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TRICARE Reimbursement Manual 6010.58-M, February 1, 2008
Sole Community Hospitals (SCHs)

Chapter 14 Section 1

Sole Community Hospitals (SCHs)

Issue Date: November 6, 2007
Authority: 32 CFR 199.14(a)(1)(ii)(D)(6) 

1.0 APPLICABILITY

This policy is mandatory for the reimbursement of services provided either by network or 
non-network providers. However, alternative network reimbursement methodologies are 
permitted when approved by the TRICARE Management Activity (TMA) and specifically included in 
the network provider agreement.

2.0 DESCRIPTION 

A Sole Community Hospital is a hospital that is designated by the Centers for Medicare and 
Medicaid Services (CMS) as an SCH and meets the applicable requirements established by 32 CFR 
199.6(b)(4)(xvii).

3.0 ISSUE

How are SCHs to be reimbursed?

4.0 POLICY

4.1 Background

Under Title 10, United States Code (USC), Section 1079(j)(2), the amount to be paid to 
hospitals, Skilled Nursing Facilities (SNFs), and other institutional providers under TRICARE, “shall be 
determined to the extent practicable in accordance with the same reimbursement rules as apply to 
payments to providers of services of the same type under Medicare.”

4.2 Payment Method For Inpatient Services

4.2.1 For admissions prior to January 1, 2014, institutional inpatient services (other than 
professional) provided by SCHs shall be reimbursed based on billed charges or negotiated rates.

4.2.2 Primary and Secondary Reimbursement Methodologies

4.2.2.1 For admissions on or after January 1, 2014, inpatient services that are provided by SCHs 
shall be reimbursed using a primary methodology referred to as a Cost-To-Charge Ratio (CCR) 
methodology. That is, claims shall be reimbursed by multiplying the SCH’s specific Medicare overall 
inpatient CCR obtained from the CMS Inpatient Provider Specific File (PSF) by the hospital’s billed 
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charges. However, during the transition period discussed in paragraph 4.2.4, a modified CCR is 
used.

4.2.2.2 Claims shall also be priced using the secondary methodology, i.e., the Diagnosis Related 
Group (DRG)-based payment methodology, for accumulation and subsequent comparison to the 
primary methodology amount at year-end.

4.2.3 Year-End Comparison

4.2.3.1 At year-end, the contractor shall compare the aggregate allowed amount under the 
primary methodology, i.e., the CCR methodology (described in paragraph 4.2.2.1 or 4.2.4 during the 
transition period) to the aggregate allowed amount for the same care under the secondary 
methodology, i.e., the DRG-based payment methodology.

4.2.3.2 In the event that the DRG allowed amount is the greater of the two calculations, the 
contractor shall reimburse the hospital the difference between the aggregate allowed amount 
under the primary cost-based methodology and what would have been allowed under the 
secondary DRG-based methodology.

4.2.3.3 The comparison shall be applied at the end of the TRICARE SCH year, based on a 12 
month period after the effective date of implementation which is January 1, 2014. The first SCH 
year is January 1, 2014 to December 31, 2014.

4.2.3.4 TMA shall provide the contractor a hospital-specific capital adjustment factor in the file 
with the hospital specific CCR. The contractor shall adjust the DRG amount to include capital by 
multiplying the DRG amount by the DRG capital adjustment factor. The DRG capital adjustment 
factor will be equal to one plus a value equal to the capital CCR for a specific hospital divided by its 
operating CCR. For example, if a SCH's operating CCR is 0.35 and its capital CCR is 0.028, then the 
DRG capital adjustment factor would be equal to 1+ (0.028/0.35) which is equal to 1.08.

4.2.4 Transition Period

4.2.4.1 In the Final Rule published in the Federal Register on August 8, 2013, TRICARE created a 
multi-year transition period to buffer the impact from any potential decrease in revenue that 
hospitals may experience during the implementation of a revised SCH inpatient payment system. 
This transition period provides SCHs with sufficient time to adjust and budget for potential revenue 
reductions. The transition is as follows:

TMA will measure the ratio of allowed charges to billed charges during Fiscal Year 2012 
(FY12) (the base year) for inpatient hospitalizations where TRICARE is the primary payer and a ratio 
of allowed to billed charges will be established for each SCH during FY12. This ratio will be used in 
calculating the modified CCR during the transition period. In the first year of the transition, the 
allowed amount for each claim under the modified CCR methodology shall be equal to the billed 
charge multiplied by the modified CCR. The modified CCR is determined separately for each SCH. 
For network hospitals, the modified CCR is equal to the base year ratio of the allowed to billed 
minus 0.10. Each year thereafter the modified CCR will decline by 0.10 until it reaches the SCH’s 
Medicare CCR. The SCH’s specific Medicare CCR is equal to the sum of the SCH’s operating and 
capital CCR taken from the most recently available CMS Inpatient PSF. For non-network SCHs, the 
base year rate will decline by 0.15 each year until the SCH reaches it’s specific Medicare CCR as 
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taken from the most recently available CMs Inpatient PSF.

Example: In the case of a non-network hospital with Medicare CCR of 0.40 and a base year 
allowed-to-billed ratio of 1.0, payment in the first year for an inpatient hospitalization 
claim would be equal to the billed charges on that claim multiplied by a factor of 
0.85. The factor in the second year would be 0.70, in the third year it would be 0.55, in 
the fourth year it would be 0.40, in the fifth year it would be 0.25, and in the sixth year 
it would be 0.10. In no case can the ratio in a year be less than the hospital’s CCR in 
that year. In the case of a network hospital with a Medicare CCR of 0.40 and an 
allowed-to-billed base year ratio of 0.90, payment in the first year for an inpatient 
hospitalization claim would be equal to the billed charges on that claim multiplied by 
0.80. The factors in subsequent years would be 0.70, 0.60, 0.50, 0.40, etc. until the CCR 
is reached.

4.2.4.2 In no year shall the modified CCR fall below the hospital’s overall Medicare CCR, as 
measured by the most recently available inpatient Medicare CCR from the CMS inpatient PSF.

4.2.4.3 Once the hospital reaches its Medicare CCR, the transition is complete for that hospital.

4.2.5 Nursery and Labor/Delivery Adjustment (NLDA)

At the end of a SCH’s transition period, i.e., when the SCH reaches its Medicare CCR, a 
special allowable cost shall be applied to charges for inpatient nursery and labor/delivery DRGs 
(610-613, 631-636, 646-651, 676-681, 765-768, 774, 775, 787-792, and 795). Instead of applying the 
Medicare CCR for these DRGs, TRICARE shall apply 130% of the Medicare CCR.

4.2.6 New SCHs and SCHs Without Inpatient Claims

TRICARE shall pay a new SCH using the average Medicare CCR for all SCHs calculated in 
the most recent year until its Medicare CCR is available in the CMS inpatient PSF. This applies to any 
SCH without a Medicare CCR in the inpatient PSF. TRICARE shall pay hospitals that have a CCR in the 
inpatient PSF and that change their status to an SCH using that Medicare CCR. For SCHs that had no 
inpatient claims from TRICARE immediately prior to implementation of the SCH payment reform 
but do have a claim after implementation of SCH payment reform, TRICARE shall pay them based 
directly on their Medicare CCR.

