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Statutory Requirement

Section 723 of the National Defense Authorizatibﬁ Act for Fiscal Year E(n){JO,‘"
Health Care Quality Information and Technology Enhancement, requires an ;m'nﬁza‘l;
report to Congress. | o

“(e) ANNUAL REPORT ~ The Assistant Secretary of Defense for Health Affa.irs
shall submit to Congress on an annual basis a report on the quality of health care
furnished under the health care programs of the Department of Defense. The report
shall cover the most recent fiscal year ending before the date the report is submitted and
shall contain a discussion of the quality of the health care measured on the basis of each
statistical and customer satisfaction factor that the Assistant Secretary determines
appropriate, including, at a minimum, a discussion of the following;

{1) Health outcomes;

(2) The extent of use of health report cards;

(3) The extent of use of standard clinical pathways; and,

(4) The extent of use of innovative processes for surveillance.”

Report Structure

The report is divided into three areas of focus: the foundation for providing high
quality care, performance improvement initiatives that address clinical outcomes and
processes of care, and the perspectives on quality of care by the Military Health System
beneficiary population.

Acronyms used in the report are contained in Appendix A.
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Executive Summary

Qverview of Effort

The military health system (MHS) is an integrated system comprised of the direct
care system of military treatment facilities, hospitals and clinics, and a civilian care
component, administered by support contractors which purchase and manage care for
DoD beneficiaries in the civilian sector. The MHS serves 8.9 million beneficiaries
around the world, operates 75 hospitals and more than 400 clinics, supported by more
than 130,000 medical personnel and a $26 billion annual budget. '

The statutory requirements for this report are integrated within the context of the
following three dimensions of quality:

1. Are the foundations for providing high quality health care robust?

9. How does the healthcare system function with respect to performance
improvement efforts relating to process and clinical outcomes?

3. What are DoD beneficiaries’ perspectives on the MHS in terms of quality of
health care and administrative services they are entitled to receive?

The data discussed in the report relate primarily to the status of the TRICARE
program at the conclusion of FY 2002 as required by statute. However, in some
instances more recent data are included where appropriate.

Foundation for Providing High Quality Care

This section of the report establishes the basis for providing high quality health
care, |

Key findings:

1. Medical/Dental Licensure: Ninety-nine percent of the 11,557 military

_ physicians and 3,256 military dentists are either licensed or in post-graduate
training. The few officers who do not currently have licenses are fully

supervised while pursuing licensure. The lack of licensure is primarily
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relatéd to Varying state licensure requirements and the timing of licensure
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" 'activities which to some extent conflict'with officer accession and assignments

‘and is not a reflectionon the quality of the providers.
Medical/Dental Board Certificatior: The proportion of military physicians
and military dentists who have ‘dchieved board certification status exceeds

il g - * to .. gt - a1 4
civilian norms, attesting to the ligh qualifications of military providers.

' Ninety-three percent 6fboard eligible inilitary physicians are board certified,

the highest recorded rate for DoD. More than 62 percent of military dentists

‘a6 board cetfified” 0 n s

Graduate Eduication Programs: All 208 military graduate medical/dental

residency programs for which accreditation programs exist are accredited;
nearly 50 percent have been granted the maximum period determined by the
accreditation agencies. - O 1

DoD Risk Management Activities and Participation in the National
Practitiofier Data Bank (INPDB):* Paid malpractice claims on behalf of military
proi’!}idéi‘s' wete fewer in iitmber for FY 2002 as comnpared to FY.2001, and
paid m'alpi;z;ictiéé; rates per military Hospital remain comparable to civilian

institutional experience. Processes for assessment of individual claims

" remain sound and are validated by'a rigorous external peer review process.

There were 105 reports to the NPDB of healthcare professionals who were
determined to have provided care which does not meet acceptable standards,
and 33 feP”orts for providers who have had their privileges to practice altered.
Joint Commission on-Accreditation of Healthcare Organizations (JCAHQ) ~
Accreditation Status: “All military hospitals, clinics and laboratories retain
JCAHO accreditation, and cumulative grid scores match or exceed those of

civilian institutions nationally.




6. N etﬂ*ork Credentials Management: Some challenges and discrepancies in
management of network provider credentials files by managed care support
contractors were identified in 2002 and have served as the basis for corrective
action plans now successfully being implemented across all regions.
Considerable improvements have already been noted and new standards
applicable to the new TRICARE contracts will enhance oversight further
through the requirement for network accreditation by national accrediting
agencies.

7. National Quality Monitoring Program - External Peer Review of Purchased
Care: Keystone Peer Review Organization (KePRO) oversight activities
reveal broad agreement with contractor utilization decisions and consistency
in the identification of quality and utilization concemns. Only small numbers
of medical necessity denials are appealed to KePRO, and a majority of these
are upheld.

8. DoD Patient Safety Program: The DoD.Patient Safety Program continues o
mature. Non-attributional reporting is a fundamental component of tlis
program. The initial 10-month view of data reveals that the vast proportion
of reported events are medication related and are either near misses
(identified before reaching the patient) or events which reached the patient
but did not result in harm.

9. The Pharmacy Data Transaction Service: This initiative hhas identified
thousands of potential adverse drug interactions from over 200 million
prescriptions tracked resulting in prescription changes in nearly 10 percent of
instances where potential for harm has been identified.

10. Program Integrity (PI): Program Integrity activities related to fraudulent

claims resulted in savings to the government of nearly $2,300,000 during FY



‘2{}‘62{; The TMA Pl department is nationally recognized for excellence and is
involved in educational activities across the nation. e
Performance Improvement — Process and Clinical Outcomes FRT
" How the healthcare system performs in terms of process and Chnzml outcomes
related to preventive and interventional strategies, and compliance with evolving
standards for providing care, are both viewed by the healthcare industry as critically
important perspectives on health plan performance. |
Key findings:

1. Clinjcal Practice Guidelines: During FY 2002, the DoD/VA CPG woﬂqn group
issued one additional guideline, Uncomplicated Pregnancy, and five toolkits,
Major Depressive Disorder, Substance Use Disorders, Post-Operat';ve Pain, Post-
Deployment Health. Implementation, which is not mandated with exception of
the post-deployment CPG, is somewhat variable across the Services based on
differing implementation priorities and strategiesy, - ., o

2. National Quality Management Program (NQMP) € Chmc:ai thty Studles InFY

2002, the NQMP clinical quality studies focused on DOD/VA CPG pre or early

implementation where applicable. Health Employer Data Information Set

(HEDIS®) methodology, an industry standard, was adopted for most studies

wheré appropriate; The DoD results reveal some decrease in performance,

‘tompared to earlier studies. These differences, however, are largely explained
by methodological issues. The FY 2002 studies serve as a useful baseline for
performance assessment and improvement over time and continued application
“of HEDIS® methodology. Fact sheets relating to all NQMP clinical quality
* studies may be found in the appendix.
3. Direct Care Dental Programs: Nearly 95 percent of active duty service personnel

remain available for world-wide deployment in dental class 1 or 2 status.

Although a smaller percent of reserve component personnel are available for




deployment, dug'to den@l classification, strategies to address these discrepancies

are being introduced.

