OMB 0990-0115

PART | - THE SCHEDULE Request for Proposal
SECTION A - SOLICITATION FORM No. AHRQ-00-0004

Date Issued: April 14, 2000
Date Due: May 26, 2000

Ladies and Gentlemen:

You are invited to submit a proposal to the Agency for Healthcare Research and Quality (AHRQ)
for Request for Proposal (RFP) No. AHRQ-00-0004, entitled “Maintain and Expand the
Healthcare Cost and Utilization Project (HCUP).” Your proposal must be developed and
submitted in accordance with the requirements and instructions of this RFP.

A cost reimbursement type, five (5) year contract is contemplated.

NOTICE OF SMALL BUSINESS GOALS: All offerors (other than small businesses) must
submit a complete subcontracting plan with their initial proposal. The AHRQ recommended goal
(as a percentage of total contract value) is 23% for Small Businesses, which shall include at
least 5% (as a percentage of total contract value) for Small Disadvantaged Businesses, at
least 5% (as a percentage of total contract value) for Women-Owned Small Businesses, and
at least 1.5% (as a percentage of total contract value) for Hubzone Small Businesses. These
goals represent AHRQ'’s expectation of the minimum level for subcontracting with small
businesses at the prime contract level. Any goal stated less that the AHRQ recommended goal
shall be justified and is subject to negotiation. A copy of the AHRQ model subcontracting plan is
provided as an attachment to this solicitation. If the model is not used, all elements outlined
must be addressed in the offeror’s format. If the offeror is not a small business and fails to
submit a subcontracting plan, the offeror will be considered nonresponsive and their
proposal will be returned without further consideration. The approved plan will be included
in any resultant contract.

Offerors shall submit an original plus ten (10) copies of each of the following:

A Technical Proposal (See Section L.9)

B. Past Performance Information (See Section L.10)
C. Small Disadvantaged Business Participation Plan (See Section L.11)
D. Business Proposal (See Section L.12)

Your technical proposal must be concisely written and should be limited to 250 typewritten
pages (double-spaced), not including resumes or bibliographies (See Section L.9 for additional
details). This limitation is for administrative purposes only and exceeding the limitation shall not,
of itself, be considered a basis for rejection of your proposal.

Your proposal must provide the full name of your company, the address, including county, Tax
Identification Number (TIN), DUN and Bradstreet No., and if different, the address to which
payment should be mailed.

YOUR ATTENTION IS CALLED TO THE LATE PROPOSAL PROVISIONS PROVIDED IN
SECTION L.3 OF THIS RFP. YOUR ATTENTION IS ALSO DIRECTED TO THE



TECHNICAL PROPOSAL INSTRUCTIONS PROVIDED IN SECTION L.9 OF THE
SOLICITATION.

Questions regarding this solicitation shall be received in this office no later than April 28 (See
Section L.6). Your questions should be submitted to the attention of Darryl Grant, Contracting
Officer, Agency for Healthcare Research and Quality, Suite 601, 2101 E. Jefferson Street,
Rockville, Maryland 20852 and the envelope should be marked “Proposal Questions RFP No.
AHRQ-00-0004.”

The proposal shall be signed by an authorized official to bind your organization and must be
received in our Contracts Office no later than 3:00 p.m., local prevailing time, on May 26, 2000.
Your proposal must be mailed to the following address:

Agency for Healthcare Research and Quality
Division of Contracts Management

Attn: Darryl Grant

2101 E. Jefferson Street, Suite 601
Rockville, Maryland 20852

Hand carried proposals may be dropped off at the above location. The Division of Contracts
Management offices are located in Suite 601 in the East Wing of the 6" Floor.

The RFP does not commit the Government to pay any cost for the preparation and submission
of a proposal. It is also brought to your attention that the Contracting Officer is the only individual
who can legally commit the Government to the expenditure of public funds in connection with the
proposed acquisition.

Requests for any information concerning this RFP should be referred to Mr. Darryl Grant,
(301) 594-7189.

Sincerely,

Darryl Grant

Contracting Officer, Division of Contracts
Management

Agency for Healthcare Research and Quality
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SECTION B - SUPPLIES OR SERVICES AND PRICE/COST

BRIEF DESCRIPTION OF SUPPLIES OR SERVICES

“Maintain and Expand the Healthcare Cost and Utilization Project (HCUP).” See Section C for a
complete description.

ESTIMATED COST AND FIXED FEE

a. The estimated cost (exclusive of fixed fee) of this five (5) year contract is
$ :
b. The fixed fee for this contract is $ . The fixed fee shall be paid in

installments based on the percentage of completion of work, as determined by the
Contracting Officer, and subject to the withholding provisions of the Clauses
ALLOWABLE COST AND PAYMENT and FIXED FEE incorporated herein.

C. The Government’s obligation, represented by the sum of the estimated cost plus fixed
fee,is $ . The following is the total estimated cost plus fixed fee
broken down by year:

Cost Fixed Fee Total

Year 1 $ $ $

Year 2 $ $ $

Year 3 $ $ $

Year 4 $ $ $

Year 5 $ $ $

Total $ $ $

d. Total funds currently available for payment and allotted to this contract are
$ of which $ represents the estimated costs, and
$ represents the fixed fee.

e. It is estimated that the amount currently allotted will cover performance of the contract
through

f. The Contracting Officer may allot additional funds to the contract without the

concurrence of the Contractor. For further provisions on funding, see the Limitation of
Funds and the Allowable Cost and Payment (and Fixed Fee) clauses incorporated into
the contract.

PROVISIONS APPLICABLE TO DIRECT COSTS
a. Items Unallowable Unless Otherwise Provided
Notwithstanding the clauses, ALLOWABLE COST AND PAYMENT, and FIXED FEE,

incorporated into this contract, unless authorized in writing by the Contracting Officer, the
costs of the following items or activities shall be unallowable as direct costs:
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(1)
(2)
@)

(4)

()
(6)
(7)
(8)
9)

(10)

(11)

Acquisition, by purchase or lease, of any interest in real property;
Rearrangement or alteration of facilities;

Purchase or lease of any item of general purpose-office furniture or office
equipment regardless of dollar value. (General purpose equipment is defined as
any items of personal property which are usable for purposes other than
research, such as office equipment and furnishings, pocket calculators, etc.);

Accountable Government property (defined as both real and personal property
with an acquisition cost of $1,000 or more, with a life expectancy of more than
two years) and "sensitive items" (defined and listed in the Contractor's Guide for
Control of Government Property, 1990, regardless of acquisition value;

Travel to attend general scientific meetings;

Foreign Travel;

Any costs incurred prior to the contract's effective date;

Rental of meeting rooms not otherwise expressly paid for by the contract;

Any formal subcontract arrangements not otherwise expressly provided for in the
contract

Consultant fees in excess of $800/day; and

ADP hardware or software.

This contract is subject to the provisions of Public Law (P.L.) 99-234 which amends the
Office of Federal Procurement Policy Act to provide that contractor costs for travel,
including lodging, other subsistence, and incidental expenses, shall be allowable only to
the extent that they do not exceed the amount allowed for Federal employees.

The Contractor, therefore, shall invoice and be reimbursed for all travel costs in
accordance with Federal Acquisition Regulations (FAR) 31.205-46.
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BACKGROUND INFORMATION

The goal for this contract is to maintain and expand a multi-state health care data system
for health services research, health policy analysis, and quality measurement and
improvement. The mission of the Agency for Healthcare Research and Quality (AHRQ)
(formerly known as the Agency for Health Care Policy and Research (AHCPR)) is to
support, conduct, and disseminate research that improves access to care and the
outcomes, quality, cost, and utilization of health care services. The research sponsored
and conducted by the Agency provides information that enables better decisions about
health care. AHRQ was created specifically to respond to the nation's need for
knowledge about the health care system, and within the scope of its mission, the Center
for Organization and Delivery Studies (CODS) maintains the Healthcare Cost and
Utilization Project (HCUP).

HCUP encompasses a family of administrative, longitudinal databases and related
software tools and products that are developed by AHRQ in a Federal-State—Industry
partnership. HCUP brings together the data collection efforts of state data organizations,
hospital associations, private data organizations, and the federal government to create a
national information resource of patient-level health care data. The participation of state
partners is essential for success of the HCUP project and is based on cooperative,
detailed agreements made between AHRQ and each state Partner. There are 22 states
that currently participate as HCUP Partners. The HCUP Partners are the data
organizations in participating states that were selected for geographic diversity,
population concentration, representation of important population subgroups, timely
availability of data, and willingness to release data for research purposes.

Most states now have programs in place to collect discharge abstracts describing all
hospitalizations within the state. Increasing numbers of states are expanding their data
collection efforts into the areas of outpatient care such as emergency room, ambulatory
surgery, and clinic settings. HCUP was originally designed to provide information
necessary to conduct a broad range of research and analysis focusing on hospitals and
their patients. Initial HCUP efforts (referred to as HCUP-1 and HCUP-2) spanned the
data years 1970 to 1987. Information collected on data years 1988 to the present were
initially referred to as HCUP-3, but now bear the name of HCUP.

Two HCUP databases are available for restricted access public release for health
services research. As of Winter 1999/2000, the databases will provide ten years of data
from 1988 to 1997. Four other specialized HCUP databases are in the
developmental/pilot phase. The HCUP databases currently released are the State
Inpatient Databases (SID), and the Nationwide Inpatient Sample (NIS).

The SID contain the universe of the inpatient discharge abstracts in participating states,
translated into a uniform format to facilitate multi-state comparisons. These inpatient
data include patient-level clinical and resource-use information found in a typical
discharge abstract. Data are collected from each state Partner, processed in a uniform
format, then returned to the respective sources in the HCUP uniform format. The
resulting SID data files contain a core set of clinical and non-clinical information on alll
patients, regardless of payer, including persons covered by Medicare, Medicaid, private
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insurance, and the uninsured. In addition to the core set of uniform data elements
common to all SID, some include other sensitive data elements and/or state-specific
variables, such as the time of onset for each diagnosis (before or during admission) and
patient identifiers (encrypted). Strict policies and procedures are in place to protect
privacy and confidentiality.

The SID are well suited for research that requires complete enumeration of hospitals and
discharges within market areas or states, that investigates questions unique to a state,
or that requires data from two or more states. The databases also provide researchers
access to data elements that may be examined over time. In the past, distribution of SID
data was up to the individual states, but starting in 1999, central distribution for the SID
became available under AHRQ sponsorship after completion of a Data Use Agreement
(DUA). Currently the SID contain about 60 percent of all U.S. community hospital
discharges. Some states include discharges from specialty facilities, such as acute
psychiatric hospitals.

The NIS approximates a stratified probability sample of 20 percent of U.S. hospitals and
is extracted from the SID. The 1997 NIS contains approximately 7 million discharge
records per year from approximately 1,000 hospitals. The variables contained in the NIS
are created with safeguards to protect the privacy of individuals. The NIS data are
available for purchase after completion of a DUA. The NIS data have been used to study
guality of care, variations in medical practice, diffusion of medical technologies, cost
effectiveness of alternative medical treatments, aspects of hospital financial distress,
and treatments, cost and financing for specific groups of patients defined by disease,
payer, gender, race, or geographic region.

Both the SID and the NIS may be directly linked to hospital-level data from the American
Hospital Association (AHA) Annual Survey of Hospitals, and county-level data from the
Bureau of Health Professions’ Area Resource File (ARF). Restricted access public
release of the HCUP databases occurs only after a signed DUA is received. The DUA
outlines strict confidentiality rules regarding attempted identification of any individual,
disclosure of the identify of any institution, or reporting information that might be used to
identify establishments.

The HCUP State Outpatient Databases (SOD) component consists of state data from
assorted outpatient settings. SOD components currently consist of ambulatory surgery
and emergency department data. Ambulatory care/office/clinic visit data may also be
included in future years. Up to now, the SOD were pilot research databases restricted to
AHRQ researchers. AHRQ plans to begin producing restricted access public databases
from the SOD components similar to the NIS and SID, corresponding with production of
the 1999 data year. There are currently nine states that provide hospital-based
ambulatory surgery data and one state that provides emergency department data to the
HCUP project. A few of these states also collect and provide discharge records from
free-standing ambulatory surgery centers.

HCUP Data Files

The HCUP data files are currently constructed as follows. The SID and SOD currently
consist of Core, Supplemental and Data Development Files for each state. The Core
Files consist of variables that, for the most part, are generally available from all states
and which most states agree to re-release. These variables include patient
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demographics, clinical information, admission type/source, admission/discharge status,
charge information, and linkage variables. The Supplemental Files consist of a detailed
series of edit checks, detailed charge information (for those states that provide it), state
specific elements such as physician specialty, birth weight, diagnoses present at
admission, and encrypted patient identifiers. The Data Development Files contain the
most sensitive patient information, such as unencrypted dates of birth, dates of
admission, discharge and procedure dates, and patient and physician identifiers.

The NIS includes discharge level files and a hospital level file. The discharge level file
contains such information as: patient demographics, clinical information,
admission/discharge status and charge information. The hospital level file contains
sampling stratum, characteristics of the hospitals and weights for producing national,
regional and state estimates.

HCUP Partners

The HCUP Partners for 1997 are: Arizona, California, Colorado, Connecticut, Florida,
Georgia, Hawaii, lllinois, lowa, Kansas, Maryland, Massachusetts, Missouri, New Jersey,
New York, Oregon, Pennsylvania, South Carolina, Tennessee, Utah, Washington, and
Wisconsin. It is expected that all 22 state Partners will continue to participate in the
project. Data are obtained from three primary sources within States: 1) state-funded
data organizations (SDO) that are mandated by law to collect data; 2) hospital
associations or physician-based groups that have voluntarily joined together to collect
data; and 3) private data organizations (PDO). Each entity has its own procedures and
policies for releasing the discharge data. Data elements released to HCUP and made
available for re-release vary from state to state.

OBJECTIVE

The objectives for this contract are to: 1) obtain encounter-level data from statewide
information sources, 2) maintain and expand a uniform, multi-state health care database
for health services research and health policy analysis, and 3) make these data available
to a broad set of public and private users. This contract will extend the capabilities of the
HCUP national data system to assist researchers and decision-makers at the national,
state, and community levels by expanding HCUP to include more states and more
settings of care, and to develop tools to make better use of administrative data.

SPECIFIC REQUIREMENTS

The contractor will furnish the necessary personnel, materials, services, and facilities,
and otherwise do everything necessary for or incident to the performance of the work
described below.

The work will be conducted over a five year period, in five one-year phases. Itis
anticipated that during the first year, the demands for data production and timeliness will
be the greatest and require multi-tasking to minimize the lag time between data
availability from the source to data dissemination. In the first year, the contractor will
establish and build the infrastructure to simultaneously obtain, process, document, and
deliver multiple databases of varying structures, including 1998 inpatient data from 22
states and 1999 inpatient data from 26 states, a 1998 and 1999 NIS, 1998 ambulatory
surgery data from 9 states and 1999 ambulatory surgery data from 13 states, 1999
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emergency department data from five states, and begin the process of preparing data
from the year 2000. In subsequent years, the number of databases from multiple
settings is expected to increase and specialized databases will be created as well.
Details on all tasks and activities are described below. Priority will be given to creating
the 1999 databases; however it is anticipated that some efficiencies will be gained if both
1998 and 1999 data years are handled in tandem. Generally, a major priority of this
contract will be to decrease the lag time of data availability. The tasks described below
are to be conducted on an annual basis unless otherwise noted. For example, creation
of the SID, NIS, SASD, and operation of the Central Distributor are to take place in each
project year, for each data year.

The format for data delivered to AHRQ should be in SAS, and for restricted access public
release in ASCII. Itis possible that future years of this contract will require other formats
and/or media based on emerging or existing technologies, for example, data might be
received through Internet transfer to a central AHRQ data warehouse. All reports,
memos, and documentation will be delivered electronically and with three hard copies.

Specific tasks to be performed by the contractor are described below.

Develop and Implement a Transition Plan

Develop and implement a transition plan for transferring HCUP data and activities from
the previous contractor within 60 days of the effective date of this contract (edoc?).

The AHRQ Project Officer will provide the contractor with a compilation of HCUP data
files, documentation, and software developed under the previous contractor. These
materials will be available immediately upon award, however, it is anticipated that there
will be a 60 day overlap period with the previous contract to facilitate the transfer of
HCUP data and respond to technical questions. The new contractor will develop a draft
plan for transferring HCUP data and activities within two weeks of the edoc. A final plan,
subject to Project Officer review and approval, will be developed within four weeks of
edoc that identifies all activities, data files, software, and documentation that must be
transferred. The final plan should also describe the methods to be used to ensure their
complete transfer within 60 days of edoc.

