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A Snapshot of the NPDB for 2005

The National Practitioner Data Bank (NPDB) receives reports of malpractice payments
and adverse actions concerning health care practitioners. In 2005, the majority of reports for the
NPDB were medical malpractice payments for physicians, dentists, and other licensed
practitioners. Most reports for adverse actions were for State licensure actions. Adverse actions
include: licensure actions, clinical privileges actions affecting a practitioner’s privileges for
more than 30 days, Medicare/Medicaid Exclusion actions, professional society membership
disciplinary actions, actions taken by the DEA concerning authorization to prescribe controlled
substances, and revisions to such actions. All of these must be reported to the NPDB if they are
taken against physicians and dentists. Since 1997, the NPDB has also received reports of
Medicare/Medicaid Exclusions taken against all types of health care practitioners.

Almost 9 out of 10 reports (85.4 percent) are original, initial reports submitted by
reporters. Correction reports, which have been changed by entities to correct errors in previous
reports, account for 10.9 percent of reports. Revision to Actions, which are reports concerning
additional actions taken in relation to initially reported actions, account for 3.8 percent of reports.
Revision to Actions may concern “non-adverse actions” such as reinstatements and reversals of
previous actions.

Health care entities and agencies authorized by law can “query” to obtain copies of
reports on specific practitioners. Queries increased after a small decrease last year. About 14.0
percent of queries in 2005 showed the practitioner in 2005 had one or more reported medical
malpractice payments or adverse actions.

These facts and others are explained in the following snapshot of the NPDB for 2005.
This snapshot gives the most important details about the contents of the NPDB, which has
maintained records of State licensure, clinical privileges, professional society membership, and
Drug Enforcement Agency (DEA) actions taken against health care practitioners and malpractice
payments made for their benefit since September 1, 1990, and Medicare/Medicaid Exclusions
since 1997. The NPDB at the end of 2005 contained reports on 386,210 adverse actions and
malpractice payments involving 226,667 individual practitioners. Below in more detail are
further significant facts about the NPDB in 2005 and cumulatively.

Most 2005 reports were Medical Malpractice Payment Reports, the majority of
them for physicians: During 2005, 73.3 percent of all new reports received concerned
malpractice payments; cumulatively, they also comprised 73.5 percent of all reports. During
2005, physicians were responsible for 81.1 percent of Medical Malpractice Payment Reports,
dentists 10.0 percent, and all other health care practitioners 8.8 percent. These figures are similar
to percentages from previous years.

Medical Malpractice Reports decreased in 2005: The 17,298 Medical Malpractice
Payment Reports received during 2005 are 2.1 percent less than the number of Malpractice
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Payment Reports received by the NPDB during 2004. This decrease comes after a decrease of
6.7 percent in 2004 in comparison to 2003.

Adverse Action Reports', most for State licensure actions, decreased in 2005: The
6,302 Adverse Action Reports (State licensure, clinical privileges, professional society
membership, exclusions, and DEA actions) received during 2005 are 16.4 percent less than the
number of Adverse Action Reports received by the NPDB during 2004. This decrease comes
after an increase of 2.4 percent in 2004. The number of State Licensure Action Reports received
increased 0.7 percent from 2004 to 2005. During 2005, State Licensure Action Reports
comprised 64.2 percent of all Adverse Action Reports and Clinical Privileges Action Reports
comprised 14.4 percent. Most of the decrease in adverse actions from 2004 to 2005 resulted
from a 45.9 percent decrease in exclusion action reports: 2,333 in 2004 to 1,261 in 2005.
Adverse actions represent 26.5 percent of all reports received cumulatively and 26.7 percent
(6,302 of 23,600) of all reports received by the NPDB during 2005.

Entity requests for information from the NPDB (*queries”) grew 1.6 percent in
2005, and total cumulative queries were over 38 million: Over its existence the NPDB has
responded to 38,962,333 inquiries (queries) from authorized organizations such as hospitals and
managed care organizations (HMOs, PPOs, etc.); State licensing boards; professional societies;
and individual practitioners (who can only obtain a copy of their own records). From 2004 to
2005 entity query volume increased 1.6 percent, from 3,448,514 queries in 2004 to 3,503,922
queries in 2005. This increase followed a 7.3 increase in queries from 2003 to 2004.