4.2.7 TMA Data

4.2.7.1 During the transition period, on an annual basis, TMA shall provide the contractors with 
modified CCRs. The overall Medicare CCR is the sum of Medicare’s operating and capital inpatient 
CCRs for each SCH. The operating and capital CCR shall be from the most recently available CMS 
inpatient PSF.

4.2.7.2 Following the transition, TMA will continue to provide the contractors with the TRICARE 
SCH CCR listing by January 1 of each year.

4.2.7.3 The TRICARE SCH CCR listing during the transition period and thereafter shall be effective 
for admissions on and after January 1 of each respective year. The contractors shall use the CCRs on 
the TRICARE SCH CCR listing for the entire TRICARE SCH year, i.e., January 1 through December 31.

C-101, July 23, 2014



TRICARE Reimbursement Manual 6010.58-M, February 1, 2008
Chapter 14, Section 1  

Sole Community Hospitals (SCHs)

4

4.2.7.4 TMA shall also provide the contractors the average Medicare CCR to use for SCHs, without 
a CCR in the inpatient PSF.

4.2.7.5 TMA shall also provide the contractors with a hospital-specific capital adjustment factor 
in the file with the hospital-specific CCR.

4.2.8 Process for SCHs Year One (Effective January 1, 2014 through December 31, 2014) 
and Subsequent Years

4.2.8.1 Approximately three months after the end of the TRICARE SCH year, the contractors shall 
run query reports of claims history and compare the aggregate allowed amount per SCH under the 
cost-based methodology during the previous TRICARE SCH year to the aggregate allowed amount 
per SCH for the same care under the DRG-based payment system methodology (that also includes 
the hospital-specific capital adjustment), for each SCH.

4.2.8.2 In the event that the DRG allowed amount is the greater of the two calculations, the 
contractor shall process adjustment payments per the instructions in Section G of their contract 
under invoice and Payment Non-Underwritten - Non-TEDs, Demonstrations. No payments will be 
sent out without approval from TMA-Aurora (TMA-A), Contract Resource Management (CRM), 
Budget.

4.2.8.3 The year-end adjustments will be paid approximately six months following the end of the 
TRICARE SCH year.

4.2.9 General Temporary Military Contingency Payment Adjustments (GTMCPAs)

4.2.9.1 The TMA Director, or designee, may approve a GTMCPA based on the following:

• The hospital serves a disproportionate share of Active Duty Service Members 
(ADSMs) and Active Duty Dependents (ADDs), i.e., 10% or more of an SCH’s total 
admissions are for ADSMs and ADDs;

• The hospital is a TRICARE network hospital;

• The hospital’s actual costs for inpatient services exceed TRICARE payments or other 
extraordinary economic circumstance exists; and

• Without the GTMCPA, Department of Defense’s (DoD’s) ability to meet military 
contingency mission requirements will be significantly compromised.

4.2.9.2 Following is the GTMCPA Process for the first TRICARE SCH year (January 1, 2014 through 
December 31, 2014) and subsequent years.

4.2.9.2.1 The Director, TRICARE Regional Office (DTRO), shall conduct a thorough analysis and 
recommend approval to the TMA Director of an appropriate year-end adjustment to total SCH 
payments for a network hospital qualifying for a GTMCPA.

C-101, July 23, 2014
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4.2.9.2.2 In analyzing and recommending the appropriate year-end percentage adjustment, 
the DTRO shall ensure the SCH meets the four criteria listed in paragraph 4.2.9.1 and the GTMCPA 
does not exceed a ratio of 1.15 above the hospital’s costs during the previous TRICARE SCH year.

4.2.9.3 Following are the annual Data Requirements for GTMCPAs for the first TRICARE SCH year 
(January 1, 2014 through December 31, 2014) and subsequent years.

4.2.9.3.1 The hospital’s request for a GTMCPA for the first TRICARE SCH year shall include the 
data requirements in paragraph 4.2.9.4, and a full 12 months of claims payment data from the 
TRICARE SCH year the GTMCPA is requested.

4.2.9.3.2 The hospital shall submit the following information to the contractor for review and 
consideration:

• The total number of admissions during the previous TRICARE SCH year and the 
number of ADSM and ADD admissions for this same period.

• The hospital’s rationale and the recommended percentage adjustment as 
supported by the above data requirement submissions.

4.2.9.4 Following are the annual Contractor Data Review Requirements for the first TRICARE SCH 
year (January 1 through December 31) and subsequent years, to evaluate network adequacy 
necessary to support military contingency mission requirements:

• Number of acute care hospitals and beds in the network locality;

• Availability and types of services of military acute care services in the locations or 
nearby;

• Efforts that have been made to create an adequate network; and

• Other cost effective alternatives and other relevant factors.

4.2.9.5 If upon initial evaluation, the contractor determines the hospital meets the 
disproportionate share criteria in paragraph 4.2.9.1 and is deemed essential for continued network 
adequacy, the request from the hospital along with the supporting documentation in paragraph 
4.2.9.4 shall be submitted to the DTRO for review and determination.

4.2.9.6 The DTRO shall request TMA Medical Benefits & Reimbursement Office (MB&RO) run a 
query of claims history to determine if the network hospital qualifies for a GTMCPA, i.e., the 
hospital’s payment-to-cost ratio is less than 1.15 for care provided to ADSMs and ADDs during the 
previous TRICARE SCH year (January 1 through December 31).

4.2.9.7 The DTRO shall review the supporting documentation and the report from TMA MB&RO 
to determine if the network hospital qualifies for a GTMCPA. The recommendation for approval of a 
GTMCPA shall be submitted to the MB&RO to be forwarded to the Director, TMA, or designee for 
review and approval. Disapprovals by the DTRO will not be forwarded to MB&RO for TMA Director 
review and approval.
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4.2.9.8 If a hospital meets the disproportionate share criteria in paragraph 4.2.9.1 and is deemed 
essential for network adequacy to support military contingency mission requirements, the 
approved hospital’s GTMCPA will be set so the hospital’s payment-to-cost ratio for TRICARE 
inpatient services does not exceed a ratio of 1.15. A hospital cannot be approved for a GTMCPA if it 
results in a hospital earning more than 15% above its costs for TRICARE beneficiaries.

4.2.9.9 Total TRICARE SCH payments for the qualifying hospital will be increased by the Director 
TMA, or designee, by way of an additional payment after the end of the TRICARE SCH year (January 
1 through December 31). Subsequent adjustments will be issued to the qualifying hospitals for the 
prior TRICARE SCH year to ensure claims that were incurred but not reported the previous year are 
adjusted. The adjustment payment is separate from the application GTMCPA approved for the 
current TRICARE SCH year.