4 Preventable Admissions: Preventable admission rates for the active duty forges
are excellent in comparison to civilian norms; rates for non-active duty enrollees
are comparable to, or slightly better than civilanmorms: The following
benchmarks for the United States population were compared with active duty
enrollees: angina, 60 per 100,000 vs less than 5. per 100,000; asthrna, 100 per..
100,000 vs. 10 per 100,000; bacterial pneumonia, 180 per 100,000 vs. 25 per
100,000; cellulitis, 80 per 100,00 vs. 35 per 100,000; congestive heart rfail,u're, 120
per 100,000 vs. less than 5 per 100,000, chronic obstructive pulmonary disease,
118 per 100,000 vs. less than 5 per 100,000; diabetes, 130 per 100,000 vs. 10 per
100,000; gastroenteritis, 38 per 100,000 vs. 35 per 100,000; and, urinary tract
infection, 80 per 100,000 vs. 20 per 100,000. |

5 Centers of Excellence (COE): The Departmént’s COE program is moving toward
adoption of and iﬁ%egration with, similar VA programs designed to assess and
improve surgical quality of care pérformar'ice’bver"-time.

Beneficiaries’ Perspectives on Quality of Care -

The final section of this report portrays the perspectives that our Dol}
beneficiaries have on the services and quality of health care they receive across the
MHS. Multiple surveys are described in the report relating to both medical and dental
services. The results of survey data serve as the basis for more focused analysis. In
most instances the perspectives of our beneficiaries are based upon standardized
industry-wide applicable, and utilized, survey methodologies; most specifically the
survey tools developed by the Consumer Assessment of Health Plans which is funded
by the U.S. Agency for Healthcare Research and Quality (Department of Health and

Human Services). Dental care survey data is based upon DoD developed surveys or

163 ]



proprietary contractor developed surveys as part of the TRICARE dgi}tai insurance
contracts.
Key findings:
1. " Beneficiary Health Plan Ratings: Beneficiary health plan ratings con‘c\inﬁel to

- improve in all beneficiary categories and are approaching civilian norms.

[

Beneficiary Ratinge of Health Care; Beneficiary ratings of health care remain_
good to excellent for all beneficiary groups and are stable over time.
3, Satisfaction with Access: Beneficiary perspectives on access to healthcare

- servicee contirce to improve and approach civilian norms,
4. ‘Dental Surveys: Sasisfaction with dental care and services remains very high in
-the direct care system and for dependents. of active duty personnel receiving care
through the TRICARE dental insurance program,.. However, retirees are
generally less satisfied with their refiree dental insurance program. We are
assessing satisfaction changes with the implementation of ;g{}gzi{}ie‘yy TRICARE
retiree dental plans in 2003, Utilization of dental services by beneficiaries who
havesubscribad-to both of the TRICARE dental insurance programs matches or
exceeds civilian norms.. i L

summary -

The MHS pyovides a comprehensive program of high quality health care services
for its many beneficiaries. The foundations for providing high quality health care are
robust. Performance measurement activities are improving consistently as are the tools
we provide to managers to assess performance and adopt strategies for improving care
and services. Comparisons between the MHS and civilian health pians, though
desirable, are confounded by the complexity and geographic scope of our progrant.
Beneficiary surveys reveal increasing satisfaction with the TRICARE health plan and
broad satisfaction across all beneficiary groups with health care. However,

opportunities remain for improvement and serve as a strategic goal of the Department.




irF@ummwrz@a\é'Féﬁi”m@w@m@ HIGH QUALITY CARE

This section of the report describes the structural components of quality
assurance and risk management that provide the foundation fer providing high quality
care across the TRICARE Military Health System (MHS). The discussion below relates
to the healthcare provided through the direct care system of military hospitals and
clinics except where otherwise annotated.
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Medical Staff Licensure

DoD Directive 6025.13, “Clinical Quality Managemerit Program (CQMP) in the
Military Health Services System’, July 20, 1995, requires that all pltysicians practicing in
military facilities must obtain and retain at least one current, valid, unrestricted state
medical license as a condition of practice. The Department does grant waivers for
physicians who retain licenses which require substantial financial contributions to
support the state malpractice funds, but are otherwise unrestricted.

There are three major difficuties regarding licensure for new military providers.
The first is the requirement by some states (o have completed two years or more of
post-doctoral training prior to consideration for a full license. Second, the timing of the
exam cycles may conflict with either assignment orders for general medical officers or
the indoctrination of new medical or dental officers. Third, the infrequent timing of the
individual state licensing boards may delay licensure for those applicants who have
fulfilled all the requirements but are awaiting board actions.

Aggregate data for Fiscal Years (FY) 2000, 2001, and 2002 are portrayed in Table
1. The data include physicians with full valid unrestricted licenses or approved waivers
as well as categories of physicians who possess neither. Categories of physicians
without licenses (as of March 2003) are depicted by the gray or yellow shading on the

table. The yellow shading reflects physicians in fraining programs; the blue shading



GRADUATE MEDICAL EDUCATION ACCREDITATION I T
Al DoD Graduate Medical Education (GME) programs for which an 'lCCLedltinﬂ‘

agency exists are accredited. The distribution of length of acereditation for.the various
programs is portrayed in Figure 2. Nearly 50 percent of military GME programs receive

accrédifation for the maximum period of time. This pattern is stable over time,

GME Pfﬁémm Accreditation

A
ity

[=Fy 2001 @FY 2002 |

ogl03

Number of GMBEProgram&

Syr . ayr 3yr 2yr 1yr

FIGURE 2 . GME Program Accreditation
DENTAL LICENSURE | PR
DoD requires all Actwe Duiy dentists to obte:m dental licenses within the first
year of active service. Ahho ugh meny dentists aﬁrié a::rcessed before they have completed
the licensure requzrements, those without licenses pmctme under the direct supervision
of licensed dentists. A small number of dentists in initial entry graduate dental
education (GDE) programs do not have licenses. However, only 0.3 percent of dentists

on Active Duty lack licenses. Table 2 portrays aggregate data for FY 2001 and FY 2002.

The gray shaded cells in the table show the number of unlicensed dentists.

TABLE 2 — Dental Licensure

10



BOARD CERTiFICATION ~ SRR

DoD does not require board certification for dental officers. Board certification
pay is an incentive for dentists who have completed GDE. In general, civilian den_tists‘
are not residency trained, and therefore, are neither board eligible nor board certified.
Since the rate of board certification is not tracked by the American Dental Association,
we are unable to establish a civilian benchmark for comparison. Board certification in
dentistry often involves a review of clinical outcomes of patién%s several years following
residency training and, it is therefore, a rather rigorous and noteworthy achievement
for dentists to attain these credentials. Figure 3 portrays the board certification rate for
dentists on Active Duty; 62 percent of board eligible dentists on Active Duty are board

certified.

TRICARE Military Dentists
Board Certification Rates

Fy 01 FyY 02

Board Cestified B Total Eligible

FIGURE 3 — TRICARE Military Dentists - Board Certification Rates
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DOD RISK MANAGEMENT AND PARTICIPATION IN THE NATIONALPRACTITIONER .
DATA BANK (NPDB) -

+* The Department of Defense aggressively manages its medical malpractice cases.
The process by which DoD evaluates malpractice cases is complex with multiple legal
and medical levels of review. Appendix B contains a flowchart portraying an
explanation of the various stages through which medical malpractice cases proceed
within the federal government.

Each Service Surgeon General has a highly structured method for the analysis of
malpractice claims with multiple reviews. For paid malpractice claims where the
Service Surgeon General Las determined that the standard,of care has been met by
military providers, the records are sent to the Keystone Peer Review Organization
(KePRO) for an external review of the case. In those cases where the final determination
of a Surgeon General is that the standard of care has not been met for particular
providers, those providers are reported to the National Practi tioner,Data Bank,
maintained by the Department of Health and Human Services, .

