summary of post-graduate profes-
sional education, qualifying clinical experience, and a formal statement by the clinical preceptor and the medical officer
attesting the proficiency of the candidate.

2. A.qualified electrophysiologic supervisor, as defined below, will be designated by the MTF commander to be a
direct liaison with the PT performing electrophysiologic tests and will serve as the PT’s clinical preceptor for problem - - -
cases, review of cases, ascertaining the quality of practlce and to answer questlons concerning new equlpment or
Special techniques.

3. An ongoing peer review process between the electrophysiologic supervisor and the practicing PT will be

* .established. This should include a-quarterly review-of at least-a-18- percent sampleof-patient medical ‘records-and’

reports and a yearly on-site review of the clinical electrophysiologic testing procedures. A qualified military or civilian

electrophysiologic supervisor shall be a physician certified by the American Board of Electrodiagnostic Medicine, a

physician holding a Certificate of Added Qualification in Clinical Neurophysiology of the American Board of

- Psychiatry and Neurology, or-a PT certified by the Amecrican Board *of Physical Therapy Specialties as an
electrophysiologic certified specialist.

(c) Provide early intervention (that is, physical therapy care for high-risk infants) in the neonatal intensive care unit.

~d. Supervision. The PT with category I privileges will be provided supervision/oversight of his/her clinical practice,

as requlred by a PT Wlﬂ’l category H prlvﬂeges or in the absence of a category II prlvﬂeged PT, by a physu:lan

7—-18 Podiatrist ST e e e e ‘:;,‘,v., e eyt e s e oy e i s e e e e
a: Description: Doctors-of pOdlatI‘lC medicine (DPM) prov1de comprehenswe med1ca1 and Surglcal management of B
disorders of the foot and ankle. This includes examination, diagnosis, medical and surgical treatment, prevention, and
-._care of condltlons/ﬁmctlons of the foot and. related structures. . Podlamsts are.. members of the oxthopedlc/suroery ’
service: et , , e -
b. Professzonal credentials..

- e s sSem S e

(- Education: Podiatrists w1H have a-DPM- degree (4 year DPM- degree) from an-accredited college or umversxty Of - e e

podlamc medicine -aceeptable to DA. While-completion' of a 24-month -podiatric $iifgical- residency- 15 Prefefred;
completzon 'of a-12-month podiatric sargical residency plus a- 12-month podiatric orthopedic/primary podiatric medical
residency is accepted.

(2) Licensure. Podiatrists will maintain a current, active, valid, and unrestricted podiatry license from a U.S. State,
District of Columbia, Commonwealth, territory, or jurisdiction.

(3) Certification. Board certification (not-required but-enecouraged)-is-via-ene of two certifying boards recognized by - -
the American Podiatric Medical Association’s Council on Podiatric Medical Education—

(a) American Board of Podiatric Surgery.

(b) American Board of Podiatric Orthopedics and Primary Podiatric Medicine.

¢. Scope of practice. A DPM may be privileged as any other member of the medical staff in the surgical service.
The national standard for DPMs with the appropriate post-graduate education, as stated in b above, is the management
of all disorders -of the anatomic region of the foot and ankle and related structures affecting the foot and ankle.
Podiatrists for whom residency training included medical history taking and physical examination may be privileged to
perform the complete H&P for ASA patient classification status 1 and 2 patients in both the inpatient and outpatient
settings. The DPM will perform and record the H&P on the appropriate medical form(s), for example, SF 504 (Clinical
Record - History Part I), SF 505 (Clinical Record - History Part II, III), and SF 506 (Medical Record - Physical
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the H&P may be periormed, ccorded, and signed by the J Vi; the Temalining
responsibility of the consulting physician. Findings, conclusmns, and assessment of risk will be confirmed or endorsed
by a qualified physician prior to initiation of any major high-risk diagnostic or therapeutic intervention. The DPM may
be privileged to admit patients only if he/she is educationally prepared to perform the H&P. Otherwise, a privileged
physician must admit the patient, perform the H&P, and assume responsibility for the patient’s inpatient medical care
during hospitalization.

d. Supervision. Podiatrists are licensed independent practitioners and have no requirement for physician supervision.

”:1*‘5“& clas;*? 1ed.as

7-19. Psychological associate

a. Description. Psychological associates are trained in general psychology, psychometric theory, psycholegical
testing, behavioral science, counseling theories, and practical applications of psychological principles. The psychologi-
cal associate may develop additional expertise in industrial psychology, school or health psychology, neuropsychology,
and pediatric or adolescent psychology.

Note. The provisions of this section are applicable to GS 180-series counseling psychologists that do not meet Stafe requirements as
a doctoral level psychologist. These individuals shall be privileged to engage in clinical practice only as defined in this regulation,
using the title psychological associate or behavioral health practitioner. (See para 7-6.)

b Profession:al credentiziy.-Psychology - assceiater—must: derensireie. approprinie wiuemics, skiily, ivaiuing, -and
experience to be considered for clinical privileges. The minimum educational and licensure requirements for category
I—HI level of privileges include— )

(1) Categorv 1. The individual has earned a master’s degree in psvehology. fu Hilling” the requirements oi an
academic program, including a mmnmum ot 6 semesxer hours of supervueu plaCthU]ﬂ n ‘the major specialty. The
graduate program must be o - a U3, regional accrediting bovy.

(2) Category 11 ine :'7:?“&1;" :':: ::ur et master S GCETED piLgrar choicgy, at a fully accredited”

collégc/!.mivf*rcity including a minimum of & scmester hours of supervised pract;c mm. The individual possesses
T e T "“'fm’ 1ol psy cholooy

&

licengure 48 @ psy sssociste, or the LPC/LPC. r'qz.‘ alent lig

license) available in some states. The individual has a minimum of 2 years’ full-time cxperience in the specialty in
which services are performed under the supervision of a higher level privileged provider with a license in psychology:
Statee use-a different title for
for determining equivalency.

s

PC though won
sure are the oas

hologists. but all off.
e requiremonts i

< 1@»6‘

Neste Not "‘! Stptos 0‘*51 fice -
the LPC-couiaiont foso i _
3) Categ()}y II1. The individual has completed a post-master’s specialty degree from an accredited college/univer-
sity and passed a comprehensive examination in that specialty. The individual is a master’ s level psychoiogist or has

. designated sppmaltv and may supervise category IT or 1. counselow in the provision .of .services in the specialty..
c. Scope of practice. Individuals will practice within the guidelines of iheir respective State licensing boards as a
'Iicensed pbyvhologic‘al' associate (if offered by their State), or LPC (or equivalent), or “licensed mental health -
provider:” Psychological associates adhiére to ihe State licensing board’s Code of Bthics and Conduct for psychologists
ar LPCs. . Specific . clinical privileges are granted based upon trammg exp rience, and. comnetency In general,
.,-nw"hobglcal ASB001a1eS Wikl e e o e .
( 1)" Conduct an intake mtervxew of assxgnea anentS to mclude the hlstory of the presentmg problem a psychosomal

(2) Conduct screening evaiuations mhzmg inf omxau on from cnmca] mtervxews nonﬂsycnomemc teste and-sollat:

eral sources,.as appropriate,  ooo...i.o. . . S B

(3) Recommend an assessment strategy suff c1ent to answer the dlagnostlc quest10n presented

(4) Administer and score all psychological tests used in the assessment and present the data in a format to fac1htate
evaluation of the data.

(5) Determine a prov1smna1 d1agn051s accordmo to the Psychlamc Assocxatlon Dlagnosmc and Statistical Manual of
Mental Disorders,

(6) Prepare, under the general supervision of a licensed psychologist, a report or evaluation that includes the
presenting problem, all pertinent historical data, information from collateral sources, and psychological testing. Inte-
grate all data to facilitate conclusions and recommendations.

(7) Provide feedback to patients on the results of the psychological evaluation.

d. Supervision.

(1) Master’s level graduates will be fully supervised during their first year of employment and will work under the
direct supervision of a licensed psychologist. Thereafter, the work product will be fully reviewed and general
supervision provided by a licensed psychologist according to the individual’s level of competence, as assessed by his/
her supervisor.

(2) Licensed psychology associates (or LPCs) with 2 or more years’ experience (after attaining licensure) will
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o v.receivergeneral superwsmn by a licensed: nsychologrst aecondmcr tozthe individual’s Jevel of: rompetencc as. asscssed byw .
-n“_m_.hls/her supervrsor N s . . ) .

"7 7 (3) Licensed psychology assomates (or LPC’S) Wlth “more than 2 years expeuence and Wlth a post rmster ] specralty
degree—such as the BEd.S.—require supervision in their specialty only with difficult, high-risk cases, or for cases in
which one or more of the patient’s problems fall outside the scope of the associate’s training.

PGttt e s i

'7-20. Speech pathologist
a. Description. Speech pathologists help ensure operational readiness and quality-of-life to the fighting force and
other eligible beneficiaries by providing cost-effective speech communication health care. Speech, language, voice, and
swallowing services are offered to include prevention, medical surveillance, education, and research. The goal of
speech pathology is to support the DOD mission and DOD personnel through implementation of communication
-enhancement and voice conservation. Speech pathologists diagnose and treat speech, voice, and communication deficits
of soldiers and other beneficiaries by prescribing appropriate treatment and, when necessary, providing referral for
medical intervention.
b. Professional credentials.
(1) Education. Speech pathologists are required to have a master’s or doctoral degree in speech pathology from an
accredited institution acceptable to DA.
(2) Licensure. Speech pathologists will maintain a current, actlve valid, and unrestricted license, registration, or
<g=scertification-from a U.S. State, District of Columbia, Commonwealth, territory, or.jurisdiction.
- (3) Certification. A Certificate of Clinical Competence from the American Speech-Language-Hearing Association is
required. ‘
¢. Scope of practice. Speech pathologists follow the guidelines publlshed by the American Speech-Language-
Héaring Association. They are privileged to provide comprehensive diagnostic and therapeutic procedures of the speech -
and voicé' mechanism. Those with advanced training and cwrrent competence may be privileged to perform advanced
procedures such as-electrophysiological measures of speech functions, acoustic analyses of voice production, fiberoptic -~ -~
endoseopre evaluation of swallowing, modified barium swallow study, dysphagia therapy, stuttering treatments, and
o .. -voice therapy.
T - d. Supervision. The speech pathologlst will be” superv1sed/prov1ded over51ght of his/her clinical practlce by a more
senior or experienced speech pathologist, as determined by the MTF commander. In the absence of a senior speech
pathologist, a physician or other quahﬁed privileged provider, as designated by the DCCS, may provide supervision/
oversight.

Chapter 8
Creden-tia!s Review

B T Sy Teiele Noiee i i e he L e od

8—-1 General are e : L
Credential§ are those documents presented by the health care professional, regardless of the nature of hls/her practlce ot
duty position, that constitute evidence of current licensure, certification, registration, or other authorizing document, as

- appropriate. -In_addition,. prefessional: credentials substantiate- relevant education; trainings- and experience;. .current .~ =
competence and judgment; and the ability to carry out the duties and responsibilities of the assigned position ot, for the

» Vprmleged provrder to perform the pnvﬂeges requested '

Crede lals authent;cahon for mshtary accessrons : _

"2 Prior to selection for military service, the approprrate personnel from the respectlve 'AMED Recrultmg Detach-
ments will complete PSV of selected military provider/professional credentials and these are forwarded to the appropri-
ate branch at USAREC, (Health Services Directorate (HSD)), Fort Knox, KY. .

(1) The PSV performed by USAREC need not be repeated by the MTF credentials manager if appropriately
authenticated provider credentials are- available. The -methods -used -to- primary source verify credentials are those
outlined in paragraph 8-6f

(2) The documents and forms required by USAREC to apply for military service vary by AMEDD program type.
For privileged provider applicants (direct accessions) the documents that may subsequently become part of the PCF
include but are not limited to—

" (@) Personnel Data” Sheet.

(b) Professional license and PSV (copy).

(c) Curriculum vitae (CV) or resume (copy).

(d) Diploma (copy).

(e) Qualifying degree official transcripts (copy).

(¥ Continuing medical or health education {copy).
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(g Malpractice insurance. coverage and .PSV. {eopy}.iis
(h}: Additional decuments: board-certification( JUCTY
* ble); and internship, residency, feiiowship - certification "ot~ venf canon "4 appropriate’

b. Tn addition to the various documents noted above, USAREC requires an Electronic Personnel Security Question-

naire from all individuals who do not currently hold a secret clearance.

ASyFrth Pathway certificate (if applicas- - oo

Note. An NPDB query is placed for all privileged providers, unless a verified copy of the response from a recent query (less than 1
year old) is available from a civilian organization.

¢. Once military appointment is accepted, all primary source verified documents and other credentials, as noted in
paragraph a above, submitted as part of the application for military appointment will be forwarded by USAREC (HSD)
as follows—

(1) A4 providers/practitioners. USAREC (HSD) will forward credentials to the ﬁrst MTF of assignment, as
applicable, upon receipt of written request (see fig 8-1) from the MTF credentials office. These documents will be
forwarded by Federal Express (FedEx), or comparable mail service, to the MTF credentials manager.

(a) USAREC (HSD) will process credentials requests for the following categories of AA accessions:

1. Fully qualified direct accession applicants in all AMEDD corps. Credentials will be forwarded upon request as
noted above.

2. Army Medical Specialists Corps. Credentials for student accessions into the U.S. Army/Baylor Program in
Physical Therapy, the. AMEDD Dietetic Internship, and Occupational Therary Fieldwork Prorrams will he forwarded
to the appropriate program directors (no formal request required).

3. Medical Service Corps. Credentials for participants of the Clinical Psychology and Podiatry Residency Programs
=il b forwarded to the appropriaie program directois nu ivnnal Teyuost regu.ced). ‘
- 5. Dental AGL I2-nonth efplicanis, Tocumuins will be forwaided o dre-inariidual prograin direticss av vach

training cite following the AGD seic : (a0 formal request required).
(b} USAREC [HSD) is noi resoii. Sorwarding. cindentials oo the £.1hwwing waivyoies o AA accessions:
[. Retiree z'cca//" The retiree’s PCF must be requested from the U.S. Army Human Resources Command (HRC),
- AVRC-5G. 1 Resorve Way, St Louis, MO 63132 5200, Credential sent will be priately
T veritied” (Pc.V) by the credentials office at the unit of ‘assignment. -
2. Reserve Officer Training Corps (ROTC) cadets. The Army ROTC Program is an accessions source for generic
(nonspemahzed) oﬁ”cels pnmarﬂy AN and MS. A bacm aureate degree venfed by ROTC Cadet Command, from a

S Prive o being assigned o an

=3

qnnn,w 1 inee f\‘g.,

Ofircer Basic Course class, the R\.;m LOXI])AuS\iOI'Ld A\l oificer must have successfuily pdbbvd the National Council S
for Licensure Examinations Registered Nurse and hold a valid, unrestricted RN license as confirmed by ROTC Cadet
Command with the respective State board of nursing.

3. ROTC educational delay parﬁczpanls These individuals are involved in an advanced degree program (most often
seM=funded)in a health care specialty (for ‘exumiple, OT, PT, and so forth). Tf the individuai is accessed into tie
military in a health care AOC, credentials from the appropriate source-must be xeouesfed and PSV conducted by the
‘credentials manager at the first unit of assignment. : :

4. Health Professions Scholarsth Proomm parfzczpants Upon graduation from medlca} school or other professional
-education-program; certified true copies of official academic credentials{that is, diplom ﬁnal trd “scvpps and so forth)
Shani- carvied by (e TRdividTEl 1o BisAgr et SEAFTERT - TR R e

B

Note. Ofﬁcial sealed copies of academic credentials are the only credentials that may be hand carried by the individual in question.

|5, Financil~Assistance fxcgmm “participants (same ‘as para & below).
s ,,,-;Ml’v, ry/eivilian-residency;: /e/’owsth», or training-program participants=Eredentials fOﬂmﬂltﬁl’Y trainees.in. any...-
of these programs will be forwarded in accordance with paragraph 9—4d(1). For students participating in GPHE in
civilian deferred status (includes FAP), credentials must be requested from the training site. PSV will be conducted by
the credentials office at the individual’s first MTF of assignment.

(2) USAR providers/practitioners. Forwarding instructions will be determined by assignment/attachment as follows:

{5, For providers assigned 1o troop progiain units (TPUs), foiward to fhe desiguaied unii ol assignment.”

(b) For providers assigned to a unit but attached to the National AMEDD Augmentation Detachment (NAAD),
forward to Commander, NAAD, ATTN: AFRC-NAD-QA, 1401 Deshler Street SW, Fort McPherson, GA
30330-2000.

{c) For providers assigned to the Individual Ready Reserve (JRR) (excludes GME participants in civilian-deferred
status) or the Individual Mobilization Augmentation Program, documents will be forwarded to Commander, HRC,

ATTN: AHRC-SG, 1 Reserve Way, St. Louis, MO 63132-5200.

(3) National Guard providers. Forward documents to Strength Maintenance Division, ATTN: NGB-ASM-S

(AMEDD), Suite 3400, 1411 Jefferson Davis Highway, Arlington, VA 22202-3231. Strength Maintenance Division
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. will forward.documents:to:the. appropnate SmieSuraem/Depuiy StataSurgeon who-will. forwaxd ths.documents to: the e e
‘designated.-credentials- m’mager : , . o s

8-3. MTF authentlcatlon of professxonal credentxals

a. Review and PSV of the authenticity of credentials for all professional health care personnel is mandatory. In no
instance will an individual be assigned or privileged to perform professional duties unless appropriately qualified by
education, training, and experience.

b. Verification of credentials, as stipulated in this chapter, will be accomplished for all categories of privileged and
nonprivileged Federal employees: AA/USAR/ARNG military, civil service, consultant status, FNLH, contract, or
volunteer health care practitioners (includes new medical school graduates and trainees completing GME in civilian
deferred status). For all privileged providers, inquiry will also be made to the NPDB (para 8-7/) prior to the initial
granting of clinical privileges and at each biennial renewal.

(1) Nonprivileged staff. Verification of nonprivileged professional credentials is managed by the MTF readiness,
education, and training department/service (or other service) according to local policy. The professional credentials that
will be primary source verified and annotated in the individual’s CAF (see chap 5 and app C) or other locally
prescribed training file include but are not limited to—

(a) Academic. Pre-existing academic achievement is verified prior to military accession. Pre-employment verifica-
tion of academic credentials for civilians (GS, personal services contract, and volunteer) is the responsibility of the

@=zMTF. Health-care-related professional degrees attained while.employed by the Federal Government will be verified by
© the MTF.