4.2.9.10 Upon approval of the GTMCPA request by the TMA Director, MB&RO shall notify the DTRO 
of the approval. The DTRO shall notify the Contracting Officer (CO) who shall send a letter to the 
contractor notifying them of the approval.

4.2.9.11 The contractors shall process the adjustment payments per the instructions in Section G 
of their contracts under Invoice and Payment Non-Underwritten - Non-TEDs, Demonstrations. No 
payments will be sent out without approval from TMA-Aurora, CRM, Budget.

4.2.9.12 TMA-Aurora shall send an approval to the contractors to issue GTMCPA payments out of 
the non-financially underwritten bank account based on fund availability.

4.2.9.13 GTMCPAs shall be reviewed and approved on an annual basis; i.e., they will have to be 
evaluated on a yearly basis by the DTRO in order to determine if the hospital continues to serve a 
disproportionate share of ADSMs and ADDs and whether there are any other special circumstances 
significantly affecting military contingency capabilities.

4.2.9.14 The Director, TMA or designee is the final approval authority. A decision by the Director 
TMA or designee to adopt, modify, or extend GTMCPAs is not subject to the appeal and hearing 
procedures in 32 CFR 199.10.

4.2.10 Essential Access Community Hospitals (EACHs)

The SCH reimbursement method applies to hospitals classified by CMS as EACHs.

4.2.11 Direct Medical Education

TRICARE will reimburse SCHs who timely file a request for their direct medical education 
costs as outlined in Chapter 6, Section 8.

4.3 Payment Method For Outpatient Services

Outpatient services provided by a SCH are subject to TRICARE’s Outpatient Prospective 
Payment System (OPPS). Reference Chapter 13.

C-101, July 23, 2014
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4.4 SCH Listing

4.4.1 Prior to July 1, 2014, TMA will maintain the SCH listing on TMA’s web site: http://
www.tricare.mil/hospitalclassification/, and will update the list on a quarterly basis and notify the 
contractors by e-mail when the list is updated.

4.4.1.1 After June 1, 2006, and prior to January 1, 2014, if an SCH is added or dropped off of the 
list from the previous update, the quarterly revision date of the current listing shall be listed as the 
facility’s effective or termination date, respectively.

4.4.1.2 Prior to July 1, 2014, if the contractor receives documentation from an SCH indicating 
their status is different than what is on the SCH listing on TMA’s web site, the contractor shall send 
the information to TMA, MB&RO to review and to update the listings on the web, if appropriate.

4.4.2 Effective July 1, 2014, TMA will no longer update and maintain the SCH listing on TMA’s 
web site. It is the contractor’s responsibility to determine whether a hospital has been designated 
as an SCH under CMS and to reimburse them in accordance with the provisions of this policy. The 
contractors shall maintain accurate network status of their regional SCHs.

4.4.3 Effective July 1, 2014, the contractors shall take the steps necessary to ensure they are 
identifying and reimbursing SCHs appropriately. This may include referencing CMS’ Inpatient 
Provider Specific File (IPSF) at http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/
ProspMedicareFeeSvcPmtGen/psf_text.html, contacting hospitals in their region to verify hospital 
status, or some other action to meet this requirement. SCHs are identified in CMS’ IPSF by provider 
type 16 or 17 for SCHs and 21 or 22 for EACHs. CMS’ IPSF is an historical file with effective dates for 
any change made to it, e.g., change in hospital status.

4.5 Billing And Coding Requirements

4.5.1 The contractors shall use type of institution 91 for SCHs.

4.5.2 The contractors shall use pricing rate code CR for inpatient SCH claims priced using the 
methodology described in paragraphs 4.2.2.1 and 4.2.4.

5.0 EXCLUSIONS

5.1 Psychiatric and rehabilitation distinct part units are exempt from the inpatient SCH CCR 
methodology.

5.2 State Waivers. The DRG-based payment system provides for state waivers for states utilizing 
state developed rates applicable to all payers; i.e., Maryland. Psychiatric hospitals and units in these 
states, may also qualify for the waiver; however, the per diem may not exceed the cap amount 
applicable to other higher volume hospitals.

5.3 The SCH reimbursement method does not apply to any costs of physician services or other 
professional services provided to SCH inpatients.

5.4 The SCH reimbursement method does not apply to hospitals in states that are paid by 
Medicare and TRICARE under a cost containment waiver; i.e., Maryland.

C-101, July 23, 2014
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6.0 EFFECTIVE DATE

Implementation of the SCH CCR reimbursement method for inpatient services is effective for 
admissions on or after January 1, 2014.

- END -

C-101, July 23, 2014
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maintained by a local, state, or federal government entity and is available for use by the general 
public. An improved road includes the paved surface up to the front entrance of the CAH and the 
front entrance of the garage.

Note: CAHs that are not exempt from the allowable charge methodology or the Medicare AFS/
TRICARE CMAC (as described in Chapter 1, Section 14), may not report condition code B2.

4.3 Reasonable Cost Methodology

Reasonable cost is based on the actual cost of providing services and excluding any costs, 
that are unnecessary in the efficient delivery of services covered by the program.

4.3.1 TMA shall calculate an overall inpatient CCR and overall outpatient CCR, obtained from 
data on the hospital’s most recently filed Medicare cost report as of July 1 of each year.

4.3.2 The inpatient and outpatient CCRs are calculated using Medicare charges, e.g., Medicare 
costs for outpatient services are derived by multiplying an overall hospital outpatient CCR (by 
department or cost center) by Medicare charges in the same category.

4.3.3 The following methods are used by TMA to calculate the CCRs for CAHs. The worksheet 
and column references are to the CMS Form 2552-96 (Cost Report for Electronic Filing of Hospitals).

4.3.4 To reimburse the vast majority of CAHs for all their costs in an administratively feasible 
manner, TRICARE will identify CCRs that are outliers using the method used by Medicare to identify 
outliers in its Outpatient Prospective Payment System (OPPS) reimbursement methods. Specifically, 
Medicare classifies CCR outliers as values that fall outside of three standard deviations from the 
geometric mean. Applying this method to the CAH data, those limits will be considered the 
threshold limits on the CCR for reimbursement purposes. The CAH Fiscal Year (FY) is effective on 
December 1 of each year. For FY 2012, the inpatient CCR cap is 2.46 and the outpatient CCR cap is 
1.32. For FY 2013, the inpatient CCR cap is 2.48 and the outpatient CCR cap is 1.36. For FY 2014, the 
inpatient CCR cap is 2.75 and the outpatient CCR cap is 1.37. Thus, for FY 2014, TRICARE will pay the 
lesser of 2.75 multiplied by the billed charges or 101% of costs (using the hospital’s CCR and billed 
charges) for inpatient services and the lesser of 1.37 multiplied by the billed charges or 101% of 
costs for outpatient services. Following is the two step comparison of costs.