Most queries were voluntary and not required by law, and almost half of all queries
came from Managed Care Organizations (MCOs): Hospitals are required by law to query.
All other queries are voluntary. During 2005, 65.3 percent of queries were submitted by
voluntary queriers; cumulatively well over half (60.7 percent) of the queries were voluntary. Of
the voluntary queriers, MCOs were the most active, making 47.7 percent of all queries during
2005. Although they represented only 10.6 percent of all entities that had ever queried the
NPDB, they had made 46.4 percent of all queries cumulatively. Over the NPDB’s existence the
increase in voluntary queries has been much larger than the increase in mandatory hospital
queries.

1 «“Adverse Action Reports” is a generic term for all licensure action, clinical privileges action, exclusion action,
DEA action, and professional society action reports. This includes reports of truly adverse actions (revocations,
probations, suspensions, reprimands, etc.) reported in accordance with Sections 60.8 and 60.9 of the NPDB
regulations (45 CFR Part 50) as well as reports for non-adverse “Revisions” (reinstatements, reductions of penalties,
reversals of previous actions, restorations, etc.) reported under Section 60.6.
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In 2005 about one out of seven queries showed the practitioner had at least one
reported medical malpractice payment or adverse action: When a query is submitted
concerning a practitioner who has one or more reports, a “match” is made, and the querier is sent
copies of the reports. During 2005, 14.0 percent of all entity queries resulted in a match
(491,945). Cumulatively, the match rate is 11.7 percent (4,571,240 matches). No match on a
query means a practitioner has no reports in the NPDB. Since the NPDB has been collecting
reports since 1990, a non-match response indicating that a practitioner has no reported payments
or actions is valuable to queriers as evidence the practitioner has had no medical malpractice
payments or adverse actions for over 15 years.

Physicians, most of whom only have one report, were predominant in the NPDB:
Of the 226,667 practitioners reported to the NPDB, 69.7 percent were physicians (including
M.D.s and D.O.s and residents and interns), 13.4 percent were dentists and dental residents, 8.8
percent were nurses and nursing-related practitioners, and 2.8 percent were chiropractors. About
two-thirds of physicians with reports (66.8 percent) had only one report in the NPDB, 85.4
percent had 2 or fewer reports, 97.2 percent had 5 or fewer, and 99.6 percent had 10 or fewer.
Few physicians had both Medical Malpractice Payment Reports and Adverse Action Reports
(not including Exclusion Reports). Only 6.0 percent had at least one report of both types.

Physicians had more reports per practitioner than any other practitioner group:
Physicians had the highest average number (1.84) of reports per reported physician, and dentists,
the second largest group of practitioners reported, had an average of 1.65 reports per reported
dentist. Podiatrists and podiatric-related practitioners, who had 1.69 reports per reported
practitioner, also had a high average of reports per practitioner as well as 6,955 total reports.
Comparison between physicians and dentists and other types of practitioners, however, would be
misleading since NPDB reporting of State licensure, clinical privileges, and professional society
membership actions is required only for physicians and dentists.

Physicians had more than three-quarters of the malpractice payments in the NPDB:
Physicians had 78.8 percent of the Malpractice Payment Reports cumulatively in the NPDB
(283,847 reports), and they had 81.1 percent of payment reports in 2005 (14,034 reports).
Physician Malpractice Payment Reports decreased by 2.5 percent from 2004 to 2005. This
decrease followed a 5.6 percent decrease in the number of payments for physicians in 2004.
Dentists had 13.1 percent of Malpractice Payment Reports cumulatively in the NPDB (37,139
reports), and they had 10.0 percent of payment reports in 2005 (1,736 reports). Other
practitioners had 8.1 percent of payment reports cumulatively (23,066 reports) and 8.8 percent of
payment reports for 2005 (1,528 reports). Payments for dentists decreased by 5.3 percent in
2005.