(b) Licensure/certification/registration or other quthorizing documentation. For new military accessions, PSV of an

T T existing license(s) prior to entry into Federal service will be accomplished by USAREC. Local policy will direct who
““““ at the MTEF-1s responsible for PSV of license for recently assigneéd ronpiivileged military accessions and for pre-
employment licensure verification for civilians (GS, personal services contract, and volunteer). The contracting agency
will verify licensure with the primary source for non-personal services contract personnel prior to the employee being
assigned to the MTF for duty. For military and civilian employees, pe;iodic license renewal, as determined by the
«. issuing State/national agency, will likewise be authenticated with the primary souree by the responsible MTF authority.
The contracting agency is Jesponsﬂ)le for PSV of llcensure/celtlﬁcatxon/rcgmranon renéwal for non-personal services
contracted employees. This requirement applies to all nonprivileged personnel who possess a license, certification, or
registration as a professional credential. (See paras 8—6e and f for more information on PSV.)
(o f¢) State or national specialty skills certification. This includes those offered by the ANA or other professional
L organization, mammography skills certification for radiology technicians, and so forth

(d) Authentication of other discipline-specific skill or technical training to include DOD-sponsored training. This
excludes in-service education and other locally established training requirements.

(2) Privileged staff. Privileged provider credentials are verified, updated, and maintained durmc the individual’s
tenure with the U.S: Army by the MTF credentials manager, or other responsible authority, as desxonated by the
commander Professional information.about the. privileged prowder is contained in both the PCF.and the PAF.

“(a) The PCF is the primary repository of permanent information related fo provider credentials and performance
The contents must remain intact and the security of the information ensured at all times. Any request by the subject
provider for amendment of information contained in the -PCF (for .example, correction' of erroneous- or inaccurate - -

s e e information;-or the removal of impraperly: fited doguments) niust be wonsideted undst4be- provigionyof thePrivacy-Aet ™=~ -
and AR 340-21. The PCF will be released orily to the MTF commander, the credentials committee, department/serwce
chiefs, recognized reviewing authorities, or officially appointed inspectors. The provider may authorize, in wrltmg,
release of his/her PCF to others, but the PCF should bé retainéd in thé crédentials off ce Wlth authorlzed access m that
secure Hocation. Sge-appendix’ E. for: additional information regardmg the: PCFE.adr om0 S wn st d-b 0 S
(b) The PAF is considered a working file that contains a variety of chmcal data that are used to proﬁle the
provider’s practice, to periodically reevaluate performance, and to reappraise privileges. Selected contents of this file
(that is, documents that pertain to the provider’s competence, clinical performance, or conduct) are transferred to the
PCF, according to local procedures, for permanent inclusion in the PCF. Other contents should be maintained for a
‘miifitm of 2 years to” allow tracking and ‘trending” of “ptGvider clinical ‘performance dafa and other-infoimation -
considered significant to the organization from a business or clinical perspective. (See additional PAF information in
para 8-9 and app F.)
(c¢) Both the PCF and the PAF contain sensitive, confidential information. Selected documents contained in these
files qualify for protection under 10 USC 1102. (See app E for specific information regarding 1102 protection.) To
protect these files and to maintain the integrity of the contents, the PCF and the PAF must be stored in a secure
location (for example, in a file cabinet, desk drawer, and so forth that can be locked). Access to either file is limited to
authorized individuals only. The PAF should be retained in the credentials office with authorized access only in that
secure location. If either the PCF or the PAF is required outside this area, personal delivery by the credentials
coordinator (or designated individual) is recommended. The integrity of these files and security of the contents must be
maintained at all times.

e g i ot
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3-4. Privileged provider credentiaiing

a. The credentialing process includes a series of activities designed to collect relevant data that serve as the basis for
decisions regarding appointment and reappointment to the medical/dental staff, as well as delineation of individual
clinical privileges. This information may also be the basis for subsequent action to expand or limit a provider’s
privileges.

b. Recommendations for the award of clinical privileges and medical staff appointment (if applicable) will be made
by the department/service chief, acted upon by the credentials committee/function, and forwarded through the ECMS
(AA facilities and USAR/ARNG units wherever feasible) to the commander for approval or disapproval. Recommenda-
tions from peers, who have firsthand knowledge of the applicant’s competence, skill, and ability in the professional
discipline are essential to the medical/dental staff appointment/reappointment process, as well as to the granting,
renewing, or revising of clinical privileges. Peer recommendations may include written feedback from—

(1) The PI committee/function, the majority of whose members are the provider’s peers.

(2) A department or clinical service chief who is a peer.

(3) The ECMS, the majority of whose members are the provider’s peers.

(4) A reference letter or documented telephone conversation about the provider from a peer who is a member of the
~o TR s medical staff or whotis fore outside e - ganization. Peer recom:-2ndations =i b mainiaine:s: i e PO sl
are filed with the recommendations by the provider’s department or service chief.

35 WMTE credertials commities/function

“Ciiiral w'the responsibiiity of assuring quaiity Cait il ] 1m.aruvmg me peiforinance of seivives .u“uuw oy piivii bbLJ

pmvxde;s are the Té nwiemcms fer ~redentials re ‘on of individual clineal prl‘ »IPO € ot prot -omal staff
; il leerse privileging : =18 PIOCC <28, a5

mm Tmy‘ funcnons may be ex wmd by the P{ \/I‘Q/z:(‘“s (see glossary) or cther group proper ly constituted to

J

thiz sories of activities, for sy n’\‘m! the sredentinle pammitter I the credentiale committee 18 Charggd with
_iigsé responsibilities, e ECMC must review aud concur wiih all Tecommendations {or actions associated with
“provider privileging and medical staff appointment/reappointment prior to_their consideration by the commander.

a. Purpose.

: —r:){:_/.., [ERT T Lo : } 1 che
chinicad privileges and appomtment w0 the medical/dentl staff m(obethnt o Hus review, 1ecol mendduonb ]
provider privileging/appointment actions, to include those for USAR/ARNG providers for whom the committee has
privileging responsibility, are made through the ECMS/ECDS to the commander. The committee’s recommendations

relevant to a provider’s request for privileges are based upon his/her credentials, pelformance data, departmental peer

v

recommicendations, and the needs and capabilitics of the institution.

{2). The credentials committee/function will also consider.and recommend. to the commander whether providers in a
less-than- fully privileged status should be allowed to function under clearly defined supervision, involuntarily sepa-
rated, or released from AD or civilian employment.

f'%) No action recommended by the credentials committee; ’ﬁmct ion.is ﬁpal Uﬂ“ i has b""v 1“evwwed by tbe E\“MS/ :

¢ approved/signed by the commander”

b. Membership and duties. The MTF commander will de&gnate the DCCS’ (or gthqg sem_or medical staff member) as

bhalrperson and will name the permanent members and a desxgmted ‘alternate for each, member “of the committee.

_Altcrnates will exercise “all ‘the duties and xesponszbﬂmes of the permanent voting member whom they represent.
(1) The-chairperson will ensure-that -alt-assigned-members receive: appropriate-orientation to dssume the duties and-

responsibilities of this committee.

(2) Membership will reflect the diversity of privileged providers practicing within the facility, in outlying patient
care settings under the command and control of the MTF, and in garrison-level TOE units, where present. The majority
(51 percent or greater) will be fully appointed members of the medical/dental staff.

{3) No action on a provider will be taken without the presefice of a majority (51 percent or greater) of the voting
membership.

(4) The chairperson may request the presence of a legal advisor (nonvoting).

(5). The senior nurse executive (that is, the Chief Nurse/DCN) is a voting member.

(6) At least one voting member of the same discipline, if available, will be present when clinical privileges for a
nonphysician provider are considered.

(7) Members in the same discipline as the provider being evaluated should be present when the committee acts on
the credentials of such providers.

Note. This is not mandatory for actions on temporary or supervised privileges.
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~{(9) The review of credentials and privileges for the MTF- commander and- deputy commander will be perfonned" -
according to paragraph 9-2c.

c. Meetings and reports. The credentials committee will meet, or the function initiated, as often as necessary to
ensure the timely appraisal of credentials and to prevent the expiration of privileges. The chairperson will ensure there
are written records of all actions recommended/taken by this group.

(1) Reports and recommendations of the committee are provided through the ECMS/ECDS (AA facilities and

USAR/ARNG units wherever feasible) to the commander.

(2) Announcements of meetings, with the exception of on-call meetings, will be made no later than 5 days (no later
than 30 days for USAR/ARNG committee meetings) prior to the planned meeting date.

(3) Those providers to be considered will receive 30-days’ notice (60 days for USAR/ARNG providers) to review
and update their credentials, as appropriate, and to submit a current request for privileges.

(4) The chairperson may schedule an on-call meeting, as directed by the commander, or as needed to—

(a) Evaluate provider requests for modification (augmentation or reduction) of individual clinical privileges.

(b) Evaluate the credentials of providers newly assigned (initial DOD assignment, following PCS/transfer, or TDY).

(¢c) Reevaluate providers who are in initial or restricted categories of professional activities.

(d) Consider or make recommendations to the commander that a provider’s pr1v1leges be suspended restrlcted
revoked reduced, or denied.

(5) Voting is by a show of hands, or by written or electronic ballot, with either a “yes” or “no” vote; no abstentions
are allowed. :
Note: Voting related to routine reprivileging actions may be accomplished by electronic means rather than paper ballot. Local policy
_will prescribe the application of, and any restrictions associated with, this method of credentials committee information dissemina-
tion and balloting.

In the case of an adverse pnvilegmg action ﬂgamst a provider, or a controversial issue involving a particular provider,
_ the voting may be by secret ballot. If a member believes he/she should be disqualified from voting for (or against) a

“given individual, a request with justification is submitted to the chairperson. If-the request is granted, the minutes will
reflect, by name, the” member who has recused him/herself from the vote. ‘

(6) The minutes will reflect the total “yes” and “no” votes cast for each action. Voting by nonpermanent members
of the committee is restricted to actions or privileges for members of their respective discipline. Disqualified members
will not vote.

d. USAR/ARNG credentials management and credentials committee/function. A"USAR/ARNG credentials manager
will be appointed on orders. He/she will maintain a complete credentials file, and CCQAS data file, for all USAR/
'ARNG privileged providers within the TPU or State.

1) USAR/ARNG medical units and State Surgeons will establish, as appropriate, a ) credentials committee (or ensure

the function is performed by one of the mechanisnis described below) to perform the various credentialing and

- privileging activities a3 outlined in this _regulation. The commander or State Surgeon will not serve as chairman of the ="7" 7

credentials committee. He/she will serve as the approval authority for all privileging actions and will sign in block 8a,
_.DA_Form 5440A, for both initial privileges/staff appointment and for. renewal of privileges/staff appointment. .

+{2) -A-variety -of USAR/ARNG unit-specific-circumstances emst +hat mﬂuence credemlals comrmttce structure. and,

functlon

.{a) The State Surgeon’s credentials commlttee setvesTas’ the centrahzed credentlahng authorlty for all ARNG health C

care providers in the State. - ‘ A ey

2(b)- USAR/ARNG medical units W,tth a minimum of three pmvﬂeged prov;ders may, form a creden‘uals commﬁtee :
Unxts (USAR/ARNG) may combme their privileged assets or utilizé members of the NAAD or IRR in the area, to meet
this requirement. -. .-

(¢) Units without sufﬁcwnt prov1ders to form a credentials committee may forward the PCF for review and action
to—
=].-The ¢losest medical unit that has a credentials committee.

2. A USAR unit at the next higher headquarters, as designated by the command surgeon.

3. Multiple units/States may coordinate to convene a regional credentials committee. An MOU between the partici-
pating units and/or States serves as the charter for this committee.

(3) The credentials committee will— ,

(a) Make recommendations to the USAR/ARNG commander/State Surgeon/MTF commander on pnvﬂegmg a unit
provider for IDT/AD activities such as those identified in paragraph 1-44(5).

(b) Review each provider’s education, training, and current competencies against regular duty/mobilization AOC
requirements. All USAR/ARNG providers will be credentialed by the USAR/ARNG unit in both their duty AOC and
their civilian-equivalent AOC. However, privileges will be granted in accordance with the USAR/ARNG provider’s

duty AOC.
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'fx_nk his/hiar signature and why this wag fhe 8

:‘_mdl\/]dllﬁl as design
~ the document, “T certify this is a true and valid copy of the original.” The phoLor'opy will b
~in- e PCF. ;f verification documentation™from- the’

~as-apssopriate, that-an-USARIARNG

8 6 Provnder credentxals verlﬁcatlon
Prior to being privileged and awarded appointment to the medical/dental staff, PSV of those provider’s credentials that
require such verification will be accomplished. Other credentials, as noted below, will be verified as true and authentic.

a. Credentials for which renewal is not appropriate (diploma, certificate of internship, and so forth) need only be
primary source verified once if the individual maintains continual employment within the DOD. Credentials that
require periodic renewal will be verified upon renewal. The privileged health care provider’s license is the only
exception, as described in paragraph 8-75(2).

b. For military (AA/USAR/ARNG), credentials verification occurs during pre-selection processing prior to military
commissioning. (See para 8-2 for more information.}

¢. For civil service, consultant status, FNLH, personal services contract, or volunteer health care privileged provid-
ers, credentials verification by the MTF is required. Verification of the applicant’s education, training, experience;
licensure; certification and/or registration; current competence; and ability to perform the requested privileges or scope
of practice is required. The MTF credentials manager (or other, as designated by the commander) will ensure that PSV
of all credentials has been accomplished prior to position appointment/placement of the nonmilitary employee/
volunteer. See appendix F for Civilian Personnel Operations Center (CPOC)/CPAC duties/responsibilities associated

.~with nrospective .employee credentials.

empl
d. For the non»personal services confract privileged provider, the contractor is re»ponsxble for the current compe-
tence of individuals hired in support of est'mb ished contract requirements and for PSV of the provider credentials noted
wraph o above.
wrinary source for verification of a credintiai is tie uﬂg}r Al SOUIe 01 (he SPECITIC dovumient.

i ine priomary
srge amst\ to the accuracy of a qualification. A reaso...hie v st B made to verify, with .2 ¢

i8St
eade 1o

herif}/, all documents that recuire PSV. Thesa Jnaiiiwnis ‘r:- ( p@ee ot the PCF. Unees
n verification of a credential ﬁom the prlmﬂ vurce wiil ‘wg documented.
Soacuments may e mr‘m aree verified v o~ the S nwino morthads of mesference):

(1) thrm‘en conjn ‘mation dire ecr/y f} om the issuing authority.
(2) Verbal telephone confirmation from the issuing authority. A detailed record of the telephone interaction will be
made in the PCF to include the name of the individual contacted, the date/time, and the signature of the person

(3) Amrerican Medical Association masterfile verificasion of U.S. medical school graduation and U.S. residency
program completion. The American Osteopathic Association provides a similar service for osteopathic physicians.
(4) World Wide Web PSV. Such verification is acceptable if the information is obtained directly from the profes-
sional organization’s Web site: The identification of the individual making the Web site contact and the date will be -
dririviated on the Web page printoat and this will be entered in the PCF. Any discrepancy between information
provided by-.the. applicant and -that on_the Web site should be pursued ‘ﬁy personal contact with the pmfesswna]

-prganization

(5) Touch-tone telephone PSV. Electronic access by teiephone of a database is acceptable only if the other methods
sted gbove are not available! The mdmdua} responsibie for tdbphone verifi in ihe POT the dwy,

STITY mmw svallable.

g. When certificates (for example BLS, ACLS, specialty board) are renewed, the credentials manager (or other
d by ommanger) must view, the criginal renevwzl g2rtificate andia apnotate:on a .photccopy. of ©

priviary source” is available for icle thes PEF, or other”
appropriate file (nonprivileged professional), the requirement to photocopy the official document(s) does not apply.

8-7. Provider credentiais file
The credentials information that originates during the pre-employment/accession application period serves as the basis

© of 4 compréhénsive record (the PCF) that originates at the first unit of assignment/employment and 18 thawntained and

routinely updated throughout the provider’s entire period of employment with the Federal Government. The contents of
this record are permanent; however, data determined to be either erroneous or imaccurate will be removed in
accordance with AR 340-21 and local policy. See appendix E for additional information regarding the PCF. The

credentials contained in the PCF include the following:

Note. Those listed in paragraphs a through J below will be primary source verified.

a. Qualifying degrees, diplomas, ECFMG, Fifth Pathway, or other discipline-specific certificate, as appropriate.

(1) If the ECFMQG certificate is dated prior to 1986, medical school graduation must be verified. (Prior to this date,
the ECFMG did not verify graduation from medical school before issue of the certificate.)

(2) The MTF will notify the RMC/RDC who will telephonically contact the Commander, USAMEDCOM, ATTN:
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e MCHO=CL=Q,. 2050 : Worth _Road,. Fort-:Sam. Houston, . TX _78234=6010.. orthe.. Commander,..U.S. . Army. Dental == .2
- Command, ATTN: MCDS;:2050-Worth-Read:-Fort Sam-Houston, T%:78234-6004: for-guidance and-assistance when— - -

(a) “The medical/dental diploma-was issued by a school ina forefgncountry that hasno diplomatic relations with the™
U.S. and direct communication to primary source verify the diploma or other credentials is not possible.

(b) There are other concerns regarding the diploma or the foreign medical/dental school.

(¢) PSV of credentials by a source outside the U. S. in a reasonable period of time is not forthcoming.

b. State licenses, registrations, certifications, other authorizing documents, and current renewal certificates.

(1) A list of all licenses ever held will be provided (on DA Form 4691 (Initial Application for Clinical Privileges
and Staff Appointment)) along with- an explanation of any that are not current or that have ever been subjected to
disciplinary action. The provider’s signature on this form indicates that the list and any related explanation are
complete and accurate.

(2) Licensure of providers will be verified ‘with the primary source, by one of the methods described in paragraph
8-6f, at the time of—

(a) Staff appointment and initial granting of clinical privileges,

(b) Reappointment or renewal/revision of clinical privileges, and

(c) Renewal of an expired license.