Step 1: Inpatient, pay the lesser of:

FY cap x billed charges (minus non-covered charges) OR
1.01 x (hospital-specific CCR x billed charges (minus non-covered charges))

INPATIENT CCRs
Numerator Medicare costs were defined as Worksheet D-1, Part II, line 49 MINUS (worksheet D, Part III, Column 8, 

sum of lines 25-30 PLUS Worksheet D, Part IV, line 101).

Denominator Medicare charges were defined as Worksheet D-4, Column 2, sum of lines 25-30 and 103.

OUTPATIENT CCRs
Numerator Outpatient costs were taken from Worksheet D, Part V, line 104, the sum of Columns 6, 7, 8, and 9.

Denominator Total outpatient charges were taken from the same Worksheet D, Part V, line 104, sum of Columns 2, 3, 
4, and 5 for the same breakdowns.

C-97, June 5, 2014
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Step 2: Outpatient, pay the lesser of:

FY cap x billed charges OR
1.01 x (hospital-specific CCR x billed charges)

4.3.5 TMA shall provide a list of CAHs to the contractors with their corresponding inpatient and 
outpatient CCRs by November 1 each year. The CCRs shall be updated on an annual basis using the 
second quarter CMS Hospital Cost Report Information System (HCRIS) data. The updated CCRs shall 
be effective as of December 1 of each respective year, with the first update occurring December 1, 
2009.

4.3.6 TMA shall also provide the contractors the State median inpatient and outpatient CAH 
CCRs to use when a hospital specific CCR is not available.

4.4 General Temporary Military Contingency Payment Adjustments (GTMCPAs)

4.4.1 The TMA Director, or designee, may approve a GTMCPA based on the following:

• The hospital serves a disproportionate share of Active Duty Service Members 
(ADSMs) and Active Duty Dependents (ADDs), i.e., 10% or more of an CAH’s total 
admissions are for ADSMs and ADDs;

• The hospital is a TRICARE network hospital;

• The hospital’s actual costs for inpatient services exceed TRICARE payments or other 
extraordinary economic circumstance exists; and

• Without the GTMCPA, Department of Defense’s (DoD’s) ability to meet military 
contingency mission requirements will be significantly compromised.

4.4.2 Following is the GTMCPA Process for the first TRICARE CAH GTMCPA year (January 1, 2014 
through December 31, 2014) and subsequent years to follow same periods.

4.4.2.1 The Director, TRICARE Regional Office (DTRO), shall conduct a thorough analysis and 
recommend approval to the TMA Director of an appropriate year-end adjustment to total CAH 
payments for a network hospital qualifying for a GTMCPA.

4.4.2.2 In analyzing and recommending the appropriate year-end percentage adjustment, the 
DTRO shall ensure the CAH meets the four criteria listed in paragraph 4.4.1 and the GTMCPA does 
not exceed a ratio of 1.15 above the hospital’s costs during the previous TRICARE CAH year.

4.4.3 Following are the annual Data Requirements for GTMCPAs for the first TRICARE CAH 
GTMCPA year (January 1, 2014 through December 31, 2014) and subsequent years.

4.4.3.1 The hospital’s request for a GTMCPA for the first CAH GTMCPA year shall include the data 
requirements in paragraph 4.4.4, and a full 12 months of claims payment data from the TRICARE 
CAH year the GTMCPA is requested.

C-101, July 23, 2014
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4.4.3.2 The hospital shall submit the following information to the contractor for review and 
consideration:

• The total number of admissions during the previous TRICARE CAH year and the 
number of ADSM and ADD admissions for this same period.

• The hospital’s rationale and the recommended percentage adjustment as supported 
by the above data requirement submissions.

4.4.4 Following are the annual Contractor Data Review Requirements for the first TRICARE CAH 
GTMCPA year (January 1 through December 31) and subsequent years, to evaluate network 
adequacy necessary to support military contingency mission requirements:

• Number of acute care hospitals and beds in the network locality;

• Availability and types of services of military acute care services in the locations or 
nearby;

• Efforts that have been made to create an adequate network; and

• Other cost effective alternatives and other relevant factors.

4.4.5 If upon initial evaluation, the contractor determines the hospital meets the 
disproportionate share criteria in paragraph 4.4.1 and is deemed essential for continued network 
adequacy, the request from the hospital along with the supporting documentation in paragraph 
4.4.4 shall be submitted to the DTRO for review and determination.

4.4.6 The DTRO shall request TMA Medical Benefits & Reimbursement Office (MB&RO) run a 
query of claims history to determine if the network hospital qualifies for a GTMCPA, i.e., the 
hospital’s payment-to-cost ratio is less than 1.15 for care provided to ADSMs and ADDs during the 
previous TRICARE CAH year (January 1 through December 31).

4.4.7 The DTRO shall review the supporting documentation and the report from TMA MB&RO 
to determine if the network hospital qualifies for a GTMCPA. The recommendation for approval of a 
GTMCPA shall be submitted to the MB&RO to be forwarded to the Director, TMA, or designee for 
review and approval. Disapprovals by the DTRO will not be forwarded to MB&RO for TMA Director 
review and approval.

4.4.8 If a hospital meets the disproportionate share criteria in paragraph 4.4.1 and is deemed 
essential for network adequacy to support military contingency mission requirements, the 
approved hospital’s GTMCPA will be set so the hospital’s payment-to-cost ratio for TRICARE 
inpatient services does not exceed a ratio of 1.15. A hospital cannot be approved for a GTMCPA if it 
results in a hospital earning more than 15% above its costs for TRICARE beneficiaries.

4.4.9 Total TRICARE CAH payments for the qualifying hospital will be increased by the Director 
TMA, or designee, by way of an additional payment after the end of the TRICARE CAH GTMCPA year 
(January 1 through December 31). Subsequent adjustments will be issued to the qualifying 
hospitals for the prior TRICARE CAH GTMCPA year to ensure claims that were incurred but not 
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reported the previous year are adjusted. The adjustment payment is separate from the application 
GTMCPA approved for the current TRICARE CAH GTMCPA year.

4.4.10 Upon approval of the GTMCPA request by the TMA Director, MB&RO shall notify the DTRO 
of the approval. The DTRO shall notify the Contracting Officer (CO) who shall send a letter to the 
contractor notifying them of the approval.

4.4.11 The contractors shall process the adjustment payments per the instructions in Section G 
of their contracts under Invoice and Payment Non-Underwritten - Non-TEDs, Demonstrations. No 
payments will be sent out without approval from TMA-Aurora, CRM, Budget.

4.4.12 TMA-Aurora shall send an approval to the contractors to issue GTMCPA payments out of 
the non-financially underwritten bank account based on fund availability.

4.4.13 GTMCPAs shall be reviewed and approved on an annual basis; i.e., they will have to be 
evaluated on a yearly basis by the DTRO in order to determine if the hospital continues to serve a 
disproportionate share of ADSMs and ADDs and whether there are any other special circumstances 
significantly affecting military contingency capabilities.