The plan will provide for an inventory of all data files, software, and documentation;
security arrangements for ensuring the confidentiality of data; and adequate staffing of
ongoing tasks. It will also provide for the following:

- the assignment of specific staff to each task that is to be transferred,

- the physical transfer and storage of data files, data tapes, software, and all relevant
documentation,

- the implementation of the cataloging and file maintenance system developed in section
C.9.3,

- the implementation of appropriate accounting and security systems.

The term “edoc “ is used in this document to refer to effective date of contract, hereafter referred to as
effective date. Also used is the term “EDOC*” which refers to the project name given to the Electronic
DOCumentation system developed under HCUP. When referring to the documentation system here we
have added an asterisk to EDOC* to avoid confusion.
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Receive HCUP Materials

The contractor will make arrangements to receive materials from the previous contractor
and AHRQ staff while ensuring the security of the data and documentation within two
months of edoc. Materials will include hard copy files and electronic files. The contractor
will maintain HCUP historical files to document the project. Files for previous data years
(1988-1995) at the NIH Computer Center will need to be accessed occasionally under
this contract. The files will remain at NIH; however, the contractor will receive a listing of
these files from the Project Officer and information about how to access them.

Provide Quality Assurances

Ensure Y2K Compliance

Since HCUP data years begin with the 1998 data, the contractor will ensure Y2K
compliance of all data files and software. The contractor will document all efforts
associated with ensuring Y2K compliance, including any necessary data processing,
software modifications, testing and validation.

Provide Quality Assurance

The contractor will develop, test, document and maintain all software, databases and
files required under this contract using industry standards and methods as identified by
the Carnegie Mellon Software Engineering Institute (SEI) Capability Maturity Model
(CMM). ltis strongly recommended that the contractor establish and adhere to a high
level of software development, testing, documentation and quality control standards and
procedures, in accordance with the SEI / CMM. Also, the contractor will use a software
configuration management system, approved by the Project Officer, and highly
recommended to be the Merant’'s PVCS system (or equivalent), to control, document and
time-stamp all software configuration changes, and to perform software check-in/out,
version control, software requirements tracking, and other software life cycle
management procedures. The contractor will also use a software testing and quality
assurance product approved by the Project Officer to test and document all databases,
and other needed software. The contractor will prepare and maintain updated electronic
documentation data base of all software plans, data flows, system architectures, coding,
test plans and test results reports and deliver electronic copies of all updated software
documentation, testing and other related software documentation and materials to the
Project Officer as part of the monthly progress reports.

Support Efficient and Secure Computing Operations

The contractor will provide and utilize software workflow, document management, and
other collaboration tools and products to support efficient operations of functions,
processes and tasks performed under this contract. Also, the contractor will provide
system administration and other database monitoring, tuning and administration software
to support efficient and high quality operations of the data processing and data tasks
under this contract. The contractor will deliver documentation of the proposed
procedures and tools to be used for these functions and review the proposal with the
Project Officer for concurrence.
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Also, the contractor will deliver documentation of all proposed hardware, software,
security, backup / recovery, networking and other Information Technology (IT)
infrastructure components and solutions needed to support all HCUP contractual efforts
and will obtain approval of the proposed solutions from the Project Officer.

PROCESS STATE INPATIENT DATA

Transform state level inpatient data into a uniform HCUP format to create the HCUP SID.

Acquire Data

Recruit and Retain Qualified Data Sources

Maintain partnerships with the current state-level organizations that collect all-hospital,
all-payer inpatient data for a state. Historically, all HCUP Partner states have remained
active in the project in following years. Retention efforts range from renewal of
application letters to appearing before data review committees for one Partner state.
Identify new state-level organizations for potential recruitment. Review the organization’s
data dictionary for all current data elements, with special attention to new variables that
would strengthen the HCUP research databases (e.g., data link variables, clinical
variables, demographic variables). Of particular importance is capturing linking variables
to facilitate the linking of observations across settings, and time that would allow such
areas of inquiry as creation of episodes of illness and assessing re-admissions to the
hospital. Inform the Project Officer by memo of modified or newly available variables and
coding to determine Agency interest prior to negotiation with data organizations.

Recruitment of four new states for 1999 data will have already begun under the previous
contract and should be close to completion for the collection of inpatient data.
Agreements to participate for the new states are expected to have already been secured,
examination of data dictionaries completed, and data requests already initiated.
Remaining activities might include completion of forms or applications, finalizing
purchase arrangements and verifying new data files. Additional recruitment of new data
from other settings for data year 1999 (i.e. four ambulatory surgery and four emergency
department data sets) will still need to be conducted. The Project Officer will provide
guidance to the contractor with respect to which states and which settings should be
pursued.

Table 1 summarizes the anticipated data activity for each year of the contract. It should
be noted, however, that the availability of databases is dependent on state data
organizations and the assumed level of data activity is subject to change. In contract
year one, it is anticipated that data for 1998 and 1999 will be obtained simultaneously.
We will have begun recruitment for all 22 states for 1998 and all 26 states for 1999. We
expect that for 1998 data, all recruitment activities will be complete (i.e., forms and
applications completed, recruitment letters signed, etc.), data will have been purchased,
obtained and verified. Recruitment will have also begun for data year 1999, however, we
expect that recruitment will be completed only for the 4 new states and one-half of
continuing states (11). The other half of the continuing states (11) will require additional
work to complete the recruitment. We also anticipate that of the 44 data sets for 1999,
16 will have been purchased, obtained and verified under the previous contract and the
remaining 28 will still need to be completed. Agreements will have been signed with the

16



participating partners to allow transfer from the previous contractor to the new contractor.
In the following years of the contract, it is possible that data will be collected for a single
year at a time. Data recruitment and some processing for data year 2000 will also begin
in the first project year.

TABLE 1
HCUP Data Activities
Total number of databases anticipated by type and year of contract
Contract Data Inpatient Total
Year Year | Databases Outpatient Databases Databases
(States)
AS ED OoP Total
1 1998* 22 9 1 0 10 32
1999 26 13 5 0 18 44

2 2000 31 15 9 1 25 56

3 2001 35 17 11 1 29 64

4 2002 37 17 12 2 31 68

5 2003 39 18 13 3 34 73
AS = ambulatory surgery
ED = emergency department
OP = outpatient visits
* For 1998 data the number of states and databases remains the same as 1997.

Current costs to purchase data average $4,500 per data year, for each data setting
(inpatient, ambulatory surgery, emergency department). Purchase price of 1997 data
ranged from $0 to $10,000 per data year.

The priority for data processing will be 1999 data with a goal of completing data
processing for all 1999 inpatient databases and delivery of the1999 NIS by 10 months
following the effective date. 1998 data processing is a secondary priority and will be
completed as soon as possible during contract years one and two, without causing delay
in 1999 or 2000 data. Alternatively, 1998 data processing can be conducted in tandem
with 1999 data if it will not result in a delay of the 1999 databases.

Data for any particular calendar year generally becomes available for purchase from the
state data organizations throughout the following calendar year. Data availability ranges
from 3 - 12 months past the end of the desired calendar year. For example, data from
the 1999 calendar year is currently projected to be available for purchase from
approximately half of the states by June 2000, from one-quarter of the states by
September 2000, and from the remaining quarter of the states by December 2000.
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Table 2 below illustrates target deadlines for completing the major HCUP databases
based on current projections of data availability. In the second year of the project, it is
expected that delays in processing should be diminished after the first year, start-up
activities are accomplished. In later project years, time frames for producing the HCUP
databases would be expected to improve should the timing of data availability be
improved. Offerors are provided with these timelines as a guide to designing their

technical approach.

TABLE 2
Projected Completion Dates For HCUP Databases
Data Year | SID NIS CDSID | ED SASD NASS AMBUL.
CARE
1998 thd thd thd thd thd thd n/a
1999 3/1/01 7/1/01 3/15/01 | 5/1/01 6/1/01 10/1/01 | n/a
2000 3/1/02 6/1/02 3/15/02 | 5/1/02 4/1/02 thd thd
2001 3/1/03 6/1/03 3/15/03 | 5/1/03 4/1/03 thd thd
2002 3/1/04 6/1/04 3/15/04 | 5/1/04 4/1/04 thd thd
2003 3/1/05 6/1/05 3/15/05 | 51/05 4/1/05 thd thd

The contractor will negotiate (including which data elements will be provided) with data
organization officials and document participation in the HCUP database. Recruitment
should ensure continued availability of data through the completion of the project.
Document interactions to facilitate follow-up with data organization staff in subsequent
years. Revise the existing master Memorandum of Agreement (MOA) to reflect the new
contract period and recruitment activities. Provide a draft for Project Officer review
within one month after effective date. Prepare final master MOA within two months of
effective date, following comments from the Project Officer. (See Section 16.1 regarding
confidentiality provisions for the MOA.) Complete a state-specific MOA for each data
source for at least two, but no more than six data years. Within one week of final Project
Officer approval, send state-specific MOASs to all state Partners. Complete a signed
MOA and list of variables authorized for AHRQ and for restricted access public release
for each data year from each state Partner. A completed MOA is comprised of several
documents, including a list of data elements requested and those data elements denied
to the HCUP project. Provide copies of signed MOAs to state Partners and to the Project
Officer within one week of receipt. If signed MOAs are not received within two months of
being sent, send documentation (e.g., phone logs) of the contractor’s effort to solicit
response from the respective data organization. Acquire signed documentation of each
state’s data elements to be provided and those to be denied for each data year.

Obtain Data from States

Complete all necessary state application forms and procedures. Some state procedures
are relatively standard and may only require the exchange of state-specific
correspondence. Other states may require that their own application form be completed,
the submission of a project workplan, or an in-person appearance before review
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committee to present the proposal for participation. Presently, one state requires in-
person appearances, and it can be expected that approximately three additional visits will
be required for recruiting new states each year. One state also requires the
development of an annual workplan describing project activities, future plans, active
research project abstracts, and a list of publications. Purchase source data and receive
data from the recruited state.

Examine State Data

Verify compliance with the data agreement to ensure that the data file contains data in
the format specified by the state documentation and includes all of the data elements
agreed upon in the MOA. Following verification, examine the state data and
documentation to determine how to convert the state data into the HCUP format.
Document all information provided by the state data source about how the files are
collected, hospitals or data excluded from collection, and important details about data
elements (e.g., “physician identifier is from the state licensing board or assigned by the
institution”; “race/ethnicity is optional and many institutions do not provide reliably”). Run
exploratory statistics and compare against state documentation. For example, explore
for statistical outliers and missing values by evaluating frequency distributions.

Create State Inpatient Databases

The SID currently consist of Core, Supplemental and Data Development Files for each
state. For more details on these files see section C.1.1 HCUP Data Files.

Create the SID State Files

Convert state-specific files into a uniform HCUP format. To illustrate the past approach,
the contractor will be provided with a copy of the existing software used to process
individual state data into the HCUP uniform format and the inpatient processing
codebook. The previous inpatient codebook contains definitions of the current variable
formatting. It is anticipated that the current coding will be amended to address Health
Insurance Portability and Accountability Act (HIPAA) standards, as described below.
Discussion of HIPAA regulations can be found at
http://www.hcfa.gov/regs/hipaacer.htm

For each state that contributes data to HCUP, create a SID. Previous steps used to
create the SID and the date files are described below. However, the contractor is
encouraged to develop alternative approaches to the task and to the file structure.

Check validity and consistency of diagnoses and procedures

Check ICD-9-CM diagnoses and procedures codes on the records for validity compared
to a valid list of ICD-9-CM codes for the same time period. Check that ICD-9-CM codes
on record are consistent with gender of discharge compared to valid gender-specific
ICD-9-CM codes for that period.

Apply Clinical Classification Software (CCS) and Diagnosis Related Groups (DRG)
Grouper Software
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Apply the most current version of the CCS provided by the Project Officer to the
discharge data in order to group diagnoses and procedures into CCS categories (one
per diagnosis and one per procedure).

Apply time period specific DRG Grouper software to the discharge data to generate DRG
and Major Diagnostic Category (MDC) to assign DRG codes.

Ensure uniformity in the coding of variables across states

Conduct a data review and editing in addition to the original states’ review and edit of their
own data to assess, for example, out-of-range values, invalid coding, and coding (e.g.,
sex) inconsistent with procedures. The contractor will then prepare a memo that
suggests to, and seeks guidance from, the Project Officer to determine what, if any,
changes are desirable to the current standardized format and approach to creating it.
We anticipate that a new or modified approach is likely in order to keep the project
current and up to date with developments and/or requirements at the state and federal
level, such as preparations for HIPAA standards.

Create and document new variables and edited versions of existing variables, including
updating files when appropriate and documenting updates, maintaining histories of
variables created or edited, and keeping track of variables that have been revised. It is
anticipated that the coding of a small set of variables will be expanded/enhanced and
require modification of the HCUP format. Consult with the Project Officer when
determining which data elements are placed into the standardized format, and which
data elements may be retained as unique, non-standardized variables. Provide a check
on the accuracy of the HCUP processing programs. Identify idiosyncracies in the data.

During this process, the contractor must adhere to all data confidentiality and security
agreements covering the states’ data as specified in the MOA.

Create data files

Organize and create data files segregating sensitive variables such as dates, patient and
physician identifiers and patient ZIP Codes into a separate file once the state data have
been re-coded into the HCUP uniform format.

Copy data for delivery for AHRQ

Copy data onto CD-ROMs for delivery to the Project Officer. Password protect all data
files. Alternative delivery medium, such as Internet transfer, may be considered as long
as data security can be maintained.

Document the SID

Documentation should be created and updated in tandem with the creation of the data
files. Documentation should include descriptions of uniform HCUP formatting, retained
unique data elements, passwords, file locations, variable attributes and descriptive
statistics. The documentation for the SID should contain general information about the
file composition (information about the data source, the types of hospitals included and
excluded records), variables, data processing programs, labels for variables and values,
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and re-codes. Ensure that all documentation appears in the electronic documentation
system (see section C.11.) Documentation should be delivered to the Project Officer at
intervals to be agreed upon during the processing year. For example, after 25% of state
data bases have been processed (i.e. 5 states), 50%, 75%, etc. The final delivery for the
SID documentation will be at the conclusion of all data processing for the SID.

Copy and Provide SID Files for Return to States

Make a copy of AHRQ's version of the HCUP formatted State SID and any other
companion files. Return the SID files and documentation to each state without charge to
the state. Once the AHA crosswalk (see section C.10.1.2) has been completed, send a
copy of the file to the state.

Copies of Data Processing Programs

Provide the Project Officer with copies of programs that create the SID.
Prepare 1998 SID

Unlike all other data years, the 1998 databases (e.g. SID, NIS, SASD, restricted access
public release files, etc.) and related activities will be completed out of sequence and will
be required only one time, but that will need to be conducted in tandem with other data
years.

For the 1998 data year, using the data already collected and verified, create the 1998 SID
following all the steps and requirements specified in Section C.4.

NATIONWIDE INPATIENT SAMPLE

The NIS is a stratified probability sample of hospitals in the sampling frame, with
sampling probabilities calculated to select 20 percent of the universe contained in each
stratum. Details of previous sampling strategies and weighting can be found in
Technical Supplement 9: Design of the HCUP Nationwide Inpatient Sample, Release 6
(referred to as the Design Report). The NIS currently includes discharge level files and a
hospital level file. For more details on these files see section C.1.1 HCUP Data Files.

Create the NIS

Using the processed SID data, create the NIS.

Identify Community Hospital Facilities

The AHA Annual Survey is currently the sampling frame for creating the NIS. Using the
AHA crosswalk (that provides the link between the data source hospital identifier and the
AHA hospital identifier described in section C.10.1.2), identify community hospital
facilities in the SID.

Develop a Sampling and Weighting Strategy

Evaluate the previous sampling and weighting strategy and determine what changes
should be made to improve the capacity to generate national estimates using the NIS.
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Previously, the universe of U.S. community hospitals was divided into strata using five
hospital characteristics: ownership/control, bed size, teaching status, urban/rural
location, and U.S. region. The sampling strategy for the NIS maintained a subset of
hospitals to allow longitudinal analysis. This practice should be evaluated as well.
Provide a draft report which proposes a sampling and weighting strategy. The draft
report should: 1) describe and evaluate the past methodology and approach as
described in the Design Report; and 2) make recommendations for two or more potential
approaches for an improved sampling and weighting strategy, including a description of
the pros and cons and the cost implications. (It is anticipated that this process will be
required only one time at the beginning of the contract period. All other activities under
C.5 are repeated for each data year unless otherwise noted.)