External Data Review b . ‘ -

In 1998, DoD began a:program;of external review of DoD malpractice cases by
the Keystone Peer Review Organization (ePRO). Cases where the internal reviews
determined that the standard of care (SOC) was met or cases that involved a system
problém (in contrast with a provider problem) have been sent to KePRO for an external
review of the SOC.

In 88 percent of the DoD cases reviewed in CY 2002, the civilian external review
agreed with the determinations made by internal reviews. This pattern is consistent
over several years. In our estimation, the high external-internal agreement rate
validates the integrity of our internal review process.

For the purpose of trending malpractice in DoD, the Department of Defense has

a standing Risk Management (RM) Committee. This body consists of senior staff from

12




DoD Health Affairs; TRICARE Management Activity, the three military; S.&_ryices, the
DoD Office of the General Counsel, the three military Judge Advocate Generals. (JAGs).
the Department of Justice, and the Armed Forces Institute of Pathology Departinent of
Legal Medicine. The major activities of the RM Committee have been oversight of DoDl> -
participation in the NPDB, the monitoring of the external Peer Review Program of
certain DoD malpractice cases, apld a continued relationship with the Department of the
Treasury.

National Practitioner Data Bank Report Data

The Department of Defense participates in the, National Practitioner Data Bank
through a Memorandum of Understanding (MOU) between DoD Health Affairs and
the DHHS. In addition to adverse privileging actions, DoD submits malpractice reports
to the NPDB when the Surgeon General of the involved Service determines that the
standard of care has not been met in a case involving a paid malpractice claim. Since
1991, the Department of Defense has made 886'medical malpractice reports regarding
practitioners involved in malpractice claims to the NPDB. From 1998 through 2002,
DoD has.continued to report malpractice payments and adverse clinical privileging
actions to the NPDB. The aggregate summary of these reports is portrayed in Table 3.
Since 1997, based on malpractice payments, DoD has reported an average of 103
providers annually; 42 providers are reported annually due to adverse privileging
actions. There has been no discernable pattern for either type of reporting. The yearly
variation in reporting, portrayed in Table 3, is linked to the accumulation and

elimination of a backlog of cases.

13



Table 4 depicts the profession of licensure for-the healthcare providers reported
to the NPDB in 2002. Eighty-one percent of the providers reported for medical
malpractice were physicians (allopathic and osteopathic); nine percent were registered

nurses.” This proportionate pattern is consistent-over the past four years.

02 by Profession of Licensure

o
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The NPDB f{?_ubiic Use File also contains information concerning the acts or
omissions connected with the reports. The act or omission codes are those used by the
‘Harvard Risk Management Foundation, adopted by DoD in 1988 and by the NPDB in
1990. Table 5 portrays the four categories with the greatest number of occurrences in
2002: diagnosis related (36 percent), obstetrics related (18 percent), surgery related (15
percent), and treatment related (13 percent). These data are reasonably consistent over

the past decade.

14




TABLE & — Categories of DoD Malpractice Reports to the NPGB ¥ 2002

A Act o Ormssz on SoNumbets 1. Percent
38 36
19 18
15 15
13 13
9 9
7 7
2 2
0 0
0 0
105

The Miscellaneous category includes failure to follow institutional pelicy;.
improper behavior; failure to protect third parties; breach of confidentiality/privacy;
failure to maintain infection control; and, failure to review provider performance.

DaD Malpractice Claims Characteristics Using Service Claims Databases

Table 6 provides a breakout of paid DoD medical malpractice claims where the
standard of care (SOC) was not'met in CY 2002. These cases are identified by primary
speciaity. Obstetrics and gynecology (OB/GYN) had the I'arges-_t number of paid claims
in CY 2002 where the standard of care was not met, with a payout of $16.8 million

dollars. The six specialty areas reflected in the table account for approximately 75

percent of paid claims for DoD.
TABLE 6 - Prtmary Clinical Speczaltzes for Paid DoD Claims - Standard of Care Not Met CY 2002

Spec}a!ty




conducting ndrnounced surveys beginning in January 2006. The:intent of the
accredif%ﬁ’éﬁ‘iai'o'ces's"is to ensure that organizations:
. Establish and maintain mechanisms to perform processes and functions;
+  Measure those processes and functions to assess effectiveness; and,
. Influence continuous improvement in the performance of those important
processes and functioﬁs.

The accreditation scores for the MTFs are compared to non-DoD facilities in the
following tables. The average JCAHO scores for 2000 through 2002 for hospitals and
ambulatory clinics are displayed in Tables 8 and 9. Tables 10 and 11 portray |
accreditation scores for CY 2002 for behavioral health facilities and laboratories,
reported by JCAHO for the first time in the aggregated format. The numbers in

parentheses indicate the number of facilities surveyed by JCAHO.

TABLE 8 ~DoD Compilance w:th JCAHO Standards - Hosp tazs CY 2000 - 2002

2002
92(24) - B4 | 92.8 (22)
90.8 (1513) 91.3 (1508) 92.4 (1543)

o001 | 2002
% (22) 93.8 (26) 54 (23)
933 (396) 93.6 (539) 92.9 (438)

tork e‘h'n, ral
DoD Behawolal Health 96.8 (3 L)
Non-DoD Behavioral Health | 93.6 (562)

T ble 11 — DoD Compliance with JCAHO Laboratory Standards — CY 2002
“Average JCAHO Scores for Taboratory Accreditation CY. 20024
DoD Clinical Laboratories 96.2 (7)

Non-DoD Clinical Laboratories 94.9 (1038)

18




For summary purposes, these data are aggregated in Figure 5 for DoD and non-
DoD Healthcare facilities. DoD facility accreditation scores match or exceed non-DoD

facility scores across the range of accreditation standards.

JCAHO Aggregate Compliance Data

Overall Grid Score:

Ambulatory Behavioral ~ Hospital . Laboratory
Care Health

& DoD E Non-DoD.

Figure 5 -~ JCAHO Aggregate Compliance Data DoD vs. Non-DobD Cy 2002

T

ORYX®
ORYX® is the name of the JCAHQ initiative that integrates performance

measurement into the accreditation process. In order to facilitate comparison across
systems of care nationally, JCAHO chose conditions with considerable clinical
importance and standardized definitions and measurement methodologies to assess
these conditions. The conditions are referred to as Core Measures and the metrics
associated with these as Core Measure Sets.