4.4.14 The Director, TMA or designee is the final approval authority. A decision by the Director, 
TMA, or designee to adopt, modify, or extend GTMCPAs is not subject to the appeal and hearing 
procedures in 32 CFR 199.10.

4.5 CAH Listing

4.5.1 Prior to July 1, 2014, TMA will maintain the CAH listing on the TMA’s web site at http://
www.tricare.mil/hospitalclassification/, and will update the list on a quarterly basis and notify the 
contractors by e-mail when the list is updated.

4.5.2 For payment purposes for those facilities that were listed on both the CAH and Sole 
Community Hospital (SCH) lists prior to June 1, 2006, the contractors shall use the implementation 
date of June 1, 2006, as the effective date for reimbursing CAHs under the DRG-based payment 
system. The June 1, 2006, effective date is for admissions on or after June 1, 2006. For admissions 
prior to June 1, 2006, if a facility was listed on both the CAH and SCH lists, the SCH list took 
precedence over the CAH list. The contractors shall not initiate recoupment action for any claims 
paid billed charges where the CAH was also on the SCH list, prior to the June 1, 2006, effective date. 
For admissions on or after December 1, 2009, CAHs are reimbursed under the reasonable cost 
method.

4.5.3 The effective date on the CAH list is the date supplied by the Centers for Medicare and 
Medicaid Services (CMS) upon which the facility began receiving reimbursement from Medicare as 
a CAH, however, if a facility was listed on both the CAH and SCH lists prior to June 1, 2006, the 
effective date for TRICARE DRG reimbursement is June 1, 2006. For admissions on or after 
December 1, 2009, CAHs are reimbursed under the reasonable cost method.

4.5.4 After June 1, 2006, and prior to January 1, 2014, if a CAH is added or dropped off of the list 
from the previous update, the quarterly revision date of the current listing shall be listed as the 
facility’s effective or termination date, respectively.
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4.5.5 Prior to July 1, 2014, if the contractor receives documentation from a CAH indicating their 
status is different than what is on the CAH listing on TMA’s web site, the contractor shall send the 
information to TMA, MB&RO to update the listings on the web.

4.5.6 Effective July 1, 2014, TMA will no longer update and maintain the CAH listing on TMA’s 
web site. It is the contractor’s responsibility to determine whether a hospital has been designated 
as an CAH under CMS and to reimburse them in accordance with the provisions of this policy. The 
contractors shall maintain accurate network status of their regional CAHs.

4.5.7 Effective July 1, 2014, the contractors shall take the steps necessary to ensure they are 
identifying and reimbursing CAHs appropriately. This may include referencing CMS’ list of CAH’s on 
the Flex Monitoring web site at http://www.flexmonitoring.org, contacting hospitals in their region 
to verify hospital status, or some other action to meet this requirement. On the Flex Monitoring 
web site, the CAH list is located under the Data tab and includes effective dates. CAHs are identified 
by the number 13 in the third and fourth digits of a six-digit Medicare provider number.

4.6 Prior to December 1, 2009, the contractor’s shall update their institutional provider files to 
include CAH’s and their Indirect Medical Education (IDME) factors, if applicable, as the CMS 
Inpatient Provider Specific File used to update the annual DRG Provider File does not contain CAH 
information.

4.7 Billing and Coding Requirements

4.7.1 The contractors shall use type of institution 91 for services provided prior to January 1, 
2014. For services provided on or after January 1, 2014, the contractors shall use type of institution 
93 for CAHs.

4.7.2 CAHs shall utilize bill type 11X for inpatient services.

4.7.3 CAHs shall utilize bill type 85X for all outpatient services including services approved as 
Ambulatory Surgery Center (ASC) services.

4.7.4 CAHs shall utilize bill type 12X for ancillary/ambulance services.

4.7.5 CAHs shall utilize bill type 14X for non-patient diagnostic services.

4.7.6 CAHs shall use bill type 18X for swing bed services.

4.8 Beneficiary Liability

Applicable TRICARE deductible and cost-sharing provisions apply to CAH inpatient and 
outpatient services.

5.0 EFFECTIVE DATE

Implementation of the CAH reasonable cost methodology is effective for admissions and 
outpatient services occurring on or after December 1, 2009.

- END -
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FDB First Data Bank
FDL Fixed Dollar Loss
Fed Federal Reserve Bank
FEHBP Federal Employee Health Benefit Program
FEL Familial Erythrophagocytic Lymphohistiocytosis
FEV1 Forced Expiratory Volume
FFM Foreign Force Member
FHL Familial Hemophagocytic Lymphohistiocytosis
FI Fiscal Intermediary
FIPS Federal Information Processing Standards (or System)
FIPS PUB FIPS Publication
FISH Fluorescence In Situ Hybridization
FISMA Federal Information Security Management Act
FL Form Locator
FMCRA Federal Medical Care Recovery Act
FMRI Functional Magnetic Resonance Imaging
FOBT Fecal Occult Blood Testing
FOC Full Operational Capability
FOIA Freedom of Information Act
FOUO For Official Use Only
FPO Fleet Post Office
FQHC Federally Qualified Health Center
FR Federal Register

Frozen Records
FRC Federal Records Center
FSH Follicle Stimulating Hormone
FSO Facility Security Officer
FTE Full Time Equivalent
FTP File Transfer Protocol
FX Foreign Exchange (lines)
FY Fiscal Year
GAAP Generally Accepted Accounting Principles
GAF Geographic Adjustment Factor
GAO General Accounting Office
GDC Guglielmi Detachable Coil
GFE Government Furnished Equipment
GHP Group Health Plan
GHz Gigahertz
GIFT Gamete Intrafallopian Transfer
GIQD Government Inquiry of DEERS
GP General Practitioner
GPCI Geographic Practice Cost Index
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GTMCPA General Temporary Military Contingency Payment Adjustment
H/E Health and Environment
HAC Health Administration Center

Hospital Acquired Condition
HAVEN Home Assessment Validation and Entry
HBA Health Benefits Advisor
HBO Hyperbaric Oxygen Therapy
HCC Health Care Coverage
HCDP Health Care Delivery Program
HCF Health Care Finder
HCFA Health Care Financing Administration
HCG Human Chorionic Gonadotropin
HCIL Health Care Information Line
HCM Hypertrophic Cardiomyopathy
HCO Healthcare Operations Division
HCP Health Care Provider
HCPC Healthcare Common Procedure Code (formerly HCFA Common Procedure Code)
HCPCS Healthcare Common Procedure Coding System (formerly HCFA Common 