Average medical malpractice payment amounts for physicians in 2005 were higher
than in previous years: The median and mean medical malpractice payment amounts for
physicians in 2005 were $174,569 and $294,153, respectively. Cumulatively since 1990 for
physicians the median amount was $100,000 ($128,764 adjusting for inflation to standardize
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payments made in prior years to 2005 dollars) and the mean amount was $229,972
(approximately $269,256 adjusting for inflation).?

Obstetrics-related medical malpractice payments for physicians continued to be
higher than others, while equipment and product related payments were lower: During
2005, as in previous years, obstetrics-related cases, generating 9.0 percent of all 2005 physician
Malpractice Payment Reports, had the highest median payment amounts ($300,000). Equipment
and product related incidents (0.5 percent of all reports) had the lowest median payments during
2005 ($66,875).

Mean delay between an incident and its physician malpractice payment increased
by more than 2 weeks: For 2005 physician medical malpractice payments, the mean delay
between an incident that led to a payment and the payment itself was 4.66 years. This signifies
an increase of 18 days from 2004. The 2005 mean physician payment delay varied markedly
between the States, as in previous years, and ranged from 3.20 years in Oregon to 6.16 years in
Massachusetts.

Over half of the hospitals registered with the NPDB had not reported a clinical
privileges action: Of those hospitals currently in “active” registered status with the NPDB, 52.0
percent of the hospitals had never submitted a Clinical Privileges Action Report. This percentage
has slowly decreased over the years. Additionally, over the history of the NPDB, there were
nearly four times more State Licensure Action Reports than Clinical Privileges Action Reports.
Clinical privilege reporting seemed to be concentrated in a few facilities even in States with
comparatively high overall hospital clinical privileging reporting levels. The Health Resources
and Services Administration (HRSA) continues its efforts to examine the low level of clinical
privilege reporting.

Most reports were not disputed by practitioners: A practitioner about whom a report
has been filed may dispute either the accuracy of the report or the fact that the report should have
been filed. At the end of 2005, 3.8 percent (2,108) of all State Licensure Action Reports, 13.5
percent (1,933) of all Clinical Privileges Action Reports, and 3.3 percent (9,446) of all
Malpractice Payment Reports in the NPDB were in dispute.

Few practitioners requested Secretarial Reviews, most of which were for adverse
actions: If the disagreement (dispute) is not resolved between the practitioner and the reporter,
the practitioner may ultimately request a review of the report by the Secretary of Health and
Human Services. Only a few practitioners who disputed reports also requested Secretarial
Review; there were 58 requests out of 13,824 disputed reports for Secretarial Review during
2005. Adverse actions comprised 79.3 percent of all 2005 requests for Secretarial Review and
64.1 percent of all requests cumulatively for Secretarial Review. This was in sharp contrast to

“Generally for malpractice payment data the median is a better indicator of the “average” or typical payment than is
the mean since the mean is skewed by a few very large payments. Inflation adjustment is based on the seasonally
adjusted CPI-U U.S. City Average, All Items, as published by the U.S. Department of Labor, Bureau of Labor
Statistics.
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the 26.7 percent of all reports represented by adverse actions in 2005 and the 26.5 percent of all
Adverse Action Reports cumulatively.

Most Secretarial Review requests resulted in the report staying in the NPDB:
Cumulatively, 17.1 percent, or 302 out of 1,765 cumulative requests for Secretarial Review, had
resulted in positive outcomes for practitioners (which included the request being closed by an
intervening action such as submission of a corrected report by the reporting entity, the Secretary
changing the report, and the Secretary voiding the report). If the Secretary believes that a report
should be corrected the reporting entity is asked to submit a correction. The Secretary changes
reports only if the reporting entity fails to do so. Of the total cumulative 1,765 requests for
Secretarial Review received by the NPDB, 1,721 (97.0 percent) have been resolved. Only 53
requests (3.0 percent) are unresolved. Of these resolved requests, 1,367 (77.5 percent) were
unchanged and maintained as submitted, and 139 (7.9 percent) were closed by intervening action
(such as submission of a corrected report by the reporting entity). There were 144 requests (8.2
percent) that resulted in voids, 19 (1.1 percent) that resulted in changes to reports, and 43 (2.4
percent) were closed because the practitioner did not pursue review.
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The NPDB’s Policies, Operations, and
Improvements