* The Department is fully integrating its processes to comply with these ORYX®
requirements. All 75 MTFs with inpatient capacity are participating in the ORYX"
initiative. Comprehensive data portraying the performance of MTFs in accordance with

these core measures will be reported in next year’s report to Congress.
P g
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Future Program Enhancements e T |

~ Under the next generation of TRICARE contracts all health service support
conttactors will be required to obtain network accreditation by one of the _r}a_gg:nally
recognized accrediting agencies. These accrediting agencies have rigorous sﬂtm‘jdrards
and measurement parameters linked to credentials management, assessment of quality
performance, healthcare resource utilization and beneficiary satisfaction. The
application of this requirement will si_:a'nc;laxgdize and improve the assessment of the
quality of health care provided across;our networks and move toward the achievemnent
of comparability of oversight recommended by the DoD Healthcare Quality Iriitiatives
Review Panel in its report tp Congress, 2001.
NATIONAL QUALITY MONITORING CONTRACT PROGRAM

The National Quality Monitoring Program (NQMC) meets the external peer

|
T

review function mandated by Congress in 10 U.S.C. §1079(0)(2). Under statute,
TRICARE is directed to adopt or adapt the Medicare peer review process to assure
appropriate utilization of healthcare services. The purpose of this program is to assist
the TRICARE Management:}%tivity__a:fi'}:fﬁhéﬁéaid,Agenfs’b}fjpm{fidiﬁé an independent
impartial evaluation of the health care provided to the TRICARE beneficiaries in both
the direct and purchaéeci care components of our program by:
. Validating utilization management decisions;
. Monitoring the quality of care provided;
. Providing an external second level f_eview for beneficiaries who appeal the
denial of clinical services; |
. Providing an external, independent review of paid MTF malpractice cases
(see National Practitioner Data Bank Reporting section of this report); and,
« Conducting facility certification activities for Residential Treatment Centers,
Psychiatric Partial Hospitalization Programs, and Substance Use Disorder

Rehabilitation Facilities, to include onsite surveys.
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During FY 2002, KePRO reviewed more than 17,000 medical records relating to
care in the purchased care sector of which approximately 70 percent were related to.
medical or surgical care and 30 pexcent to mental health care. Each record undergoes a
screening review based upon specific criteria for utilization review and quality
management. Potential utilization or quality of care concerns are routed to the Health
Service Support Contractors and/or DPs for follow-up action and analysis. Semi-annual
discrete data reports are provided to the regional Lead Agents and both discrete,
contractor specific and summary aggregate data semi-annual reports are provided to
TMA. |

The data portrayed in Figure 6 relate to the reviews of care provided by civilian

providers and thus monitored by the HSS5Cs or DPs.

Rates of Potential Quality and Utilization Concerns
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FIGURE 6 — Rates of Potentia! Quality and Utilization Concerns - Purchased Care
Approximately 15-20 percent of record reviews reveal concemns related either to
utilization (usually prolonged stays) or quality of care. The increase in medical-surgical
concerns reflected between the 5™ and 7% semiannual reports (2000-2001) was, for the

most part, due to the application of new screening criteria. Between the 7%-9% semi-

23



at the present time. More broadly, there appears to have beer a drop of nearly 40-50
percent in 1dmlssxon demal dlsacrreements over the duration of the KePRO contract.
The actual number of dzsavreements is small (note the total numbei of disagreements in

parentheses in Flcure 8).

Level of Agreement with KePRO Determmatlons

An important measme of the mteonty of the contractors quality and utilization
administrative p}.ocesses anci the mhdahom of this by the external peer review process

is the close rate of ameement betw een 1 the Health Service Support Contractors and
"’y i ;. TP I :
KePRO when issues xelaked to utlhzanon or quahty are exammed as reflected in Figure
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. FIGURE 9 — Contractor Agreement with KePRO Quality and Utilization Determinations

When MCSCs and KePRO review the same records against the same criteria

there is broad agreement in 85 to 90 percent of instances.




Appeal Decisions

* When the MCSCs or DPs deny care based upon a determination fhat the care is
not medically necessary, the beneficiary can ask the NQMC to perform a second level
appeal review. Data from our regions reveal that about 2-3 percent of inpatient
admissions or ambulatory surgical procedures may beﬁimtially denied based upon non-
compliance with standardized, nationally applied ﬁtiii_zation review criteria as required
contractually. Of that proporticn, about one-third are Esui.nsequentiy approved by the
MCSCs on reconsideration, usually because additional 4_11-:_1ficb>£mafion 15 provided which
justifies the interventions. A small proportion are subééciuentﬁr aplp:éaled to KePRO
and the data in Figure 10 reveal that just over half of the MCSCs denial determinations
are upheld while just under half are modified or overturned. There were 266 appeals to

KePRO which served as the basis for this data.

Second Level Appeal Reconsiderations

Modified,

7.90% -

Reversed, ey # Upheld
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FIGURE 10 — Second Level Appeal Reconsiderations
Source: 10 Semi-Annual Report (May ‘02 — Oct '02)
It should be pointed out that KePRO often has access to additional information
not previously provided to MCSCs or DPs, and that there is some measure of
disagreement between providers about what is the appropriate level of medical care or

intervention. The experience portrayed above is common in the healthcare industry.



QUALITY OVERSIGHT OF PURCHASED CARE IN EUROPE

TRICARE Ewrope's area of responsibility covers ali of Emope, mciudmo Russia,
the Middle East countries, and Africa. More than one-third of hospml adzmss:ons and
greater than 10 percent of outpatient visits occur in host-nation settings in 1ocaliy
developed individual preferred provider networks (PPN). There is no MCSC oversight
of network development or quality in Europe and there has been little in the way of
centrally managed. Ovelswht of quahty '

.The TRICARE Emove Offzce (TEO) has embmked on a strategic initiative to
improve quality of ;q}*e.inqn{tc},n}!g; for,ca;.e provided in host-nation settings. An
increased reliance on the network resources, especially in times of contingency support
when network utilization may increase, _make_g il:! e?e_n rﬁore important that the TEO
emphasize quality of care monitoring in the host—natlon | : __

During the summer of 2002, the TEO sur Veyed ali MTF g in the 180'1011 and
catalogued how each MT?EU.I‘;‘EH&}" QQ%]duCtSHI}E,i}‘I?Y of ;z?rg ;}}Q_mtoun_g in four
different domains i;qcli,_zd;i:r}g inpatient settings, Eduigati_eﬁt 'settigigs, neéwork
management/oversight and patient sgtisfaction. In September 2002, the findings served
as the basis for policy development.

The theater quality of care monitoring policy has specific requirements for
networks affiliated with each MTF in eight separate elements:

« Individual provider files;

. Institutional provider files;

. Inpatient facility site visits;

»  Qutpatient facility site visits;

« Inpatient monitoring;

» PPN consuit reviews;

» PPN oversight function; and,




. Patient satisfaction monitoring.

The policy was designed to standardize data collection in each domain, while
preserving flexibility for MTF comumanders to customize their quality monitoring and
target the primary concerns in each host-nation. Different host-nations within Europe
have different standards of practice and quality monitoring which make an overly rigid
policy counterproductive. In addition, coding for services and the quality of coding in
the purchased care sector overseas presents significant challenges.

To assist MTF commanders in targeting the most appropriate areas for
monitoring, TRICARE Europe analyzed high frequency and high-risk potential targets
for intervention. Because 37 percent of inpatient admissions and 50 percent of occupied
bed-days in Europe occur in host-nation facilities, a focus on'inpatient care was felt to
be a reasonable area of emphasis. Though the majority of host-nation hospitalizations
occur in Germany, hospitals in some of the other European countries represent areas of
greater concern with regé‘srd go quia:lity- and consistency of care.

TRICARE Eurdpé wili have unique diéllenges moni.toring cjtxahty indicators via
claims data because of the variabilify in data éji.lai.ity provided but is committed to this

e ege e RS
inihiative.