¢. Postgraduate training certificates (for example, residency, fellowship, nurse midwifery, nurse anesthesia school).

d. Specialty board and fellowship certificates. Specialty board certificates, and certificate renewals, will be verified
" by direct (or electronic) contact with the issuing board. The pubhcatlon “Official American’ Board “of Medical
Specialties (ABMS) Directory of Board Certified Medical Specialists,” at Web site www.abms.org, may serve as a
reference, but it is not a recognized substitute for PSV with the specialty board. For individuals who are recent -
graduates of residency or postdoctoral programs, a letter from the program director with board certification confirmed.
by the individual’s listing in the ABMS directory will suffice. The ABMS directory includes only those specmlty
boards that are members of this omamzahon

Note. 1t is not necessary to delay the award of regular pnvxleocs pending verxﬁcatxon ofboard certification if all other credentials are:
in order

f. Proof of current (within 1 year or most recent clinical practice if in an admzmslmz‘zve role) competence. This may
include letters of reference/peer recommendations from a program or department director, or peer, describing the scope
ey of practice and/or clinical privileges in the department/service/setting in which the applicant is cumently practicing.
e (See para j below for additional detail.) A copy of the most recent list of privileges with evaluation of the provider’s
performance related to assigned privileges from the current or previous place of employment/assignment may be
included, if available. The extent and description of recent clinical privileges will be verified.
g Malpractice insurance history as requested on DA Form 5754 (Ma!pi acz‘zce Hlstory and Clinical Pr zwleoes
Questionndire) with narrative comments, as appropridte.
- (1) Explanation of any .malpractice cl’ums, .settlements,. or judmlal or admmlstratlve adjudlcatlon w1th a brlef
descnpuon of the facts of each claim settled on the behalf of the prov1der ORI,
(2) Dates of malpractice coverage and hxstory of suits and claims verlﬁed for the ]O years prlor to: 1mt1al apphcatlon
“(3) “Verification with the insurance  carrier of all self- -report: d -sui ‘ -
VN Deidiled explanation” of “advérse: Cclinical” przvzlecmg ‘and/o iesfzivmcws, bmte lzcemm’e'i:
_boards, or other governing or regulatory agencies and those. by any.civilian. medical or dental facility where the
privileged provider is _employed.or practicing. This will include voluntary -or involuntary. termination. of professional’ .. ... .
and/or medical staff membership or voluntary or mvoluntary suspension, restriction, reduction, or revocation of clinical’ - - -
-+ privileges at a hospital or other health care dehver‘y‘ “setting andany resolved or : 'of nfisconduct, unethicat
practice, or substandard care. The “yes” and “no” questions on DA Form 5754 with appropriate explanation capture
this provider-specific information. . N )
Note. A lapse between periods of clinical privileges, that is less than 180 days, due to PCS, hospitalization, mobilization, and so
forth, is not considered an.adverse circumstance or voluntary termination.and does not require explanation as described here.
i. A statement by the applicant of his/her health status (physical, mental, and emotional health) relative fo his/her
ability to provide health care and to perform the privileges requested. Such a statement is required on page 2 (block 9)
of DA Form 5754. Validation by another privileged provider familiar with the individual and his/her health status will
be noted in separate memorandum to the credentlals committee or as a comment in Sectxon I, DA Form 5440-series,
by the provider’s supervisor.
J.+ Letters of reference/peer recommendations. The letters submitted with the application for Federal service are
referred to in this document as letters of reference. These same letters of reference may be used for initial application
for privileges/staff appointment; thereafter, for renewal of privileges/staff appointment written input in the form of peer
recommendations is required. The individuals providing the letters of reference or peer recommendations should be
personally familiar with the subject provider’s clinical, professional, and ethical performance. Ideally, this written input
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L for intervals~of not lesg than 2-yeary

ent: ,
ources” in (a) t ough ey~
below are required for verification of experience and current competence. To best represent the applicant being
considered for initial privileges and staff appointment, these letters of reference should be dated within 12 months of
submission.

(@) A letter from either the chief of the hospital medical staff, the clinic administrator, the professional supervisor, or
the department head, where the appointee has current clinical privileges or is professionally associated.

ntion-andrors medicadma

(b) A letter from the director or a faculty member of the appointee’s training program, if the appointee was in a

training program within the last year.

(c) A letter from a provider (in the appointee’s discipline, if possible) who is in a position to evaluate the
appointee’s professional standing, character, and ability (for ¢ le, a peer or a president or secretary of the local
professional society). A letter of reference from both a peer and a professional association or society are mandatory if
the appointee is self-employed.

(d) The non-board certified physician who alleges to be a specialist requires two letters of reference attesting to his/
her clinical competence by physicians certified in the specialty in which the non-board certified physician is practicing.
For the physician who has not completed his/her initial period of qualification for board certification, two letters

attestlng to the apphcant s clinical competence are reqmred from board certified spec1ahsts who have current knowl-

edge-ei higiy teal-praciive., - -

(2) Peer recommendations. For providers (AA USAR/ARNG, civilian, volunteer, and contracted personnel) Wlth
current privileges. peer recommendations will be submitted everv 2 vears as part of the clinical privileges/staff

appointmeni renvwal process.
A copv 0]‘ the piovzder s ]ed 7 al narcotics license witn curvens and pric Drug Enforcement Agency (DEA) or

(1) By the appropriate recruiting agency at the time of application for employment or appointment (military
accessions). This report may be used at the initial duty station if dated within 1 year.

(2} By the »TT': at thc hmP a pm»ider mmaﬂ\, 'mnhcc ffu c mm? privileges finitinl dity qfazmr nr ﬂhce of

(1\—,nw Lu) pIuCCS:- .
(3) If initial privileging by the provider’s first MTF occurs more than 1 year after the NPDB query for entry on AD.
In this case, querying the NPDB will be required as part of the initial privileging process.
(4) By the facitity providing training or serving us the site of assignment, il necessavy, for USAR/ARNG providers.
If a valid NPDB query is present in the provider’s PCF, re-query is not necessary.

~xiwill address: aapbcts of performance.such-as clinical-judgment.and:technical:skills:zoseelbas the ‘r)p“ appropnaterazs.
~ardonicomes of the provider’s- surgicab/procedural~inie } -
© (LY Letters of reference A nilnimum of two cuitrent letters of 1eference from dpprop

- {(5)-Providers (RC/civilian) may provide verified copics of their NPDB query response from their PCFs maintained--- - - - -

in ihe civilian sector. These must be mailed by the civilian organizaticn’s credentials manager directly to the MTF
credentials manager. Copies hand carried by the provider are not acceptable.

m. Evidence of current BLS certification. ACLS or ATLS, PALS, or advanced pediatric lifz support (APLS), and/or
the Neonatal Kesuscitation Programi may be additional purmrmanue requirements, but these are noi-a substiute for the

e Bvidenie 9 approved” continuing

BLS requirement. (See para 5-le for more specxﬁo guidance regardmg emergency life support training requirements.)-
S wmiated by the provider -+

Cuin

wh evidence will be
ade avalldbm to the credentials manager for in
and for bierinial renewal. The annual requirement for CME credits according to AR 351
provider’s State of licensure, whichever is more stringent.

o. Criminal history background checks (CHBCs) for all contract and volunteer providers who care for patients
under the age of 18. Other providers (AA, USAR/ARNG, and civil service) do not require a CHBC as this security

erllf’ges/appomtment
r as“determined by the

~check is-reutinely-performed-as part of the new accession/emplovment process. Contracting, agencies are responsible .

G 1) 1Y LOT R ST

for performing the CHBC on employees for whom this investigation is requned

(1) For non-personal service contract personnel, the contractor is responsible for completion of CHBCs and must
forward results to the gaining MTF. As addressed in local policy, the MTF must ensure the CHBC has been completed
prior to allowing the contracted provider to care for patients under the age of 18. For personal services contract
personnel, the MTF is responsible for CHBC completion.

(2) Pending completion of the CHBC, the provider’s practice will be supervised. The commander will determine the
level of supervision that is required. The plan for supervision, with designated supervisor noted, will be in writing.

(3) See DODI 1402.5 or Assistant Secretary of Defense (Force Management (ASD(FM)) policy, subject: Criminal
History Background Checks on Health Care Personnel, dated 20 April 92, for additional information.

p. Special requirements for radiologists providing mammography service. The Mammography Quality Standards Act
imposes specific requirements on radiologists who are involved in providing mammography service. These providers
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<will-abide:by. Mammography:: Quality: Standards:- Act -requirements. and.submit. the..appropriate.. documentation. for...
- inclusion-in- the PCF-(Refer-to Department-of-Health -and-Human Serviees; Food- and-Prug-Administration, 21, CER;~
Part 900, Quality Mammography Standards, Final-Rule; published-in-the-Federal Register; Vol: 62; No.- 208, Tuesday, - -

28 October 1997, effective 28 April 1999.) The Mammography Quality Standards Act can be found on the intemet at
http://www.fda.gov/cdrh/mammography/frmamcom2.html.

q. Special requirements for physicians providing nuclear medicine services. The radiopharmaceuticals used in
nuclear medicine may only be prescribed by providers who are “authorized users” under the facility’s nuclear
regulatory commission license. For regular privileges in diagnostic nuclear medicine, the provider must submit
documentation that he/she is an authorized user at the facility. For privileges in therapeutic nuclear medicine, there
must be specific approval as an “authorized user” in this capacity as well. Approval by the commander may be for all
or selected therapies.

8-8. Previous experience and reference checks
Every effort should be made to authenticate all provider credentials, stated experience, references, and other informa-
tion contained in the PCF in a timely manner. Granting of clinical privileges and medical/dental staff appointment, as
appropriate, will be withheld until sufficient verified data to document training, experience, and current clinical
competence are available.

a. In general, reference checks should not be limited to only those references noted by the provider on the
application form. Providers will be notified that, other individuals may be contacted,.as. necessary. .

b. Annotated records of each contact made with all personal and professional references will be mqmtamed to

include names of all parties to the call, the date, and a summary of the conversation. Contacts will be advised that the

providers may request and be provided this information.

8-9. Provider ac’nvaty file

- The PAF is the repository for supporting information and. cﬁta to validate privileging of the. prowder by the MTF. Sce

appendix G for suggested content of the PAF. Various PAF criteria definitions are contained in the glossary.

a. A PAF will be established and maintained for each privileged provider. It is a working file with selected contents
considered confidential quality assurance ((A) documents protecied by 10 USC 1102, The PAF will be filed with, but
is not part of, the PCF.

b. Metric performance data, both quahtatwe and quantitative, and aogregate data from a representative peer group
sample,-are examples of the data contained in the PAF. The information and data contained are summarized and
available for review and cvaluation by designated staff (peer level performance assessment) and by the department or
service chief for biennial provider reprivileging/reappointment to the medical/dental staff.

c. Any data included in the PAF that is not required for transfer to the PCF and is greater than 2 years old may be

4 removed and destroyed according to local policy. (The provider will be given the opportunity to keep any productivity

and computer-generated data pr;or to its destruction.) -Data -determined to be either erroneous or i naccurate Wﬂl be
removed from the PAF and in accordance with AR 340-21 and local policy. ‘
d The: contents of the. PAF may be ‘uséd by superwsors for admitistrative purposes “(for example counselmg,

" evaluation reports, preparation’ of GPHE “documentation, and letters of referénce 6r peét recommendatlons)

S

8——10 The: mter-fac:!uy credentxais transfer brief .

a. The ICTB is a computer-generatéd suminary of mformatmn contamed il the' PCF It is "4 Standardized format (see '
app H) for transmittal of privileged provider credentials information across the MHS (Health Affairs-Policy 94-004-and
“Health Affans memorafidum; subject: Expanded Use of Infer-Facility Crédentials Transfer Brief (ICTB);-11-Decemiber
1995). The ICTB may be. used for_all. categones -of prlvﬂeged providers: to-include: umformed ‘military. (AA/USAR/L

ARNG); civilian (GS, contractors (personal services only), resource sharmg) VA; and nonmilitary uniformed prov1ders
(for example, Public Health Serwce) Th]S document may be maintained in a temporary PCF created by the gaining
facility.

b. When a DOD provider is temporanly assigned to another MTF for clinical pract:ce the sending MTF must

- convey :all relevant credentials and privileging” information to the gaining MTF. The receiving commander uses this

information as the basis for assessing current clinical competence and making appropriate privileging and staff
appointment decisions in a timely manner.
(I) Non-personal services contract personnel (that is, individuals working for the Government, yet employed by a

non-Federal agency) are not authorized temporary a351gnment to anothex MTF Assxgnment for duty is only as

stipulated in their contract. Use of an ICTB is not authorized.

(2) Providers (AA/USAR/ARNG) mobilized/activated in support of covert operations (that is, 2 command structure
with privilege granting authority may not be known or available) do not require an ICTB. While the provider is TDY
in this capacity, his/her PCF may be placed in an inactive status at the sending facility. The PCF will be closed out and
archived. Credentials committee minutes will reflect those providers whose PCF is in an inactive status. Upon return
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deployment,..the, PFE il ke repctivated. anﬂ~l1pcj“tﬁd,hgs_ﬂePPQQﬂm prics iosthesnrovider resnnung. ass
B i:.:t care: duties. PO [ e i
“-e-Required attachments to -the' lCTB loi A prsvidcm mclude e

(1) Discipline-specific DA Form 5440-series for privileges being requested‘

(2) DA Form 5440A, with top portion completed.

(3) A copy of the current DA Form 5440-series for clinical privileges held at the sending facility.

(4) DA Form 5754 for providers who do not hold current military clinical privileges.

(5) Two peer recommendations, dated within 24 months of submission, for providers who do not hold current
military clinical privileges. (See para H-3a(10) for additional detail.)

(6) Authorization for release of information signed by the provider (may be specific to the gaining MTF, if
provided).

d. The ICTB and required attachments accompany the formal application for privileges by the priviieged provider.
Information that appears in the ICTB need not be duplicated on any DA or local privileging forms that contain
essentially like information. An annotation will be made on these forms, as appropriate, to “See ICTB.”

e. Additional information regarding the ICTB is contained in paragraph 9-6¢ and in appendix H.

8-11. The inter-facility credentiais transfer brief and USAR/ARNG training
a. The ICTB with appropriate supporting documents wil be made available to the facility (training site) by the

USAR/ARNG pr1v1leged provider’s ICTB will be forwarded by mail; it w1ll not be hand carried by the pnvﬂeged
vrovider. If the 45-day time frame rannot be met, direct. coordination between the A4 apd TISAR/ARNG npite ig
reguired.

b. Keomred attachments to the ICTB for USAR/ARNG movxders inchede -

1 &1 e DA Form 5440-serics tor privilese
with top portion compleied.
s wical privileges currently held {civilian facility and miiitary).

{#j-ui5 Form 5759 dur provides who do not hoid current miitlary ciinical priviieges.

(5) Two peer recommendations, dated within 24 months of submission, for providers who do not hold current
mihtary climcal prmleves (See para H- 3b(10) for addmonal detail)

1y der imav he sper e ta fhe opinine MTEOf

Sy Pae ool Fornotian siened b the pees

Providgos )
¢. USAR/ARNG providers will not be accepted for IDT, ADT, AD for special work, or AT as privileged providers
until the AA MTF notifies the provider’s parent unit that privileges have been awarded.
R & AA MTF commandeis will ensure that USAR/ARNG privileged prov1def ICTBs are reviewed expeditiously and
that prompt review is provided to the USAR/ARNG credentials manager. This will allow timely
plOLCbal g \)‘IA
TSAR/ARNG
" e, Upon completion of the reqmred traming by USAK/ARNG providers, the AA MTF will forward a DA Form
<374 tbf' NPDRB or-Health Integrity ai I Protection Data Bank (HIPDB) query (if either was generated), and any other
: i wileged provider activy to-the-appr
“credentials manager responsible Tor custody of the PCF. This inforina_tion w1ll ‘be forwarded by mail it will not be

»

8=12. USAR/ARNC cradentialé~and priviizging. for actwahon/mobl ration. -

-1 actions iclated t6 provider tinining by the unit. Delays in reviewing the IC'!‘B and notifying the L
credentials manager that the documéntation is in order could delay the provider’s availability for duty.

Tiate unit cominander; the adnimisative headquarters, arthasioomrwrss soen

 a:Privileged providers who are activated on individual orders’ for & period that i3 less than 30 days will have an

ICTB generated and forwarded with attachments to the gaining facility. The gaining facility is responsible for granting
privileges, as appropriate, based on the ICTB.
b. For USAR/ARNG soldiers mobi ized for 30 days or more, the PCF manager will ensure that the PCF 13 current

PN u..

irid Wl sl p'l‘/t AN M pothy CYy reesinitung o 2 I Tevh attachmentstoth 5&;:11 15 fac 'J' o1y uj

el ylc {r
preparing the PCF for review by the local credentials committee.

c. Commanders of units that are mobilized either as a derivative unit or as a total medical asset, and designated
(typically in a field environment) to function independently of a fixed-facility MTF, are authorized to grant clinical
privileges for their assigned providers. The privileging process as described in paragraph 9-6a will be followed.

@ Mobilized providers thaf are assigned 1o, or within the area of operations of, a fixed-facility MTF (AA) will be
granted privileges by the commander of that MTF.

e. USAR/ARNG providers participating in clinical training (prior to arrival in theater) for which privileges are
required will be granted privileges for these activities by the facility conducting the training. An ICTB with appropriate
attachments will be prepared and transmitted to the gaining/training MTF. The commander of the gaining/training MTF
will grant privileges, as appropriate, based on the ICTB.
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7T 3.POCis (provxde POC name) at telephone {DSN and oommermai) or e-mail *

v f Medical- personnel.assigned: to..nenmedical- units_will request.guidance:from:their higher. headquarters . as-to-the. .- -

- privilege granting authority in their-given-situation I patient-eare: activities-are-included-in the-provider’s description- -

of duties, the prescribed credentialing -and-privileging processes will: be-followed regardless-of the unit-of assignment-or -

the mobilization assignment. Privileges should be granted prior to the provider’s arrival in theater.

g. PCFs for mobilized soldiers will remain under the control of the USAR/ARNG unit PCF manager during the
period of mobilization. If the unit PCF manager is not available, the responsibility for maintenance of these files will
be delegated to the next available credentials manager in the chain of command. Transfer of the PCF to the soldier’s
unit of assignment within the theater of operations is not authorized. PCFs for nondeployable USAR/ARNG providers
who are retained at home station will be secured and maintained as designated by the unit commander.

h. During the period of mobilization, credentialing actions that can reasonably be completed by the PCF manager
should continue. This includes, but is not limited to, PSV of license and certification renewals.

OFFICE SYMBOL Date

- MEMORANDUM FOR Commander, United States Army Recruiting Command,
ATTN: RCHS-OPS (Credentials), 1307 Third Avenue, Ft Knox, KY 40121-2726

SUBJECT: Request for Credential Documents

1. Request credential documents aocordmg to AR 40-68 for the fonowxng
individual:

a. Name: (provide first and last name and middle initial)
b. Soc:aa! security number (SSN): (provide full SSN)

c. Corps: | AOC:

d Date assxgned to your orgamzanon

2 Request documents be forwarded to: (prowde comp%ete mamng address to
"_'}mclude room number and name of person recenvmg credentra!s) ’

= (provsde e-mail address)

e No N M-S

Figure 8-1. Sample format for request of new accessions credentials from USAREC (HSD)
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9-1. General

Privileging is the process whereby a specific scope and content of patient care services (delineated clinical pnwleces)
are authorized for a health care provider by the privileging authority (MTF/USAR/ARNG unit commander/State
Surgeon). Such authority is based on an evaluation of the individual’s credentials, performance, and the specific needs
of the organization.

a. The privileging process is directed solely and specifically to the provision of quality patient care and is not a
disciplinary or personnel management mechanism. Privileging actions may, however, accompany actions of an admin-
istrative or judicial nature or may engender such actions.

b. A number of privileging actions, both routine and adverse, are available to thc commander at the recommendation
of the credentials committee. The routine privileging actions that are addressed in this chapter include privilege
approval (with or without restrictions), privilege reappraisal, and privilege renewal. Adverse privileging actions include
privilege restriction, reduction, suspension, revocation, and denial. These, and the non-adverse privileging action of
placing a provider’s privileges in abeyance and summary suspension, are discussed in chapter 10.

c. Prmleges are facility-specific. As such, the facility’s characteristics, supportive resources, and staff are consid-
ered in the privileging decisions.