The NPDB Program: Protecting the Public

The National Practitioner Data Bank (NPDB) has an important mission established by
law — protecting the public by restricting the ability of unethical or incompetent practitioners to
move from State to State without disclosure or discovery of previously damaging or incompetent
performance. The following explains how this mission is accomplished and the rules and
regulations under which the NPDB operates.

The NPDB and its mission were established by a law that also encourages the use of
peer review: The National Practitioner Data Bank (NPDB) was established to implement the
Health Care Quality Improvement Act of 1986, Title IV of P.L. 99-660, as amended (the
HCQIA). Enacted November 14, 1986, the Act authorized the Secretary of Health and Human
Services to establish a national data bank, the NPDB.

The HCQIA also includes provisions encouraging the use of peer review. Peer review
bodies and their members are granted immunity from private damages if their review actions are
conducted in good faith and in accordance with established standards. However, entities found
not to be in compliance with certain NPDB reporting requirements may lose immunity for three
years.

A division of the Federal government administers the NPDB and a contractor
operates it, with input from an outside committee: During 2005 the U.S. Department of
Health and Human Services (HHS), Health Resources and Services Administration (HRSA),
Bureau of Health Professions (BHPr), Office of Workforce Evaluation and Quality Assurance
(OWEQA), Practitioner Data Banks Branch (PDBB) was responsible for administering and
managing the NPDB program. The PDBB was formerly the Division of Practitioner Data Banks.
The NPDB itself is operated by a contractor, SRA International, Inc. (SRA), which began doing
so in June 1995 SRA created the Integrated Querying and Reporting Service (IQRS), an
Internet reporting and querying system for the NPDB and the Healthcare Integrity and Protection
Data Bank (HIPDB)*.

*SRA replaced Unisys Corporation, which had operated the NPDB from its opening on September 1, 1990.

“The Healthcare Integrity and Protection Data Bank (HIPDB) is a flagging system run by the Federal government to
flag or identify health care practitioners, providers, and suppliers involved in acts of health care fraud and abuse.
The HIPDB includes information on final adverse actions taken against health care practitioners, providers, or
suppliers. Information is restricted to Federal and State government agencies and health plans. The NPDB and
HIPDB are both operated under the direction of the PDBB, and entities report to and query both Data Banks through
the same Web site at www.npdb-hipdb.hrsa.gov.
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An Executive Committee provides health care expertise for SRA on operations matters.
The committee includes approximately 30 representatives from various health professions,
national health organizations, State professional licensing bodies, malpractice insurers, and the
public. It usually meets two times a year with both SRA and PDBB personnel.

The NPDB receives information about five different types of actions taken against
practitioners: The NPDB is a central repository of information about: (1) malpractice
payments made for the benefit of physicians, dentists, and other health care practitioners; (2)
licensure actions taken by State medical boards and State boards of dentistry against physicians
and dentists; (3) professional review actions primarily taken against physicians and dentists by
hospitals and other health care entities, including health maintenance organizations, group
practices, and professional societies; (4) actions taken by the Drug Enforcement Administration
(DEA), and (5) Medicare/Medicaid Exclusions.” Information is collected from private and
government entities, including the Armed Forces, located in the 50 States and all other areas
under U.S. jurisdiction.®

The NPDB’s information is accessible to certain health care entities and licensing
boards for specific reasons: NPDB information is made available upon request to registered
entities eligible to query (State licensing boards, professional societies, and other health care
entities that conduct peer review, including HMOs, PPOs, group practices, etc.) or required to
query (hospitals). These entities query about practitioners who currently have or are requesting
licensure, clinical privileges, affiliation, or professional society membership.