Construct the NIS Sampling Frame

Document the final sample and weighting strategy in a final report. After receiving
guidance from the Project Officer, construct the NIS sampling frame.

Create NIS Inpatient Files

Execute the sampling approach. Previous steps involved in creating the NIS are
described below for information only.

C Sampled community hospitals are selected;
C SID-only variables are dropped from the file;
C NIS-only variables (e.g.,. categorical variables for the median income for the

patient’'s ZIP Code) are added;

C State-specific restrictions are applied as defined in the MOAs. (For example,
some states do not allow identification of hospitals in the NIS, so precautions
must be taken to avoid fewer than a specified number of hospitals in a stratum.);
and

C State-specific files are integrated into one NIS inpatient file.

Create ZIP Code Link to HCUP Patient ZIP Code

Obtain and deliver to the Project Officer the U.S. Bureau of the Census data to provide
information on ZIP Codes. The HCUP ZIP Code files provide demographic data and area
characteristics for residential ZIP Codes in the U.S. (In the past, these data were
obtained from CACI Marketing Systems, and include many demographic measures
collected by the Census Bureau, as well as estimates of selected demographic
measures forecasted by CACI for certain non-Census years.) Create ZIP Code-based
variables and integrate them into the NIS at the patient level. Currently, the NIS files
provide median income for patient’s ZIP code. It is anticipated that approximately two to
four additional variables may be added and that the median income variable will be re-
coded.

Create NIS Weights File
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Create the NIS Weights File to contain stratum variables and sample weights that can be
used to obtain state and national estimates. Previous procedures included creating
weights based on AHA Annual Survey data and adjusting for missing quarters of
discharge data. Deliver the NIS weights file to the Project Officer.

Document the NIS

Documentation should be created and updated in tandem with the creation of the data
files. The documentation should contain NIS-specific documentation that explains the
technical aspects of the creation of NIS data (see Design Report). General information
about the file composition (information about the data source, the types of hospitals
included and excluded records, sampling and weighting approach), variables and their
attributes, data processing programs, labels for variables and values, descriptive
statistics, and re-codes should also be included (see HCUP Inpatient Codebook). The
contractor may suggest other pieces of documentation that would be valuable to the
project. Reports should be prepared and delivered that encompass the following topics
from previous NIS releases:

Quality Control in HCUP Data Processing - This technical supplement describes
the processes used to ensure the quality of HCUP NIS data. It describes the
guality review guidelines employed in reviewing data for each variable in the NIS,
including the edit checks performed to assess the internal consistency of
information on each record.

Mapping Source-Specific Hospital Identifiers to AHA Hospital Identifiers - The
AHA definition of "community hospital" used to select hospitals for the HCUP
databases. Therefore, for each participating data source and for each year, it
was necessary to reconcile the data source's identification of the hospital with the
identification of the hospital in the associated AHA Annual Survey. The list of all
such linkages is called a crosswalk. This technical supplement addresses the
procedures used to identify the appropriate linkages between AHA hospital
identifiers and hospitals represented in the inpatient data supplied by each data
source, outlining the development of the crosswalk.

Source of HCUP Data - This technical supplement lists the organizations that
contribute data to HCUP.

Calculating Variances Using Data from the HCUP NIS - The NIS contains all
discharges from hospitals that were selected without replacement according to a
stratified probability sample design from a frame that includes hospitals from 22
states for 1997. Failure to account for this sample design when computing
statistics will cause variances to be estimated incorrectly. This technical
supplement states the problem and gives an example of how one readily available
complex survey design package, the Survey Data Analysis Software System
(SUDAAN), can be used to estimate variances while accounting for the sample
design of the NIS.

File Composition from the HCUP NIS - This technical supplement provides an
overview of the criteria for including hospitals in HCUP, the definition of
community hospitals, and a description of hospital openings and closings. It also
lists all states participating in the NIS and provides details about the sources of
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the data, inclusion of hospital stays in special units, exclusion of ambulatory
surgery records, and special precautions required by some states for maintaining
confidentiality of hospitals.

HCUP Data Quality Table - This technical supplement provides information on
the results of edit checks performed on the NIS.

Verification of Restrictions - This technical supplement identifies restrictions
imposed on individual state data by the providing organization for the resulting NIS
data.

Ensure that all documentation appears in the electronic documentation system (see
Section C.11.) The final delivery for the NIS documentation will be at the conclusion of all
data processing for the NIS, and will be in electronic format as well as three hard copies.

Copy NIS Data for Delivery to AHRQ

Send preview copy of NIS to the Project Officer for review and validation by the Agency’s
programming support contractor. After receiving Project Officer approval, create master
CD-ROMs with all data, documentation and tools. Copy data for delivery to the Project
Officer. For any state requesting a copy of the NIS, secure a signed DUA. Upon receipt
of the completed NIS DUA, distribute all components of the NIS to partner states via a
trackable shipping method.

Copies of Data Processing Programs
Provide the Project Officer with copies of processing programs that create the NIS.
Prepare 1998 NIS

For the 1998 data year, create the 1998 NIS following all the steps and requirements
specified in Section C.5, excluding C.5.1.2. This task will be required only one time.

PROCESS STATE AMBULATORY SURGERY DATABASES (SASD) OF THE SOD

The development of the HCUP SASD component of the SOD is very similar to the multi-
step process for the development of the SID. The task description for the SASD
components frequently refers to inpatient data processing, and notes only where the
processes are different. The SASD currently consist of Core, Supplemental and Data
Development Files for each state. For more details on these files see section C.1.1
HCUP Data Files.

Acquire Data

Recruit Qualified Data Sources

The process is identical to that in section C.4.1.1 with the following exception: MOAs
with current SOD participants will need to be modified not only for the data years, but

also for re-release of data. Additional states will be recruited each project year for SASD
according to Table 1 in section C.4.1.1.
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Obtain Data from the States
The process is similar to that in section C.4.1.2.

Examine State Data

The process is similar to that in section C.4.1.3.
Create State Ambulatory Surgery Databases (SASD)

Create the SASD
The process is similar to that in section C.4.2.1 through C.4.2.1.5.

Document the SASD

The process is similar to that in section C.4.2.2.
Copy and Provide SASD Files
The process is similar to that in section C.4.2.3.

Provide Copies of Data Processing Programs

All processes are identical to that in section C.4.2.4.
Create Nationwide Ambulatory Surgery Sample (NASS)
This will begin as a pilot activity to assess the feasibility of creating a NASS.

Identify Community Hospital Facilities from the AHA Annual Survey of Hospitals

The process is similar to that specified in section C.5.1.1, with the following exception.
The state-specific hospital identifiers will be cross-walked to the AHA community
hospitals for the hospital-based AS data. Free-standing ambulatory surgery centers are
not included in the AHA survey and will not be linkable.

Construct the NASS sampling frame

Evaluate the feasibility of constructing the NASS sampling frame and database. Provide
a report which proposes a sampling strategy. The draft report should: 1) describe the
pros and cons of up to three potential sources for the sampling frame source (e.g.,
costs, reliability, validity, and generalizability); 2) determine whether the sampling strata
are the ambulatory surgery units (similar to the NIS), or the encounters, and why; and 3)
evaluate the feasibility of producing a NASS given the HCUP hospital-based and limited
free-standing ambulatory surgery encounter-level data. This will include determining
whether more states are needed to achieve a reasonable sample, and if more free-
standing data are needed. Possible sources for the sampling frame include SMG
Marketing Group, Inc. and National Center for Health Statistics (NCHS). After receiving
guidance from the Project Officer, construct the NASS sampling frame.
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Create the NASS files

If, in conjunction with the Project Officer, it is determined that creating a NASS is feasible
and desirable, the steps will be similar to those described in sections C.5.1.3 through
C.5.1.6 including documenting the final sample and weighting strategy in a final report.

Document the NASS
This process is similar to what is specified under C.5.2.
Copy and provide data to AHRQ

This process is similar to what is specified under C.5.3.
Copies of data processing programs
This process is similar to what is specified under C.5.4.

Prepare 1998 SASD

For the 1998 data year, using data already collected and verified, create the 1998 SASD
following all the steps and requirements specified in Section C.6 through C.6.2.4. This
task will be required only one time

PROCESS EMERGENCY DEPARTMENT (ED) DATABASES OF THE SOD

The development of the HCUP ED data component is very similar to the multi-step
process for the development of the SID. The task description for the ED data
components frequently refers to inpatient data processing, and notes only where the
processes are different. The ED data currently consists of Core, Supplemental and Data
Development Files for each state. For more details on these files see section C.1.1
HCUP Data Files. The ED component is a pilot phase activity. There is currently one
state that provides emergency department data to the HCUP project. If the HCUP team
determines that the data are reliable, complete, valid and useful for research, we
anticipate rapid expansion of this activity.

Acquire Data
Recruit Qualified Data Sources

The process is similar to that in section C.4.1.1 with the following exceptions: MOA with
current SOD participants will need to be modified not only for the data years, but also for
re-release of data; and 2) add to the information provided in the memo for the Project
Officer a recommended database and coding to determine Agency interest prior to
negotiation with data organizations. Additional states will be recruited each project year
for ED data according to Table 1 in section C.4.1.1.

Obtain Data from the States

The process is similar to that in section C.4.1.2.
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C.7.13 Examine State Data
The process is similar to that in section C.4.1.3.
C.7.2 Create ED Databases
C.7.21 Create the ED Database Component of the SOD
All processes are similar to that under section C.4.2.1 through C.4.2.1.5.
C.7.22 Document the ED Database Component of the SOD
All processes are similar to that in section C.4.2.2.
C.7.23 Copy and Provide ED Return Files
All processes are similar to that in section C.4.2.3.

C.7.24 Copies of Data Processing Programs

All processes are similar to what is specified under C.4.2.4.
C.7.25 Identify Community Hospital Facilities from the AHA Annual Survey of Hospitals

The process is similar to that specified under section C.5.1.1. We expect that the ED
data will all be hospital-based, and therefore state-specific hospital identifiers will be
cross-walked to the AHA community hospitals.

C.7.3 Prepare 1999 ED Data

For the 1998 data year, create the 1998 ED following all the steps and requirements
specified in Section C.7.1 through C.7.2.5. This task will be required only one time.

C.8 PROCESS AND DEVELOP AMBULATORY CARE / OFFICE / CLINIC VISIT
DATABASES OF THE SOD

This task will begin in the second year of the project. The development of the HCUP
Ambulatory Care data component is very similar to the multi-step process for the
development of the SID. The task description for the ambulatory care data component
frequently refers to inpatient data processing, and notes only where the processes are
different. The ambulatory care component is a pilot phase activity. There are currently no
states providing ambulatory care / office / clinic visit data to the HCUP project. The HCUP
project will begin by securing one to three states’ ambulatory care data.

cs8.1 Evaluate the Feasibility of Creating an Ambulatory Care Database

Develop and deliver a draft report that evaluates the feasibility of creating an ambulatory
care database. The report should address, at a minimum, identifying ambulatory care
settings, data collection policies and procedures, data quality (e.g., uniformity of coding,
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completeness of data) release policies, and cost implications. After receiving guidance
from the project officer, prepare and deliver a final feasibility report.

Acquire Data
Recruit Qualified Data Sources

The process is similar to that in section C.4.1.1 with the following exception: MOAs with
current SOD participants will need to be modified not only for the data years, but also for
re-release of data. Additional states will be recruited each project year for ambulatory
care data according to Table 1 in section C.4.1.1.

Obtain Data from the States

The process is similar to that in section C.4.1.2.

Examine State Data

The process is similar to that in section C.4.1.3.

Create Ambulatory Care Databases
Create Pilot Phase Ambulatory Care Database Component of the SOD

It is anticipated that processes will be similar to those described under section C.4.2.1
through C.4.2.1.5. However, we anticipate that the data elements will differ from those
on the inpatient, ambulatory surgery and emergency department databases. The HCUP
format for the ambulatory care component of the SOD will be determined in consultation
with the Project Officer. We expect that more effort will be required to create the
ambulatory care database than is required for the other HCUP databases because of the
size and complexity of outpatient claims data as well as the relative lack of HCUP
experience in outpatient visit data.

Document the State Ambulatory Care Database Component of the SOD to AHRQ
The process is similar to that in section C.4.2.2.

Copy and Provide Ambulatory Care Return Files to States

The process is similar to that in section C.4.2.3.
Copies of Data Processing Programs to AHRQ
The process is similar to that in section C.4.2.4.

Identify Community Hospital Facilities from the AHA Annual Survey of Hospitals

The process is similar to that specified under section C.5.1.1, with the following
exception: the state-specific hospital identifiers can only be cross walked to the AHA
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community hospitals for the hospital-based Ambulatory care data; the encounters from
other ambulatory care sites, such as physician offices, will not be linkable to the AHA file.

CONSTRUCTION AND MANAGEMENT OF DATA FILES

The contractor will construct, maintain, document and update data files for all
components of HCUP. Due to the differing configurations of data received from multiple
sources, constructing uniform files will not be a routine process. The contractor will be
provided with documentation and software that describes previous approaches in HCUP
to integrate these data into a uniformly formatted research database. This information is
being provided for information purposes only, and the contractor should investigate
existing methods and develop new methods as appropriate for constructing, maintaining
and updating the data files. The contractor will document and obtain approval from the
Project Officer for the methods proposed for data file construction, maintenance and
update.

Construct Files

Files for all components will be constructed as a series of yearly files unless otherwise
specified by the Project Officer. The tasks include creating uniform records (including
the re-coding of variables into a uniform format), verifying, editing and cleaning
observations, developing measures for special variables based on consultation with the
Project Officer, and developing a consistent variable-naming convention over time. Data
elements will be coded into a uniform format across data sources while retaining the
greatest detail feasible. State specific coding on certain variables will be retained.
Observations on each variable, to the extent possible, are to span all years of the
database (1998 through 2003), however, new data elements will be added to HCUP
databases as they become available from data sources.

Review Data to Identify Potential Problems

The contractor will conduct an analytic review of the data, as specified by the Project
Officer, so that data problems can be identified and resolved before production
processing, so that problems are resolved consistently across disparate data sources,
and so that the quality of the data at delivery is such that they can be used immediately
for analysis by AHRQ with minimal, if any, data cleaning or editing. The analytic review
will include statistical analyses for outliers, tests for inconsistencies, reasonableness of
values, and other explorations of the data to identify any problems in data quality. As
directed by the Project Officer, the contractor will maintain a record of and make
corrections to the data for errors or other quality problems that are discovered in the files
or documentation after they have been delivered to the Project Officer. Maintain a record
of data quality problems so that feedback can be provided to the data sources regarding
potential quality problems. The Project Officer is to be informed of problems through
email or memos as appropriate.

Data File Maintenance

Develop and deliver a memo with a description of a proposed data file maintenance
system that documents all data files and work performed related to data editing and
analysis and other data processing and programming efforts. The system should also
include naming conventions and tracking of files from production through final delivery.
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Atfter approval from the Project Officer, put the maintenance system into place that
allows for routine review, backup, and/or release of all HCUP files as appropriate. Create
a master list that documents all HCUP files that is updated and delivered twice per
project year. Regularly perform routine maintenance activities to safeguard HCUP data
stored at the NIH Computer Center and at the contractor’s facilities. The NIH Computer
Center has all the HCUP data and deliverable files for data years 1988 through 1994 from
the time when the HCUP processing was run on the NIH computers. Assure appropriate
disposition of all data files at the direction of the Project Officer and state data
organization requirements and at completion of the project. The system should also
completely protect the security of the data files. The contractor will deliver
documentation of all proposed data file maintenance procedures and obtain approval for
use of the procedures from the Project Officer.

THE AMERICAN HOSPITAL ASSOCIATION ANNUAL SURVEY

The AHA linkage is used (1) to identify community hospitals for the NIS sample and
weighting, and (2) as an analytical file to provide a rich source of information at the
hospital level. The NIS, SID and SOD may be linked to the AHA data to obtain hospital
characteristics. The Guide to the HCUP-3 Database contains a general description of
the AHA component. Some of the AHA data elements (e.g., hospital location by county
and ZIP Code) allow for linkage to community characteristics.

The fiscal year data created in the AHA Annual Survey is available for public purchase
within two years after the close of the standard fiscal year. The precise time schedule
for this survey has changed from year to year. Processing of inpatient data should be
structured to avoid delays caused by this lag in AHA data.

Create the HCUP AHA Annual Survey File
Annually Acquire the Most Recent Annual Survey File from the AHA

Purchase the AHA file.
Create Crosswalk Files

Create and deliver to the Project Officer crosswalk files and create a link between state-
specific hospital identifiers and AHA identifiers (AHAID) to HCUP to allow the identification
of community hospitals for inclusion in the NIS.