- d. Each department. orgervice -chief.will-devalop=riteria-relevant: to the-awmt-»f clinical puw “ges. for the
department or service and will identify what privileges are appropriate for the scope of work in the given setting. DA
Form 5440-series provides basic privileging criteria and other information that are applicable to the practice discipline.
The {Gun proviuces space for comumeis and privileges o e added, as needed, based Ou tne wITF s scupe of suivices,
5 Chpeties, aid the 2UD bencliciary health cate requiremen

i Providu
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/- Where full perforrmnce in a given GS cmhan position requires the incumbent to be privileged, obtaining and
d a condition of om
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awaid ui privileges and the
o MTFE commander s the
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ich they practice. This ,.c,udw
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SO TEoud g npioyve 18- i
(a) Not in a 1emed1a’ training prog1a1n ‘
(b) Able to practice independently.

/c) Functioning with privileges that have not been reduced, restricted, suspended, revoked, or denied.
{2) For-civilian cinployvees whose privileges are 1ot in good standing, the MTF commander may elect to—

, (u) Tprmmate the employee.

(b Change the employee to a position a} a lower grade (may be v,oluntary or mvoluntar\/) -
(c) Reass,1gn the employee to a position for which privileges are not required (may be voluntary or involuntary).

anye fmancial incentives associared with the p]PVlc:My held posmon Shall be 1ermma‘red

plac

of

ppraisal of defined clin pi’iv“cgcs will take

pr]Vlleges) and when a provider is reassigned to a.new duty station. (See paras 9-4d(2) and 9—4e) For USAIUARNG
vara-9-8d(1).)-Renewral.of clnical prvileges-is based on thewpravider’s professional qualifications.and

LA

“DATe

dymonstrated competence to perd privileg viders who are assigned to nonclinical duty positions-
- {for .example, commander, USA Office cer, of AMEDD Center and School instructor) Wwho
desire medical staff membership or clinical privileges are subject to the same procedures as all other applicants for
membership or privileges. These individuals will only be privileged if they are expressly engaged in patient care
activities appropriate to the discipline in which they are requesting privileges. The medical staff bylaws will address

~how the, current competence of providers in administrative positions will be assessed for _reappointment and clinical

mtexwew, documented continuing education/training; the acceptable mterval between performance of procedures that
are identified as complex, high risk, or problem prone; available patient outcomes assessment data; and clinical practice

hours per month/year.

9-2. Practitioners who may be privileged
a. Health care practitioners who function independently to lnmate alter, or terminate a regimen of medical care
must be privileged. In this regulation, practitioners who are granted privileges are referred to as providers. Providers
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v .include audiologists, behavioral health: practitioners; chiropractors;clinical:-pharmacists; .clinical=psychologists, clinical . -
..social workers,: dentists; -dietitians,- nurse- anesthetists,-nurse -midwives:NPs;:OTs; -optomeirists;-PEs; physicians; PAs;—- -

CNSs, CHNs, and OHNs who, in selected circumstances and at the discretion of the commander, may be granted
clinical privileges (see chap 7) and SBBs.

b. Members of the health care staff who function under a standard job description in the performance of their
duties—utilizing practice guidelines or standing policies and/or procedures—do not require clinical privileges. Depart-
ment/service chiefs are responsible for the ongoing assessment of the competence of personnel to safely perform
assigned duties. For those who are not privileged, an internal certification process may be used to designate selected
personnel who have achieved the competence needed to perform specific complex, high-risk, or problem-prone clinical
functions.

c. Special privileging considerations are as follows.

(1) Commander and deputy commander privileges. Approval of privileges (to include periodic privilege renewal)
and appointment to the medical staff for the DCCS and the commander (and comparable dental positions) will be as .
follows.

(a) The commander/DCCS will submit his/her application for privileges and request for medical/dental staff appoint-
ment (DA Form 4691-1 (Application for Renewal of Clinical Privileges and Staff Appointment)) through the appropri-
ate department chief.

== 7(h) The DCCS is excused from the-credentials committee meeting (if -he/she is-being reviewed), and the remaining
senior member of the credentials committee will act as chairperson.

(c) The credentials committee recommendations regarding clinical privileges and medical/dental staff appointment
for the DCCS (or like DC position) will be submitted through the ECMS/ECDS (AA facilities and USAR/ARNG units
wherever feasible) to the local MTF commander for approval/disapproval.

(f) For commanders, the credentials committee recommendations regarding clinical privileges and medical/dental
staff appointment and all supporting provider documentation will~be forwarded by certified return receipt requested
mail as noted below (by health care facility type)—

1. Freestanding ambulatory/health clinic, MEDDAC, and dental activity (DENTAC). Documernts will be forwarded
to the responsible RMC/RDC commander.

2. 121 General Hospital. Documents will be forwarded to Commander, 18th Medical Command, Unit 15281, APO
AP 96205—0054

3. MEDCEN, RMC/RDC, and major subordinare command. Docem
USAMEDCOM, ATTN: MCHO-CL-Q, 2050 Worth Road, Fort Sam Houston, TX 78234-6010 or the Co mmander,
USADENCOM, ATTN: MCDS, 2050 Worth Road, Fort Sam Houston, TX 78234-6004.

- 4. 18th Medical Command. Documents will be forwarded to TSG, 5109 Leesburg Pike, Skyline 6, Room 684, Falls
“Church, VA, 22041-3258.
(2) Emergency or disaster situations. Scope of practice limitations as defined by the clinical privileges granted by

v will be forwarded 1o the Commander,

- podiatrists, psychological associates; speech-therapists;-and-substance-abuse rehabilitation-counselors: Also-included are - -+ R

the MTF may be ignored-only in bona fide emergency circumstances (see.glossary) -or disaster situatioris. Tn such casés; - -- -

providers are. expected to intervene and-to do -everything. possible-to save thé patiént’s-life-or to prevent.injury, e to -- -
effectively respond to a significant increase in demand for medical treatment. This includes requestmg consultatlon
__thh available medical resources and coordmatmg care and services as appro_prlate . ,
2ni@3Y The Armnj EO]’CE.) Medical-Examiner. Systems- ThlS*SyStelﬁ as-addressed-in DODD- 5154, 44 authorizes medico- - -
. legal death_invéstigations for all DOD MTFs.. The range of support includes onsite autopsies by deputy or regional
edical examiners; telephHonic. consultations, .and written.. reparts.; Deputy -and:regional medical examiners generally’

hold privileges-granted by the AFIP. Deputy and. regional medical examiners are authorized to perform aufopsies ypon =~~~ -

) f)resentamon of their Armed Forces™ Medical: Examiner credentials fo the commandmg officer. An application:for =

medical staff appointment with clinical privileges is not required for this service.

(4) The Organ and Tissue Procurement Program and the Armed Services Medical Regulating System. Organ
donation and transplant conducted by organ and tissue procurement teams, and thc related treatment provided within
personnel are authorlzed to perform thezr duties in Federal facilities without formal credentials review and pnvﬂegmo
However, the individuals assigned to support these programs will present sufficient documentation (for example,
official orders, assignment letter, or identification card) to the MTF commander to establish their authorization to
perform these services.

(5) Musculoskeletal manipulations.. Musculoskeletal .manipulations involve palpation and other manual techniques
used to evaluate and correct somatic dysfunction that impairs or alters function of the somatic systems. These include
the skeletal, arthrodial, myofascial, vascular, lymphatic, and neural systems. This does not refer to the spinal or
peripheral joint manipulations commonly used by PTs that are included in their accepted standard scope of practice as
defined by the American Physical Therapy Association. The following policy guidance applies to the performance of
musculoskeletal manipulation procedures.

(a) Privileged providers—other than doctors of osteopathy, PTs, and chiropractors for whom manipulation is
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' (AA) or 8-116b (USAR/ARNG)) as the basxs for pxovxder prmleomg, as long as the decision to dehneate prmleges 18

provic

"_ﬁlamtammg the provider’s PCF and forvawardmg chmcélrprlvﬂeges and a medlcal staff appomtment if requested by the
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considersd.part .¢f their-routine-scopc-of -practice
eroahe Credentialseommittes manyobe granies privileges-te-pesfor
‘fations. For-PTs who perform ‘NMsks; see- paragraph {2 ) @) s e e

(b) Only specifically privileged physicians (Doctor of Medicine or Osteopathy) may perform mampulatlon proce-
dures using general anesthesia or intravenous medications. An appropriately privileged anesthesiologist or nurse
anesthetist w1ll administer the required anesthesia or sedation for these procedures.

(6) Privileging for new medical procedures and technology. The privileging process remains the same. Particular
attention will be focused on provider training, experience, and competence and MTF capabilities in granting privileges
for use of recently developed or approved technologies and equipment.

(a) New procedure. Prior to the introduction of a substantially new and innovative procedure into an MTF, the
commander will ensure that privileging criteria are developed at the departmental level and endorsed by the credentials
committee. The criteria will include the specific preparatory training that providers-must complete prior to being
granted the privilege to perform the new procedure. The privileging process for providers will be accomplished prior to
the procedure being performed on eligible beneficiaries.

(b) New technology. MTF commanders will ensure that new technology (for example, excimer lasers) does not
surpass the staff’s abilities. MTF commanders will establish safety protocols for an instrument’s use and provide for
proper privileging procedures prior to the application or use of the new technology. The plan for implementation of
new technology must include training of nonprivileged support staff. Adverse patient outcomes involving equipment
malfunction will be roported according. to-MTFE. pelicy-and-will include notificatior of the 2f. sinnager/risk manager.
(See para 12-10.)

(7) Miscellaneous privileging issues.

fay feiemedicme. Teiwmedicine involves eicctronic communicanon or other communication ecnnoiogies 1o proviue
Ur SUppUIT Cliical Care di o Gisidiice. : -

1. '! hﬁ madical/dental stal: -] detern:.e which clinical servi
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made at the facility rece1v1ng the telemedicine service. Appropriate use of the telemedicine equipment by the provider
must be considered in clinical pnvxlegmo decisions.

e o L ALY 1T AN ,;,‘»‘,,'g; FERE Vool . N : : e i nad
pofctniézzi o advcmc%y al;cu} oF iimits an ndividual’s abifity o cly execute *m/tm mbp\)"sibxi *)(.s n plowdm
health care can be considered an impairment. This includes alcohol or other drug dependency/abuse or mental health
disorders.. Typically, acute or chronic medical conditions will require a limited-duty profile or medical evaluation board
(MEB) to decide fitness for duty of the military member. Comparable processes exist for the civilian employee with
duty restrictions ;'e}ami w aea‘zh prob%ww Such circumsm' ces are, Jmnag_ed as medical problems (short or Iono term)

wrivileges, -as appropriate . For-further mformat on, sce Fl aptelq 10 H’ld 1

assigned 1029 geogra

Drowder e

() Oral. sw”geom Tne orgamz:at}on (AA/UDAR/APNG) 1o wmch a dental-o ﬁcer,bsk assigne

has. primary respoi

'A bility for managing -the oral surgeon’s PCF, Verifying credentials, and awarchng clinical privileges and dental staff

appointment, as appropriate. For the oral surgeon with duty at a facility other than the dental unit of assignment (that
is, a MEDDAC or MEDCEN), an ICTB and all appropriate attachments (para 8—10b (AA) or 8-11b (USAR/ARNG))
will be provided for use by that organization in awarding clinical privileges/staff appointment.

(e) Dentists administering conscious sedation. As with all procedures, the award of specific privileges to a dentist to
perform conscious sedation is based upon appropriate éducation, training, and experience. Because this skili is not part
of basic dental education, specific training in this procedure must be obtained and documented before dentists can be
authorized to administer conscious sedation.

() Complementary and alternative medicine. Application and/or use of these techniques and therapies (acupuncture,

_homeopathy, massage therapy, and so forth) are gaining acceptance within the MHS. With the approval of the

commander, these may be integrated into the broad array of health care and services offered to DOD beneficiaries by
qualified providers. Privileges may be granted following the guidance relative to new procedures detailed in paragraph

(6)(a) above.

9-3. Categories of clinical privileges
Clinical privileges define the scope and limits of independent patient care services that a provider may render within

idenceof-approprizte. edveation. _training, and. expeuewe P
i rioskeletalananual anipy-q -

R % :

o v '0 are-impaired to determme to_what extent their lmpau’ment hamperg thelr “ability to safely practice. fhe ‘
prlvxleges they have been gmnted The p10v1der s condition or impairment may require modlf cation of histher clinical




iarowdus who, for a defined period.of

== the granting health care organization. Privileges may be.granted with-or without-an-accompanying appomtment ta the . ...
e«ﬂwﬂlml/denhl staffi The- thlee cateqones -of- Glamcal mmlvﬂeoes that-may- be«awarded are—-- .

a. ‘Regudar privileges:

(1) Regular privileges grant the provider permission to independently provide medical, dental, and other patient care
services in the facilify within défined limits. Regular privileges are granted to providers only after full verification and
review of credentials. Regular privileges will not exceed a 24-month period without renewal.

2) In grantmg regu]ar privileges, the commander will define the limits of those privileges to include whether or not
enhanced supervision is required. The nature and extent of enhanced superv1s1on will be delineated in writing. The
commander will also spec1fy limits on regular privileges based upon the MTF mission requirements and the ability to
support the requested privileges.

(3) A provider granted regular privileges may be considered for any type of medical staff appointment as dfscussed
in paragraph 9-5d. . -

b. Temporary privileges.

(1) Temporary privileges authorize a prov:der to independently provide medical, dental, and other patient care
services on a time-limited basis to meet pressing patient care needs when time constraints will not allow full credentials
review. The use of temporary privileges should be rare. This category of privileges is appropnate in bona fide patient
emergency - situations or a declared disaster and is not intended for the administrative convenience of the department/
service. Temporary privileges will not exceed a period of 30 days and are not subject to renewal. Any subsequent

®= - request for consecutive privileges should be-assessed to determine if regular privileges are more appropriate. ==

(2) Because the MTF has not conducted a thorough credentials review prior to grantmg temporary privileges, there
is an added degree of risk relevant to the competency of the prowder In order to minimize the risk associated with
granting temporary privileges, the following actions, as a minimum, will occur.

(a) A copy of the provider’s license will be obtained and verified with the issuing agency.

(b) Tel ephomc contact will be. made with the facility where the provider has regular privileges to verify that the
individual is clinically competent, fully qualified, and that the requested privileges arg within the individual’s current
swpc of pmctxce and pnvﬂeoeq The chief of the medical staff, department chair, or other appropriate authority may
pxmmv this information. Or, if available, the- ICTD muay be used for the purpose of granting temporary privileges.

“(3) A complete, thorough credentials review will occur during the period of the temporary privileges.

(4) Temporary privileges may be granted with or without a temporary appointment to the medical staff.

(5) The use of temporary privileges is authorized for all categories of providers. ’

¢ Supervised privileges.

(1) Supervised privileges are granted to providers who do not meet the requirements for independent practice
because they lack the necessary license, certification, or other authorizing document. These providers are not eligible
“for ‘2 medical staff appomtment and are unable to practice independently. Providers working under supervised
_privileges can practice only under a written plan of supervision with a licensed person of the same or a similar
dlsmplme See paragraph 5-3 for additional information regarding supervision of pmcmc

(2 This-category of prlvﬂeges will not be granted-to licensed pmv1ders or prov1ders ho dmg other authonzmg”

documents even though the defined-limits of their privileges include supervision.
(3) Supervised privileges should not be confused with enhanced supervision of practice offered o those privileged

information” regarding “enhanced stpervision.)

-—(4)- Supervised privileges-will be granted for periods not to exceed 24 months. Providers who are required to have a'~ =~
license will- obtain _that license ‘within the time frame spec1ﬁed in chapter 4'~These provxders may reque%t regular'j‘"‘ -

prlvﬂeges and a medical/déntal staff. appointmient once: a- hcense is- obtamed L T e

9-4. The clinical privileging process
a. Forms required for award of privileges. Performance data and other information (appropriate DA forms) to be
considered in the privileging process are maintained in the PAF. These documents are transferred to the PCF, as

appropriate, upon biennial renewal of the- prov1der s clinical privileges (para 9-4¢(6)),-PCS, or separation from service/ . - ---- ----

employment. The original will be placed in the PCF with a copy furnished to the provider.

Note. Providers will transition to use of the revised privileging documents addressed below at their next reappraisal/reprivileging
opportunity.

(1) DA Form 4691. DA Form 4691 provides a synopsis of the provider’s education and experience at the time of

initial apphcatlon for clinical pnvﬂeges and medical staff appointment (if applicable). It includes professional educa-
tion, postgraduate training, previous clinical assignments, specialty board certification, professional society member-
ship, and credentials action history. For the provider with continuous Federal service, DA Form 4691 is completed only
once, at the provider’s first military duty station or place of DOD employment. For all categories of providers with
noncontinuous Federal service (that is, there is a lapse in clinical prlvxleges/staff appointment within the DOD), this
form must be completed if the interval between periods of service is greater than 180 days. Initial clinical privileges
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periods of service of léss than 180 days, to request renewal of clinical privileges and medical staff 1eappomtment
Information entered on this form relates to the piovider’s professional activities (for example, education, experience,
professional recognition, and so forth) since the previous application for clinical privileges and medical staff
appointment.

(3) DA Form 5374. This form contains provider-specific performance data, both qualitative and quantitative. It is
used to evaluate the provider’s demonstrated clinical performance according to established standards and compared to
that of his/her peers. In conjunction with DA Form 5441-series, this two-page assessment contains evidence of the
individual’s competence, skills, and abilities, and provides objective and subjective data upon which to base award/
renewal of clinical privileges and appointment/reappointment to the medical staff.