THE DOD PATIENT SAFETY PROGRAM.-

Ensmmo patient safety is a high pnonty of the Department. During FY 2002, the
| Do}'} Patient Safety Program (PSP) experienced significant growth, sluftmg froma
, conr:epi:ual to an operational mode. Administration, coordination, budget, contract
management and oversight of the DoD PSP shifted to the TMA, residing within the
: Paﬁuent Safety Division of the Office of the Chief Medical Officer. The DoD Patient
Safety Center (PSC), previously known as the Military Health System PSC, within the
Armed Fofcec Institute of Patholog}f'(AEIP) focuses on the management and analysis of
the Patient bafety i{er /’Daf :base and reporls data to the PSP office on a quarterly
basis. The Umfmm d Sp*mczbs Ur* versity of the Health Sciences (USUHS) Center for
Educa'txqpnapdlRese_grch in Patierit Safety (CERPS) focuses on patient safety education
and research for coﬁtinuing education. Finaliy, the MIS Patient Safety Working Group
was tranéforiﬂed into thé DoD Patient Safety Plannincr and Coordination Comimittee
(PSPCC) w1£h rep1esentat10n from all the Services, Hcaiih Affairs (HA), TMA, CERPS,
PSC and ad hoc repre ese'mtwes from the VA mci the DOD Office of the General
Counsel. The Chairof the PSPCC repuorts to the Patient Safety Executive Council
(PSEC), ch”ured by the Chief Medral Officel TMA. Members of the PSEC include the
Service Surgeons General, the President of the Uniformed Services University of the
Health Sciences (USUI;IS); vthe Office of General Counsel, and the Commander of the
AFIP, The mission of the PSEC is to recommend DoD patient safety policy, promote
initiatives, and establish collaboration with the VA National Patient Safety Center.

By the end of August 2002, all of the MTF patient safety representatives had
teceived the DoD Patient Safety Program Training. The training introduced
standardized processes for monthly reporting of medical errors; this should improve
data quality and analysis. Table 12 portrays PSC data accrued between January 2002

and September 2002.




Categories of Events i Grand | % Grand
Tatal Total

vt a7as | 59.47%

T o c

V . 150 ] 3.26%

[iscrede Reportably Events '

Assault i3] 0875
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Delay in Diagnosis or Treatment ' ‘-‘198 N 4.30%.
Documentation Poies B1qi, G.67%
Elopement 56 1.22% -
- I NEHCH B
Environment of Care 34 0.74%
Equipment Related s 80l LT4%
Identification Probloms ! 12 0.26%
Infant lo Wrong Family AU g%
Infant Abduction g 0.00%.
Laboratary = aboaie : : ‘ : 537 11.66%
Nosocomial Infection @fg«ﬁ%a : : o2 D.26%
Obstelrics ; ; 24 0.52%
Unanticipated Full-term Infant Death ) a 0.00%

Operative/Other Procedure Refated 2110199 4.32%

Patient Falls 22 4.82%

" S
Patient Injury in Restraints 2 0.04%

Patient Suicides/Aliempis (718 0.33%

Patient Suicide * 2 0.04%

Policy and Procedures ‘63 1.37%

Radiology - 18 3.39%

\; S

Rape

Staff Injuries 130 2.82%

Transfusion Grrotrs 47 1.02%

Hemolytic Reaction Q B4

Visitor Injuries 5 0.11%

Wrong Site Surgery 3 0.11%

Total Events Minus Med Errors & Misc. 1716 37.27%

4604 100%

GRAND TOTALS

* Patient Suicides reported as SAC3 Non-Sentinel because these events actually occurred oulside the hospital setting.



“Near miss” ei}{e‘fit"s:"‘é:re jjo‘keﬁtial adverse events that have not-yet harmed ot
reached the patient. “Near misses” reveal many of the vulnerabilities of healthcare
systems. 1f these vulnerabilities are noted and corrected, problems that could cause
seriots harm can be averted before they ‘ever do. The SAC, or Severity Assessment.
COdE,lS an index to determine the severity of the event and its probability of
recurrence. S—évéri’é)} is divided inté 'foizf'tatego'ries — catastrophic, major, moderate, and
minor. Probability is also divided ints four categories ~ remote, uncommon, occasional,
and frequent. In general, SAC 1 s an‘évent which reached the patient but resulted in no
harm or Inixﬁn{ai:ﬁél‘qﬁ, whils SAC?2, 3, 0r SAC 3 sentinel imply increasing levels of

5

harm and need for additional care 48 a result,

Nearly 60 pércent of thid evenits reported during the first ten months of the DoD
Patient Safet??fbérézi% (PSP), weré medication-related events. The other top:reported
events were laboratory events, patient falls, operative or procedure events, and delays
in diagﬁosis. Just over half of the events reported, 57 percént, were hiear misses.
Medication-related events comprised 78 percent of the niedr misses: Figure 11 portrays
the distribution of severity of 1éporte‘d} Patieiit safety events. The vast proportion of
reported events, 97 percexi't;:di;cl‘ At Festlt in patient harm and were classified as near

miss or SAC 1; thesé events did not result in increased length of stay or an increased

level of care.

.1, - Distribution of Severity of Patient Safety Events

Dltiear biisa
t8Act
palEle]
osacs
© ¢ |t3Acs Sentined

FIGURE 11 — Distribution of Severity of Patient Safety Events
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Enhancing Paﬁient Safety with the Pharmacy Data Transaction Service.

~ The Pharmacy Data Transaction Service (PDTS) improves the quality of the
Department of Defense (DoD) prescription service and enhances patient safety by
reducing the likelihood of adverse drug-drug interactions, therapeutic drug overlaps,
and duplicate treatments. The PDTS provides an aggregate screening capability across
all MHS beneficiaries. To accomplish this, the PDTS conducts an on-line prospective
drug utilization review against a patient’s complete medication history for each new or
refilled prescription before it is dispensed to the patient. Information about these
prescriptions is available to authorized PDTS providers as a seamless enhancement to
the current workflow processes. This initiative is unprecedented in connecting high-
level and disparate pharmacy systems resulting in higher quality medical care,
reduction of fraud and abuse, and better information for managing the pharmacy
benefit.

The implementation of the MEIS integrated pharmacy system began with the
development of a centralized data repository and a common drug profile for all DoD
beneficiaries, accomplished through a contract with, WebMD®, a private sector
pharmacy claims manager. The program for the i”.;:lO}fo:‘EI_l_QI}f; of data between the MHS
activities and WebMD® gave the integrated program its name, the Pharmacy Data
Transaction Service.

The PDTS is fully deployed to all DoD MTFs, Managed Care Support Contract
network pharmacies, and the TRICARE Mail Order Pharmacy (TMOP) Program sites.
Under the PDTS, all MHS pharmacy points of service (MTFs, MCSC retail network
pharmacies, and the TMOP contractor) have been required to electronically transmit
selected patient, drug, and provider data elements to WebMD®. The data are
transmitted over communication lines using national standard message codes
established by the National Council of Prescription Drug Programs. With these

transmissions, WebMD® builds centralized patient profiles within the integrated data
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repositbri;: ‘Eaidh MEIS activity is required to receive additional standard codes for-
warning messageés'and alerts generated from these transactions. During this process,
PDTS cotiducts on-line prospective drug utilization reviews (clinical screenings) against
the patient’s complete medication history for each new or refilled prescription before it is
dispensed. The clinical screenings identify the potential for any two or more
.prescrip't'ic;ns to have a drug-drug interaction, therapeutic duplication, and earlier than
anticipated refills. The screeriings also monitor for excessive or insufficient dosing, as
well as well as under- or over-utilization.