The NPDB’s information alerts health care organizations receiving it that they may
want to look closer at a practitioner’s record: The NPDB’s information alerts querying
entities of possible problems in a practitioner’s past so they may further review a practitioner’s
background as needed. The NPDB augments and verifies, not replaces, other sources of
information. It is a flagging system only, not a system designed to collect and disclose full
records of reported incidents or actions. It also is important to note the NPDB does not have
information on adverse actions taken or malpractice payments made before September 1, 1990,
the date it opened. As reports accumulate over time, the NPDB’s information becomes more
extensive, and therefore more valuable.

NPDB information helps health care organizations make good licensing and
credentialing decisions: Although the HCQIA does not allow release of practitioner-specific
NPDB information to the public, the public does benefit from it. Licensing authorities and peer
reviewers get information needed to identify possibly incompetent or unprofessional physicians,

*Hospitals and other health care entities also may voluntarily report professional review (clinical privileges) actions
taken against licensed health care practitioners other than physicians and dentists.

®In addition to the 50 States, the District of Columbia, and Armed Forces installations throughout the world, entities
eligible to report and query are located in Puerto Rico, the Virgin Islands, American Samoa, Guam, and the
Northern Mariana Islands.
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dentists, and other health care practitioners. They can use this information to make better
licensing and credentialing decisions that protect the public.

The NPDB research program and public use file helps improve health care through
analysis of data: In addition, to help the public better understand medical malpractice and
disciplinary issues, the NPDB responds to individual requests for statistical information,
conducts research, publishes articles, and presents educational programs. A Public Use File
containing selected information from each NPDB report also is available.” This file can be used
to analyze statistical information. For example, researchers could use the file to compare
malpractice payments made for the benefit of physicians to those made for physician assistants in
terms of numbers and dollar amounts of payments, and types of incidents leading to payments.
Similarly, health care entities could use the file to identify problem areas in the delivery of
services so they could target quality improvement actions toward them.

The NPDB receives required reports on “adverse” actions: Adverse Action Reports®
must be submitted to the NPDB in several circumstances.

e When a State medical board or State board of dentistry takes certain licensure
disciplinary actions, such as revocation, suspension, voluntary surrender while under
investigation, or restriction of a license, for reasons related to a practitioner’s
professional competence or conduct, a report must be sent to the NPDB. Revisions to
previously reported actions also must be reported.

e When a hospital, Health Maintenance Organization (HMO), or other health care
entity takes certain professional review actions that adversely affect for more than 30
days the clinical privileges of a physician or dentist, or when a physician or dentist
voluntarily surrenders or restricts his or her clinical privileges while being
investigated for possible professional incompetence or improper professional conduct
or in return for an entity not conducting an investigation or reportable professional
review action. Revisions to previously reported actions also must be reported.
Clinical privileges actions also may be reported for health care practitioners other
than physicians and dentists, but it is not required; revisions to these actions must be
reported.

e When a professional society takes a professional review action based on reasons
related to professional competence or professional conduct that adversely affects a

"Information identifying individual practitioners, patients, or reporting entities other than State licensing boards is
not released to the public in either the Public Use File or in statistical reports. The Public Use File may be obtained
from the NPDB Web site at www.npdb-hipdb.hrsa.gov/publicdata.html. A detailed listing of the variables and
values for each variable is also available at www.npdb-hipdb.hrsa.gov/publicdata.html.

8 “Adverse Action Reports” is a generic term for all licensure action, clinical privileges action, Exclusion action,
DEA action, and professional society action reports. This includes reports of truly adverse actions (revocations,
probations, suspensions, reprimands, etc.) reported in accordance with Sections 60.8 and 60.9 of the NPDB
regulations as well as reports for non-adverse “Revisions” (reinstatements, reductions of penalties, reversals of
previous actions, restorations, etc.) reported under Section 60.6.
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physician’s or a dentist’s membership, that action must be reported. Revisions to
previously reported actions also must be reported. Such actions also may be reported
for health care practitioners other than physicians or dentists.

e When the DEA revokes or receives voluntary surrenders by practitioners of DEA
registration “numbers,” which is reported under the Memorandum of Understanding
(MOU) between the U.S. Department of Health and Human Services and the DEA.

e When HHS excludes a practitioner from Medicare or Medicaid reimbursement. The
Exclusion Action is also published in the Federal Register and posted on the Internet.
Placing the information in the NPDB makes it conveniently available to queriers, who
do not have to search the Federal Register or the Internet to find out if a practitioner
has been excluded from participation in these programs.