Check for Changes in Variable Definitions

The variables collected on the survey can change from year to year. Check for changes
in variable definitions and alert the Project Officer on changes that would affect any of the
subsequent processing steps for HCUP. Prepare and deliver to the Project Officer a
SAS file that maintains the structure, coding and naming conventions of past years of
HCUP AHA data, to the maximum extent possible. Documentation of the previous
processing of the Annual Survey file will be provided to the contractor during the transition
period.
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Compare AHA Data with State Data

Supply a table of summary data using the crosswalk file. Create a separate table for
each participating state showing the number of admissions for each AHAID compared to
the total number of discharges for the set of state hospital identification numbers
(StateHosplDs) corresponding to the AHAID to illustrate any discrepancies. Analyze
significant discrepancies that may be due to fiscal year definitions, imputed estimates in
the AHA file, incomplete data from the state, or other and unknown causes.

Create Hospital Merger and Closing File

Identify any new or deleted AHAIDs. Create an electronic file that allows the tracking of
closings, openings, mergers and de-mergers from the previous year using reference
materials supplied by AHA.

Document the AHA files

Document AHA Annual Survey Changes

Document changes in the Annual Survey that have implications for the research
attempting to use similar variables for multiple years, for example, addition or deletion of
data questions and data elements. Ensure that all documentation appears in the
electronic documentation system (see Section C.11.)

Document Variables

Create variable labels and value labels for all variables taken from the AHA file as well as
newly created variables included in the SAS file to be delivered. Create a notebook with a
copy of the survey instrument, the file layout supplied by AHA, contents of the SAS file,
and summary data for each variable.

Create HCUP AHA Component for 1998 Data

For the 1998 data year, create the AHA component following all the steps and
requirements specified in Section C.10.

DOCUMENTATION SYSTEM

A report should be developed and updated that includes an overview of HCUP databases
and the processes for creating all aspects of the project similar in form to that found in
the Guide to the HCUP-3 Database. Additionally, detailed documentation is required for
each component of the HCUP project for AHRQ and external users. The documentation
should describe both the process of creating major project elements and the resulting
databases. The documentation will be placed on AHRQ’s LAN for use by AHRQ staff.
The documentation will be updated across years as well as states and then delivered to
the Project Officer in electronic format four times a year. Previously, there were four
elements to HCUP documentation as described below. The contractor may suggest
other documentation and approaches that could be valuable to the project.

1) NIS and SID user documentation delivered on CD to purchasers of databases. The
text documentation was created in Adobe Acrobat.
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2) A windows-based software product developed specifically for HCUP (referred to as
EDOC*. It contains file and variable information, and is available only to internal AHRQ
researchers who have signed a Data Use Agreement.

3) Reference documentation (referred to as BDOC) which contains the electronic
version of the HCUP inpatient codebook, electronic and hard-copy technical supplements
(text that explains technical aspects of the creation and use of NIS data), and electronic
data development software and crosswalk files. The codebook serves as a template for
creation of all versions of documentation for file composition and variable definitions by
state.

4) Archived documentation (referred to as UDOC) which contains hard-copy, state
recruitment documents such as MOAs, technical documentation, manuals, and
correspondence.

A single comprehensive and cost-effective system of documentation should be created
with the capacity to generate all other documentation components from the master
system, including those for the restricted access public release files. Innovative
technology and efficient approaches should be used to document all components of
HCUP. The resulting documentation system should be easily and efficiently accessed,
queried, and updated. It should be developed with enough flexibility and capacity for
continual modification as the HCUP project expands. The new system should be
developed for the data collected from 1998 forward and does not need to incorporate the
existing EDOC* for earlier years of HCUP data. However, the contractor will be provided
with the old EDOC* system for their own use and to ensure continued access to past
documentation. With this in mind, the contractor will structure the process of
documentation to accomplish the following:

Create an Electronic Documentation System

Develop the master electronic documentation system for the AHRQ LAN to incorporate
all documentation components as described previously. Deliver a memo to the Project
Officer describing two or more documentation design options including price, estimated
time to complete the project and the recommended approach.

Once the design option is approved, create and document the development plan for the
electronic documentation system. Deliver the draft plan memo to the Project Officer for
approval.

Arrange for a demonstration of the system at the appropriate stage of development for
the Project Officer and other staff. If necessary, modify the system based on input from
the Project Officer.

Create and document the final development plan for Project Officer approval.
Demonstrate the final system before implementation. Implement the electronic
documentation system. Regularly maintain and update the electronic documentation
system for each database component as described previously.

Generate Documentation to Accompany HCUP Components

32



C.113

Cl14

C.11.5

C.12

The contractor will generate documentation files to accompany all HCUP components
(e.g., NIS, SID, SOD, AHA, including data files for AHRQ use and restricted access
public release) as they are developed. Documentation should not be recreated for each
HCUP database, but should represent a subset of a “master file”. For example,
documentation from the SID restricted access public release files should be the same as
that for SID return files with the exception that information about sensitive data elements
are removed from documentation for the SID restricted access public release files.
Delivery of data files without documentation is not an acceptable deliverable.

All documentation will be delivered in electronic form accompanied by a memo
describing file contents and structure. Exceptions to this will be state recruitment forms,
letters, and certain materials received in hard-copy only. Documentation for new data
years should be added to the existing structure of the electronic documentation system
for each data year as information becomes available.

Archive All Hard Copies of Documents Relevant to State Recruitment Activities

At present, these include, but are not limited to: state applications, MOAs, technical
documentation checklist, data restriction checklist, correspondence significant to
negotiations, manuals, data format libraries, etc. All archived hard-copies of recruitment
documents will be delivered to the Project Officer at a minimum of every six months. No
HCUP documentation will be destroyed without approval from the Project Officer.

Develop a Back-up System for the Documentation System

Develop a reliable back-up system to prevent permanent, accidental loss of any HCUP
documentation files. The current collection of documentation will be preserved to ensure
adequate support for researchers’ continued use of databases over time from 1988.
Back-up will be in media and formats readily accessible to the HCUP Project Officer.
Back-up files will be kept up-to-date as new data are processed and documentation is
created. With approval of the Project Officer, certain older files may be archived and
placed in an alternative storage site. No documentation files will be destroyed without the
Project Officer’s approval.

Develop a System for Documentation of Software

Develop a system to document and implement effective software requirements analysis,
software development, testing, code documentation, quality assurance and software
change management, as described in section 3.3. The contractor will deliver
documentation of the proposed methods and solutions and obtain approval from the
Project Officer for the methods to be used.

SUMMARY STATISTICS AND SPECIAL ANALYSES

Develop periodic special reports to support the development, documentation,
dissemination, and use of HCUP databases. All reports will include three deliverables:
(1) an outline, (2) a draft report, and (3) a final report. The deliverables will be submitted
to the Project Officer in electronic and printed copy for approval before proceeding with
the next stage of the report. Approximately three reports are anticipated annually, and will
include reports such as summary statistics, a comparison report of national estimates
based on the NIS to other national estimates (e.g., National Hospital Discharge Survey
and Medicare files), and state inventory report as described below. The three reports are
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described here as examples only. Decisions on the type and content of each report will
be determined during the course of the project.

Develop Summary Statistics

Develop a report consisting of summary statistics on key variables in HCUP databases.
The Project Officer will provide direction regarding what summary statistics will be
produced. This report can be used to generate AHRQ publications on special topics.
Specific examples of these reports are the “Statistics and Research Notes Based on
HCUP Data” which cover topical areas such as:

-the most expensive reasons for hospitalization,

-the most common conditions and procedures by hospital type, and

-comparisons of conditions and procedures across states.

Develop a Report Comparing the HCUP NIS to Other National Databases

This report is typically produced with each NIS database and will compare weighted
estimates from the NIS to other databases such as the National Hospital Discharge
Survey, Medicare claims data, and the AHA Annual Survey. An example report is the
Comparative Analysis of HCUP and NHDS Inpatient Discharge Data. Technical
Supplement 13, NIS Release 5. Agency for Health Care Policy and Research, Rockville,
MD.

Inventory State Health Care Data Systems

In order to strategically choose states and settings for inclusion in HCUP, it is necessary
to periodically update a report that inventories all comprehensive administrative and
encounter-level data that are maintained by state data organizations, hospital
associations, and other state data entities (Statewide encounter-level Inpatient and
Outpatient Data Collection Activities). It is anticipated that this inventory will be updated
at least once during the course of the HCUP contract. Although the contractor will be
expected to update the inventory for state HCUP Partners during the recruitment and
retention process, this one-time update will entail querying entities with whom the
contractor is not in contact on a regular basis.

HCUP CENTRAL DISTRIBUTOR

The HCUP Central Distributor was created in the Spring of 1999. The original purpose of
establishing this entity was to facilitate expedited access to the restricted access public
release SID files. The SID files created for AHRQ and returned to the states form the
basis for the creation of the restricted access public release SID files. In general, they
are subsets of the SID files plus variables to allow linkages to the AHA survey and to
community variables. Very minor modifications will be required for purposes of assuring
confidentiality (such as re-coding dates to the first of the month).

The main functions of the entity are to handle all inquiries for SID files (e.g., availability of
data elements by state); send, receive, and verify for completeness of applications for
purchasing SID files; create and send files to approved data requesters; collect data use
fees; and reimburse fees to the appropriate state Partners, among other such functions.
The role of the HCUP Central Distributor will be expanded to include other products and
databases. The contractor will maintain and operate the HCUP Central Distributor to
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publically disseminate products created from the project (e.g., restricted access public
release databases). Unlike previous tasks, the distributorship is still in the pilot phase.
Consequently, to maintain the smooth operation of the distributorship, the new contractor
will be required to use the existing processes and structure in the first year. See section
C.13.9 for evaluation and possible modification of the system in subsequent years. More
specifically, the contractor will:

Create Restricted Access Public Release SID

Gain state participation and create restricted access public release SID for 1998 and
1999 data and related documentation using SID files and documentation described in
section C.4 as a base.

Complete MOA

Prepare draft MOA using previous data years’ MOA as a model. The MOA solicits
participation in the restricted access public release of SID files for a minimum of two data
years. Subsequent data years will require new MOAs and may be linked with the general
MOA for inpatient data. Provide a draft for Project Officer review within three months
after contract award. Prepare final MOA within two weeks after receipt of comments
from the Project Officer. Within one week of final Project Officer approval, send state-
specific MOAs to all state Partners. Complete a signed MOA and list of variables
authorized for restricted access public release for each data year from each state
Partner. Provide copies of signed MOAs to state Partners and to the Project Officer
within one week of receipt. If signed MOAs are not received within three months of being
sent, send documentation (e.g., phone logs) of the contractor’s effort to solicit response
from the respective data organization to the Project Officer.

Prepare Restricted Access Public Release SID Files

Eliminate or customize selected variables as specified by state Partners in signed MOA
using SID files prepared for AHRQ as a base. Prepare individual files on CD-ROMs in
ASCII format for restricted access public release for each participating state. In future
years other formats and/or media may be considered. Files will contain SAS and/or
other such programs for converting files into different formats. A set of “master” CD-
ROMs (or other media) for each state stored in the contractor’s offices, a set of “master”
CD-ROMs to AHRQ, and a set of backup CD-ROMs stored offsite will be produced
within two weeks of receipt of the signed MOA, or within two weeks after the respective
SID files are prepared for AHRQ, whichever occurs later. The CD-ROMs will be
organized by state and by year and will include data elements as specified in the signed
agreements with the states. Restricted access public release files should be completed
and available for purchase within three weeks of creating the SID state-specific file for
AHRQ.

Prepare Documentation

Prepare documentation (e.g., hard copy binder) for the restricted access public release
of SID files for end-users as described in section C.4.2.2. (Documentation is already
available for data years 1995, 1996 and 1997.) The end result will be a single document
that describes the contents of SID files for all State Partners (and all years of data)
participating in the HCUP Central Distributor. Time frame will be set by the Project
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Officer based on the number of state Partner participants. The state Partners are
expected to join the distributorship over a period of several months. The first version of
the documentation will be created when a significant number of states have signed the
MOA. Additional versions of the documentation (no more than four) will be created as
new state Partners join the distributor. The documentation should be delivered to the
Project Officer and maintained at the Central Distributor.

Create Restricted Access Public Release AS Files

Follow the same processes described in sections C.13.1.1 through C.13.1.3. Note that
there will be nine states with 1998 AS data and 13 states with 1999 AS data. Refer to
Table 1 for the anticipated number of databases.

Customized SID Files

All activities under section C.13.2 will begin in the second year of the project. The current
restricted access public release SID files contain subsets of data elements from the
AHRQ processed SID for all processed inpatient records. In some cases, a data
requester may be interested in obtaining a subset of the observations from the restricted
access public release SID files (e.qg., all inpatient records across all states where the
patient is less than five years of age). Customization will be limited to include a subset of
observations from all SID available through the Central Distributor.

Under this task, the contractor will explore Partners’ interest in permitting customizing
SID files based on special order requests from data purchasers and will seek their
participation. Upon request of the Project Officer, prepare and deliver a memo to the
Project Officer that evaluates the interest and demand for special orders and customized
SID files. The memo should include a discussion of feasibility of establishing a system
whereby the purchaser is charged for the time and effort required to create the
customized files and for setting the appropriate price.

Gain State Participation for Customized Files

Gaining state participation for customized files will follow the same procedure and time
frame as described in section C.13.1.1. An important task is to obtain new pricing
information for a subset of the respective data organizations’ SID files. As state Partners
become familiar with the process, it may be possible to execute a single MOA for both
the restricted access public release SID and the special orders/customized SID files for
subsequent data years.

“Stand ready” to Customize Files

Stand ready to customize files based on customer requests and agreements with state
Partners. To accomplish this task, contractor will have the appropriate personnel and
resources available to create and fulfill up to 10 customer requests per year for
customized data, which may occur at any time during the year.

Prepare Files and Documentation for Customized Files

The resources expended by the contractor to prepare files and documentation for
customized files based on the restricted access public release SID will be paid for by the
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data requester. Prior to processing any special orders or customized files, the
contractor will provide to the Project Officer: 1) a written description of the requested
customization, and 2) an estimate of the cost to prepare and document the customized
files. Upon receiving approval from the Project Officer, the contractor will provide to the
data requester an estimate of the cost for producing these files. Cost estimates will be
based on an hourly rate for these resources which have been approved by the Project
Officer. Prepare customized file. Documentation is the same as that available for the
restricted access public release SID with cover page describing customization.

Staff and Maintain Electronic Tracking and Distribution System
Staff Electronic Tracking and Distribution System

Staff and maintain the existing electronic tracking and distribution system currently in
Microsoft Access Database by “standing ready” to respond to inquiries (including those
for technical assistance), request for applications, and data purchases (i.e., about 20-25
total inquiries per week). The contractor will receive inquiries by mail, phone (under a
separate phone line), fax, or email address (that is exclusive for the Central Distributor).
For full scope of activities under this system, see “Operating Tracking and Distribution
System” below. At a minimum, the tracking system will include restricted access public
release SID, restricted access AS, special order and customized files, and specialized
databases described in section C.14.

Update Application Kit
Update existing application kit in each year as new states, years, and product lines are

added. Provide draft copy for Project Officer review before finalizing materials. Assume
up to five updates per year.
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Maintain Electronic Tracking and Distribution System

The Access Database is to include additional states, years, and product lines as directed
by the Project Officer. Assume up to five updates per year of the system. The activity
report characterizes the information collected in the tracking system.

Operate Tracking and Distribution System

General Activities
The contractor should be able to perform each of the following activities:

- Answer inquires about the availability of SID and AS data, such as the availability of data
elements by states and cost of SID and AS data, and status of applications.

- Send out and receive applications and verify for completeness.

- Determine and collect all fees as designated by the state Partners including applicable
taxes from data purchasers.

- Send out data requested and documentation to approved data requesters.
- Notify relevant state and the Project Officer that a sale has been completed.

- Return fees to data organizations for purchases of SID data and taxes to the applicable
local, state, and federal organizations.

- Refer inquires for more recent or sensitive data to the appropriate data organization
representative.

- Provide basic technical assistance limited to information about file layouts, how to use
software programs designed to SAS load data, and other such assistance directly
related to the products disseminated by the Central Distributor.

Functions described above will be performed within time frames to be specified by the
Project Officer (e.g., must respond to inquiries within two business days).

Periodic Reports

Produce and provide monthly reports
Produce and provide monthly reports to all HCUP Partners about all the activities of the
Central Distributor including inquiries and purchases of data using established prototype.

Update and customize report formats as directed by AHRQ
Assume up to three updates to the report format which will require moderate revisions,
for example, creation of two or three new tables. Quality of the report (in terms of

appearance and content) must be equal to or better than the existing prototype.