Whetever a patient’s prescription’is filled within the MHS, the information about
that prescriptio]n' is sent to'the PDTS for clinical screening and stored in the central data
warehouse. ' Frort Décember 2000 through the end of April 2003, the PDTS processed
209,737,229 transactions. During this same time period, over 75,100 potentially life-
threatening drug interactions-were identified. The potential interactions are flagged for
clinical intérvention and resolution by the provider or the dispensing pharmacy. These
notifications resulted in an overall reversal rate of 10.8 percent, or 8,111 potentially
serious drug interactions. The fact that the PDTS performs these clinical drug
screenings online in real-time without disrupting patient care-has been a major factor in
its success.

PROGRAM INTEGRITY
The TRICARE Program Integrity (PI) Office is responsible for all anti-fraud

activities worldwide for the purchased care sector. PIis responsible for developing
policies and procedures regarding prevention, detection, investigation and control of
TRICARE fraud, waste and program abuse, monitoring contractor program integrity
activities, coordinating with DoD and external investigative agencies and initiating

administrative remedies as required.




TIMA PI providestechnical assistance, program expertise and support to the DoD
Office of the Inspector General (IG) for Investigations and to U.S. Attorneys in
developing cases for prosecution, to include expert witness testimony. Through a
Memorandum of Understanding, PI refers its provider fraud cases to the Defense
Criminal Investigative Service. PI coordinates investigations with offices and agencies
of the Departiment of Justice, DoD IG, various Military Departments and federal, state
and local agencies. PI administers procedures related to provider exclusions,
suspensions, terminations and reinstatements.

TMA PI takes an active role in training and educational efforts related to fraud
and abuse. In 2002, the Office was directly responsible for-providing fraud and abuse
training and computer and technical program support to more than 1,550 people.
Organizations that attended the varied training programs include the Departments of
the Army, Air Force, Navy, Coast Guard, Justice, Health and Humén Services, Federal
Bureau of Investigation, Defense Criminak Investigation Service and organizations
outside of the federal Government. Speakers from the Program Integrity Office
provided training at the following courses: the TRICARE Basic and Advanced Student
Couzse; the Federal Health Care Acquisition Conference, multiple Lead Agent
conferences; the orientation for the Lead Agent Medical Directors; the Department of
Health and Fuman Services, training for Defense Criminal Investigative Service; and
the TRICARE National Conference.

Impact of Fraud on the Quality of Care
The ability to provide affordable, quality health care to TRICARE beneficiaries in

a cost effective manner continues to be a goal of the TRICARE program. Fraud can
adversely impact quality of care and result in patient harm when profit is more
important than what is in the patient’s best interest. Identification of potential patient
harm cases (regardless of the dollar amount) and determining and notifying TRICARE

beneficiaries as quickly as possible that they may be affected continues to be a TMA Pl
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prioi'ity." 'Tcwc*{’fd‘i-hié'end, TMA PI staff members meet with the staff from the various
I—IAIIMA directorates to better integrate Managed Care Support Contractors (MCSCs)
and quélity oversight with the work in TMA PI and Office of the Chief.Medical Officer.
TMA Program Integrity Activity Report, 1999-2002

" Diring 2002, TMA PI opened 239 new cases, responded to 562 1equests for
assistance, evaluated 201 new gui fam cases and closed 247 cases. A gui fan is a
provision of the Federal Civik-False Claims Act that allows private citizens to file
lawsuits in the name of the.U.:5. Government charging fraud by Government
contractors and others {e.g;, healthcare providers) who receive or use Government
funds and share in any money received. This unique law facilitates the effective
identification and prosecution of Govermment procurement and program fraud and the
recovery of revenue lost as a result of the fraud.

Table 13 portrays the results of TMA PI's activities over the last four years.

Launched in late 1999, OPERATION TRICARE Fraud Watch, with its increased
emphasis on anti-fraud programs, has had an impact on the early identification of

fraud, thus minimizing dollar losses within the program.

Table 13 — TMA Program Integrity Activity Report 1998-2002
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2,876 2,709 3,756 3,582
<7
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million milkion million




Thus falr, TRICARE has received judgments for $2.3 million dollars for fiscal year
2002. The dollars returned are shared with the managed care support contractors at the
rate of approximately 20 percent of the dollars recovered, depending on the dates of
care involved in the judgment and the terms of the contract. The remaining dollars are,
disbursed among the various branches of the Uniformed Services as TRICARE benefit
dollars. It should be noted that the sharp decline in fraud judgment dollars between
fiscal years 2001 and 2002 is directly attributable to the shift in law enforcement
priorities as a result of the 9/11 attack on the Pentagon and the destruction of the World
Trade Center in New York. Their investigative efforts have focused on anti-terrorist

activities and homeland security during this time frame.



erformance Improvement — Clinical and Process Outcomes

CLINICAL PRACTICE GUIDELINE IMPLEMENTATION |

““Evidence-based clinical practice guidelines (CPGs) are focused on the delivery of
consistent high quality care. They form the basis of population health prevention and
condition management initiatives. The ob;'e;:tive of any CPG-based condition
management program is td expedite the diffusion of innovations in medicine. Expected
outcomes in the managernenit ‘of 'a specific condition are improved quality and cost-
effective care. 7 e s |

‘ Tiie‘Dép‘zfi‘tzﬁéht’ of Deferse/Veterans Affairs (DoD/VA) CPG initiative is in line

with the Instittite of Medicine’s (IOM) recommendation to ensure the effectiveness of

health care’via the use of CPGs, as described in Crossing the Quality Chasm (March

2001). The following organizations also recormumend the 1se of evidence-based clinical
practice guidelines: the Joint Comrhission on tlie Accreditatiorvof Healthcare
Organizations, the National Council on Quaiitjk%séurance, the Institute for Healthcare
Improvement and thé Healthcare Quality Foriim. CPGs can assist in improving patient

safety, as described by the TOMin To Eir is Himan (December 2000}, by decreasing

errors of omission and commission.

Ideally, CPGs aré évidence-based best practices grounded in the best available
research rather than anecdotal experiences of individual providers. CPGs aim to
decrease variation in the management of specific'conditions, thereby improving quality
of care. In some instances, there is not sufficient clinical evidence to support one
particular approach over another. Hence, many guidelines include, where applicable,
consensus-based proposals which may not be exclusively supported by available
evidence. The DoD/VA Working Group selects high-cost or high-volume conditions

specific to the DoD and VA healthcare systems for CPG implementation.




To date, sixteen CPGs are available for use across the three Services and the VA.
Five more CPGs are under development and six are being updated. Appendix C lists

these guidelines. The CPGs are also listed on the AHRC National Quality Measures

Clearinghouse website at http://www.qualitymeasures.ahrg.gov/ and thus are available
for use by the general public.

CPG toolkits are essential to guideline implementation. Provider support tools
include documentation forms to streamline and standardize clinician assessment,
medical education videos and provider reminder cards. Patient self-management tools
include self-care brochures, videos and CD-ROMs. System support tools include
guideline metric measurement and feedback loops. By developing and deploying the
toolkits centrally, toolkit items are standardized throughout the MHS. Each of the
guidelines and the supporting tools are available on line at both the Army Quality

Management Office website: http://www.OMO.amedd.army.mil and the VA Office of

Performance and Quality website: www. OOP.med.va.gov/cpg/cpg,

Implementation of Clinical Practice Guidelines ., - -
In 1998, the Army Medical Department contracted RAND Corporation to

develop the best method for implementation of the DoD/V.4 CPGs. RAND
recommended the following implementation steps:

. Develop and incorporate provider and patient tools into CPG specific toolkits;

. Pilot the CPG toolkits to ensure utility of the products;

. Introduce the CPGs and toolkits into MTF primary care portals through an
educational satellite broadcast by showcasing the implementation done at the
pilot sites to MTF clinical teams; and

o Measure CPG metrics for process improvement and to establish internal and
external benchimarks.