The NPDB receives required reports on malpractice payments: Medical Malpractice
Payment Reports must be submitted to the NPDB when an entity (but not a practitioner out of his
or her personal funds®) makes a payment for the benefit of a physician, dentist, or other health
care practitioner in settlement of, or in satisfaction in whole or in part of, a claim or judgment
against that practitioner.

Certain health care entities can request information from the NPDB: Hospitals,
certain health care entities, State licensure boards, and professional societies may request
information from (query) the NPDB. Hospitals are required to routinely query the NPDB. A
hospital also may query at any time during professional review activity. Malpractice insurers
cannot query the NPDB.* In all cases, an entity may query only on practitioners who are
applicants, current licensees, staff members, or professional society members.

A hospital must query the NPDB:

e When a physician, dentist, or other health care practitioner applies for medical staff
appointments (courtesy or otherwise) or for clinical privileges at the hospital; and

e Every 2 vyears (biennially) on all physicians, dentists, and other health care
practitioners who are on its medical staff (courtesy or otherwise) or who hold clinical
privileges at the hospital.

Other eligible entities may request information from the NPDB:

°Self-insured practitioners originally were required to report their malpractice payments. However, on August 27,
1993, the U.S. Court of Appeals for the D.C. Circuit reversed the December 12, 1991, Federal District Court ruling
in American Dental Association, et al., v. Donna E. Shalala, No. 92-5038, and held that self-insured individuals
were not entities under the HCQIA and did not have to report payments made from personal funds. All such reports
have been removed from the NPDB.

19elf-insured health care entities may query for peer review but not for insurance

purposes.
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e Boards of medical or dental examiners or other State licensing boards may query at
any time.

e Other health care entities, including professional societies, may query when entering
an employment or affiliation relationship with a practitioner or in conjunction with
professional review activities.

The NPDB also may be queried in two other circumstances:

e Physicians, dentists, or other health care practitioners may self-query the NPDB about
themselves at any time. Practitioners may not query to obtain records of other
practitioners.

e A plaintiff or an attorney for a plaintiff in a malpractice action against a hospital may
query and receive information from the NPDB about a specific practitioner in limited
circumstances.  This is possible only when independently obtained evidence
submitted to HHS discloses that the hospital did not make a required query to the
NPDB on the practitioner. If the attorney or plaintiff specifically demonstrated the
hospital failed to query as required, the attorney or plaintiff will be provided with
information the hospital would have received had it queried.

Fees for requests for information (queries) are used to operate the NPDB, which is
self-supporting: As mandated by law, user fees, not taxpayer funds, are used to operate the
NPDB. The NPDB fee structure is designed to ensure the NPDB is self-supporting. All queriers
must pay a fee for each practitioner about whom information is requested. Effective May 9,
2006, the fee for queries was increased from $4.25 per query to $4.75 per query. Self-queries,
which are more expensive to process because they require some manual intervention, cost a total
of $16 for both the NPDB and the Healthcare Integrity and Protection Data Bank (HIPDB).
Self-queries must be submitted to both Data Banks to ensure that queriers receive complete
information on all NPDB-HIPDB reports. All query fees must be paid by credit card at the time
of query submission or through prior arrangement using automatic electronic funds transfer
(EFT).