(4) DA Form 5440. The appropriate discipline-specific DA Form 5440 (as delineated in app A) will be used to
document the request by the provider for clinical privileges and the recommendation for approval by the department/
service chief and the credentials committee. Any variance between the privileges requested by the provider and the
privileges recommended for approval by the supervisor should be discussed prior to submission of the DA Form 5440.
Any unresolved discrepancies must be explained in Section II, Comments, for consideration by the credentials
committee. These forms may contain categorical (patient risk and provider training requixements) and itemized disease
-and procedure-besed privileging information hy.disciplinc,.The disczaerelated and proce:t..rat-content -7 tis form will
be individualized to address the current competency of the provider requesting privileges as well as the needs and
capabilities of the MTF The requirements for resuiency training and board cemﬁcahon as stated on the DA Form 5440
cunnot be changod at the socal level. The entive DA Tin S440-sciies is avuilabie in the AMEDD Elewwronic roms
Sumport System and af BHP//WWW.ADS.QHn) i UB AT ...i~“SPUuJO}.uHa}’]g€_£dbp ior pristing anl vt fudai soprudoe
omoon R4 by H-inch paper.
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(6) DA Form 54404. DA Form 5440A is used to ‘record executive-level medical staff recommendations and
decxslons by thc commander concerning the clinical privileges and medical/dental staff appointment (if applicable) of

AT e R

(77 DA Forme o<1 The discipiinz-specific DA Fonp 53441 will be used to evaluaie the provider's competence and
skill in the performance of his/her clinical privileges. Appendix A contains a listing of forms in the 5441-series. The
content of this document corresponds to the privileges of the specialty as outlined on the DA Form 5440.

(8) DA Form 5753 (USAR or 4RNG 4pplzca1‘10,7 for Clinical Privileges to Perform Active or Inactive Duty

- Training). This torm is obuolete and is replaced by revised DA Form 4691 (for initial pnwlugcs; or DA Form 46911

(for privilege renewal) which me used for_clinical puvxieomo by both AA/USAR/ARNG.

(%) DA Form 3754. All privileged providers will complete a DA Form 5754, DA _Form. 5754 provxdes information
“on licensure, malpractice, clinical privileges, and conditions that may impact the individual’s abihty to deliver care.
The form is completed 23 part o{ the initial dmhr‘a*ion for clirical mwi}ooec and at each suhsequent rcnes&a] of
privileges, - - SATes R R

b. Initial applzcatzon for przvzleges

(1) Upon arrival at the first duty station or. place,
5. The quuvst will’ mcluﬁe the. -fell

o

. (@) DA-Form 4691. - i T

(b) The appropriate DA Form 5440 with the prov1der completmg the column on the eﬂ 51de of the form by properly
coding the specific category of privileges requested, if applicable, and each individually listed privilege.

(c) For the newly graduated provider requesting privileges for the first time, DA Forms 5440, 5441, and 5374, if
available, (prepared.by. the clinical director/faculty) document his/her competence, skill, and ability in the training
setung. (See para 4(3) below.) For providers currently involved in civilian practice or those with a lapse in privileges/
staff appointment in the DOD of greater than 180 days, the most current evaluation of clinical performance (DA Forms
5441 and 5374) and peer recommendations contained in the PCF will substitute.

(d) DA Form 5754 completed and signed by the provider.

(e). All verified/validated credentials-and. other documents; as reguired-in paragraph 8-7.

() Evidence that a CHBC has been initiated as per the Crime Control Act of 1990 (42 USC 13041) and AR 608-10
for individuals (contract/volunteer) who provide health care or other services for children under the age of 18 years.
(Also see para 8-70.)

(2) The request will be reviewed by the department or service chief who will properly code each category, if
applicable, and privilege in the appropriate column of the DA Form 5440. The recommendation by the department or
service chief for the award or the limitation of privileges requested will include specific rationale or justification of

66 ! AR 40-68 - 26 February 2004

(2) DA Form 46%1-1 (izew) DA Forn 4691=1 {5 uged by providers “with contintious rederal sefvice, or a lapse’in~

his blank form is «sed as a contine -t S PR PRI




o
;

- ----same_in the “Comments” area ‘(Sec ion. II) “The:request: will- then:be:_forwarded to..the. MTF. credentlals commxttee/
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(3) The provider’s vahdated creden‘clals (paxa 8~7)and the- completed” DA Forms- 4691 and 5440 series serve as the
basis for the granting of clinical privileges. The credentials committee/function will forward its recommendation for
clinical privileges and medical/dental staff appointment (if applicable) through the ECMS/ECDS (AA facilities and
USAR/ARNG units wherever feasible) to the facility commander.
(4) The commander is the approving authority for the award of clinical privileges and medical/dental staff appoint-
ment. The commander’s signature on DA Form 5440A authorizes clinical privileges and staff appointment, if appropri-
ate, based on the individual provider’s licensure, education and training, experience, and his/her demonstrated
professional competence.
(a) DA Form 5440A will be used to record the executive level medical staff recommendations and the commander’s
decision concerning the clinical privileges and medical/dental staff appointment of providers. Credentials committee/
function minutes/reports will reflect deliberations made by this committee regarding both privileging and appointment
status for each provider.
(b) The type of medical/dental staff appointment, if applicable, will be recorded in Block 6b, DA Form 5440A.
(c) Block 6¢c of DA Form 5440A will reflect the current recognized privileging category. Block 6d notes admitting
privileges.
 (d) Signature by the department/service chief and the chairperson of the credentials committee affirms that a review
”‘Zwas made of the provider’s primary-source-vérified-licensure, education and training, experience, capability to perform - -
" the requested privileges, and documented current competence. Age groups for whom the provider will render health
. care services are indicated in block 6g. Any age or patient population-specific comments will be included in block 7.
{e) For providers who are assigned to one department/serv;ce/chmc and request privileges in another, the discipline-
specific DA Form 5440s will be submitted; the appropriate chiefs in both departments/servxces/cimlcs will be named
and will sign the DA Form 5440A. Block 7 may be used for the additional signatures.
" (/) When privileges are modified from those requested, the reason will be stated~in block-7. {Examp]es of such
reasons include lack of technological resources, lack of support staff, privileges unauthorized by the AMEDD, lack of
pravider credentials, lack of demonstrated competency, or lack of professional performance.)
(5) The authenticated copies of DA- Forms 5440 and 5440A serve as notification to the provider of the award/
renewal of his/her clinical privileges and medical staff appointment. A cover memorandum to the provider may also be
prepared. (See fig 9-1.) The provider must acknowledge receipt of these documents by signed memorandum returned
to. the PCF manager. (See fig 9-2.) The origingl DA Forms 5440, S44DA, 4691, and 5754 will ained i the
provider’s PCF with copies returned to the provider.
¢. Periodic reappraisal and renewal of privileges.
(1) Provider performance will be continuously monitored through facility-specific ongoing performance assessment -
activities to ensure that quality patient care is rendered. Providers are responsible for submitting CME, continuing
dental education, or documentation of other discipline-specific professional education, licensure renewals, BLS certifi-
cation_renewals, and other certification renewals or credential updates to the PCF manager in a timely manner.
* {2) Clinical privileges are in effect for-a period not to' exceed 24 months from the“date granted. It is the' ~ -
respons1b111ty of each provider to request the renewal of his/her clinical privileges and medical/dental staff appointment
i (1f applicable) every 2 years. The reguest for renewal will be submitted far enough in ddvance t0 permit an evaluationj‘ T
© 6f current clinical privileges and perfurimance. Failure to request . rencwal in a. timely fashion may resultin: the— o Lo
‘ explratlon of the provider’s piivileges. . _. . . _ . L o
- (3).:For clinical privileges renewal, DA 4621 1 wxll hesubm]tted Applopnate a.tlachments Anclude a new DA, Form Lo
.5440-and 5754 completed an ned by the prowder and DA Forms 5441 and 5374 prepared by the md1v1dua1 s
department/serwce chief. B
(4) DA Forni5441 documents the assessment of the provxder 8 performance of cuxrently assxgned prlvﬂeges and hlS/
her professional performance according to established standards. Reappraisal and remewal of clinical privileges are
based on provider performance, facility capabilities, and the needs of the beneficiaries. (See app A for a complete
listing of the DA Forms 5440 and 5441 series.)
(a) The ¢ prmlege% performed” and evaluated on DA Form 5441 must be identical to the * prmleges delineated” as
requested on DA Form 5440.
(b) When privileges are to be modified because of the performance reappraisal, the reason will be stated under
“Comments” on DA Form 5441].
(c) DA Form 5374 will be used to evaluate professional clinical and interpersonal skills. It will be completed by the - -~ --~
department/service/clinic chief and will include both qualitative and quantitative performance data. The assessment will
address the individual’s clinical and technical skills based on locally determined performance criteria, as well as a
comparative analysis of the provider’s performance in relation to aggregate data from a representative peer group
sample. The comparative analysis that is performed should contain both intra- and inter-facility data.
(5) A review of provider credentials will be conducted. Privilege reappraisal and subsequent renewal will be based

Yo mes
o siiat
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-'on_:education,:—trainin.g, experience;-clinical serformance .smmmtjons,:prmix‘erac v

activities, “’plowdm § *capabi ~perfe he-requested- privi:
'(6 j If the provider’s performance is deenied v be substandard; or Ot CUrrent, ennanced SUpervision may“be required -
for a period of time as specified by the commander (para e below), or remedial training may be warranted (para f
below)

(7) At the time of privilege reappraisal/renewal, other than current data may be removed from the PAF and
destroyed (or given to the provider). This will take place only after it has been determined, based on credentials
committee criteria, that this information is reflected accurately and completely in the current performance appraisal and
other privilege delineation information contained in the PCF.

(8) The authenticated DA Forms 5440 and 5440A serve as notification to the provider of the renewal of his/her
clinical privileges and medical staff appointment. A cover memorandum to the provider may also be prepared. (See fig
9-1.) The provider must acknowledge receipt of these documents by signed memorandum returned to the PCF
manager. (See fig 9-2.) The original DA Forms 5440, 54404, 5441, 4691-1, and 5754 will be maintained in the
provider’s PCF with copies returned to the provider.

d. Application for renewal of privileges following PCS or permanent transfer.

(1) Upon notification of the provider’s impending PCS/transfer to another MTF, the losing unit will complete new
DA Forms 5441 and 5374. The biennial appraisal will be considered current if it was completed within 6 months of
departure The credentials manager of the losing MTF will forward these forms together thh the PCF and the
~gavider’s CCQAS file; by -certified. revass: kt,CC]pt ssqussted et 4o the res saude-The files-wil *-2 forwardsd -5
enough in advance to ensure arrival at the receiving facil 1ty at least 15 days prlor to the provider’s reportmg date. Any
documents that have not been included in the PCF, prior to its release. will be forwarded at the earliest possible

opoonum[v it the gdmmu 1acxhty has not reeeivea these Jdoca.ients upon he DID\/MSI’ s armval, 1mmcuwlc acton

bx'uu’u Ve taXCi W ocae (NESE SenSitive ics.
‘g =TF will use this docui-o ~sis for initiating chinices privil o ane medical/dei-
worie =otioes, The PEF il feeieie the secen: inical performance aj Foriry
74y, even 1f the pr owdex transfers to a le"xdcnun of administrative ition involvir
3 t s {para Qe

3) W]m the release ot LLQAb version 2.6, the data contained in th]s restricted-access data base—in CO]’]JLIHCUOH
with DA Forms 5374 and 5441—will famhtate the privileging of newly assigned providers. Preliminary review of
credentials for privileging and medical staff appointment can begin in advance of the provider’s actual arrival or the

cal practice or to

(4 Eiectronic. telephonic cormusication between facihty credentials managers regarding providers in transit is
likewise encouraged. The information documented as a result of these interactions may serve in place of the actual
forms in the privileging process. Any credentialing/privileging action taken by the credentials committee based on other
than. actual documents in the PCF will be annotated in meeting minutcc/rcports Verification of receipt of the
‘documeni(s) in qguestion, and that it i in order, will be noted in subséquent meeting minutes/reports.

. (5) Upon arrival at the new -duty. station_or place-of employment, the provider will submit a request for renewal of
clinical privileges and, if applicable, medical/dental <taff appointment. The request will include the documents noted
above. Transfer betweenn AMEDD facilities is considered continuous DOD service under the same GB (TSG) and,
‘provided - the- <i1puhhon° of 1 pa*agiapb 0(1) 1bw> are 1 ewal: Jf pr av*m p'
Credppoiniment dre appropriatel’ A R :
(6) The prov1der (AA/U SAR/ARNG) Wlll apply for privileges 1mmed1ately but in no case later than 5 duty days ( 1()
!

duty day

~care activities:-

s-appropriate: “All providers must be -priviteged prict-io-being ivolved-in or-assighed to- patient

e. Enhanced supervision for providers.

(1) Enhanced supervision is not an adverse privileging action against a provider. It does not alter the individual’s
medical/dental staff appointment status nor does it reduce the provider’s category of privileges as awarded by the
mstitution. ) ) )

(2) Enhanced supervision for up to 6 months (with extension granted on an ‘individual basis) may be required when,
in the best interest of quality patient care, the privileged provider’s performance warrants closer attention or scrutiny.
Some examples include—

(a) Following a PCS move or during a TDY to ensure full clinical competence.

(b). When privileges for a new procedure or technology -are -considered. -

(c) For providers returning to clinical practice following an extended absence from panent care responmbihtxes

(d) For the novice provider who is developing his/her clinical practice skills.

(3) Although only the initial category of medical/dental privileges/staff appointment specifically requires review of
the medical/dental staff member’s performance, this does not preclude enhanced supervision or performance review of
providers in an active, affiliate, or temporary appointment status or providers who do not have a medical/dental staff
appointment.
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w(4)=Routine;-ongoing performance .assessment: is. the basis. for-all .- PLactivities: and:is:essential. for-providers. with.all ..
-types:.of medical/dental-.staff .appointments. and-all-categories- of privileges: - FThe-eredentials-committee/function: wx_llw

needs.

(a) The requirement for enhanced supervision will be indicated in block 6e of DA Form 5440A. The provider’s
performance will be reviewed by the credentials committee upon completion of the specified time period for the
supervision. If it is determined that the supervision is no longer required, a new annotation will be made in block 5.
The appropriate credential committee/function minutes/report will reflect this decision. The provider’s privileging
period will not change.

(b) The requirement for supervision to determine or monitor the clinical competence of newly assigned providers
those who practice mfrequently, or those requesting new privileges is not considered adverse and does not require
reporting.

(c) If the period required for enhanced supervision is greater than 12 months, remed;a training for the privileged
provider should be considered.

(d) In contrast to the above, requirements for supervision resulting from an adverse privileging action (for example,
restriction of privileges) will be reported as adverse according to the procedures outlined in paragraph 10-6/(5).

f- Formal remedial training program. .
(1) When a provider with clinical privileges fails to maintain required proficiency levels to practice in his/her
£=5pecialty, at the discretion of the commander; a remedial-training: plan designed-to-enhance -proficiency levels may be
*  implemented. The decision to implement a formal remedial training program must be based on the individual
circumstances of the provider and any additional unit-related considerations.

(2) The formal remedial training program, as addressed here, is appropriate for AD service-obligated providers who
have had their privileges either suspended or restricted by the facility commander. (See para 10-6/3).) Prowdels Who
have had their privileges reduced or revoked are not eligible for remedial training.

(3) The unique nature of ‘each situation nccessitates an individualized approach to determining the fength of the
formal- training, the location, and other specifics. -

{4) In the-interest of the privileged provider, this training is-best accomplished after PCS to a new assignment or
during- a-peried of TDY. - - -

(5) Requests for remedial training will be initiated by the provider’s current MTF commander and forwarded
through the next higher headquarters to Commander, USAMEDCOM, ATTN: MCHO-CL-Q, 2050 Worth Road, Fort
Sam Houston, TX 78234-6010. Requests concerning dentists will be forwarded 10 the Commander, USADENCOM,
ATTN: MCDS, 2050 Worth Road, Fort Sam Houston, TX 78234-6004. Specific criteria defining the expected trainee
outcomes will be included as part of the request.

: --.(6). The "goals,-duration, and location of remedial training will be addressed in recommendations to TSG by the
Commander, USAMEDCOM; ATTN: MCHO-CL~Q, 2050 Worth Road, Fort Sam Houston, TX 78234-6010 or the
Commander, USADENCOM, ATTN: MCDS, 2050 Worth Road, Fort Sam Houston TX 78234-6004 in consul\amon
with_the -appropriate specialty consultant to, TSG.- s IEIN
<~(a) The ‘decision will be-coordinated with-the MTF commander or demgnee the MTF commander or- des1gnee at the .
training site, and, if necessary, the Health Serv1ces D1v151on HRC ATTN TAPC—MSR 200 Stovall Street
“Alexandria; VA®22332-0002. R o

(B The respective corps chicf or designce Has Final approval of the remedial tralmng p]an R

(c). The Chief, QMD, USAMEDCOM, ATTN: MCHO-CL-Q, 2050 Worth Road, Fort Sam Houston, TX .. .

7 178234-6010" will be kept mformed of the' pnvﬂeged prov1der s-progress. in-the . remedial: prog1am and the” ultlmate.ﬁ LIl
- outcome T 2o i e e L

) GeneraHy, an mdmdual {défititied as needmg remedlal‘trammg will be’ 'asmgned to 4n’ MTF that is at95 percerit
or higher fill against the authorizations in his/her specific AOC or as determined by the TSG consultant in the AOC/
ASI. At the time the provider in remedial training retumns to full practice, he/she may be slotted against a valid
authorization. The provider may be retained at the facility that provided the training, returned to his/her original unit, or
reagsigned to a new duty station. Coordination for reassignment will be accomplished by HRC in COI’IJUHCUOH with the _
appropriate TSG specialty consultant.

(8) Providers who do not successfully complete remedial training may be processed for separatlon under the
provisions of AR 600-8-24 or AR 135-175, as appropriate.

(9) In contrast to formal remedial training, informal training may be utilized for any category/discipline of provider/

--recommend, for the commander*s-approval; the-spectfic enharced supervision requirements-based upon ‘the provider’s—- - -

professional at any -time. This-is coordinated at the -local-level by the individual’s-chain of command. The-USAR/- -~ = -

ARNG provider who wishes to re-establish clinical competency may request, through his/her chain of command, an AT
opportunity for skills enhancement purposes.

g Modification of privileges at the request of the provider.

(1) If a provider requests modification of his/her clinical privileges for the upcoming period, a new DA Form 5440
will be prepared with the specific privileges to be modified appropriately coded. The requested modification may be for
augmentation or reduction of privileges. If the request is for an augmentation of privileges, documentation of
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- yssessients will befiled in the PAF Other docunientation such a5 fettery of appreciation; patient complain:s,” it ot‘i:l’""" R
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~ evaluation and subsequent action by the credentials committee:” :
(2) If the modification reduces the provider’s privileges, written justification lel be submltted with the DA Form

5440. The credentials committee will determine if—

(a) The request is warranted and what accommodations are appropriate considering the individual’s special needs
associated with a medical condition or other documented situation related to performance deficit(s).

(b) The privileged provider will undergo a period of structured training. If the training is approved (does not include
the formal remedial training described above), the temporary modification of privileges, if 30 days or less, will not
result in an adverse privileging action.

(e) A recommendation should be made to change the provider’s AOC or SI and terminate any special pay.

(c) Separation in a less-than-fully-privileged status should be recommended.