Each of the Services has taken a slightly different approach to CPG

implementation. The Army focused on development, piloting, and deployment of



toolkits. The Air Force focused on making CPG outcome metrics available to their
facilities in feal-time so that patient data could be acted upon by providers. The Navy
focused on i‘miﬂen‘len‘{at’ion of selected CPGs based on the characteristics of the local
patient populations and ianét from clinicians caring for those patients, With the
exception of the Post-Deployment Health CPG, mandated by the ASD/HA,
inzpiementationbf CPGs, though stiongly recommenided, is not a requirement of the
MHS; thus individual MTF implémentation is highly variable. Consistent, systematic
data which may confirm the impact of implementation is lacking, though health policy
literature and selective data froni selécted facilities support the use of CPGs.
Improvements in clinical or process outcomes and cost-savings have not as yet been
realized system-wide. !

Overal, the DoD/VA CPG Working Group deployed one new guideline and five
toolkits for MTFs in 2002,

Guideline Issued - Uncomplicated Pregriahcy = = 7o o

Toolkits Issued -

tr.

. Post-Deployment Health* = "+
. Post-Operative Pain - v

. Major Depressive Disorder

. Substance Use Disorder

. Uncomplicated Pregnancy

Metrics are essential to CPG implementation and evaluation. Outcome measures
provide feedback to clinics and primary care managers, spark provider interest in
guideline implementation, and provide benchmarks against other federal and civilian
healthcare facilities. In the MHS, metric measurement is supported through the
National Quality Management Program Special Stuclies and the Population Health

Operational Tracking and Optimization Program which are discussed in following

sections.
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THE NATIGNAL QUALITY MANAGEMENT PROGRAM — SPECIAL STUDIES

The National Quality Management Program (NQMP) focuses on the direct -
care system of military treatment facilities and is specifically designed to measure
clinical and process outcomes and improvement. The goals of the NQMP enable
the MHS to: ‘ .

. Participate in the JCAHO ORYX® performance 11{et:ics process by submitting
MTF data to JCAHO (as described earlier in this report in the Foundation
Section); o e

. Perform clinical quality studies as directed by the TRICARE Scie;jtifit
Advisory Panel;

. Compare MHS outcomes with civilian clinical benchmarks;

. Perform internal comparisons within the TRICARE MHS;

. Identify ‘best clinical practices’; and,

. Facilitate performance improvementt.

The FY 2002 special studies focused on asthma care, breast cancer screening,
cervical cancer screening, childhood immunizations, chlamydia testing, diabetes
care, dyslipidemia, management of depression, post-deployment health
assessment, and tobacco use cessation. Where applicable, the special studies were
linked to pre or early implementation phases of DoD/VA CPGs discussed abéve.
Fact sheets related to all FY 2002 NQMP Special Studies are contained in Appendix
D.

Where practicable, the methodology applied to data accrual and
management has been closely tied to the required methodology employed by the
Health Employer Data and Information Set (HEDIS®), a common healthcare
industry standard. It should be noted however, that comparison of TRICARE
MHS data with nationally reported HEDIS® performance measures has

limitations. As reporting of HEDIS® data is voluntary, the percentiles portrayed
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as civili'éirt'b'éhé’}ﬁﬁ%ﬁ'ks o figures that accompany this report may; be biased
because not all health plans report their data. The voluntary nature of reporting .
may sketw the performance of reporting health plans toward better performance
than is generally the rorm. Finally, it should be noted that differences in
meth-odolégjf between FY 2001 and FY 2002 NQMP studies make comparisons
difficult. The Department did not employ HEDIS® in its FY 2001 studies.
Methodology significantly affects data dccrual, management and portrayal.

The primary differefces ih methodology relate to the requirements for
continuous enroliment for approxinitately one year in order for beneficiary data to
be included in the HEDIS® dzta set-and capturing the varied sources of patient
encounter data, ' Hence, HEDIS® looks at health plan performance over an .
extended timeframe resulting in somewhat different results:than those obtained
when looking at data from a more limited period. Given the annual approximate
20-30 percent turnover in our TRICARE Prime enrolled popujation each year,
(associated primarily with changes of duty stationg)g,”t‘here is ongoing debate as to
the most appropriate way to view this data. Providers focus on the clinical needs
of their active patients, those who they see with some frequency in their offices.
Heaith plans engaged in HEDIS® focus on providing services to a continuously
enrolled population over time which wiﬂ?akso =include many who are seen less
frequently and not actively managé,d. These issues notwithstanding, the decision
of the Scientific Advisory Panel was to apply strict HEDIS® methodology to
permit comparison with HEDIS® reporting plans.

Both asthma and diabetes are clinical conditions identified as DoD/VA
clinical practice guidelines. The following discussion serves as an example of the
clinical quality studies that address key aspects of the CPGs as they are practiced
in the MTFs. The study population includes TRICARE Prime enrolled

beneficiaries receiving services primarily at one of the MTFs,
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Asthma Care -'Appropriate Use of Medication in the TRICARE Military Health System

Asthma is highly prevalent in all beneficiary categories, and the DoD/VA
CPG for treatment of patients with persistent symptoms is well established, evenif
not consistently implemented. Patients with persistent asthma should usuaily
receive controller medications fo prevent symptoms that may progress in severity.

HEDIS® assesses asthma management in relation to the use of appropriate
medications by health plan members with persistent asthma. HEDIS® data are
reported in percentiles, i.e, the proportion (percentile) of health plans that are
reporting at a particular rate of compliance with the HEDIS®, standard.

Figure 12 portrays appropriate use of asthma medications for TRICARE
Prime MTF enrolled persistent asthmatic patients compared with the varied

percentiles for plans that report to HEDIS®.

. Use of Conixoller Medication
18-56 yvear olds - Asthma Diagnosis

80% ’ 71%
0% 659
60%
$0%
405
6%
209
109

0%

MTFa HMEDIS $C0th HEDIS 90th
Percentle Percentiis

MTF Prime Enrolices va. HEDIS

{2 Usc of Controlter Medication |

FIGURE 12 - Use of Controller Medication MTF Prime Enrollees Compared with HEDIS®

In contrast to last year's asthma study, the application of strict HEDIS®

methodology resulted in lower rates of compliance with standard guidelines for the use
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of controller mechcatzons by the TRICARE MTF enrolled populanon The data were
- similar across services and, though not portrayed U1aph£ca11y, use of conhoif&
- medication was proportionately higher among younger beneficiaries, especially
. children, compared to older beneficiaries. o

Tables 14 and 15 portray the impact of controller usage on both emergency

department (ED) utilization and hospital admissions. In both instances healthcare
resource utilization was decreased when' controiler medit;ations were used
appropriately. Undemf:hzmon of contz olier medications resulted in nearly 93
percent of emer, gency, depeu tment vzslts and 96 percent of hospitalizations for '
asthma. This tr'mslaies to conmdemble expend1tures of heaithmre resources
including personnel time, ll'tedi{:“il eqmpment consumable supphes and
pharmaceuticals. I'Lu the; effoms ‘co increase conholler medication utilization are
underway through pubhcatlon of I\ey pomts in DOD newsleltels anc{ Fact Sheets
and advocacy for enhanced employfment of lhe DOD[VA Asthnn CPG. The
potential for improvement in the he“llth of the popuiatwn of patients with asthma

I

is great, as is the potential fcn substmhal savings in Defense Health Program

funds.