Transition to Operating the Tracking System
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Because handling data inquiries and processing applications are ongoing functions, there
will be some contractor overlap in assuming responsibilities for these tasks. In
establishing the transition plan described in section C.3.1, the roles of each contractor
and time frame will be specified. In general, at an agreed upon date but no later than the
end of the transition period, the new contractor will handle all existing inquiries, new
inquiries, and new applications. All applications received prior to the agreed upon date
will be processed to completion by the previous contractor.

Dissemination Workgroup

Provide workgroup support for periodic phone conferences (about 15 per year) to
develop more efficient dissemination mechanisms of a variety of HCUP products
including special order customized files. Support includes: arranging conference calls;
preparing agendas and minutes of the calls; and preparing draft proposals, letters,
memoranda, tables, etc. in support of the goals of the conference calls and as directed
by the Project Officer. It is expected that there will be several different workgroups with
different leaders and participants.

Sensitive Variables File and Documentation

All activities under section 13.6 will begin in the second year of the project. For data years
1988 to 1997, some state Partners allow release of up to 20 data elements that are
considered too sensitive for release under AHRQ guidelines. Consequently, we want to
explore creating a separate sensitive variables file. Prepare a report that includes an
evaluation of the advisability and feasibility of creating a sensitive variables file. The
report should address, at a minimum, Partner interest and concerns, customer interest,
and value to AHRQ.

If, in conjunction with the Project Officer, it is determined that creating a sensitive
variables file is feasible and desirable, prepare a separate sensitive variables file and
documentation for ten state databases. Include up to 20 data elements, including a
linking variable, return them to the respective state Partners, and deliver a copy of the
files to the Project Officer. Files will be in the same format/medium as described in
section C.13.1.2. above. Work will be performed parallel to the processing of the
restricted access public release SID files described in section C.3.1.2 - 13.1.4 above.

Create Restricted Access Public Release SID for Previous Data Years

All activities under section 13.7 will begin in the second year of the project. Restricted
access public release SID currently available through the Central Distributor include data
years 1995, 1996, and 1997. Signed MOAs with the State Partners to release restricted
access public release SID files for prior years (1988 t01994) will be in hand by the
effective date. Following the description in section C.4.1.2, the contractor will prepare the
restricted access public release SID files and documentation for eight states for data
year 1988, 11 states for 1989 to 1992, 17 states for 1993 to 1994, 19 states for 1995 to
1996, and 22 states for 1998.

Evaluate and Refine Tracking and Reporting System

All activities under section 13.8 will begin in the second year of the project. The existing
tracking and reporting system will be used in the first year of the contract. In the second
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year, evaluate and assess the efficiency of the tracking system. Provide a report
outlining strengths, weaknesses, and recommendations for changes or refinements in
the context of existing and emerging technologies. Implement, create, or refine system
under the direction of the Project Officer.

CREATE SPECIALIZED DATABASES

As assigned, create specialized databases based on the SID or other HCUP databases,
as directed by the Project Officer. Such databases will be designed to address research
questions on specific populations or types of discharges that the NIS and the individual
SID cannot adequately address. Some of these databases may be created one time
only; others may be created periodically (e.g., every two to three years). It is anticipated
that approximately two specialized databases (besides the NIS and SID) will be created
each year. The following process will be required for each specialized database.

Develop the Sampling Strategy and Sampling Frame

When the database will be used to make national estimates, design a sampling strategy.
Prepare and deliver a report that describes sampling and weighting options and that
outlines options for a design for the desired sample file. This report should include an
evaluation of the advisability and feasibility of developing the specialized database, along
with recommendations about which option would provide the most reliable estimates.
The Project Officer will review this report and make a final determination about the
sampling strategy to be followed by the contractor. Document the final sample and
weighting strategy in a final report. After receiving guidance from the Project Officer,
construct the specialized database sampling frame.

Extract the Data from the SID

In the most efficient way possible, extract the data from the individual state databases.
Extracting cases for multiple databases simultaneously can reduce processing labor
costs, (e.g., when the cases are extracted for the NIS, the cases for specialized
databases can also be extracted).

Merge the Data

The cases extracted from the individual SIDs will be merged to form the specialized
databases (e.g., a database for studying children’s hospitalizations, a multi-year
database of hospital discharges from hospitals followed longitudinally, or a database for
evaluating minorities’ experience of hospitalization).

Create the Files

A specific database (e.g., the children’s database) may consist of several files that are
structured to allow efficient use of the database. For example, if a database is too large
to fit on a single compact disc (CD), it may be compressed (or “zipped”) or split into files
that separate the most commonly used data elements from those less commonly used,
or group together data elements that are generally used together. In addition, diagnoses
and procedures may be separated into their own files and normalized to eliminate blank
fields and reduce the size of the files. Both SAS (for AHRQ use) and ASCII (for restricted
access public dissemination) versions of the databases should be created.
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Create Weights

If appropriate, develop sampling weights so that national estimates can be developed
using the specialized databases.

Document the Databases

Prepare documentation to fully describe the creation of the database and its data
elements, including a description of obtaining weighted estimates. The documentation
should be developed to be consistent with the documentation for the routine products
developed for HCUP (SID and NIS). Also, the contractor will document the software and
processes used to develop and maintain these databases consistent with the
documentation requirements described in section Sections C.3.3 and C.11.

Evaluate the Databases

To the extent possible, given the availability of comparison databases, evaluate the
weighted estimates generated from the newly created database by comparing the
estimates with available data. Provide a report describing stratifying and weighting
options. This report should include an evaluation of the advisability and feasibility of
developing the specialized database, along with recommendations about which option
would provide the most reliable estimates. Actual development of the database would be
completed after this report has been evaluated and the weighting strategy has been
determined.

Obtain Agreement from States for Release of New Databases

If it is determined that the database is acceptable for release, negotiate with the states to
gain permission to extract observations from the processed SID to create specialized
databases. Examples of such specialized databases include all pediatric discharges
from the SID, a longitudinal sample of hospitals across multiple years, or a database that
will allow national estimates for minorities.

Prepare the Databases for Dissemination

Develop the materials required to disseminate the database to users outside AHRQ.
This should include writing the database to CDs (in ASCII format) which are ready for
reproduction and developing documentation (some of which may be on paper and some
in electronic format).

Deliver the Specialized Databases

The specialized databases should be delivered to the Project Officer in an agreed upon
format with all accompanying documentation.

Disseminate Databases

After the databases have been tested and approved by the Project Officer, disseminate
the databases through the Central Distributor.

Task Description Example
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An example of a task description for a specialized database is provided below:

HCUP Database for Children’s Studies, 1997: The HCUP database for 1997 contains 22
states and nearly 60% of all discharges in the U.S. The size and scope of this database
lends itself to the creation of specialized databases that can address particular research
needs. One research need pertains to hospitalizations for children. Using the HCUP
NIS, it is possible to focus on pediatric hospitalizations. This task will entail outlining the
process for building this children’s database and developing the capacity for obtaining
weighted estimates to generate national estimates. The task consists of the following
steps:

1) Create a pediatric extract file from the NIS. The children’s database will be
created by extracting all pediatric cases (age 0-18), including newborns, from all
hospitals in the SID data for 1997 (extracted at the same time that we extract the
NIS sample). The children’s database will not be a sample of hospitalizations, but
will include all pediatric cases in the contributing SIDs.

2) Develop the weighting options. The database will thus contain all pediatric
cases so that population-based analyses can be conducted with this database.
For researchers who wish to generate national estimates, it will be necessary to
provide weights and associated variables so that these pediatric discharges from
the 22 HCUP states can be weighted to represent the nation as a whole. Itis
expected that information used for weighting will be derived from the AHA Annual
Survey and the National Hospital Discharge Survey (NHDS), and the National
Association of Children’s Hospitals and Related Institutions (NACHRI)

3) Draft and deliver a report describing stratifying and weighting options. This
report should include an evaluation of the advisability and feasibility of developing
the children’s database, along with recommendations about which option would
provide the most reliable estimates.

4) Create discharge weights.

5) Compare estimates based on the children’s database to estimates based on
the NIS and the NHDS for selected conditions and procedures.

6) Create the database and associated documentation for release of data through
the SID Central Distributor. The documentation and database construction
should be patterned on the SID databases (rather than the NIS; i.e., less
comprehensive).

ACTIVITIES FOR SUBSEQUENT YEARS

After the first year of the HCUP contract, some activities will no longer be required, some
will be continued annually, some will be conducted at regular intervals (though not
annually), and some will occur as needed. For example, the development of the
documentation system will occur in year one and need not be repeated each year,
except for updates and enhancements. The processing of inpatient and outpatient data
and the production of the SID and NIS will occur annually. The production of a children’s
database will probably occur at regular intervals such as every three years. Changes in
the data processing stream will occur as needed to take advantage of advances in
technology. This section outlines activities in subsequent years of the contract.
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Perform Yearly Updates to Data Processing Steps

Yearly updates to the data processing steps should be performed for the SID, NIS, and
all SOD databases.

Obtain International Classification of Diseases (ICD-9-CM) Codes Yearly

Obtain ICD-9-CM codes yearly as they become available each year, and update
processing software. This step includes updating Clinical Classification Software which
will be provided by the Project Officer and which is based on ICD-9-CM codes. When
ICD-10-CM is introduced into U.S. administrative data, convert all systems to accept
ICD-10-CM codes.

Update the HCUP Diagnosis and Procedure Programs

Update the process for checking valid diagnosis and procedure screens. For example,
for edit checks that check the appropriateness of codes for certain patient characteristics
such as gender. Update the diagnosis and procedure programs when the list of ICD-9-
CM (later, ICD-10-CM) codes are updated. Prepare a memo listing all new diagnosis
and procedure codes with impact on the screening programs used in the processing
stream.

Purchase Grouper Software

Purchase Grouper software to assign the Diagnosis Related Group (DRG) codes as
they become available each year by the Health Care Financing Administration.

Evaluate and Apply Severity Adjustment Software

Beginning in the second year, evaluate severity adjustment software products to
incorporate into HCUP processing. Prepare a brief report describing and recommending
the most appropriate and cost effective selection of a software product that adjusts
discharge abstract data for severity of illness. Choice of the software should be based
on its efficacy, severity adjustment (as demonstrated in research), cost effective use,
and propensity of the software distributor to allow severity adjustment to be incorporated
into final data products that will be released for research (e.g., the NIS).

Purchase Severity Adjustment Software

Following guidance provided by the Project Officer, purchase severity adjustment
software and apply it to discharge data. Updated versions of the severity adjustment
software must be purchased annually.

Add, Delete, or Modify Data Elements

It is anticipated that approximately 15 significant changes in data elements will occur
each year (e.g. changes in coding and additions of new data elements).

Continue Other Annual Activities

Unless noted, each activity is to be conducted annually, for each data year.
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Develop an Annual HCUP Activities Report

Based on information provided by the Project Officer, prepare one generic HCUP annual
report of approximately 15-20 pages to be sent to requesting Partner states that
summarizes HCUP activities over the last year. The report typically includes a workplan
that briefly describes accomplishments, publications and research plans for the coming
year as provided by the Project Officer.

Recruit and Retain Qualified Data Settings and Sites

Retention of current HCUP Partners is an ongoing process and will require periodic
contacts and communication with organizations providing data. Historically, all HCUP
Partner states have remained active in the project in following years. Retention efforts
range from renewal of application letters to appearing before data review committees for
two Partner states. Annually recruit new Partners and new settings from existing
Partners (e.g., a state providing hospital data for 1998 may be recruited to also provide
emergency department data for 1999).

Prepare SID and Specialized Databases
Annually prepare SID for AHRQ, SID public release files, and specialized databases for
delivery to the Project Officer and distribution by the Central Distributor as described in

section C.4.

Annually Prepare NIS Databases

Annually prepare NIS databases for delivery to the Project Officer and distribution by
NTIS as described in section C.5.

Prepare all SOD Databases

Annually prepare SOD databases for delivery to the Project Officer and distribution as
described in section C.6 through C.8. The SOD components will be used by AHRQ staff;
determinations about outside dissemination of the emergency department and
ambulatory care data will be made in the future.

Update Documentation for Each Subsequent Year of Data Collection

Full documentation should be created and added to the electronic documentation system
for each HCUP data year and setting processed.

Participate in the Annual HCUP Partners Meeting

Once per year, all HCUP Partners will be invited to AHRQ offices to participate in a two-
day meeting during which new approaches and methods will be discussed and the
opinions of the Partners will be elicited to provide guidance in directing the project.
Representatives from the contractor will be asked to participate in this meeting.

Maintain an Inventory of Data Available from HCUP Partners
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In the process of contacting state HCUP Partners each year, minimally update the state
inventory to keep abreast of new databases available from state Partners. Revise and
deliver the document annually.

Conduct Periodic Activities
Develop Specialized Databases

Not all databases created and maintained by HCUP will be created annually. The only
planned annual databases are the SID, NIS, NASS, and emergency department while
most other databases are expected to be created periodically. It is assumed that each
year of the contract, starting with Year two, up to two specialized databases will be
created annually. For example, in Year two of the contract, we may create a children’s
inpatient database and a minority inpatient database, patterned on databases first
created using 1997 data.

Complete Update of Inventory of Data Available from All States

All activities under section C.15.3.2 will begin in the third year of the project. The
contractor will maintain an up-to-date version of the inventory on an ongoing basis
through routine contacts with state Partners as specified in Section C.15.2.9. However,
to update the inventory as a whole, the contractor will obtain information on those states
that have statewide databases but do not contribute data to HCUP. This update is
expected to occur one time in the third year of the project.

Pursue Activities as Needed

Revise Standard Core Database for HIPAA Standards

All activities under section C.15.4.1 will begin in the third year of the project. Revisions to
the standard core database must be made to remain current with HIPAA standards since
HCUP will follow the HIPAA standard. For example, if new data elements, such as race
and ethnicity, are added to the HIPAA standard, these data elements will likewise be
added to the HCUP core database. Similarly, if code sets for standard HIPAA data
elements are revised, these revisions will be reflected in HCUP code data.

Expand State-Specific Data Files to Accommodate New Data Elements

As states add or delete state-specific data elements or revise code sets for state-
specific data elements, these changes will be reflected in the HCUP state-specific data
elements as well. For example, if a state data system adds laboratory values to their
inpatient data files, the HCUP state-specific data files will be expanded to accommodate
these new data elements.

“Value-added” Data Elements
Additional “value-added” data elements will be created periodically and added to the
HCUP databases. For example, new severity adjustment software or cost-to-charge

ratios may become available and data elements derived from this software will be added
to the databases.
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Monitor and Implement Technological Changes and Processing Improvements

The activities conducted in monitoring and implementing technological and processing
changes should be documented in the Annual Management Plan (C.18.3).

Documentation system

The contractor will provide advice to the Project Officer on methods to make the
documentation process more efficient and more useful. At the direction of the Project
Officer, changes will be made to the documentation system to take advantage of these
improvements.

Processing stream

Similarly, the contractor will advise the Project Officer on methods to enhance the
efficiency of data transfer, processing and delivery, and will implement changes at the
direction of the Project Officer.

Other technological innovations

In consultation with the Project Officer, the contractor will explore and implement other
technological innovations as appropriate to improve the efficiency and effectiveness of
HCUP processes. For example, should it become feasible to obtain data from
contributing Partners via the Internet, such a process will be developed upon the direction
of the HCUP Project Officer.

CONFIDENTIALITY AND SECURITY PROTECTIONS

The contractor will develop procedures and mechanisms to protect confidentiality of the
data based on these standards and take whatever other steps are deemed necessary by
the Project Officer to adequately protect data confidentiality. The contractor will adhere
to all Federal, Department of HHS, and AHRQ IT security regulations in designing
solutions to protect the security and confidentiality of the HCUP data and data processing
/[ IT infrastructure systems.

Become Familiar with all HCUP Confidentiality Provisions

The contractor will review the confidentiality requirements of the data sources and the
statutes and regulations governing AHRQ and contractors to AHRQ. This includes: 1)
review of and compliance with all state laws that govern and protect source data; 2)
review of and compliance with the Privacy Act of 1974 and the Public Health Service Act
(42 U.S.C. 299c¢-3(c)); and, 3) review of and compliance with AHRQ regulations.
Incorporate these requirements into the state MOAs (see section C.4.1.1.) The
contractor will also continue to review any new legislation at the state and federal level
which affect data confidentiality.

Develop and Deliver a Security Document that Addresses the Following Issues

Securing Source Data
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The contractor will outline procedures that provide for securing source data in terms of:
1) shipping and accepting of source data files; 2) access to source data files; 3) tracking
of source data files; 4) accountability of source data files; and, 5) electronic storage of
source data files.