(3) A privileged provider cannot voluntarily request a modification of privileges in order to avoid an adverse
privileging action. A voluntary surrender or restriction of privileges while under investigation for possible professional
incompetence or unprofessional conduct, or as part of an agreement with the organization for not conducting an
investigation or professional review action, will be reported to the Commander, USAMEDCOM, ATTN:
MCHO-CL~-Q, 2050 Worth Road, Fort Sam Houston, TX 78234-6010. Such actions may require subsequent reporting
to the NPDB according to paragraph 10—12a(1)

W GPHE participants. -

1) Supervzszon

})11\/11n6

“lar Al

.

C»w and’ fegular pn\nicuc or oy
¢t or ndirect, aficrded L.;c"pruudez atus mﬂ be fxppmynute fo the
and the ient’s iilness. (Scc para

1l ol ”‘muv“ PTRaILI suyey crnuf Greti s LU vocunsiution Wi b

»'”'u\/ or bval\LbIOn LG
1o pronress the risk of the 'p-:'vx.wax‘.
S=3AZ)e) e
obtained for any patient for whom a substantial risk is implied or the dlagnoms is obscule Thls consultation will be
documented on SF 509 (Medical Record-Progress Notes), on SF 513, or on SF 600. (See AR 40-66 for instructions on
t‘ne use of these ﬂmm) q!tuaﬁon@ hf*t reayire nwnd"ltm’v dircct supervision will be identified by the program

P sy O R IV cvnded 1o ol Coinv oo

)
Y e 1Y

{2} P/m/ev(,a/ma]j appomunemjo, eligible irainees. Fellows and other plmleged picmdcrs involved in a second
residency may apply for regular privileges in their primary specialty (for example, fellows in plastic surgery who are
eligible for-regular privileges in otolaryngology may apply for otolaryngology privileges; eligible pediatricians in

endwczmok‘ﬁv fc‘*'v‘vx'thps may apply for pediatric privi eges) These providers may be granted either an active or
cipation in medical swaff activitics or an initial appointment if

ate appointment according 1o thelr expected parfic
they have.not held:a medical staff appointment-in a DOD- facility during the past 180 days. .

(3) Training credentials files (TCFs) A TCF and & PAT will & developed and mdimtained during GPHE for interns, -
and other trainees (alI dlsmphnes) in mxhtary trammg programs, for Whom a PCF has not yet been
,' He TCF will be i : icd copies ‘of d;plomaq
‘ uc‘,armg hotise reports, Hiiing : culuin vitae, .and other
. documents as appropriate. TCFs and PAFS w111 be malntamed by the GME d1rect0r or as indicated by the commander.
L Pérformanse assessments ‘will he conducted -at-lenst .2very, 5 months; on an.snnual basis.the- department.chief. will -
- provide a written recommendation to anprove/dlsﬂpprnve matriculation-to the next year’s 1rammg Tevel. All such: -

reports that may lend themselves to trending or profiling the trainee’s performance will also be filed in his/her PAF.

(4) Clinical performance evaluation. Prior to completion of the clinical training program, trainees will submit the
appropriate discipline-specific DA Form 5440 through their service and department chiefs to the GPHE commlt’[ee
(military setting) or to their faculty advisor/vreceptor (civilian setting). The trainee, hased on a self-anpraisal,
attesting to his/her current level of competence reiated to privileges appropriate to histher specialty.

(a) One month prior to completion of the training, the trainee’s clinical supervisor will complete, and the GPHE
committee (or committee with comparable professional oversight authority) will authenticate, DA Forms 5441 and
5374. These documents address the trainee’s professional skills, abilities, and competence and reflect recommendations
for clinical-privileges at the provider’s subsequent duty assignment based.on his/her performance during training. DA
Forms 5440, 5441, and 5374 will become a permanent part of the TCF. The information contained in the TCF becomes
the basis for the PCF.

() The GPHE committee will decide which, if any, of the interval performance assessments and other data
accumulated during the training period will remain in the TCF. In instances where an MTF GPHE committee does not
exist, a comparable line of academic authority must be locally established based on the availability of professional
resources. The MTF commander will delegate responsibility for the duties performed by the GPHE office/committee, ‘;‘
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.. fer-academic/clinical. oversight; and-for: documentation -of - the.trainee’s -clinical: competence, asmappropn'ate The TCE oo
- "‘lel be-ferwarded bycertified-return-receipt-requested- mail;- to-the- credentials-coordinator- at- the -gaining: facility to- -
arrive 15-days prior to PCS:In the-absence-of GPHE committee; as a mrinimumr DA-Forms 54460, 544 1;-and 5374 wﬂl""“ —
be forwarded by the supervisor through the credentials committee/function to the trainee’s next unit of assignment.

(c) DA Forms 5440, 5441, and 5374 are available at Web site http://www.apd.army.mil/. Each corps will ensure that

instructions for proper completion, authentication, and transmittal to the first unit of assignment are provided to
military and GS civilian trainees enrolled in civilian GPHE/long-term health education and training clinical programs.
The trainee will ensure that the completed documents are mailed by the authorized supervisor (program director/faculty
member/preceptor) to the trainee’s first unit of assignment (ATTN: MTF Credentials Office). These documents will not
be relinquished to the trainee. The performance data contained on the DA Forms 5441 and 5374 serve as the basis for
award of initial clinical privileges and professional staff appointment. Clinical performance evaluation is in addition to,
and does not substitute for, the academic evaluation report that is required in accordance with AR 623-1.

(5) Failure to complete. In the case of a provider’s failure to complete his/her training program or he/she is removed
from a program for lack of competence or for d15c1plmary reasons, the details will be documented in the individual’s
TCF.

(6) Reporting. The administrative management and reporting of providers who fail to complete or are removed from
a training program for substandard performance or unprofessional conduct will be made according to paragraphs 97,
10-13, and 10-15.

i. Formal on-the-job training (OJT). QJT. programs-involve formal,-structured training-designed to previde knowl-
edge and technical expertise to providers who are expected to receive privileges in a given AOC or SI or for

~augmentation of clinical privileges associated with new technology or a new procedure(s). The commander will require
" a written program of instruction, specific learning objectives, and clearly xdennfed tlammg ouicomes for the OJT
- . program.

(1)-Providers with defined prwﬂeges in the same AOC or SI will supervise OJT trainees. The degree of supervision
~will be.appropriatc to each trainec’s level .of progress, the risk of the procedure; and the seriousness of-the patient’s « - -
illness. The trainee will obtain concurrent consultation for any patient for whom a substantial risk is implied or the
~diagnosis is obscure. Situations requiring mandatory direct supervision will be identified in writing by the OJT program

" director/coordinator, and documentation of this réquirement will be provided to all those involved.

(2) Individuals progressing unsatisfactorily in a formal.OJT program will be managed according to established

~ training program procedures.

O : (3) One month prior to completion of training, the preceptor will complete DA Forms 3441 and 5374 which will
. reflect those clinical privileges warranted at the individual’s MTF of assignment based on performance during training.
These forms will be forwarded through the GPHE committee, if one exists, otherwise through the’ credentials
committee, to_the gaining facility. They will be forwarded by certified return receipt requested mail, to the credentials
coordinator at the gaining facility to arrive 15 days prior to PCS. The gaining facility will use this information as the
‘basis for granting cl’inical privileges. These forms become a permanent part of the individual’s PCF.

79-5. Medlcalldental staff appomtment -
a. Appomtment to the médical/dental staff i is ei }f;rocess dlstmct “from that of grantmg ‘clinical privileges. While
.similar data are considered for-these concurrent procedures they are separate. recommendations to the commander by
.. the credentials committee and must be reflected as sich in the credentials committee minutes, DA Form 4691 or DAw- e
Form 4691-1, 51gned by the prwlleged prowder and submitied to the credentials committee, 15 ufilized to request
. clinical pr1v1leges and medlcal/dental‘staff appomtment 1f desnred o . e
b A médical/dental “staff appomtn ) .’,1 i with tEe ‘Thedic alfdental St
. degree to..which the provider partlclpates in, medical/ enta] staff surve;l]ance and rev1ew -as well as. quality 1mpr0ve—
ment activities related to the governance of the medical/dental staff. S
(1) An appointment to the medical/dental staff can be granted only to licensed, certified, or registered providers and
it must be accompanied by the granting of clinical privileges.
~ (2) A medical staff appointment is required for privileged providers to admit patients to inpatient services.
3) Medical staff membership is not required ‘of individually pnvﬂeged nonphysician providers who do not admit
patients, but they may request membership, if desired.
(4) No provider with regular or temporary privileges is precluded from membership on the medical staff solely
because of his/her professional discipline or specialty.
¢. The applicant for medical staff appointment with accompanying privileges will be oriented to pertinent U.S. Army
and MTF procedures, policies, and regulations governing patient care and medical/dental staff responsibilities and
expectations. The applicant will acknowledge in writing his/her intention (an attestation) to abide by these standards.
The MTF is responsible for providing each privileged provider, who is a member of the medical/dental staff, copies.of
any significant revisions to the rules and regulations governing their practice.
d. The type of appointment will vary depending upon the clinical privileges granted, the availability of the provider
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\1) ]im‘zal appomz‘mem

(a) An initial medical/dental staff appomtment is granted to a provider when he/she is first assigned or employed in
a DOD MTF. Or, if the provider (AA/USAR/ARNG) has not held a medical staff appointment in a DOD MTF during
the previous 180 days, an initial appointment is the only appointment that will be granted. This is in the best interest of
quality patient care and is not intended to reflect negatively on the individually privileged provider. The initial
appointment will not exceed a 12-month period.

(b) During the initial appointment period, the privileged staff member’s performance will be under review by the
responsible department/service/clinic chief(s) to determine clinical competence and to evaluate the provider’s knowl-
edge and conduct with respect to the medical/dental staff bylaws, policies, procedures, regulations, and code of
professionateonduct. The commander will determine specific supervisory requirements for the provider when an initial
appointment is granted.

(c) A provider may subsequently be granted either an active or an affiliate medical staff membership depending
upon his/her type of employment or relationship with the medical/dental staff. Advancement from initial to active or
affiliate appointment status is discretionary and is not a right of the appointee. Advancement will depend upon the
appointee’s qualifications, performance, and the needs of the facility. When an appointee is not advanced because of
changing needs of the facﬂlty, the medical/dental staff appomtment will explre this is not considered an adverse

(2) Active appomlment

fa) An active appointment is granted to a provider exercising regular privileges and meeting all qualifications for
membership on the medicat/dentai staft. according to the neeas of the {iovernimeni. after successtully cunplering the
mitiai '\pw\umnenz D(;‘!Ewu. A providsr who has completed an nitial appointment period at another MTF, and has not
: <y be granted an active ppuizuent uror arrival at the new duty -ation. Active
appointmens e period wirteu val., e C
(b ’\'ch,xf'\]/dcnml StaIf n*emht. with active appoinmments will pax’ncspat

21 hylang

iate activities of the

5. and srocedures of

[¢]

the medical staﬂ and are responsxble‘for bemg knowledgeable of the same.

(3) Affiliate appointment.

(a) An aﬁ" xate apr)om*ﬁ*c Nt s frremted to a provider exercmnﬂ regular prxvﬂeoeq md meeting '111 qua n"cahonv for

ey

JEERYE CUEVENNE RS ) it vl’ 1L

ol the Gosg

ERRTR NS B P Covieee . . PP S

AI""IM appo sintment perieod. A prov xdu. W irh an atfiliate appomtment, due to cond fiions of empl oymu , 18 neither
assigned organizational responsibilities of the medical/dental staff nor expected to be a full participant in actlvmes of
the .medical/dental staff. Affiliate appointments will not exceed a..24-month period- without-renewal.
b} The category of affiliate member was created to reHeve certain medical/dental staff members of the requirement
wErve icaily Ustaff committecs, including the ECMS/ECDS. An affiliate membership is. not based on
professional discipline or specmlty but rather on-duty requirements and commitments. Affiliate members may, there-

‘fore, be_precluded. from membership. on. the ECMS/ECDS. and may be relieved of the requirement to. participate in.

other medical/dental staff committees and’ actlvmes Affiliate members, however, will be encouraged to participate in

"*.ent/servite/cﬁnic drm medica /dental 1‘ m ctmg ,xnd Pt activities.” Affiliate members wiil

the, "‘W@maL dental sl and o

o

agree to-abide by

»)« t\ si« P e

&

L policics, an

] ’c/ Afﬂhate Qtatus may e conslde‘ed for conracted staff consultants 6xperts statf i a ThY btaﬁlb resouma‘ -
“ sharing personnek; - part-time - staff,- BSAR/ARNG- providérs—performing individual--duty for training (for example;-

monthly drills) at the MTF, and individual mobilization augmentees (IMAs). Also included are providers who are not
nationals of the U.S. but are rendering care to DOD beneficiaries under an established U.S./foreign country MOU/
MOA.

4 T emporary appointment. A temporary appointment is granted in emergency or disaster situations when time
consuamts wiil not aliow Tull credentials review but when there are pressing paticnt care needs and a temporarily
privileged provider will be admitting patients. The use of temporary appointments should be rare. The temporary
appointment will be time limited and will not exceed 30 days. A complete, thorough credentials review will occur
during the period of the temporary appointment.

. (5). No_appointment.. Providers. without a_license_or other_authorizing document, or who have not been granted.

clinical privileges, will not be appointed to the medical/dental staff. These providers do not share medical/dental staff
responsibility to the GB for medical/dental staff surveillance, review, and quality improvement activities within the
MTF; they are not authorized admitting privileges.

e. When a provider is privileged and appointed to the medical/dental staff, if applicable, the commander will advise
the provider—in writing—of his/her defined privileges and the medical staff appointment that has been granted. DA
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oot acknowledv recemt of the prwﬂeges and profcssmnal statfaappomfrpent ff apphcable by swned memorandum -

9-- 6 Provuder perlIegmg for TDY and other actions involving the PCF

a. Provider TDY.

(1) For providers on TDY for clinical practice to another MTF/unit, the information conveyed in the ICTB is the
basis for making appropriate medical staff appointment and privileging decisions in an expedmous manner. The
sendmg MTF commander, or designee, will ensure that all information communicated in the ICTB is accurate and will
sign the document. The commander’s signature imparts his/her recommendation for subsequent privileges. However,
the gaining institution retains full responsibility and authority for making privileging decisions.

(2) The ICTB, which serves in place of documents contained in the PCF, is joined with the formal application for
privileges (DA 4691 or DA Form 4691-1) and supplants sections of these forms containing essentially like informa- . ..
tion. Every effort must be made to avoid unnecessary duplication of information in the privileging of temporarily

- assigned providers. (See app H for guidance on the preparation of the ICTB.)

(3) When privileges are requested other than those granted at the sending facility, additional documentation will be
provided supporting these new privileges (for example, training documentation or privileging and evaluation documen-
tation from another hospital). The gaining facility will review this documentation, in addition to the ICTB, to evaluate
the provider’s competencies and to determine what privileges will be granted.

{4) After customary departmental/service/clinic .and.credentials committee review-and recommendation, and consid-

eration of the facility’s capability, the gaining MTF commander may grant privileges, with or without modifications,

based on the approved privilege list from the sending MTF/unit. The gaining facility will use DA Form 5440A for
notifying providers of their clinical appointments and for documenting the same. Privileges applied for but not granted,
due to facility-based limitations, are not adverse privileging actions.

{5) The ICTB becomes invalid- upon expiration of the clinical privileges and professional staff appointment (sending

.. facility) on.which it is based. If the provider is assigned-temporarily for several brief periods to the same location,-the
- ICTB remains valid over the duration of the'combined periods, provided the clinical privileges and medical/dental staff

appointment (if applicable) at the sending MTF remain active. If other credentials have expired in the interim,
‘telephonic or message confirmation of the renewal of the credential(s) with the facil ity holding the PCF will suffice. A
new ICTB is not required. A record of the telephone call or the message confirmation will be maintained in the PCF at
the gaining facility. The sending facility will keep an accurate record of each MTF to which an ICTB is sent to ensure
updates on provider status are forwarded as required. The sending MTF will provide a new ICTB whenever the
provider’s privileges change (for example, renewal of privileges, adverse privileging actions, .and so forth).

(6) Performance appraisals received by the provider while practicing under the authority of an ICTB will be
maintained in the PAF and incorporated into his/her clinical privileges reappraisal process. The MTF (sending facility)
credentials committee/function will accept provider performance appraxsals/evaluatlons submitted on the other Services’
forms.

. b Admzm.slmtlve asszgnmem‘ If the privileged provider is a351gned t0.a position involving no clinical practice (for
example USAMEDCOM, MRMC,  AMEDD Center and School) or attends a civilian or mllltary school (other than
GPHE or other graduate. level training for which clinical prmleges are requlred) the PCF and CCQAS prov1der file
. will, be forwarded to the Commander, USAMEDCOM,; ATTN: MCHO-CL-Q, 2050 Worth Road, Fort Sam Houston,
- X 782346010, for other thap DE- providers. Dental officer files-will be sent-to- Comm'mder USADENCOM, ATTN: -
MECDS; 2050 Woith Road, Fort Sam Houston, TX 78234-6004. These files will be held uniil requested If the prov1der

e Acaa’emzc aészgnmam FQL those attendmg Jmhtary gta.duat ,mf:dical/dental educatlon or other graduate leve
professmnal health education, the PCF and CCQAS provider file will be forwarded to the 1n111tary facility conductmg
the internship, residency, or fellowship training. For those attending civilian graduate medical or dental education, the
losing facility will send a copy of the PCF, by certified return receipt requested mail, to the civilian institution and the
orlgmal a]ong with the prov1der S CCQAS file, to the appropnate command as 1dent1ﬁed in paragraph a above.

9-7. Separatlon of privileged prov;ders

a. Military. AA officers who experience a loss of professional qualifications will be processed for ehmmaﬂon in
accordance with the provisions of AR 600-8-24.

b. Civilian. A civilian prOV]dCI s failure to attain or to maintain the required proficiency may be the bas1s for
separation” from Federal service. Commanders Will consider separation under one of the following three options, each
of which requires close coordination and consultation with the servicing CPOC/CPAC, as appropriate:

(1) Separation during probation. If the GS provider is serving as a new DOD employee under a probationary
appointment (initial competitive appointment, typically a 365-day period), he/she may be separated under the provi-
sions of Section 315.804, Title 5, CFR. Such an action should be completed before the end of the last duty day prior to
the provider’s 365th day following appointment. For providers who are in a probationary status, this is the preferred
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~--1emains the same. In these situations; the period-of-

- course. of action: Close scmuny of ernph vees during.thairfirst.year. oﬂxmmlo vment.in.encouraged-to. JdE‘mﬁ,’ potentiali.o
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(2) Separation based on per jo, ‘mance. This opuon is'based on poor performance of o1& Or more - criticel elements in -

a provider’s performance plan and need not include a loss of privileges. This action is taken under the provisions of
Title 5, Part 752, CFR. Organizational leadership must be aware of significant employee rights to include rights to
notice, opportunity to improve, and opportunity to-seek external review.