Procedure Coding System)
HCPR Health Care Provider Record
HCSR Health Care Service Record
HDC High Dose Chemotherapy
HDC/SCR High Dose Chemotherapy with Stem Cell Rescue
HDE Humanitarian Device Exemption
HDGC Hereditary Diffuse Gastric Cancer
HDL Hardware Description Language
HDR High Dose Radiation
HEAR Health Enrollment Assessment Review
HEDIS Health Plan Employer Data and Information Set
HepB-Hib Hepatitis B and Hemophilus influenza B
HH Home Health
HHA Home Health Agency
HHA PPS Home Health Agency Prospective Payment System
HHC Home Health Care
HHC/CM Home Health Care/Case Management
HHRG Home Health Resource Group
HHS Health and Human Services
HI Health Insurance
HIAA Health Insurance Association of America
HIC Health Insurance Carrier
HICN Health Insurance Claim Number
HINN Hospital-Issued Notice Of Noncoverage
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HINT Hearing in Noise Test
HIPAA Health Insurance Portability and Accountability Act (of 1996)
HIPEC Hyperthermic Intraperitoneal Chemotherapy
HIPPS Health Insurance Prospective Payment System
HIQH Health Insurance Query for Health Agency
HIV Human Immunodeficiency Virus
HL7 Health Level 7
HLA Human Leukocyte Antigen
HMAC Hash-Based Message Authentication Code
HMO Health Maintenance Organization
HNPCC Hereditary Non-Polyposis Colorectal Cancer
HOPD Hospital Outpatient Department
HPA&E Health Program Analysis & Evaluation
HPSA Health Professional Shortage Area
HPV Human Papilloma Virus
HRA Health Reimbursement Arrangement
HRG Health Resource Group
HRS Heart Rhythm Society
HRT Heidelberg Retina Tomograph

Hormone Replacement Therapy
HSCRC Health Services Cost Review Commission
HSWL Health, Safety and Work-Life
HTML HyperText Markup Language
HTTP HyperText Transfer (Transport) Protocol
HTTPS Hypertext Transfer (Transport) Protocol Secure
HUAM Home Uterine Activity Monitoring
HUD Humanitarian Use Device
HUS Hemolytic Uremic Syndrome
HVPT Hyperventilation Provocation Test
IA Information Assurance
IATO Interim Approval to Operate
IAVA Information Assurance Vulnerability Alert
IAVB Information Assurance Vulnerability Bulletin
IAVM Information Assurance Vulnerability Management
IAW In accordance with
IBD Inflammatory Bowel Disease
IC Individual Consideration

Integrated Circuit
ICASS International Cooperative Administrative Support Services
ICD Implantable Cardioverter Defibrillator
ICD-9-CM International Classification of Diseases, 9th Revision, Clinical Modification
ICD-10-CM International Classification of Diseases, 10th Revision, Clinical Modification

C-101, July 23, 2014



TRICARE Reimbursement Manual 6010.58-M, February 1, 2008
 Appendix A

Acronyms And Abbreviations

16

ICD-10-PCS International Classification of Diseases, 10th Revision, Procedure Coding System
ICF Intermediate Care Facility
ICMP Individual Case Management Program
ICMP-PEC Individual Case Management Program For Persons With Extraordinary Conditions
ICN Internal Control Number
ICSP Individual Corporate Services Provider
ID Identification

Identifier
IDB Intradiscal Biacuplasty
IDD Internal or Intervertebral Disc Decompression
IDE Investigational Device Exemption

Investigational Device
IDEA Individuals with Disabilities Education Act
IDES Integrated Disability Evaluation System
IDET Intradiscal Electrothermal Therapy
IDME Indirect Medical Education
IdP Identity Protection
IDTA Intradiscal Thermal Annuloplasty
IE Interface Engine

Internet Explorer
IEA Intradiscal Electrothermal Annuloplasty
IEP Individualized Educational Program
IFC Interim Final Rule with comment
IFR Interim Final Rule
IFSP Individualized Family Service Plan
IG Implementation Guidance
IgA Immunoglobulin A
IGCE Independent Government Cost Estimate
IHC Immunohistochemistry
IHI Institute for Healthcare Improvement
IHS Indian Health Service
IIHI Individually Identifiable Health Information
IIP Implantable Infusion Pump
IM Information Management

Instant Message/Messaging
Intramuscular

IMRT Intensity Modulated Radiation Therapy
IND Investigational New Drugs
INR International Normalized Ratio

Intramuscular International Normalized Ratio
INS Immigration and Naturalization Service
IOC Initial Operational Capability
IOD Interface Operational Description
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IOLs Intraocular Lenses
IOM Internet Only Manual
IOP Intraocular Pressure
IORT Intra-Operative Radiation Therapy
IP Inpatient
IPC Information Processing Center (outdated term, see SMC)
IPHC Intraperitoneal Hyperthermic Chemotherapy
IPN Intraperitoneal Nutrition
IPP In-Person Proofing
IPPS Inpatient Prospective Payment System
IPS Individual Pricing Summary
IPSEC Secure Internet Protocol
IQ Intelligence Quotient
IQM Internal Quality Management
IRB Institutional Review Board
IRF Inpatient Rehabilitation Facility
IRR Individual Ready Reserve
IRS Internal Revenue Service
IRTS Integration and Runtime Specification
IS Information System
ISN Investigation Schedule Notice
ISO International Standard Organization
ISP Internet Service Provider
IT Information Technology
ITSEC Information Technology Security Evaluation Criteria
IV Initialization Vector

Intravenous
IVD Ischemic Vascular Disease
IVF In Vitro Fertilization
JC Joint Commission (formerly Joint Commission on Accreditation of Healthcare 

Organizations (JCAHO))
JCAHO Joint Commission on Accreditation of Healthcare Organizations
JCIH Joint Committee on Infant Hearing
JCOS Joint Chiefs of Staff
JFTR Joint Federal Travel Regulations
JNI Japanese National Insurance
JTF-GNO Joint Task Force for Global Network Operations
JUSDAC Joint Uniformed Services Dental Advisory Committee
JUSMAC Joint Uniformed Services Medical Advisory Committee
JUSPAC Joint Uniformed Services Personnel Advisory Committee
KB Knowledge Base
KO Contracting Officer
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LAA Limited Access Authorization
LAC Local Agency Check
LAK Lymphokine-Activated Killer
LAN Local Area Network
LASER Light Amplification by Stimulated Emission of Radiation
LCD Local Coverage Determination
LCF Long-term Care Facility
LCIS Lobular Carcinoma In Situ
LDL Low Density Lipoprotein
LDLT Living Donor Liver Transplantation
LDR Low Dose Rate
LDT Laboratory Developed Test
LGS Lennox-Gastaut Syndrome
LH Luteinizing Hormone
LLLT Low Level Laser Therapy
LNT Lexical Neighborhood Test
LOC Letter of Consent
LOD Letter of Denial/Revocation

Line of Duty
LOI Letter of Intent
LOS Length-of-Stay
LOT Life Orientation Test
LPN Licensed Practical Nurse
LSIL Low-grade Squamous Intraepithelial Lesion
LSN Location Storage Number
LTC Long-Term Care
LUPA Low Utilization Payment Adjustment
LV Left Ventricle [Ventricular]
LVEF Left Ventricular Ejection Fraction
LVN Licensed Vocational Nurse
LVRS Lung Volume Reduction Surgery
LVSD Left Ventricular Systolic Dysfunction
MAC Maximum Allowable Charge