Securing Data During Processing

The contractor will prepare a draft and final memo that outlines procedures that provide
for data security and confidentiality while processing source data into a uniform format,
including: 1) access to processed and unprocessed data; 2) tracking of intermediate to
final processed files; 3) storage of files during processing; 4) electronic safeguards
through hardware and software innovations; 5) ability to safeguard highly sensitive
identifiable data elements which can be used to create data links; and 6) data encryption
methods. Annually monitor and improve security protections. The contractor will also
provide technical assistance to Partners in ensuring confidentiality of patient records
(e.g. the contractor may be requested to provide encryption software to states that
currently are unable to encrypt patient identifiers prior to state release of data to AHRQ.

Securing Data for Delivery

Protections that the contractor provides once databases are finalized include: 1) access
to final data files; 2) secure shipping and/or other delivery of final data files; 3) encryption
methods to allow data linkage without identification of individuals on final files; 4) tracking
of final data files; 5) structure of final data files; 6) storage of source data once final data
files have been delivered; and, 7) disposal of files following completion of the project, or
sooner if deemed necessary by the state or Project Officer.

Evaluate Mechanisms to Ensure Privacy and Confidentiality of HCUP Data

In order to ensure that HCUP data released to outside researchers protect the
confidentiality of individual patients, the contractor will evaluate the potential disclosure
risk of HCUP data. It is likely that the NIS will be the database on which such
explorations will be conducted, however, certain SID data may be explored as well. This
evaluation will include consultation with experts in privacy and confidentiality of health
care data, assessments of the likelihood of identifying specific individuals, and
recommendations on redesign efforts to improve confidentiality if significant disclosure
risk is identified. Findings and recommendations will be detailed in a report to the Project
Officer.

Develop Capacity to De-identify Data While Maintaining Linkages Across
Databases

Even though encrypted patient identifiers are provided by data sources, the contractor
will evaluate and provide a memo discussing the feasibility and advisability of creating
linkage variables that in no way resemble the original encrypted or unencrypted
identifiers. These linkage variables should allow individuals to be tracked across time
and settings without compromising their identity. These linkage variables would allow
AHRQ to create episodes of iliness without using actual identifiers that could potentially
be used to identify individuals. If successful, these linkage variables might be releasable
to the public in the future. The memo should include a description of the most
appropriate and cost effective methods and software products available to create
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linkages, discuss the pros and cons of the approaches, and make recommendations to
the Project Officer regarding strategies to follow. If it is determined that linkage variables
will be used in HCUP, implement the selected strategy in Year two.

PROVIDE TECHNICAL SUPPORT

Provide periodic (approximately four hours per week) technical support in several main
areas to AHRQ staff, or to other contractors working under the direction of AHRQ staff
(e.g., on research studies and other programming tasks). The types of technical
assistance anticipated under this contract include, but are not limited to:

Provide Assistance in Access and Use of Data

Provide ad-hoc technical assistance to AHRQ staff and other contractor staff to facilitate
accessing, using, and understanding the databases created under this contract.

Answer Questions about the Documentation System

Provide assistance to AHRQ staff and other contractor staff in understanding and
accessing information in the electronic and paper-based documentation systems.

Provide Assistance to Outside Users
As directed by the Project Officer, provide assistance to outside users of HCUP data

products. This will consist of answering questions by telephone or email with minimal,
any, data processing required.

if

Attend Professional Meetings

Provide information to the Project Officer about technological innovations that could
make data processing more efficient, improve access to data and information, and
improve the quality of the products. In order to keep abreast of such innovations, it is
expected that two of the contractor staff will annually attend two professional meetings
specifically aimed at computer hardware and software advances, Internet and web-
based applications and technologies, and programming/data processing.

Investigate Potential Problems or Errors in Data Processing

As users explore the HCUP databases, potential problems in data processing may be
uncovered, although this rarely is expected to occur. It is expected that the contractor
will fully investigate these potential problems, report back to the Project Officer, and
rectify the problems if necessary, as directed by the Project Officer.

PROJECT MANAGEMENT
Management and Planning of Project Tasks

The contractor will develop and implement methods to ensure that project tasks and
subtasks are coordinated so that work progresses in an orderly, efficient manner. The
contractor will also develop and implement a method for planning future project activities
so that tasks are completed within expected timeframes and budgets. The contractor
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will also implement quality control procedures to monitor and evaluate the quality of the
products that will be delivered. The contractor will document all proposed project
management methods and software tools for review by the Project Officer.

Meetings and Conference Calls

The contractor will meet with the Project Officer and other individuals designated by the
Project Officer for their technical expertise or substantive interest in the project. These
meetings will be at designated intervals during the course of the project in the
Washington D.C. area and onsite at the contractor's facility. The purpose of the
meetings will be to review the progress of work, specific deliverables, and future plans
under the contract.

Prepare, Arrange, and Attend an Orientation Meeting

Meet with the Project Officer and HCUP team from AHRQ/CODS in Rockville, MD within
ten working days of the award of the contract. Discussion topics will include, but are not
necessarily limited to, the purpose of the project, technical approach, and deliverables
and reporting requirements. The result of the meeting will be the development and
delivery of a workplan, delivery schedule and timeline for the project. A draft workplan will
be due one month after the effective date and a final workplan will be due two months
after the effective date.

Participate in Conference Calls with the Project Officer

In addition to periodic meetings, the contractor will participate in formal conference calls
with the Project Officer and other staff as assigned, as frequently as once a week, to
review progress, identify problems and discuss possible solutions to problems.

Participate in Other Communications with the Project Officer

It is anticipated that less formal communications will also occur on a more frequent
basis, as needed between the Project Officer, and other AHRQ staff as assigned, and
the contractor

Prepare an Annual Project Management Plan

Prepare and submit an annual project management plan which provides for the
budgeting, monitoring, and documentation of all contract activities and costs by major
tasks. The plan should include an annual workplan for the tasks to be completed,
including a delivery schedule and timeline for the project, and identify and recommend
any changes in approach or process to the creation and management of the HCUP
databases. The plan should include such items as procedures for ensuring adequate
availability of staff, efficient use of computer and programmer resources on each task,
the performance of tasks in a timely manner, and procedures for ensuring data security
and confidentiality. A draft project management plan and a final workplan will be due at
the start of the project and annually thereafter.

Progress and Final Reports
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Monthly, the contractor will submit to the Project Officer written reports describing major
activities of the project, beginning one and one half months following the effective date.
Each monthly progress report will list, by major task, project activities of the past month,
the cost of those activities, the anticipated next month's activities, problems encountered
and proposed solutions, milestones, and any other information which has a significant
impact on ongoing or planned activities or costs. For costs associated with the Central
Distributor, costs should be reported by sub-tasks as well. The report should also
compare progress and resource expenditures to the original schedule and budget and
provide explanations for any variances, assess whether the current total estimated
contract cost is sufficient to complete the contract, and describe significant changes in
the contractor's operational personnel.

The format and delivery mechanism for all monthly, final and other progress reports and
contract deliverables shall adhere to any Agency standards and procedures and
automated systems and data bases established by the Agency for this purpose. Also, all
systems documentation prepared and delivered in the support of this contract shall be
maintained in an electronic document management and filing system, shall be
maintained current throughout the contract life-cycle, and shall be accessible to the
government for review at any time during the life of the contract.

The contractor will also submit a final report summarizing the work accomplished at the
end of the project. This report will include a description of the project overview, database
components, a description of all processes used to generate data files, documentation,
all major deliverables under the contract, recommendations for future efforts, and other
issues as determined in conjunction with the Project Officer.

Project Close-out

At the end of the current contract period, the contractor should develop and implement a
transition plan, which provides for the orderly and documented method for disposition of
data files and documentation. A draft transition plan should minimally include a plan for
transferring HCUP data and activities to AHRQ and a subsequent contractor, if
necessary, during a two-month transition period to overlap with any new contract.

AHRQ will be provided with a compilation of HCUP data files, documentation, and
software under this contract for use by a subsequent contractor. It is anticipated that
there will be a 60 day overlap period with any subsequent contractor to facilitate the
transfer of HCUP data. A final plan, subject to Project Officer review and approval, will be
developed that identifies all activities, data files, software, and documentation that must
be transferred, the final plan should also describe the methods to be used to ensure their
complete transfer within 60 days of the start of this activity.

The plan will provide for an inventory of all data files, software, and documentation;
security arrangements for ensuring the confidentiality of data; and adequate, staffing of
ongoing tasks. It will also provide for the following:

- the assignment of specific staff to each task that is to be transferred,
- the physical transfer and storage of data files, data tapes, software, and all relevant

documentation,
- the documentation of the procedures followed, and

- the implementation of appropriate accounting and security systems.
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C.19 DEFINITIONS

Administrative data
Data which are a by-product of administering health services, enrolling members into health
insurance plans, and reimbursing for health care services (lezzoni, L.I. 1997, Glossary).

AHA
The American Hospital Association (AHA) is a voluntary membership organization for all types of
U.S. hospitals.

AHAID
Identification number assigned by the AHA to each hospital in the AHA Survey. (see below)

AHA Survey

American Hospital Association (AHA) Survey of Hospitals, collected on an annual basis includes
numerous demographic, utilization, financial and other characteristics of hospitals in the U.S.
and U.S. territories.

AHCPR

Agency for Health Care Policy and Research (AHCPR) was established in 1989. The AHCPR
mission was to support, conduct, and disseminate research that improves access to care and
the outcomes, quality, cost, and utilization of health care services. (see AHRQ)

AHRQ

Agency for Healthcare Research and Quality (AHRQ). Reauthorizing legislation passed in 1999
changing the name of the Agency for Health Care Policy and Research to that of the Agency for
Healthcare Research and Quality. ARHQ is the lead agency charged with supporting research
designed to improve the quality of health care, reduce its cost, and broaden access to essential
services. AHRQ is guided by and supports the strategic goals of the Department of Health and
Human Services.

ARF
Area Resource File (ARF) is a database maintained by the Bureau of Health Professions within
the Health Resources and Services Administration. Data contains more than 7000 variables for

every county in the U.S. and is used for health services research, health policy analysis and
other geographic analyses. <http://www.arfsys.com/overview.htm>

AS Data
AS refers to ambulatory surgery. There are currently nine states that provide ambulatory data to
the HCUP project.

BDOC

Refers to “book” documentation or reference documentation in the HCUP project. Includes
supporting documentation files for the project such as technical supplements, data development
software, and crosswalk files.
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Central Distributor

Coordinated by AHRQ to publicly disseminate HCUP products and databases. Main functions at
this time are to handle inquiries for SID files, process applications for purchase, collect data use
fees, and distribute products.

Clinical Classification Software (CCS)

A software system or “clinical grouper” for clustering patient ICD-9-CM diagnoses and
procedure codes into a manageable number of clinically meaningful categories. CCS was
developed at AHRQ.

CODS

Center for Organization and Delivery Studies (CODS) is one of six centers or components found
within AHRQ. CODS conducts and supports studies of the structure, financing, organization,
behavior, and performance of the health care system and the providers within it.

Data Years
Data collection for the HCUP project does not coincide with calendar years, e.g., 1997 NIS was
ready for release in December of 1999.

DRG
Diagnosis-Related Group (DRG) 495 classifications of patient diagnosis which demonstrate
similar resource consumption and length-of-stay patterns.

DSHOSPID
Identifier codes assigned to hospitals by state data organizations.

DUA

Data Use Agreement (DUA) is a document informing HCUP data users of federal and state
limits on disclosure, and prohibiting the identification of individuals directly or by inference. A
signed DUA is required for the release of any HCUP database.

edoc
The term edoc (in lower case letters) is used in this document to refer to estimated date of
contract.

EDOC*

EDOC (in capital letters) refers to the project name given to the Electronic DOCumentation
system developed under HCUP. When referring to the documentation in the RFP we have
added an asterisk to EDOC* to avoid confusion.

Encounter level data

Information about, or resulting from, a contact between a patient and a health care provider.
Contains information about costs and services used. See: administrative data (McGlynn, E.A.,
1998, Glossary).

Episode of illness

A sequence of care for a specific medical problem or condition from onset to resolution of the
problem. An episode may extend over more than one encounter with physicians, hospital or
ambulatory care facility.
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HCUP

The Healthcare Cost and Utilization Project (HCUP) aims to bring together the data collection
efforts of state data agencies, hospital associations, private data organizations, and the federal
government to create a national health data resource.

HCUP-3
Previous name utilized by the HCUP project during the data years 1988-1996.

HIPAA

The Health Insurance Portability and Accountability Act of 1996. A provision of this act calls for
the Department of Health and Human Services to implement Administrative Simplification. The
purpose of this mandate is to simplify and modernize the health care system by standardizing
electronic data interchange, and to protect the security and privacy of the transmitted data.

ICD-9-CM
The International Classification of Diseases, Ninth Revision, Clinical Modification, ICD-9-CM. A
system of codes that classify diagnosis and procedures primarily for reimbursement purposes.

ICD-10

Revised ICD nomenclature was approved by the World Health Assembly in 1990. Initial target
date for implementation was January 1993, but as of January 2000 the ICD-10 has not been
implemented in the United States. It is unknown when the ICD-10 revision will take place.

MDC

Major Diagnostic Category (MDC) is broad classification of diagnosis, typically grouped by body
system.

MOA

The Memorandum of Agreement (MOA) is a signed agreement between HCUP state partners
and AHRQ. The MOA outlines the responsibilities of each party, specifies data elements that will
be provided by the state partner, and identifies the data elements that the state allows AHRQ to
release.

NASS
The Nationwide Ambulatory Surgery Sample will be explored as a future HCUP database similar
in structure to the NIS.

NCHS

National Center for Health Statistics is part of the Centers for Disease and Control, U.S.
Department of Health and Human Services.

NHDS
The National Hospital Discharge Survey is administered by the NCHS and based on data from a
sample of 525 hospitals in the U.S.

NIS
Nationwide Inpatient Sample (NIS) is designed to approximate a 20 percent stratified sample of
U.S. community hospitals. The NIS 1997 data year included 22 states.
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NTIS

National Technical Information Service (NTIS) is the Federal Government's central source for
the sale of scientific, technical, engineering, and related business information produced by or for
the U.S. Government and complementary material. NTIS disseminates the Nationwide Inpatient
Survey for the HCUP project._http://www.ntis.gov/

PDO

Private Data Organizations (PDO) are one source of data for the HCUP project. They are
generally a hospital association, but may also be a non-profit information agency. Reporting of
data to PDOs is generally voluntary.

Restricted Access Public Use
The term "restricted access” as used in HCUP documents refers to the requirement that all
users must sign data use agreements and abide by the terms stated in those agreements.

SASD

State Ambulatory Surgery Databases (SASD) contain the universe of ambulatory surgery data
collected from all community hospital discharges from HCUP participating states that have been
translated into a uniform HCUP format.

SID

State Inpatient Databases (SID) contain the universe of inpatient data collected from all
community hospital discharges from HCUP participating states that have been translated into a
uniform HCUP format.

SOD

The HCUP State Outpatient Database (SOD) component consists of state data from assorted
outpatient settings that have been translated into a uniform HCUP format. SOD components
include Ambulatory Surgery, Emergency Department, and Ambulatory Care.

SDO
State Data Organizations (SDO) are another source of data for the HCUP project. SDOs are
state-funded data agencies and generally reporting of data is mandated by state law.

uboC

Refers to all archival information for the HCUP project such as hard-copy MOAs and recruitment
records with partner states.
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SECTION D - PACKAGING AND MARKING

The Contractor shall mark each delivery with the organizations name, contract number, item number,
and quantity (indicating partial, full or final shipment. As appropriate, note on the face page of the report
and when feasible on the binding (1) "one volume only" or (2) "volume 1 of 2, volume 2 of 2" etc.

56



SECTION E - INSPECTION AND ACCEPTANCE

E.1 INSPECTION AND ACCEPTANCE

a. The contracting officer or the duly authorized representative will perform inspection and
acceptance of materials and services to be provided.

b. For the purpose of this SECTION the Government Project Officer is the authorized
technical representative of the contracting officer.

C. Inspection and acceptance will be performed at:
Agency for Healthcare Research and Quality
Executive Office Center
2101 East Jefferson Street
Rockville, Maryland 20852
E.2 CLAUSES INCORPORATED BY REFERENCE (JUNE 1988)

This contract incorporates the following clause by reference, with the same force and effect as if it were
given in full text. Upon request, the Contracting Officer will make its full text available.