(3) Separation based on loss of qualifications. This alternative is based on the fact that the provider is no longer
qualified to perform the duties of the position to which he/she was appointed or when misconduct or malfeasance is the
issue. This option may also be exercised if provider misconduct or malfeasance is the issue. (The misconduct must be
related to the individual’s ability to perform the duties of the position, that is, the “nexus” requirement.) In this
instance, there are significant employee rights to notice, hearing, representation, and appeal beyond the agency.

9-8. USAR/ARNG privileging procedures

.a. Privileging at the unit-level. The clinical privileging process for USAR/ARNG privileged providers will meet all
the requirements addressed in this chapter. Privileging of USAR/ARNG commanders will be coordinated with the next
higher medical headquarters or the State Surgeon’s office, as appropriate.

(1) USAR/ARNG providers will complete DA Form 4691 at the time of initial application for unit-level privileges
and submit it to their unit’s credentials committee or other appropriate credentials committee. (See para 8-54(1).)
-Members. of the IRR will-submit DA Form 4691 2! the time. cf.initial application.tc. Commeander. HRC, ATTN:
AHRC-SG, 1 Reserve Way, St. Louis, MO 63132~5200.

(2) Other appropn'ate privileging documents as outlined in paragraphs 9—4a through ¢ will be used to request
N\heccs at a@ic univ devel. Unbi-iovel piviieges wili be based on sssion and/or medivu taskings [rom higher

Ty RO A icngih o uoty yufouned For

ihe exivil w n! wir pivile s we granied sy diifer based v

Gers assigned Lo ibe moreguest duty at an AA M Pl dnagmvcnt Directorate /il
npietion of tho gpprovrizic privileging f“c““w otk 2N ‘bee narn b below.)
{3) The oniginals of cach Duv'}ecn\* forms (DA Fo m 4691, 46911, 4440 S440A, and 5754} are maintained in the

b. anz/eamg j()r LSAR/AR[\’(J training or a’uty ar A4 MTFs.
(1) The provider documentation that will be forwarded to the AA MTF includes an ICTB generated by the unit and
the attﬁchments as spemﬁed m pamcraph 8-11b. The USAR/ARNG umt commander/brate Qurceon wm recommend

CTT o

credeniiuls comnines f ,.x’;'non wiil u;\n,g,mu; ihe IOV g witl gttachments provided by e UbAR/ARNG wit into its
routine privileging process.

(2) Given the organizational structure and mission.of HRC and the NAAD, traditional credentials committee
function is not practical. Thus the Director, Quality Management Directorate, HRC Health Services and the Command-
or, NAAD may recommend that privileges be granted based upon direct review of the PCF without the preliminary

actlon (review and recommendations) by a credentials committee. . . -

(3) LJSAR/ARNG providers who cannot supply documentation- fo- support eurrent Chnwal competence may be

subject to an evaluative AT period of duty. This is not considered an adverse privileging action. There will be
engrdination- between the unit of asygnment/attachmcz1t and 11<"ﬂef~headc arters  to 'dennﬁ/~
date the heslth care Provider for the-evahis i 1

14 days.
G A current ICTB and other swpomng docume
~;s;iuatxons where USAR/ARNG provn,er trammg [slet

”fathv n are Aequlred for ‘eacy penod of AT, ADT, or IDT except in
s at the same -AA facility, and his/her ¢finical scope of practice
appointment has been granted and up to 24 months if the provider holds a professional staff appointment.

(5) If the USAR/ARNG provider’s scope of privileges is limited due to the inability of the AA MTF to support
specific practices, the limitations will be annotated in the “Comments” section of DA Form 5440A. This is not
considered an adverse privileging action and does not require reporting.

(6) i1 an USAR/ARNG provider’s privileges are denied, or if in the pertormance oi duty his/her privileges are
restricted due to professional incompetence or misconduct, the Commander, USAMEDCOM, ATTN: MCHO-CL-Q,
2050 Worth Road, Fort Sam Houston, TX 78234-6010 will be notified according to paragraph 10-16b. The
USAMEDCOM will then notify the following as appropriate:

(a) IRR and IMA_members. Commander, HRC, ATTN: AHRC-SG, 1 Reserve Way, St. Louis, MO 63132-5200.

(b) USAR TPU members. Through Commander, USARC, ATTN: AFRC-MD, 1401 Deshler Street SW, Fort
McPherson, GA 30330-2000 to the commander, unit of assignment/attachment.

(¢) ARNG. Through the ARNG Readiness Center, ATTN: NGB-ARS, 111 South George Mason Drive, Arlington,
VA 22204-1382, to The Adjutant General, ATTN: State Surgeon and MILPO of the applicable State.

(7) USAR/ARNG providers with recurrent duty at the same AA MTF are eligible and may request an appointment
to the professional staff as described in paragraph 9-5.
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csy physxcal examination-sites,’

1) RPmnff‘ qﬁes are- deﬁned ag- USATL/ARNG~trazmng sites

£

" "Army Materiel Command depots, senii‘active-Fedgralsites; "medlcal readmess*‘arnd training exercises, and field sxte“S““‘

when conducting unit training.

(2) At sites located away from an AA MTF USAR/ARNG providers may be granted pr1v1 eges by the USAR/
ARNG unit commander or State Surgeon to perform unit integrity requirements as identified in paragraph 1-44(5).
These USAR/ARNG providers are subject to credentials review and privileging according to chapters & and 9.

(3) The standard scope of practice for providers at these sites will be based on the appropriate DA Form 5440.

(4) Privileges may be granted by the appropriate GB (or designee) based upon the recommendation of the creden-
tials committee. For RC, this responsibility is delegated to the unit medical or dental commander. There are four
possible scenarios—

(a) The State Surgeon’s credentials committee provides centralized credentialing for all health care providers in the
State and recommends approval of privileges to the State Surgeon. The State Surgeon is the privileging authority.

(b) The participating USAR/ARNG medical unit has sufficient MC staff to form its own credentials committee. The
committee reviews the provider’s PCF and makes recommendations fo the unit commander who is the granting
authority for clinical privileges.

(c) The credentials committee of the medical unit at the next level in the USAR/ARNG chain of command (if the

‘umt does not have its own committee) reviews the provider’s PCF and makes recommendatlons for prmleges to the

unit commander who is the granting authority for clinical privileges.”

(d) If the USAR/ARNG provider will be delivering health care at, or under the supervision of, an AA MTF, the
MTF credentials committee will review the individual’s ICTB and make recommendations to the MTF commander
..Wwho_is the privilege granting authority.

(5) For informational purposes, copies of the USAR/ARNG provider’s privileges granted by the USAR/ARNG
commander, any other relevant clinical privileging documentation, and the ICTB will be forwarded to the DHS within
whose area- the site is located or the exercise takes place:

d. Evaluation of USAR/ARNG providers/activities.

(h Redpgmmi and renewal or modification (augmentation. or restriction) of clinical priviieges will follow the
guidance in this chapter. Evaluations will normally be performed during AT or fol]owmg each AD period of 5 or more
days.

(2) The anpropnate DA Form 5441 will be used to evaluate each AD training peri iod. For USAR/ARNG providers
~who participate in an inactive duty status, evaluation will be conducted futlowing the completion of a ninimum of 24
nonconsecutive inactive duty days. DA Form 5374 will be used to evaluate periods of 1DT. This process allows the
evaluation of performance to be completed, giving consideration to current policies regarding fragmented training or
excused absences from training. The original copy of DA Forms 5441 or 5374 will be included in the PCF. If the PCF
. is maintained by the USAR/ARNG unit, these forms will be forwarded by the AA MTF credentials manager as soon

after completion as possible. A copy may be attached to the ICTB mamtamcd by the AA MTF A copy will also, be

fumlshed to the USAR/ARNG privileged . provider:- -

“2(3) Except for evaluations following éach-AD- peri od of ﬁve or more consecutive days evaluatien of provxders is -
required only once annually.

(4) For evaluation of medical or dental care provxders af remote_ snes the DHS may defer to_the USAR/ARNG “an-

: fsuc ‘médical unit commander. The medical unit commadnder* miay” ve Teqired fo certify by iétiér, at the completion”of
AT that health care (as assessed by current, esmbhshed ObJGCtIVC cnterla) met the requued standards In other trammg :
: h .

(a) Conduct s1te

(b) Accept cemﬁcatlon by the on-site chmcal officer in charge that the quality of care provided by his/her USAR/
ARNG unit or privileged providers meets established performance requirements mandated by provider credentials,
scope of practice, and current professional standards of care. This certification requires a medical or dental staff of
three or.more officers to conduct a quality-of-care review. at.the USAR/ARNG treatment, facility.

(c) Require a retrospective medical record review by the DHS representative. A representative sample of medical
records will be reviewed for quality, medical necessity, and appropriateness of care.

(5) DA Form 5374 and the appropriate DA Form 5441 will be used to record individual clinical performance
evaluations based on type of duty as discussed above.
- (6) State-owned and State-operated ARNG facilities will undergd periodic™site evaluation visits from the ‘area DHS

(or representative) to enable the RMC commander to fulfill his/her technical oversight responsibility (AR 10-87).
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';""?'LJFFI ESYMBOL.(640:10ey.. T T haey. . T

MEMORANDUM FOR (Applicant's Name, Department/Service)
SUBJECT: Clinical Privileges and Medical Staff Appointment Status

1. Your application for clinical privileges and medical staff appointment at (MTF
name) was reviewed by the credentials commitiee at the (date) meeting. Based
on review and recommendations of that committee and the executive committee
of the medical/dental staff, and approval by the commander, (MTF name), clinical
privileges are granted as specified at enclosure (DA Form 5440-XX, Delineation
of Clinical Privileges).

2. You are granted (specify category) privileges for the period (date) through
(date) as specified on DA Form 5440-XX.

acknowledge rece:pt on the a%tached mef{moraodu}n and return the ongmai to the
Credennals Ofﬂce The second Copy of the memorandum a Copy of your

Ao

privileges/meadical staif appou iwment (D A Form 344’&;«‘;, and a copy of re p,em of
supervision, if applicable, are provnded for your files.

Ence Signature Block
1. DA Form 5440- XX' A S Credenhals Manager

3 Plan of supervtsxon (i apphcable)

ngre 9-1. Sample format “for memorandum not:fymg provider of chmca! pnvsleges and medical staff appoin frheiit - staius’
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S: (Suspense date)

PROVIDER'S OFFICE SYMBOL (640-10e) date

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

SUBJECT: Receipt of Notification of Clinicél 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 to appeal the commander's decision,
should | disagree.

(Signature of Provider)

(Typed Name)
(Grade, Corps)

Figure 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 (professional’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 clinical 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 pattern 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 chap 11.)

(6) Documented alcohol or other drug impairment and the individual refuses/fails rehabilitation or a psychiatric
disorder that is not responsive to treatment.

(7) Significant unprofessional conduct.

c. 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 safety and well-being of all patients for whom health care 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 reqmred.

d. When an 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 (privileging/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. SJA coordination will help ensure that appropriate due process and legal rights are afforded from the outset 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 employees. The RMC/RDC will be notified early in the adverse prlvxleglncr/pracme 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.

Note. For any adverse privileging/practice action that involves the USAMEDCOM/USADENCOM, the USAMEDCOM, Office of
the Staff Judge Advocate will review the case file for legal sufficiency prior to final action by TSG.

(2) Civil service (GS) employees. Consultation with the appropriate CPOC/CPAC employee relations specialist
should occur 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 employees. 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.

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 appropriate when there is evidence of incompetence, un-
professional conduct, or impairment and the provider/professional refuses to voluntarily modify or relinquish 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 alcohol/drug impairment (condition) that reduce or prevent the individual from safely executing his/
her responsibilities in providing health care.

c. 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/her 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
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in the same manner as any other request for change of clinical privileges. See chapter 11 for further information
regarding privileging actions and impairments.

d. Actions that do not meet these stated criteria may warrant authorized administrative or legal attention and action,
as appropriate.

e. If warranted, adverse prlvﬂegmg/practlce action must be taken regardless of the individual’s affiliation with the
organization (for example, contracted employee, volunteer) or duty status within the MTF.

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

g. In situations 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 information. 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 pursuant o 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 investigated,
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 occurred, with assistance as
necessary from the RMC/RDC. The MTF will notify the provider/professional of the al}egatlons under review and will
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 involving the MTF commander. 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 is 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 action involving RMC/
RDC or MEDCEN commanders.

d. Use of time lines. Time lines will be specified in calendar days for actions required of the command and in duty
days (that is, actual working days for the individual involved) when related to corresponding actions required of the
provider/professional. If the final day for any specified time line falls on a weekend or Federal (or training) holiday,
the time line will be extended to the MTF’s next business/duty day. 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 CJA is encouraged to ensure
the Privacy Act rights of the provider/professional 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 to abeyance of privileges/practice is at 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.
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f- Information to State and other regulatory” agencies. Every effort must be made at the local level, and by
appropriate USAMEDCOM QMD staff, to assist in the investigation of the incident(s) by State boards or other

COM QMD The MTF documentatlon submxtted to the USAMEDCOM (for example, DD Form 2499 other suppomng
data) should be as complete and accurate as possible to facilitate appropriate action against the individual’s license by
the State licensing or other regulatory agencies. Should the State/regulatory agency require additional facts to fairly
evaluate the provider/professional in question, the USAMEDCOM will assist by contacting the facility-level POC who
has credible knowledge of the situation being reported.

10-6. Invoking an adverse privileging/practice action

When a provider’s conduct, 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.

(1) 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 is not
well defined. In any case, prudence dictates that the individual not be permitted to render patient care. During the
period of abeyance the provider is assigned to nonclinical duties until the investigation is complete. DD 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 31st 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 associated 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 privileges: summary suspension (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 reevaluation, targeted training, or rehabilitation is completed.

(a) 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 a timely manner in order to reinstate the individual’s privileges/practice, if warramed or
to proceed with other appropriate interventions or an adverse privileging/practice action.

(b) 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 notification of suspension. A summary suspension of privileges/practice will
last only 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 reportable to
the NPDB (see para 14-3b), summary 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, ATTN:
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 into the PCF.

(3) A suspension of privileges (final determination) is an adverse pnvﬂecmg action and, therefore, must be
identified as such. Suspensmns must be disclosed when applying for future privileges, 11censure/certlﬁcatxon/reglstra—
tion, or malpractice insurance. The suspension must be disclosed even if subsequent action results 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.
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(1) Privileged provider or professional.

(a) 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 results of the process will be reviewed by the credentials committee.

(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.

(c) In addition, the notification must state that an abeyance not resolved within 30 calendar days (or when the
individual terminates his/her relationship with the MTF) 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 normally 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
privileges/professional scope of practice have been either placed in abeyance or summarily suspended. Notification
utilizing 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 transmitted electronically to the Commander, USAMEDCOM, ATTN: MCHO-CL-Q,
2050 Worth Road, Fort Sam Houston, TX 78234-6010, with copy furnished to the RMC or other higher headquarters,
as appropriate.

(c) The USAMEDCOM QMD is responsible for relaying information to TSG, as appropriate. Followup documenta-
tion on DD Form 2499 will be according to the requlrements of paragraph 10-14.

d. The COM QA investigation.

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

(a) The MTF commander (designee) will appoint an officer (a disinterested third party), pursuant to the authority of
this regulation, to conduct the investigation and to report the results to the credentials committee or for nonprivileged
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 a comprehensxve independent review of the event, the MTF commander may request that a provider/
professional with the appropriate specialty 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 requested, if
practical, to actively participate in the investigation.

(2) 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 investigating officer’s conclusions or
recommendations.

(b) In select circumstances, the commander need not wait until the conclusion of the investigation to return the
provider to clinical duties. If the early phases of the investigation clearly 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 profeséionals, 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.

e. Credentials committee action.

(1) 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.
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(2) After reviewing the CQM QA investigation report and/or other pertinent information, the credentials committee
chairperson may recommend to the commander that—

(a) 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.

(b) The provider’s clinical privileges currently held in abeyance be summarily suspended pending a formal peer
review.

(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 the RM committee as is customary
for the organization and according to local policy. The appropriate authority, according to local policy, will ensure that
the provider receives written notification of the forthcoming peer review (fig 10‘3) and is-advised of his/her rights to
due process.

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

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

(1) The intent. When a provxder s privileges have been summarily suspended (or otherwise adversely affected), a
peer review (internal or external) will be conducted to evaluate the provider's performance, conduct, or condition to
determine the extent of the problem(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 committee 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.

(c) 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 questions 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 associated 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)(c) 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, grade, years’ experience in the same professional capacity/specialty,
and so forth 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 to perform this function.

(c) 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-
ment System (ARIMS) retention schedule at https://www.arims.army.mil/specifies the period of time this record may
be kept at the MTE. 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 letter 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
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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 guestion: '

(a) The individual’s direct supervisor.

(b) Providers for whom the individual is the supervisor, to include immediate or senjor rater for OERs or endorsing
official for civilian performance appraisals.

(¢) 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.

() 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.

(5) 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:

(a) Reinstatement. The return 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&E. 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 all or a portion of a provider’s privileges resulting from incompetence,
negligence, or unprofessional conduct. (See para b(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 health care procedures within
the scope of his/her 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.

(¢) 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 after 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.

(f) 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, will 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.

(a) The commander has 14 calendar days from receipt of the recommendation(s) to review and to 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.

(b) The commander will provide written notification to the provider of the privileging action to be taken and the
justification for this action addressing all specified allegations (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.

(c) 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 administrative action may be required.
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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 employee’s contracting agency for failure to maintain
conditions of Pmplovaﬂf (civilian/contract),

2. If the provider is to be retained on AD, appropriate personne] or administrative action will be taken to change his/
her AOC or SI and discontinue specialty pay. The MTF commander will make his/her recommendation through the
RMC, through the Commander, USAMEDCOM, ATTN: MCHO-CL-Q, 2050 Worth Road, Fort Sam Houston, TX
78234-6010 to HRC (ATTN: TAPC-OPH appropriate career branch), 200 Stovall Street, Alexandria, VA 22322-0417.
The DTF commander will make his/her recommendations through the RDC, through Commander, USADENCOM,
ATTN: MCDS, 2050 Worth Road, Fort Sam Houston, TX 78234-6004 through the Commander, USAMEDCOM,
ATTN: MCHO-CL~Q, 2050 Worth Road, Fort Sam Houston, TX 78234-6010'to HRC (ATTN: TAPC~OPH appropri-
ate career branch), 200 Stovall Street, Alexandria, VA 22322-0417. See paragraph 10-16e 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 health care personnel committee
(IHCPC) will be appointed to 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 conclusions' 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 health care professional, a copy of the CQM QA investigation, peer
review activity, and the subsequent 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 to the provider, either in person or by certified return receipt requested mail (fig 10-4). The
notification will be made as soon as is practical but in no case later than 14 calendar days after the recommendations
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 commander’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 10-5.) Should
the provider refuse to acknowledge receipt of written notice, a memorandum 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 notification of recommended adverse privileging action, to respond in writing to the credentials
committee chairperson.