Maximum Allowable Cost
MAC III Mission Assurance Category III
MAID Maximum Allowable Inpatient Day
MAP MYH-Associated Polyposis
MB&RB Medical Benefits and Reimbursement Branch
MBI Molecular Breast Imaging
MCIO Military Criminal Investigation Organization
MCS Managed Care Support
MCSC Managed Care Support Contractor
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MCSS Managed Care Support Services
MCTDP Myelomeningocele Clinical Trial Demonstration Protocol
MD Doctor of Medicine
MDI Mental Developmental Index

Multiple Daily Injection 
MDR MHS Data Repository
MDS Minimum Data Set
MEB Medical Evaluation Board
MEC Marketing and Education Committee
MEI Medicare Economic Index
MEPS Military Entrance Processing Station
MEPRS Medical Expense Performance Reporting System
MESA Microsurgical Epididymal Sperm Aspiration
MET Microcurrent Electrical Therapy
MFCC Marriage and Family Counseling Center
MGCRB Medicare Geographic Classification Review Board
MGIB Montgomery GI Bill
MH Mental Health
MHCC Maryland Health Care Commission 
MHO Medical Holdover
MHS Military Health System
MHSO Managing Health Services Organization
MHSS Military Health Services System
MI Myocardial Infarction
MI&L Manpower, Installations, and Logistics
MIA Missing In Action
MIAP Multi-Host Internet Access Portal
MIDCAB Minimally Invasive Direct Coronary Artery Bypass
mild® Minimally Invasive Lumbar Decompression
MIRE Monochromatic Infrared Energy
MLNT Multisyllabic Lexical Neighborhood Test
MMA Medicare Modernization Act
MMEA Medicare and Medicaid Extenders Act (of 2010)
MMP Medical Management Program
MMPCMHP Maryland Multi-Payer Patient-Centered Medical Home Program
MMPP Maryland Multi-Payer Patient
MMR Mismatch Repair
MMSO Military Medical Support Office
MMWR Morbidity and Mortality Weekly Report
MNR Medical Necessity Report
MOA Memorandum of Agreement
MOH Medal Of Honor
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MOMS Management of Myelomeningocele Study
MOP Mail Order Pharmacy
MOU Memorandum of Understanding
MPI Master Patient Index
MR Magnetic Resonance

Medical Review
Mentally Retarded

MRA Magnetic Resonance Angiography
MRHFP Medicare Rural Hospital Flexibility Program
MRI Magnetic Resonance Imaging
MRPU Medical Retention Processing Unit
MRS Magnetic Resonance Spectroscopy
MS Microsoft®

Multiple Sclerosis
MSA Metropolitan Statistical Area
MSC Military Sealift Command
MSI Microsatellite Instability
MSIE Microsoft® Internet Explorer
MSP Medicare Secondary Payer
MSS Medical Social Services
MST Mountain Standard Time
MSUD Maple Syrup Urine Disease
MSW Masters of Social Work

Medical Social Worker
MT Mountain Time
MTF Military Treatment Facility
MUE Medically Unlikely Edits
MV Multivisceral (transplant)
MVS Multiple Virtual Storage
MWR Morale, Welfare, and Recreation
MYH mutY homolog
N/A Not Applicable
N/D No Default
NAC National Agency Check
NACHA National Automated Clearing House Association
NACI National Agency Check Plus Written Inquiries
NACLC National Agency Check with Law Enforcement and Credit
NADFM Non-Active Duty Family Member
NARA National Archives and Records Administration
NAS Naval Air Station

Non-Availability Statement
NATO North Atlantic Treaty Organization
NAVMED Naval Medical (Form)
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NBCC National Board of Certified Counselors
NCCI National Correct Coding Initiatives
NCCN National Comprehensive Cancer Network
NCD National Coverage Determination
NCE National Counselor Examination
NCF National Conversion Factor
NCI National Cancer Institute
NCMHCE National Clinical Mental Health Counselor Examination
NCPAP Nasal Continuous Positive Airway Pressure
NCPDP National Council of Prescription Drug Program
NCQA National Committee for Quality Assurance
NCVHS National Committee on Vital and Health Statistics
NDAA National Defense Authorization Act
NDC National Drug Code
NDMS National Disaster Medical System
NED National Enrollment Database
NETT National Emphysema Treatment Trial
NF Nursing Facility
NG National Guard
NGPL No Government Pay List
NHLBI National Heart, Lung and Blood Institute
NHSC National Health Service Corps
NICHD National Institute of Child Health and Human Development
NIH National Institutes of Health
NII Networks and Information Integration
NIPRNET Nonsecure Internet Protocol Router Network
NIS Naval Investigative Service
NISPOM National Industrial Security Program Operating Manual
NIST National Institute of Standards and Technology
NLDA Nursery and Labor/Delivery Adjustment
NLT No Later Than
NMA Non-Medical Attendant
NMES Neuromuscular Electrical Stimulation
NMOP National Mail Order Pharmacy
NMR Nuclear Magnetic Resonance
NMT Nurse Massage Therapist
NOAA National Oceanic and Atmospheric Administration
NoPP Notice of Private Practices
NOSCASTC National Operating Standard Cost as a Share of Total Costs
NP Nurse Practitioner
NPDB National Practitioner Data Bank
NPI National Provider Identifier

C-101, July 23, 2014



TRICARE Reimbursement Manual 6010.58-M, February 1, 2008
 Appendix A

Acronyms And Abbreviations

22

NPPES National Plan and Provider Enumeration System
NPR Notice of Program Reimbursement 
NPS Naval Postgraduate School
NPWT Negative Pressure Wound Therapy
NQF National Quality Forum
NRC Nuclear Regulatory Commission
NRS Non-Routine [Medical] Supply
NSDSMEP National Standards for Diabetes Self-Management Education Programs
NSF Non-Sufficient Funds
NTIS National Technical Information Service
NUBC National Uniform Billing Committee
NUCC National Uniform Claims Committee
O/ATIC Operations/Advanced Technology Integration Center
OA Office of Administration
OAE Otoacoustic Emissions
OASD(HA) Office of the Assistant Secretary of Defense (Health Affairs)
OASD (H&E) Office of the Assistant Secretary of Defense (Health and Environment)
OASD (MI&L) Office of the Assistant Secretary of Defense (Manpower, Installations, and 

Logistics)
OASIS Outcome and Assessment Information Set
OB/GYN Obstetrician/Gynecologist
OBRA Omnibus Budget Reconciliation Act
OCE Outpatient Code Editor
OCHAMPUS Office of Civilian Health and Medical Program of the Uniformed Services
OCMO Office of the Chief Medical Officer
OCONUS Outside of the Continental United States
OCR Office of Civil Rights