NPDB information about practitioners is confidential and available to users for only
specific reasons: Under the terms of the HCQIA, NPDB information that permits identification
of particular practitioners or entities is confidential. The HHS has designated the NPDB as a
confidential “System of Records” under the Privacy Act of 1974. Authorized queriers who
receive NPDB information must use it solely for the purposes for which it was provided. Any
person violating the confidentiality of NPDB information is subject to a civil money penalty of
up to $11,000 for each violation.

Criminal penalties also may punish those who disclose or report information under
false pretenses: The HCQIA does not allow the NPDB to disclose information on specific
practitioners to medical malpractice insurers or the public. Federal statutes provide criminal and
civil penalties, including fines and imprisonment, for individuals who knowingly and willfully
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query the NPDB under false pretenses or who fraudulently gain access to NPDB information.
There are similar criminal penalties for individuals who knowingly and willfully report to the
NPDB under false pretenses.

Practitioners receive copies of reports and may add personal statements to their
reports: Reports to the NPDB are entered exactly as received from reporters. To ensure
accuracy, each practitioner reported to the NPDB is notified a report has been made and is
provided a copy of it. Since March 1994, the NPDB has allowed practitioners to submit a
statement expressing their views of the circumstances surrounding any report concerning them.
The practitioner’s statement is disclosed along with the report.

Practitioners may dispute or ask for Secretarial Review of their reports: If a
practitioner decides to dispute the report’s accuracy in addition to or instead of filing a statement,
the practitioner is requested to notify the NPDB that the report is being disputed. The report in
question is then noted as under dispute when released in response to queries. The practitioner
also must attempt to work with the reporting entity to reach agreement on correction or voidance
of a disputed report. If a practitioner’s concerns are not resolved by the reporting entity, the
practitioner may ask the Secretary of Health and Human Services to review the disputed
information. The Secretary then makes the final determination whether a report should remain
unchanged, be modified, or be voided and removed from the NPDB.

Federal agencies and health care entities participate in the NPDB program under
Memoranda of Understanding (MOUSs): Section 432(b) of the Act prescribes that the
Secretary shall seek to establish an MOU with the Secretary of Defense and with the Secretary of
Veterans Affairs to apply provisions of the Act to hospitals, other facilities, and health care
providers under their jurisdictions. Section 432(c) prescribes that the Secretary also shall seek to
enter into an MOU with the Administrator of the U.S. Department of Justice, Drug Enforcement
Administration (DEA) concerning the reporting of information on physicians and other
practitioners whose registration to dispense controlled substances has been suspended or revoked
under Section 304 of the Controlled Substances Act.

The Secretary signed an MOU with the U.S. Department of Defense (DOD) September
21, 1987, with the DEA on November 4, 1988 (revised on June 19, 2003), and with the U.S.
Department of Veterans Affairs (VA) November 19, 1990. In addition, MOUs with the U.S.
Department of Transportation, U.S. Coast Guard and with the U.S. Department of Justice,
Bureau of Prisons were signed June 6, 1994 and August 21, 1994, respectively. Policies under
which the Public Health Service participates in the NPDB were implemented November 9, 1989
and October 15, 1990.

According to an October 15, 1990, U.S. Department of Health and Human Services
(HHS) policy directive, all settled or adjudicated HHS medical malpractice cases must be
reported to the NPDB. This policy applies to all cases regardless of whether the standard of care
has been met. The only exception is for those cases in which the adverse event was caused by
system error. Since the NPDB became operational in 1990, HHS agencies have reported 257
medical malpractice cases to the NPDB.



NPDB 2005 Annual Report Page 16

As a result of a review, the Office of Inspector General (OIG) has determined that as
many as 474 additional cases should have been reported to the NPDB but were not. These
unreported cases cover the period June 1997 through September 2004. According to HHS
records, 290 Indian Health Service (IHS) cases, 179 Health Resources and Services
Administration (HRSA) cases, and 5 National Institutes of Health (NIH) cases have not been
reported. Several factors have influenced HHS reporting to the NPDB, including lost files,
incomplete records, medical claims review panel decisions, failures to replace key personnel, and
late reporting. HHS is working to develop a final action plan to rectify the problem and HHS
agencies have begun reporting their bac