FAR Clause No. Title and Date
52.246-5 Inspection of Services-Cost Reimbursement (April
1984)
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F.1

F.2

F.3

SECTION F - PERIOD OF PERFORMANCE AND DELIVERY SCHEDULE

CLAUSES INCORPORATED BY REFERENCE (JUNE 1998)
This contract incorporates the following clause by reference, with the same force and effect as if
they were given in full text. Upon request, the Contracting Officer will make their full text
available.

FEDERAL ACQUISITION REGULATION (FAR) (48 CFR CHAPTER 1) CLAUSES
FAR Clause No. Title and Date

52.242-15 Stop Work Order (AUG 1989)
Alternate | (APRIL 1984)

PERIOD OF PERFORMANCE

The period of performance for shall be as follows, unless extended by modification to this
contract:

Year 1 September 1, 2000 through August 31, 2001
Year 2 September 1, 2001 through August 31, 2002
Year 3 September 1, 2002 through August 31, 2003
Year 4 September 1, 2003 through August 31, 2004
Year 5 September 1, 2004 through August 31, 2005

DELIVERY SCHEDULE

The items specified for delivery below are subject to the review and approval of the Project
Officer before final acceptance. The Contractor shall be required to make revisions deemed
necessary by the Project Officer.

The Contractor shall produce the following scheduled reports/deliverables in the amount, and
within the time frame indicated. Deliverables shall be submitted to the Project Officer, Agency
for Healthcare Research and Quality, Center for Organization and Delivery Studies, 2101 East
Jefferson St., Rockville, Maryland 20852 (Phone: To Be Completed at Time of Contract
Award).

The Contractor shall submit the following items in accordance with the stated delivery schedule:
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Delivery Schedule -

Notes:

All deliverables are annual and are to produced for each data year or project year unless
otherwise specified.

If marked for delivery “to be determined (tbd)”, the offeror should propose the timing.
“edoc” = effective date of contract.

(#) = one time deliverable, not produced annually.

Quantity:

Reports and memos should be provided in 1 electronic copy and 3 hard copies.

Data files and supporting programs should be provided in 2 electronic copies (e.g. two

CDRoms).
The electronic documentation system should be provided in 2 electronic copies (e.g. two
CDRoms).
Data documentation and/or codebooks should be provided in 1 electronic copy and 3 hard
copies.
DELIVERY SCHEDULE
RFP Section Iltem Description Quantity Delivery Schedule
#
Transition Plan
Cc.3.1 1 Draft plan for transfer of HCUP data and As noted | 2 weeks from edoc (#)
activities
Cc31 2 Final plan for transfer of HCUP data and As noted | 4 weeks from edoc (#)
activities
Cc.3.1 3 Complete transfer of HCUP data and As noted | 2 months from edoc (#)
activities
C.3.3.1 4 Documentation of Y2K compliance As noted 2 months from edoc (#)
c.3.3.2 5 Documentation of quality assurance, As noted | 1 month from edoc
software life cycle management and
configuration change management
solutions
C.3.33 6 Documentation of proposed IT As noted | 1.5 months edoc (#)

components and solutions

Acquire Data/Recruitment Activities

C4.1.1 7 Memo - Potential state data elements As noted | 2 months from edoc

c41.1 8 Draft Memorandums of Agreement (MOA) | As noted | 1 month from edoc

c41.1 9 Final MOAs As noted | 2 months from edoc

C4.1.1 10 Completed and signed MOAs As noted | tbd

C4.1.2 11 Purchase and receive inpatient source As noted | 3 months after state data
data available
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RFP Section ltem Description Quantity Delivery Schedule
#
State Inpatient Database (SID)
C.4.2.1.3 12 Memo — Creation of standardized HCUP As noted | tbd
formatted SID data
C.4.2.1.4 13 SID data files As noted | thd
C.4.2.1.5 14 Copy SID data files to AHRQ As noted | 6 months from edoc
C.4.2.2 15 SID documentation to AHRQ As noted | 4-6 months from edoc
C.4.2.3 16 Copy of SID data files and documentation As noted | 8 months from edoc
to states
C.4.24 17 SID processing programs to AHRQ As noted | 8 months from edoc
C.4.3 18 1998 SID - repeat all the deliverables from | As noted | thd (#)
C.4.1.2 through C.4.2.4
Nationwide Inpatient Sample (NIS)
Cb512 19 Draft Report — NIS sampling and As noted | 4 months from edoc (#)
weighting strategy
C.5.1.3 20 Final Report — NIS sampling and As noted | 5 months from edoc (#)
weighting strategy
C.5.14 21 NIS data files As noted | thd
C.5.15 22 ZIP code link to HCUP As noted | thd
C.5.1.6 23 NIS weights file As noted | tbd
C.5.2 24 NIS documentation to AHRQ As noted | 10 months from edoc
C.5.3 25 Preview copy of NIS data files to AHRO As noted | 9.5 months from edoc
C.5.3 26 Master copy of NIS for AHRQ data files As noted | 10 months from edoc
C.53 27 Copy of NIS data files and documentation | As noted | 11 months from edoc
to states
C.5.4 28 NIS processing programs to AHRQ As noted | 11 months from edoc
C.55 29 1998 NIS - repeat all the deliverables from | As noted | thd (#)
C.5.1.3 through C.5.4
State Ambulatory Surgery Databases (SASD)
C.6.1.1 30 Memo - Potential SASD state data As noted | thbd
elements
C.6.1.1 31 Draft SASD MOA As noted | thd
C.6.1.1 32 Final SASD MOA As noted | thd
C6.1.1 33 Completed and signed SASD MOA As noted | thd
C.6.1.2 34 Purchase and receive SASD source data As noted | thd
c.6.2.1 35 Memo — Creation of standardized HCUP As noted | tbd
formatted SASD data
C.6.2.1 36 SASD data files As noted | thd
C.6.2.1 37 Copy of SASD data files to AHRQ As noted | 9 months from edoc
C.6.2.2 38 SASD documentation to AHRQ As noted | 9 months from edoc
C.6.2.3 39 Copy of SASD data files and As noted | 10 months from edoc
documentation to states
Cc.6.24 40 SASD processing programs to AHRQ As noted | 10 months from receipt of

data from states
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RFP Section ltem Description Quantity Delivery Schedule
#
Nationwide Ambulatory Surgery Sample
c.6.3.2 41 Draft Report - feasibility of constructing As noted | tbd (#)
the NASS sampling frame
C.6.3.3 42 Final Report — NASS sampling and As noted | tbd (#)
weighting strategy
C.6.3.3 43 NASS data files As noted | thd
C.6.3.3 44 ZIP code link As noted | thd
C.6.3.3 45 NASS weights file As noted | thd
C.6.3.4 46 NASS documentation to AHRQ As noted | 14 months from edoc
C.6.3.5 47 Copy of NASS data files to AHRQ As noted | 14 months from edoc
C.6.3.5 48 Copy of NASS data files and As noted | 15 months from edoc
documentation to states
C.6.3.6 49 NASS processing programs to AHRQ As noted | 15 months from edoc
C.6.4 50 1998 SASD - repeat all deliverables from As noted | tbd (#)
C.6 through C.6.2.4
Emergency Department Databases
C.7.11 51 Memo - Potential ED data elements As noted | thd
C.7.11 52 Draft ED MOA As noted | thd
C.7.11 53 Final ED MOA As noted | thd
C.7.11 54 Signed and completed ED MOA As noted | thd
C.7.1.2 55 Purchase and receive ED data As noted | thd
C.7.21 56 Memo - Creation of standardized HCUP As noted | thd
formatted ED data
C.7.2.1 57 ED data files As noted | tbd
C.7.2.1 58 Provide AHRQ with copy of ED data files As noted | 8 months from edoc
C.7.2.2 59 ED documentation to AHRO As noted | 8 months from edoc
C.7.23 60 Copy of ED data files and documentation As noted | 9 months from edoc
to states
C.7.2.4 61 ED processing programs to AHRQ As noted | 9 months from edoc
C.7.3 62 1998 ED -repeat all deliverables from C.7 As noted | thd (#)
through C.7.2.4
Ambulatory Care/Office/Clinic Visit Databases
cs8.1 63 Draft Report - Ambulatory care database As noted | 12 months from edoc (#)
feasibility
c.8.1 64 Final Report - Ambulatory care database As noted | 14 months from edoc (#)
feasibility
c.8.2.1 65 Memo - Potential ambulatory care data As noted | tbd
elements
C.8.2.1 66 Draft ambulatory care MOA As noted | thd
C.8.2.1 67 Final ambulatory care MOA As noted | thd
C.8.2.1 68 Completed and signed MOA As noted | thd
C.8.2.2 69 Purchase and receive ambulatory care As noted | thd
data
C.8.3.1 70 Memo - Creation of standardized HCUP As noted | thd
formatted ambulatory care data
C.8.3.1 71 Ambulatory care data files As noted | tbd
C.8.31 72 Copy of data files to AHRQ As noted | 19 months from edoc
C.8.3.2 73 Ambulatory care documentation to AHRQ | As noted | 19 months from edoc
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RFP Section ltem Description Quantity Delivery Schedule
#
C.8.3.3 74 Copy of ambulatory care data files and As noted | 20 months from edoc
documentation to states
c8.34 75 Ambulatory care processing programs to As noted | 20 months from edoc
AHRQ
Construction and Management of Data Files
C.9.3 76 Data File Maintenance System Memo As noted | Every 6 months
C.9.3 77 Data File Maintenance System List As noted | Every 6 months
HCUP AHA Survey Year Files
C.10.1.2 77 AHA crosswalk file to AHRQ As noted | As state files are received
C.10.1.3 79 AHA analytic file As noted | 2 weeks after crosswalk
file
C.10.14 80 Summary tables to compare AHA/state As noted | 2 weeks after crosswalk
data file
C.10.15 81 Hospital closing/merger file As noted | 6 months after receipt of
AHA survey files
C.10.2.1 82 Document AHA Annual Survey changes As noted | 6 months after receipt of
AHA survey files
C.10.2.2 83 AHA notebook of variable documentation As noted | 6 months after receipt of
AHA survey files
Documentation System
Cc.11 84 Draft Report - Overview of HCUP process As noted | 12, 36, and 58 months
and databases from edoc
c11 85 Final Report - Overview of HCUP process As noted | 14,38, and 60 months
and databases from edoc
C.11.1 86 Memo - Design options for electronic As noted | 2.5 months from edoc (#)
documentation system
C.l11 87 Draft plan for development of electronic As noted | 3.5 months from edoc (#)
documentation system
C.11.1 88 Demonstration of electronic As noted | 4 months from edoc (#)
documentation system
C.111 89 Final plan for electronic documentation As noted | 4.5 months from edoc (#)
system
C.111 90 Electronic documentation system As noted | 7 months from edoc
C.111 91 Maintain and update the electronic As noted | Ongoing
documentation system
C.11.3 92 Archive hard copies of state recruitment As noted | Every 6 months
activities
C.11.4 93 Documentation of software As noted | 1.5 months from (#)
Summary Statistics and Special Analyses
C.12 94 Outline of report As noted | 3 weeks from initiation of
task
95 Draft report As noted | 1.5 months before
C.12 completion of task
c.12 96 Final report As noted | At completion of task
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RFP Section Iltem Description Quantity Delivery Schedule
#
Central Distributor (CD)
C.13.1.1 97 Draft MOA for participation in HCUP CD As noted | 3 months from edoc,
for SID annually
C.131.1 98 Final MOA for participation in HCUP CD As noted | 2 weeks after comments
for SID from AHRQ
C.13.1.1 99 Signed and completed MOA As noted | 3 months from mailing
C.13.1.2 100 | SID data files for restricted access public As noted | 6.5 months from edoc
release
C.13.1.2 101 | Copy of SID public release files to AHRQ As noted | 6.5 months from edoc
C.13.1.3 102 | Documentation for SID restricted access As noted | Periodically based on
public release data files number of participants, up
to 4 per year
C.13.1.4 103 | Draft MOA for participation in HCUP CD As noted | 3 months from edoc
for SASD
C.13.14 104 | Final MOA for participation in HCUP CD As noted | 2 weeks after comments
for SASD from AHRQ
C.13.1.4 105 | Signed and completed MOA As noted 3 months from mailing
C.13.1.4 106 | SASD data files for restricted access As noted 10.5 months from edoc
public release
C.13.1.4 107 | Copy of SASD public release files to As noted | 10.5 months from edoc
AHRQ
C.13.14 108 | Documentation for SASD restricted As noted | Periodically based on
access public release data files number of participants, up
1o 4 per year
Customized Files
C.13.2 109 | Memo - Evaluation of state partner As noted | 18 months from edoc (#)
interest and demand for customized SID
files
C.13.2.1 110 | Draft MOA for participation in HCUP CD As noted | thd
for SID
Cc.13.2.1 111 | Final MOA for participation in HCUP CD As noted | thd
for SID
C.13.21 112 | Signed and completed MOA As noted | tbd
C.13.2.3 113 | Written description of requested As noted | tbd
customized files
C.13.2.3 114 | Customized files and documentation As noted | tbd
Tracking and Distribution System
C.13.3.2 115 | Draft copy of updated application kit As noted | 12 months from edoc and
up to 4 times per year as
needed
C.13.3.2 116 | Final copy of updated application kit As noted | 2 weeks after comments
from AHRQ
C.13.3.3 117 | Update tracking and distribution system As noted | 5 times per year
C.134.2.1 118 | Activity reports on CD activities As noted | Monthly
C.13.4.2.2 119 | Report on evaluation of tracking and As noted | 14 months from edoc
distribution system
C.13.4.2.2 120 | Update report format As noted | Every 4 months
C.13.5 121 ] Workgroup support documentation As noted | tbd

63




RFP Section ltem Description Quantity Delivery Schedule
#
C.135 122 | Dissemination workgroup reports, tables, As noted | tbd
etc.
Other Central Distributor Activities
C.13.6 123 | Draft Report - Evaluation of advisability As noted | 18 months from edoc (#)
and feasibility of sensitive variables file
C.13.6 124 | Final Report - Evaluation of advisability As noted | 20 months from edoc (#)
and feasibility of sensitive variables file
C.13.6 125 | Sensitive variables file and documentation | As noted | 22 months from edoc
C.13.6 126 | Copy of sensitive variables file to AHRQ As noted | 24 months from edoc
C.13.6 127 | Return sensitive variables file and As noted | 24 months from edoc
documentation to states and AHRQ
C.13.7 128 | Create restricted access public release As noted | 24 months from edoc
SID and documentation for previous data
years
C.13.8 129 | Report on evaluation of tracking and As noted | 15 months from edoc
distribution system
C.13.8 130 | New or refined tracking and reporting As noted | 18 months from edoc
system
Specialized Databases
C.141 131 | Draft report - Sampling strategy and As noted | Within 2 months after
sampling frame initiation of task
C.14.1 132 | Final report - Sampling strategy and As noted | Within 3 months after
sampling frame initiation of task
C.14.4 133 | Create data files As noted | Within 4 months after
initiation of task
C.14.5 134 | Create weights files As noted | Within 6 months after
initiation of task
C.14.6 135 | Documentation of datasets As noted | At the time of data file
delivery
C.14.7 136 | Report -evaluation of new dataset As noted | At time of data file delivery
C.14.8 137 | Draft MOA for participation in HCUP CD As noted | thd
for specialized datasets
C.14.8 138 | Final MOA for participation in HCUP CD As noted | thd
for Specialized datasets
C.14.9 139 | Dissemination materials As noted | 9 months from edoc
C.14.10 140 | Specialized datasets As noted | 9 months from edoc
C.14.11 141 | Dissemination through Central Distributor As noted | 10 months from edoc
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RFP Section ltem Description Quantity Delivery Schedule
#
Activities for Subsequent Years
C.15.1.2 142 | Memo listing new diagnosis and As noted | Within 2 months of
procedure codes with impact on release of new ICD-9
diagnosis and procedure screens used in codes
processing
C15.1.3 143 | Assign Grouper Software As noted | Within 2 months of
release of new grouper
software
C.15.1.4 144 | Report - Severity Adjustment Software As noted | tbd
C.15.21 145 | Annual HCUP activities report As noted | 8 months from edoc; 19
months from edoc; and
annually thereafter
C.15.2.3 146 | Annual SID and SID Central Distributor As noted | Annually
C.15.2.4 147 | Annual NIS As noted | Annually
C.15.2.5 148 | Annual SOD As noted | Annually
C.15.2.6 149 | Documentation of annual databases As noted | Annually
C.15.2.8 150 | Update to state partner inventory of health | As noted | Ongoing
care data availability
C.15.3.2 151 | Nationwide inventory of state data As noted | 36 months from edoc
collection activities
Confidentiality and Security Protections
C.16.2. 152 | Draft memo - Security document As noted | 2 months from edoc (#)
C.16.2 153 | Final memo - Security document As noted | 3 months from edoc (#)
C.16.2.1 154 | Outline for securing source data As noted | 1 month from edoc (#)
C.16.3 155 | Memo on evaluation of potential As noted | 8 months and 12 months
disclosure risk of HCUP data from edoc, then annually
C.16.4 156 | Memo on de-identification of data while As noted | 13 months from edoc (#)
maintaining linkages across databases
Project Management
C.18.2.1 157 | Orientation Meeting As noted | 10 days from edoc
c.18.2.1 158 | Workplan/Schedule/Timeline As noted | 1 month from edoc and
annually
C.18.3 159 | Draft project management plan As noted | 1.5 months from edoc;
thereafter every 12
months from edoc
C.18.3 160 | Final project management plan As noted | 2.5 months from edoc;
thereafter every 13
months from edoc
c.184 161 | Progress reports As noted | Monthly
C.184 162 | Dratft final project report As noted | 54 months from edoc (#)
c.184 163 | Final project report As noted | 60 months from edoc (#)
C.18.5 164 | Draft transition plan As noted | 54 months from edoc (#)
C.185 165 | Final transition plan As noted | 58 months from edoc (#)
166 | Subcontracting Report for Individual 3 April 30 (annually)
Contracts (SF 294) (1 original | October 30 (annually)
and 2 to Contracting Officer
copies
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RFP Section ltem Description Quantity Delivery Schedule