(1) Prior to the hearing, the provider wxll 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 prov1der s notice of said action will be
filed in the PCF.

(4) Waiver of hearing and appeal rights will result in a report to the NPDB according to paragraph 14-3b.

(5) Failure on the part of the provider to request a hearing, or failure to appear at the scheduled hearing (absent good
cause), constitutes 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, alternate
means of obtaining his/her personal participation will be offered (for example, written deposition, telephone conference

call).

10-8. Hearing board procedures

a. The senior member of the hearing board will be designated as the chairperson. 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
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for proceedings in a court of law are not applicable. For further guidance, see AR 15-6, 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 mtelhgent reasonable, good faith judgment. The
committee 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 provxslons are not
mandatory.

b. The chairperson of the hearing board will advise the provider in writing (fig 10-6), delivered in person, with
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 SJA for legal advice if desired. Legal representation in this matter is not an
entitlement but may be provided subject to resource 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, consult AR 27-3.

c. 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 and advise the provider during
the hearing and, subject to the discretion of the hearing committee chairperson, they may be permitted to explain the
soldier’s position in this matter (if the individual agrees). They will not be permitted to ask questions, respond to
questions on behalf of the provider, call or question witnesses, or seek to or enter material into 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.

(a) 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 counselor will be
consulted before denying such a request.

(b) The role of the exclusive representative is not wholly passive, although 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 to 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 (para 10-6d(1)), he/she may present exhibits and testimony to the
hearing board. The investigating officer will not participate in board deliberations.

(3) The hearing is considered a formal procedure and, as such, a verbatim transcript of the proceedings will be
made. Coordination will occur with the servicing SJA for a DA court reporter (military or civilian) to be present, if
available. If a reporter is unavailable, a secretary must record the proceedings. MTF funds may not be expended to hire
a contract reporter. Because the hearing is considered a QA activity, covered by 10 USC 1102, no recording devices,
other than that used by the court reporter or secretary to prepare the record, will 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 the findings and recommendations to be made through the ECMS/ECDS (AA
facilities and USAR/ARNG units wherever feasible) to the commander.
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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 a contrary conclusion, that is, evidence which, considering all evidence presented, points to
a particular conclusion as being more credible 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. .

(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. Each member 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 to 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 reviewed and rendered a
formal opinion/vote (that is, acted as investigating officer, peer review panel member) should recuse themselves from
any subsequent proceedings. 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 SJA office. The provider
should be advised of any legal questions as they arise and the answers that were provided by legal counsel.

10-9. Action on hearing recommendations

a. The record of the hearing—including findings and recommendations—will be forwarded to the MTF commander.
A copy of the findings and recommendations (and, if requested, a copy of the hearing transcript) will also be delivered
to the provider. (See fig 10-8.) Receipt of the hearing-related materials will be acknowledged by the provider. (See fig
10-9.) The provider has 10 duty days following receipt of the hearing board recommendations to submit a written
statement of corrections, additions, or other matters related to the hearing that he/she wishes to present to the
commander.

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

(2) All qualified members of the credentials committee (excluding 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 a member of the credentials committee 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 findings and recommendations, for
legal sufficiency prior to action by the commander.

c¢. The commander will review the hearing record (including credentials committee/peer review panel findings and
recommendations 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 furnished 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.

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

10-10. The appeals process
a. When the MTF commander decides to suspend, restrict, reduce, revoke, or deny clinical privileges, the provider
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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) If the provider does not request reconsideration, the adverse privileging action 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.

c. The written appeal and all information pertaining to the case will be submitted through the appropriate RMC/
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 to the appropriate staff office that will
conduct the appeal.

d. The USAMEDCOM QMD will 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 within 45 days of receipt of all materials related to the adverse
privileging action.

e. The appeals board will consist of three privileged providers and is chaired by an officer appointed on standing
orders by TSG to function in this capacity. This may be the DCCS at the RMC level (comparable RDC position), or
the Director, QMD at the USAMEDCOM level or other senior officer as deemed appropriate. It 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 a dentist with no medical facility privileges, the appeals board will consist of three dental
officers. :

(2) If the dentist has medical facility privileges and these privileges 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 involves 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 to 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 mail to the USAMEDCOM for review and approval by the
appellate authority (TSG). The findings and recommendations of the appeals board are advisory in nature and do not
bind the appellate authority. 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, within 45 days
following adjournment of the appeals board, of the decision concerning the appeal. The RMC or MTF commander, as
appropriate, 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.

. 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 skills of the provider is not considered an adverse privileging
action.

i. Administrative action to separate the provider as a result of an adverse privileging action under paragraph 10-12
will normally 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 training 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
135-178 (for enlisted).) When the clinical privileges of a military or civilian provider are denied, suspended, restricted,
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reduced, or revoked, a local command administrative review will be held to determine whether personnel action fo
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-fully-
privileged status or with less-than-full scope of practice, information relative to the adverse privileging/practice action
will be reported. Only TSG is authorized to report AMEDD health care 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). )

(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
associated 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 will be submitted when an unfavorable action or investigation (formal or
informal) is started against a soldier by military or civilian authorities. Soldiers will not automatically be held beyond
their 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 Headquarters, 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 civilian personnel, the management employee relations specialist at
the servicing CPAC should be contacted for guidance.

10-14. Reporting adverse privileging/practice action activities

a. The DD Form 2499 is used to report actions taken against a provider’s privileges or the licensed/certified/
registered professional’s scope of practice.

(1) At the conclusion of the adverse privileging/practice action proceedings, documentation supporting the DD Form
2499 such as 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 annotations contained in this section of the form. ‘

(3) The date the DD Form 2499 is mailed to the USAMEDCOM will be annotated in the top right corner 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 initiation. 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 will 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).

(¢) 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 related to the adverse privileging/practice action will 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-Q)/USADENCOM (MCDS) with copy furnished to the next higher headquarters. Reports will be
submitted every 30 days until 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
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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. '

(5) Administrative or judicial action affecting privileges/practice. If an individual is the subject of an administrative
or judicial action (for example, a court-martial), a DD Form 2499 will 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 health care
institution, the civilian employer will be notified of adverse privileging actions, as they occur, by the MTF commander.
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.

10-15. Reportable acts of unprofessional conduct

a. Health care 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 commander. Although the credentials committee is not a criminal investigative body, it can and will
consider all evidence from such investigations in its deliberations. Whenever a reportable activity is identified, a DD
Form 2499 will be submitted (see para 10-14b), noting any adverse privileging/practice actions that have been taken.

b. An 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 10-5e.)

¢. A DD Form 2499 will be submitted on privileged providers and other nonprivileged health care personnel,
whether licensed or pending licensure, who are convicted, plead guilty, plead nolo contendere, receive a discharge in
lieu of courts-martial, receive a discharge in lieu of criminal investigation, or a less than honorable discharge for
unprofessional conduct. Reporting will occur 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 10-4b.

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.
Initiation 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 assigned 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 initiate 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.

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

(6) For ARNG members assigned 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 to 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 a medical unit without sufficient medical assets
assigned to convene the required committees), the higher commander having a medical authority will direct the
appropriate assets from within his/her command to provide the necessary support.

d. When the USAMEDCOM is notified by a regulatory authority, to include the Federation of State Medical Boards
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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 National 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.

e. A USAR/ARNG provider/professional will be considered for reclassification, branch transfer, or separation if an
adverse privileging/practice action was taken which resulted in a permanent restriction or revocation of clinical
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.

£ Hearing rights and the appeals process will be as described in paragraphs 10-8 and 10-10. TSG is the final appeal

authority.
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Note. For USAR/ARNG providers not currently holding military privileges, two peer recommendations dated within 24 months of
ICTB submission are required attachments. These supplement the contents of paragraph 10 of the ICTB.

(11) Paragraph 11. Privileging sites/activities and contact information.

(a) Include the provider’s current civilian position, place(s) of employment or facility(ies) where privileges are held,
and the specialty(ies) in which the individual is privileged. A POC at each facility (including name, title, address,
telephone number, facsimile number, and so forth) should be included in the event there are questions related to current
civilian privileges. Civilian facilities should receive a release of information signed by the provider and should be
advised that this information will be used for privileging the provider while he/she is on AD.

(b) If the provider is self-employed, provide the individual’s office address, telephone number, and facsimile
number.

(¢) If privileges are held at several civilian facilities, provide the name and location of the place(s) where the
majority of the provider’s practice is conducted.

(12) Paragraph 12. Provider contact information. Include demographic information on how to reach the USAR/
ARNG provider by mail or telephone prior to the individual reporting for TDY.

(13) Paragraph 13. USAR/ARNG training data. Include a listing of recent Reserve training dates, locations, and

type of training performed. ‘

"~ (14) Paragraph 14. Verification of ICTB contents. Include a statement attesting to the fact that the USAR/ARNG
provider’s PCF was reviewed and is accurately reflected in the brief as of the date of the ICTB. A statement indicating
the presence/absence of other relevant information in the PCF will also appear here. (This is a prompt by the computer
at the time the ICTB is generated and is referring to “adverse information” that might be found within the PCF.)
Include any additional information that is relevant to the privileging of the USAR/ARNG provider, as noted above in
paragraph (11) for the ICTB.

(15) Paragraph 15. Other comments. Note any additional remarks pertinent to the provider’s credentials and/or
other privilege-related information. ‘

(16) Paragraph 16. Unit credentials. POC. Indicate a primary POC who has responsibility as the USAR/ARNG unit
credentials manager and can address issues or concerns if a problem arises. Include both telephone. and facsimile
numbers, and electronic mail address, if available. If the credentials manager is not available on a full-time basis, note
an alternate POC (that is, a full-time individual who is authorized access to CCQAS and can answer questions during
weekday duty hours).

(17) Paragraph 17. Commander’s signature. The privileging authority (that is, the USAR/ARNG hospital/unit
commander or designee) will sign and date this document. By signing, he/she is attesting to the accuracy and the
completeness of the information provided. The chief of professional services or an individual designated on an
additional duty appointment may sign for the commander if so authorized. This signature serves as the Commander’s
recommendation that the provider be granted privileges.

¢. The following documents are mandatory attachments to the ICTB for both AA and USAR/ARNG:

(1) A copy of all clinical privileges currently held, both military and civilian (that is, DA Form 5440-series and/or
civilian privileging document(s)).

(2) In instances where the provider does not hold current military privileges, two professional peer recommendations
dated within 24 months of submission.

(3) A completed DA Form 5440 (specific to individual’s AOC).

(4) A completed DA Form 5440A, the top portion only (blocks 1-5).

(5) A completed DA Form 5754,

(6) An authorization document for release of information. This may be specific to the gaining facility, if available.

* Note. For the USAR/ARNG, contact is encouraged with the specific AA facility where the individual is to report for duty. The
USAR/ARNG credentials manager may submit the forms noted above to the AA facility either prior to the ICTB being generated or
with the ICTB once it is prepared. If previously submitted to the gaining facility, these forms are not mandatory attachments at the
time the ICTB is forwarded.

d. The ICTB should be sent to the gaining facility no later than 45 days prior to the start date of duty. This allows
the AA facility sufficient time to conduct the required privileging activities (for example, to process the privileging
forms, conduct the NPDB/HIPDB queries, and integrate the ICTB into the AA facility’s regularly scheduled privileging

process).

Appendix |
Reportable Acts of Misconduct/Unprofessional Conduct for DOD Health Care Personnel

I-1. Acts requiring reporting following command action

Acts of misconduct or unprofessional conduct, or similarly unprofessional actions, will be reported to the Federation of
State Medical Boards (physicians and dentists), National Council for State Boards of Nursing (RN and LPN/LVN), and
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the appropriate State agency or national professional certifying body for all health care personnel, as appropriate,
following command action and completion of applicable appeal procedures in compliance with DOD guidance (DODD
6025.13). The following will be reported upon conviction by court-martial or civilian court or upon other final
disposition, adjudication, or administrative action:

a. Fraud or misrepresentation involving application for enlistment, commission, employment, or affiliation with
DOD service that results in removal from Service.

b. Fraud or misrepresentation involving renewal of contract for professional employment, application for or renewal
of clinical privileges, or extension of a Service obligation.

¢. Proof of cheating on a professional qualifying examination.

d. Entry of guilty, nolo contendere plea, or request for discharge in lieu of courts-martial while charged with a
serious misdemeanor or felony.

e. Abrogating professional responsibility through any of the foHowmg or similarly unprofessional actions:

(1) Deliberately making false or misleading statements to patients regarding clinical skills and/or clinical privileges/
practice.

(2) Willfully or negligently violating the confidentiality between practitioner and patlent except as required by
civilian or military law.

(3) Being impaired by reason of alcohol/other drug abuse and refusing to participate in or failing to complete
rehabilitation.

(4) Intentionally aiding or abetting the practice of medicine or dentistry by obviously incompetent or impaired

© persons.

f. Commission of an act of sexual abuse, misconduct, or exploitation related to clinical activities or non-clinically
related indications of sexual misconduct. Examples include promiscuity, bizarre sexual conduct, indecent exposure,
rape, contributing to the delinquency of a minor, or child molestation. Such activities, in the commander’s judgment,
impair the individual’s overall effectiveness and credibility within the health care system or within his/her professional
or patient communities.

g. Prescribing, selling, administering, giving, or using any drug legally classified as a schedule II controlled
substance, as defined by 21 USC 801-977, intended for use by the practitioner or a family member of the practitioner
without an exception to policy and the expressed written permission of the MTF commander, or admitted misuse of
such substances by the provider/professional.

h. Commission of any offense that is punishable in a civilian court of competent jurisdiction by a fine of more than
$1,000 or confinement for over 30 days for an offense(s) related to professional practice or which impairs the
practitioner’s credibility within the health care system or within his/her professional community.

i. Any violation of the UCMIJ for which the individual was awarded nonjudicial punishment when the offense is
related to the practitioner’s ability to practice his/her profession or which impairs the practitioner’s credibility w1thm
the health care system or within his/her professional community.

J. Fraud under dual compensation provisions of Federal statutes relating to directly or indirectly receiving a fee,
commission, rebate, or other compensation for the treatment of patients eligible for care in a DOD MTF.

k. Failure to report to the privileging authority——

(1) Any disciplinary action taken by professional or governmental organization reportable under this regulation.

(2) Malpractice awards, judgments, or settlements occurring outside DOD facilities.

(3) Any professional sanction taken by a civilian licensing agency or health care facility.

[. Request for administrative discharge in lieu of courts-martial or administrative discharge while charged with any
of the offenses noted above.

I-2. Acts reported following courts-martial or indictment
The following will be reported upon referral for trial by courts-martial or indictment in a civilian court and upon final
verdict, adjudication, or administrative disposition:

a. Offenses punishable by a fine of more than $5,000 or confinement in excess of 1 year by the civilian jurisdiction
in which the alleged offense occurred.

b. Offenses punishable by confinement or imprisonment for more than 365 days under the UCMIJ.

c. Entry of a guilty or nolo contendere plea, or a request for discharge in lieu of courts-martial, while charged with
an offense designated in a or b above.

d. Committing an act of sexual abuse or exploitation in the practice of medicine, dentistry, nursing, or other practice

of health care.
e. Inappropriately receiving compensation for treatment of patients eligible for care in DOD MTFs.
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/. Possessing or using any drug legally classified as a controlled substance for other than acceptable therapeutic
purposes. :

Appendix J
Management Control Evaluation Checklist

J-1. Function
The function covered by this checklist is CQM administration.

J-2. Purpose
The purpose of this checklist is to assist local commanders and the USAMEDCOM QMD in evaluatmg the key
management controls listed below. It is not intended to address all controls.

J-3. Instructions :

Answers must be based on the actual testing of key management controls (for example, document analysis, direct
observation, interviewing, data sampling, or simulation). Answers that indicate deficiencies must be explained and
corrective action indicated in supporting documentation. These key management controls must be formally evaluated at
least once every 5 years. Certification that this evaluation has been conducted must be accomplished on DA Form
11-2-R (Management Control Evaluation Certification Statement).

J-4. Test questions

a. Clinical Quality Management Program. Each MTF has established a comprehenswe, integrated CQMP that is in
compliance with current accrediting/regulatory guidance.

(1) Is there a comprehensive, integrated CQMP in place in the MTF?

(2) Is the MTF CQMP supported by a written CQM plan?

(3) How are providers/professionals being educated about the MTF’s quality issues and initiatives?

(4) How are quality or quality-process issues that are identified by staff or beneficiaries brought to the attention of
the MTF leaders?

(5) Are CQM data collected, analyzed, and utilized by MTF leadership to improve organizational performance?

(6) Are CQMP summary reports prepared and submitted according to applicable regulatory guidance?

(7) Are QA documents and records maintained according to Federal law and applicable DOD guidance?

b. Accreditation program. Compliance with JCAHO accreditation standards is evaluated during the triennial JCAHO
survey process. The standards are outlined in the current JCAHO manual as applicable to the site being surveyed The
survey results are submitted to the USAMEDCOM, QMD.

(1) Did the MTF commander ensure compliance with JCAHO accreditation standards as evidenced by a score of 70
percent or better during its triennial accreditation survey?

(2) Did the MTF submit its JCAHO survey preliminary report and a JCAHO survey after-action report to the
USAMEDCOM, QMD?

(3) Are the latest JCAHO survey grid score results publicly -displayed in the MTF?

c. Patient rights and responsibilities. Each MTF has established processes that ensure patient rights and responsibili-
ties are addressed according to JCAHO standards and DOD requirements.

(1) Does the MTF review and incorporate the facility-specific information from DOD-sponsored beneficiary surveys
into its programs and processes?

(2) Was the MTF in compliance with current JCAHO patient rights standards during its latest JCAHO survey?

(3) Did the MTF commander designate at least one person to be responsible for explaining to beneficiaries their
rights and responsibilities?

(4) Is a health care consumer council in place and functlonmg in the organization? Do the MTF leaders participate
in the activities of this council? What has changed in the organization as a result of this council’s actions?

(5) Did the MTF commander include the status of patient rights implementation in the annual COQMP Summary
Report?

(6) Is an MTF report card posted or visibly dxsplayed” What data are provided and how often is this data updated?

d. Utilization management/outcomes management. Each MTF establishes UM/OM processes to meet JCAHO, DOD,
and USAMEDCOM requirements.

(1) Did the MTF UM/OM plan describe the functions of the staff responsible for UM/OM within the organization as
well as all processes, procedures, and criteria used to evaluate health care and services?

(2) Did the MTF demonstrate quantifiable improvements in the processes and outcomes of care as reflected in the
annual CQMP Summary Report?
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