Optical Character Recognition
OCSP Organizational Corporate Services Provider
OCT Optical Coherence Tomograph
OD Optical Disk
OF Optional Form
OGC Office of General Counsel
OGC-AC Office of General Counsel-Appeals, Hearings & Claims Collection Division
OGP Other Government Program
OHI Other Health Insurance
OHS Office of Homeland Security
OIG Office of Inspector General
OMB Office of Management and Budget
OP/NSP Operation/Non-Surgical Procedure
OPD Outpatient Department
OPM Office of Personnel Management
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OPPS Outpatient Prospective Payment System
OR Operating Room
OSA Obstructive Sleep Apnea 
OSAS Obstructive Sleep Apnea Syndrome
OSD Office of the Secretary of Defense
OSHA Occupational Safety and Health Act
OSS Office of Strategic Services
OT Occupational Therapy (Therapist)
OTC Over-The-Counter
OTCD Ornithine Transcarbamylase Deficiency
OUSD Office of the Undersecretary of Defense
OUSD (P&R) Office of the Undersecretary of Defense (Personnel and Readiness)
P/O Prosthetic and Orthotics
P&T Pharmacy And Therapeutics (Committee)
PA Physician Assistant
PACAB Port Access Coronary Artery Bypass
PACO2 Partial Pressure of Carbon Dioxide
PAO2 Partial Pressure of Oxygen
PAK Pancreas After Kidney (transplant)
PAP Papanicolaou
PAT Performance Assessment Tracking
PATH Intl Professional Association of Therapeutic Horsemanship International
PatID Patient Identifier
PAVM Pulmonary Arteriovenous Malformation
PBM Pharmacy Benefit Manager
PBT Proton Beam Therapy
PC Peritoneal Carcinomatosis

Personal Computer
Professional Component

PCA Patient Controlled Analgesia
PCDIS Purchased Care Detail Information System
PCI Percutaneous Coronary Intervention
PCM Primary Care Manager
PCMBN PCM By Name
PCMH Patient-Centered Medical Home
PCMRA PCM Research Application
PCMRS PCM Panel Reassignment (Application)

PCM Reassignment System
PCO Procurement (Procuring) Contracting Officer
PCP Primary Care Physician

Primary Care Provider
PCS Pelvic Congestion Syndrome

Permanent Change of Station
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PCSIB Purchased Care Systems Integration Branch
PD Passport Division
PDA Patent Ductus Arteriosus

Personal Digital Assistant
PDD Percutaneous (or Plasma) Disc Decompression
PDDBI Pervasive Developmental Disorders Behavior Inventory
PDDNOS Pervasive Developmental Disorder Not Otherwise Specified
PDF Portable Document Format
PDI Potentially Disqualifying Information
PDQ Physicians’s Data Query
PDR Person Data Repository
PDS Person Demographics Service
PDTS Pharmacy Data Transaction System
PDX Principal Diagnosis
PE Physical Examination
PEC Pharmacoeconomic Center
PEP Partial Episode Payment
PEPR Patient Encounter Processing and Reporting
PERMS Provider Education and Relations Management System
PESA Percutaneous Epididymal Sperm Aspiration
PET Positron Emission Tomography
PFCRA Program Fraud Civil Remedies Act
PFP Partnership For Peace
PFPWD Program for Persons with Disabilities
PGD Preimplantation Genetic Diagnosis
Phen-Fen Pondimin and Redux
PHI Protected Health Information
PHIMT Protected Health Information Management Tool
PHP Partial Hospitalization Program
PHS Public Health Service
PI Program Integrity (Office)
PIA Privacy Impact Assessment (Online)
PIC Personnel Investigation Center
PIE Pulsed Irrigation Evacuation
PII Personally Identifiable Information
PIN Personnel Identification Number
PIP Personal Injury Protection

Personnel Identity Protection
PIRFT Percutaneous Intradiscal Radiofrequency Thermocoagulation (PIRFT)
PIT PCM Information Transfer
PIV Personal Identity Verification
PK Public Key
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PKE Public Key Enabling
PKI Public Key Infrastructure
PKU Phenylketonuria
PLS Preschool Language Scales
PM-DRG Pediatric Modified-Diagnosis Related Group
PMPM Per Member Per Month
PMR Percutaneous Myocardial Laser Revascularization
PNET Primitive Neuroectodermal Tumors
PNT Policy Notification Transaction
POA Power of Attorney

Present On Admission
POA&M Plan of Action and Milestones
POC Pharmacy Operations Center

Plan of Care
Point of Contact

POL May 1996 TRICARE/CHAMPUS Policy Manual 6010.47-M
POS Point of Sale (Pharmacy only)

Point of Service
Public Official’s Statement

POV Privately Owned Vehicle
PPACA Patient Protection and Affordable Care Act
PPC-PCMH Physician Practice Connections Patient-Centered Medical Home
PPD Per Patient Day
PPN Preferred Provider Network
PPO Preferred Provider Organization
PPP Purchasing Power Parity
PPS Prospective Payment System

Ports, Protocols and Services
PPSM Ports, Protocols, and Service Management
PPV Pneumococcal Polysaccharide Vaccine
PQI Potential Quality Indicator

Potential Quality Issue
PR Periodic Reinvestigation
PRC Program Review Committee
PRFA Percutaneous Radiofrequency Ablation
PRG Peer Review Group
PRO Peer Review Organization
ProDUR Prospective Drug Utilization Review
PROM Programmable Read-Only Memory
PRP Personnel Reliability Program
PRPP Pharmacy Redesign Pilot Project
PSA Prime Service Area

Physician Scarcity Area
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PSAB Personnel Security Appeals Board
PSCT Peripheral Stem Cell Transplantation
PSD Personnel Security Division
PSF Provider Specific File
PSG Polysomnography
PSI Personnel Security Investigation
PST Pacific Standard Time
PT Pacific Time

Physical Therapist
Physical Therapy
Prothrombin Time

PTA Pancreas Transplant Alone
Percutaneous Transluminal Angioplasty

PTC Processed To Completion
PTCA Percutaneous Transluminal Coronary Angioplasty
PTK Phototherapeutic Keratectomy
PTNS Posterior Tibial Nerve Stimulation
PTSD Post-Traumatic Stress Disorder
PVCs Premature Ventricular Contractions
QA Quality Assurance
QC Quality Control
QI Quality Improvement

Quality Issue
QII Quality Improvement Initiative
QIO Quality Improvement Organization
QIP Quality Improvement Program
QLE Qualifying Life Event
QM Quality Management
QUIG Quality Indicator Group
RA Radiofrequency Annuloplasty

Remittance Advice
RADDP Remote Active Duty Dental Program
RAM Random Access Memory
RAP Request for Anticipated Payment
RAPIDS Real-Time Automated Personnel Identification System
RARC Remittance Advice Remark Code
RC Reserve Component
RCC Recurring Credit/Debit Charge

Renal Cell Carcinoma
RCCPDS Reserve Component Common Personnel Data System
RCN Recoupment Case Number

Refund Control Number
RCS Report Control Symbol
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