167 | Summary Subcontractor Report (SF 295) 2 October 30 (annually)

1 copy to the Office of
Small & Disadvantaged
Business Utilization
(DHHS) and 1 copy to the
Contracting Officer

168 | Small Disadvantaged Business 1 At contract completion to
Participation Report (Optional Form 312) the Contracting Officer

The above items shall be addressed and submitted to the Government Project Officer. In
addition, one copy of the monthly progress report (Item #161), the final project report (Item #163)
and the Subcontracting and Small Disadvantaged Business Reports (Item #'s 166, 167 and
168), shall be submitted to the Contracting Officer at the following address:

Agency for Healthcare Research and Quality
ATTN: Contracting Officer
Division of Contracts Management

2101 East Jefferson Street, Suite 601
Rockville, Maryland 20852
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G.1

G.2

G.3

SECTION G - CONTRACT ADMINISTRATION DATA

KEY PERSONNEL

Pursuant to the Key Personnel clause incorporated in Section 1.2 of this contract, the following
individual(s) is/are considered to be essential to the work being performed hereunder:

NAME TITLE
(TO BE COMPLETED AT TIME OF CONTRACT AWARD)

The clause cited above contains a requirement for review and approval by the Contracting
Officer of written requests for a change of Key Personnel reasonably in advance of diverting any
of these individuals from this contract. Receipt of written requests at least 30 days prior to a
proposed change is considered reasonable.

PROJECT OFFICER
The following Project Officer(s) will represent the Government for the purpose of this contract:
(TO BE COMPLETED AT TIME OF CONTRACT AWARD)

The project officer(s) is/are responsible for: (1) monitoring the contractor's technical progress,
including the surveillance and assessment of performance and recommending to the
contracting officer changes in requirements; (2) interpreting the statement of work and any other
technical performance requirements; (3) performing technical evaluation as required; (4)
performing technical inspections and acceptances required by this contract; and (5) assisting in
the resolution of technical problems encountered during performance.

The contracting officer is the only person with authority to act as an agent of the Government
under this contract. Only the contracting officer has authority to: (1) direct or negotiate any
changes in the statement of work; (2) modify or extend the period of performance; (3) change
the delivery schedule; (4) authorize reimbursement to the contractor of any costs incurred during
the performance of this contract; or (5) otherwise change any terms and conditions of this
contract.

The Government may unilaterally change its Project Officer designation.

INVOICE SUBMISSION

a. INVOICE SUBMISSION

Billing Instructions are attached and made part of this contract. Instructions and the following
directions for the submission of invoices must be followed to meet the requirements of a
"proper" payment request pursuant to FAR 32.9, and must be in accordance with the General
Provisions clause 52.232-25 Prompt Payment (JUNE 1997).

Invoices/financing requests shall be submitted in an original and five copies to:

Contracting Officer
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Agency for Healthcare Research and Quality
Division of Contracts Management

Executive Office Center
2101 East Jefferson Street, Suite 601

Rockville, Maryland 20852

G.4 INFORMATION ON VOUCHERS

(1)
(@)
(b)
(c)
(d)
(€)

(f)
(@)

The Contractor agrees to include the following minimum information on vouchers:
Contractor’s name and invoice date;

Contract Number;

Description and price of services actually rendered,;

Other substantiating documentation or information as required by the contract;

Name (where practicable), title, phone number, and complete mailing address or
responsible official to whom payment is to be sent; and

The Internal Revenue Service Taxpayer Identification Number.

The Contractor shall furnish the following minimum information in support of costs
submitted:

€)) Direct Labor - include all persons, listing the person’s name, title, number of
hours or days worked, the total cost per person and a total amount of this
category;

(b) Fringe Costs - show rate, base and total amount as well as
verification/allowability or rate changes (when applicable);

(© Overhead or Indirect Costs - show rate, base and total amount as well as
verification/allowability or rate changes (when applicable);

(d) Consultants - include the name, number of days or hours worked, a total amount
per consultant and a total amount for this category;

(e) Travel - include for each airplane or train trip taken the name of the traveler, date
of travel, destination, the transportation costs including ground transportation,
shown separately, and per diem costs. Other travel costs shall also be listed. A
total amount for this category shall be provided;

() Subcontractors - include for each subcontractor, the same data that is being
provided for the prime contractor. A total number for this category shall be
provided.

(9) Data Processing - include all non-labor costs, i.e., computer time, equipment
purchase, lease or rental, data tapes, etc. A total amount for this category shall
be provided.
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G.5

G.6

(h) Other - include a listing of all other direct charges to the contract, i.e., office
supplies, telephone, equipment rental, duplication, etc.

0] Equipment Cost - itemize and identify separately from material costs including
reference to approval in all cases;

() G&A - show rate, base and total as well as verification/allowability of rate changes

(when applicable); and
(9] Eee - show rate, base and total.
3 Payment shall be made by:

PSC Finance

Parklawn Building, Room 16-23
5600 Fishers Lane

Rockville, Maryland 20857
Telephone Number (301) 443-6766

INDIRECT COST RATES

In accordance with Federal Acquisition Regulation (FAR) (48 CFR Chapter 1) Clause 52.216-
7(d)(2), Allowable Cost and Payment, incorporated by reference in this contract, in Part I,
Section |, the primary contact point responsible for negotiating provisional and/or final indirect
cost rates is the cognizant contracting official as set forth in FAR Subpart 42.7 - Indirect Cost
Rates.

Reimbursement will be limited to the rates and time periods covered by the negotiated
agreements. The rates, if negotiated, are hereby incorporated without further action of the
contracting officer.

ELECTRONIC FUNDS TRANSFER

Pursuant to FAR 52.232-34, Payment by Electronic Funds Transfer - Other than Central

Contractor Registration (MAY 1999), the Contractor shall designate a financial institution for
receipt of electronic funds transfer payments. This designation shall be submitted, in writing, to
the finance office designated in the contract.
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SECTION H - SPECIAL CONTRACT REQUIREMENTS

RESTRICTIONS ON PUBLICATION AND DISSEMINATION OF MATERIAL DERIVED
FROM WORK PERFORMED UNDER THIS CONTRACT

Section 903(c) of the Public Health Service Act (PHS Act), 42 U.S.C. 299a-1, states in part that
"No information, if the establishment or person supplying the information or described in it is
identifiable, obtained in the course of activities undertaken or supported under this title, may be
used for any purpose other than the purpose for which it was supplied unless such
establishment or person has consented...to its use for such other purpose. Such information
may not be published or released in other form if the person who supplied the information or who
is described in it is identifiable unless such person has consented...to its publication or release
in other form."

To ensure compliance with these requirements and to fulfill the mandate of 923(b)(1) of the PHS
Act, 42 U.S.C. 299c-2(b)(1), to assure that statistics developed with AHRQ support are of high
quality, comprehensive, timely, and adequately analyzed, except as otherwise provided in this
contract, the Agency for Healthcare Research and Quality (AHRQ) must, prior to dissemination
by the contractor, review all reports, presentations, or other disclosures that contain information,
statistics, analytical material, or any other material, which is based on or derived from work
performed under this contract. Accordingly:

(@) Except as provided in H.1(c), (e), and H.2(d), the contractor will not publish, have
published, or otherwise disseminate any material resulting or derived from the work
performed for AHRQ-funded research, except in accordance with the terms or conditions
required by the Project Officer or until AHRQ has published the results of the research.

(b) AHRQ will, within three months of the receipt of any proposed publication, presentation,
or any other disclosure of materials derived from information collected or produced for a
particular report use best effort to review the proposed report, presentation, or other text
to assure that (1) identifiable information is being used for the purpose for which it was
supplied; (2) the privacy of individuals supplying the information or described in it is not
violated; and (3) the quality of statistical work meets the statutory standards cited above.

(©) Except as provided in H.1(e), in the event no written conditions or approval are received
from the Project Officer by the end of the three month period following submission of a
request (that is accompanied by the proposed text) to publish a report or to make a
presentation or other disclosure of material derived from work performed for AHRQ-
funded research), the contractor may publish, present, or otherwise disclose this
material subject to the restrictions of Section 903(c). However, the contractor must print
prominently on the report or any portion of it which is released, or state prior to any oral or
other disclosure of material derived from work performed under this contract, the
following disclaimer:

"THIS REPORT (or other appropriate description of publication) HAS NOT BEEN
APPROVED BY THE AGENCY FOR HEALTHCARE RESEARCH AND QUALITY”

(d) Whether or not written approval of the Project Officer is received, the contractor must:
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H.2

(€)

(f)

print the following statement prominently on written reports or other forms of
recorded data derived from work performed under this contract which is to be
released; or

preceding any presentation or other oral disclosure of such material make the
following statement:

"IDENTIFIABLE INFORMATION ON WHICH THIS REPORT, PRESENTATION,
OR OTHER FORM OF DISCLOSURE IS BASED, IS CONFIDENTIAL AND
PROTECTED BY FEDERAL LAW, SECTION 903(c) OF THE PUBLIC HEALTH
SERVICE ACT, 42 U.S.C. 299a-1(c). ANY IDENTIFIABLE INFORMATION THAT
IS KNOWINGLY DISCLOSED IS DISCLOSED SOLELY FOR THE PURPOSE
FOR WHICH IT HAS BEEN SUPPLIED. NO IDENTIFIABLE INFORMATION
ABOUT ANY INDIVIDUAL SUPPLYING THE INFORMATION OR DESCRIBED IN
IT WILL BE KNOWINGLY DISCLOSED EXCEPT WITH THE PRIOR CONSENT
OF THAT INDIVIDUAL."

In cases where the Contracting Officer has given written notice that the Government
intends to retain all rights in any particular data produced under this contract, the
contractor shall have no right without prior written permission of the Contracting Officer
to publish any of those data or analyses based on those data, depending on the scope of
the Contracting Officer’s notice.

Whenever data or analyses are to be developed by a subcontractor under this contract,
the contractor must include the terms of H.1(a), (b), (c), (d) and (e) in the subcontract,
without substantive alteration, and with a prohibition on the subcontractor engaging in
further assignment of its obligations to the contractor. No clause may be included to
diminish the Government’s restriction on publication and dissemination of work or
material derived from work performed under this contract.

RIGHTS IN DATA -- SPECIAL WORKS (FAR Clause 52-227-17 June 1987) (DEVIATION)

(@)

Definitions

"Computer software", as used in this clause, means computer programs, computer data
bases, and documentation thereof.

"Data", as used in this clause, means recorded information, regardless of form or media
on which it may be recorded (e.g., reports, tabulations, questionnaires, punch cards,
data tapes, data files, tables, data processing and computer programs, graphic
representations, sound recordings, form, work flow charts, equipment descriptions, and
works of any similar nature). The term does not include information incidental to contract
administration, such as financial, administrative, cost or pricing, or management
information.

"Form, fit, and function data", as used in this clause, means data relating to items,
components, or processes that are sufficient to enable physical and functional
interchangeability, as well as data identifying source, size, configuration, mating, and
attachment characteristics, functional characteristics, and performance requirements;
except that for computer software it means data identifying source, functional
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characteristics, and performance requirements, but specifically excludes the source
code, algorithm, process, formulae, and flow charts of the software.

"Unlimited rights", as used in this clause, means the right of the Government to use,
disclose, reproduce, prepare derivative works, distribute copies to the public, and
perform publicly and display publicly, in any manner and for Agency for Healthcare
Research and Quality purposes, and to have or permit others to do so for Agency for
Healthcare Research and Quality purposes. (Used AHCPR previously)

(b) Allocation of Rights

(1) The Government shall have:

(i)

(if)

(i)

Unlimited rights in all data delivered under this contract, and in all data first
produced in the performance of this contract, except as provided in
paragraph (c) of this clause for copyright.

The right to limit exercise of claim to copyright in data first produced in the
performance of this contract, and to obtain assignment of copyright in
such data, in accordance with subparagraph (c)(1) of this clause.

The right to limit the release and use of certain data in accordance with
paragraph (d) of this clause.

(2) The contractor shall have, to the extent permission is granted in accordance with
subparagraph (c)(1) of this clause, the right to establish claim to copyright
subsisting in data first produced in the performance of this contact.

(c) Copyright

Q) Data first produced in the performance of this contract

(i)

(ii)

The contractor agrees not to assert, establish, or authorize other to assert
or establish, any claim to copyright subsisting in any data first produced in
the performance of the contract without prior written permission of the
contracting officer. When claim to copyright is made, the contractor shall
affix the appropriate copyright notice of 17 U.S.C. 401 or 402 and
acknowledgment of Government sponsorship (including contract
number)to such data when delivered to the Government, as well as when
the data are published or deposited for registration as a published work in
the U.S. Copyright Office.

The contractor grants to the Government and the Government's
licensees, a paid-up nonexclusive, irrevocable, worldwide license for all
such data to reproduce, prepare derivative works, distribute copies to the
public, and perform publicly and display publicly, for Government
purposes.

If the Government desires to obtain copyright in data first produced in the
performance of this contract and permission has not been granted as set
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(d)

(e)

(f)

(¢);

(h)

forth in subdivision (c)(1)(i) of this clause, the contracting officer may
direct the contractor to establish, or authorize the establishment of, claim
to copyright in such data and to assign, or obtain the assignment of, such
copyright to the Government or its designated assignee.

2) Data not first produced in the performance of this contract.

The contractor shall not, without prior written permission of the contracting officer,
incorporate in the data delivered under this contract any data not first produced in
the performance of this contract and which contain the copyright notice of 17
U.S.C. 401 or 402, unless the contractor identifies such data and grants to the
government, or acquires on its behalf, a license of the same scope as set forth in
subparagraph (c)(1) of this clause.

Release and Use Restrictions

Except as otherwise specifically provided for in this contract (e.g., H.2(e)), the contractor
shall not use for purposes other than the performance of this contract, nor shall the
contractor release, reproduce, distribute, or publish any data first produced in the
performance of this contract, nor authorize others to do so, without prior written
permission of the Project Officer or until AHRQ has published the evidence report or
technology assessment (substitute research) for which the data were first produced.

Indemnity

The contractor shall indemnify the Government and its officers, agents, and employees
acting for the Government against any liability, included costs and expenses, incurred as
the result of the violation of trade secrets, copyrights, or right of privacy or publicity,
arising out of the creation, delivery, publication, or use of any data furnished under this
contract; or any libelous or other unlawful matter contained in such data.

The provisions of this paragraph do not apply unless the Government provides notice to
the contractor as soon as practicable of any claim or suit, affords the contractor an
opportunity under applicable laws, rules, or regulations to participate in the defense
thereof, and obtains the contractor's consent to the settlement of any suit or claim other
than as required by final decree of a court of competent jurisdiction. Further, these
provisions do not apply to material furnished to the contractor by the Government and
incorporated in data to which this clause applies, nor in cases where Government
officers, agents, and employees are solely at fault.

The contractor must release all required deliverables under this contract solely in
accordance with the reporting requirements of this contract.

In accordance with the Federal Register (Vol. 57, No. 167, August 27, 1992, pp:38845-
38848) the contractor is to provide for secure and confidential storage, retrieval access,
maintenance, and disposition of data and other information used in the work performed
under the contract.

Whenever any data is to be developed by a subcontractor under this contract, the

contractor must include the t