TABLE 14 — Emergehcy Department Utilization by Patients with Asthma
+ . Effect of Underutilization of Appropriate Medication Prior to ED Visit

AllMTFs 3,150 T 231(73%) 2,919 (92.7%)
Army 1,043 89 (8.5%) 954 (91.5%)
Navy 621 41 (6.6%) 580 (95.4%)

Air Force 1,486 101 (6.8%) 1,385 (93.2%)
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TABLE 15 — Hospital Admissions for Asthma
Effect of Underutti:zcztion of Appropﬂate Medication Prior t0 HOSpItalIZBUOﬂ a
gl T No. Contmiker Mocl;cahon

467 (96 0%

All MTFs 435 18 (3.7%)
Army 155 4 (2.6%) 51 (974 %)
Navy 92 6 (6.5%) 86 (93.5%)

Air Force 238 8 (3.4%) 230 {96.6%)

Diabetes Mellitus Care in the Milétary-Heaith System
Diabetes is a major chronic illness that is incréééﬂ% in pfé;\feilence most likely
because of dramatic increases inn Type-2 diabetes related o increases in persons who are
overweight or obese. The MHS is not immnme to this problem, and although the
proportion of active duty service membexs with diabetes is low, the rate of diabetes in
their family members and in retirees and theu family members, nmludmw elderly
TRICARE for Life benefzmanes, malkes dxabetes management a priority for the MHS.
The measurement of I-Iemo k:)bm Alc (HbAlc) is the most effective way to
ascertain control of blood sugar over tlme, 'md is cutlcany important in the
management of patients with diabetes. Periodic measurement of HbA1c is a parameter
of the DoD/VA CPG. Figure 13 reveals that when applying strict HEDIS®
methodology, approximately 72 percent of MTF-enrolled TRICARE beneficiaries with
diabetes have had this test. This proportion, when compared to other plans that
voluntarily report this HEDIS® measure, places the TRICARE health plan below the

50% percentile.
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HbAlc Testing Rates for Prime Beneficiaries
with Diabetes
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FIGURE 13 - HbA1c Testing Rates for Enrolled Beneficiaries with Diabetes

It is notable howevel as pomayed in Figure 14, that HbAlc control is achieved

in approximately 63 pe;.cent of beneficiaries with dlabetes, whlch places the TRICARE

health plan above the HEDIS® 50" percentile.

" HbAlc Control Rates for Enrelled
Beneficiaries with Diabetes
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FIGURE 14 - HbAié Eléi{trol Rates for Enrolied Beneficiaries with Diabetes

One should appreciate that application of strict HEDIS® methodology results in
lower proportions of patients reflected with HbAlc in control because those patients
with no test result recorded (due to missing data or lack of compliance with healthcare

recommendations) are defined as ‘not in control’. Data from the Services own

surveillance of diabetes care reveal that 85-90 percent of patients who have had testing
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performed, have HbAlc results within acceptable limits for good diabetes

management.

Clinical management of patients with diabetes mandates that they receive
periodic eye examinations. Figure 15 below demonstrates very good compliance

with this requirement with 76 percent of TRICARE Prime MTF enrollees receiving

appropriate periodic eye exams, exceeding the HEDIS® 90th percentile.
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Eye Examination Rates for Enrolled
Beneficiaries with Diabetes

T6%

65%
AT —
MTFs HEDIS 50th HEDIS 90th
Percentile Percentile

Figure 15 ~ Eye Examination Rates for Enrolled Beneficiaries with Diabetes vs. HEDIS®

In conclusion, the application of strict HEDIS® methodology has resulted in
portrayals of MTF clinical and process outcome data which are at some variance
from previously reported data. When viewed from the health plan perspective

and utilizing the stricter enrollment and ascertainment methodology of HEDIS®,

there is considerable opportunity for improvement in the MHS.
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DIRECT CARE DENTAL PROGRAMS:

Dental health and readiness is best assessed by measurement of the proportion of
active duty service members (ADSMs) who are available for worldwide deployment. In
1996, ile Tr-Service Dental Chiefs established a Dental Readiness goal that required the
Services maintain at least 95 percent of ali active duty service members (ADSMs) in

Dental Class 1 or 2. Figﬁm 16 portrays the dental readiness from FY 1997 - 2002.

Lo TDol Dental Readiness Status

e

Teroort i Class o2

1997 1998 1999 2000 2001 2002

FIGURE — 16 DoD Dental Readiness Status

The DoD Dental Readiness (I_—Iealth/WelEness) Classification System is as follows:

. Dental Class1 Patients with a current dental examination, who do not require
dental treatment or reevaluation — worldwide deployable;

. Dental Class2 Patients with a current dental examination, who require non-
urgent dental treatment or reevaluation for oral conditions, which are unlikely to
result in dental emergencies within 12 months - worldwide deployable;

. Dental Class3 Patient who require urgent or emergent dental treatment - 1ol
worldwide deployable; and,

. Dental Class4 Patients who require periodic dental examinations or patients

with unknown readiness classifications — not worldwide deployable.
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Over thé past six years, the combined dental class 1 and 2 rate has improved
resulting in a 92.8 percent average for DoD active duty service membersin FY 2002.
The remaining seven percent are nearly equally distributed between classes 3and 4. A
recent study of those in class 4 resulted ina reclassification of over 90 percent to class 1
or 2 following examination. Hence the dental readiness status of the active force is
excellent.

Dental Wellness

Figure 17 portrays the proportion of the active duty force that is categorized as
Dental Class 1. This proportion has remained stable over the last three years. However,
the Tri-Service goal is to increase the dental wellness to 65 percent and this goal is the

basis for planning at the present time.

Dental Wellness - Percentage of Active Duty
Population in Dental Class 1
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Figure 17 - Dental Weliness —~ Percentage of ADSMs in Dental Class 1

Study of the Oral Health Status and Treatment Needs of the Reserve Component

During reserve mobilizations/activations before and after September 11, 2001,

field reports from military dental treatment facilities indicated that the dental health
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and readiness of the ReServe Component (RC) had not improved since Operations -
Desert Shield/Desett Storm. Since there was litnited docuimentation on the dental -
heéiﬁ{'é:fe;'tti's' of the RC, TMA funded a project by the Tri-Service Center for Oral Health
Studies (TSCOHS) at the Uniformed Services University of the Health Sciences to assess
the dental health of mobilized reservists. The study began in October 2001 and
concluded in August 2002. In the study, Public Health Dentists at TSCOHS evaluated
the treatment records of over 10,000 reservists from all the Services mobilized for
Operations Efiduring Freedom/Noble Eagle.

The data showed that resérvists had high rates of Dental Class 3 conditions {not
worldwide deployable) and that the predominant treatment needs were restorative and
oral sm‘gerﬁ'.“‘l”he proportion of reservists categorized as Dental Class 3 ranged from 8
to 25 pei'ce'nt‘ and therefore, are not deployable: Furthermore, on average, an activated
reservist required approximateiy two procedures ororal surgery interventions.
Although reservists with no insurance réquired a slightly higher proportion of
procedures, their dental treatment needs were otherwise not affected by their insurance
status, These findings are the basis for forward planning within the Department at the

present time.
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PREVENTABE;E ADMISSIONS AND THE TRICARE PRIME HEALTH FROGRAM

Preventable admission rates are used by various healthcare organizations to
gauge adequacy of timely and efficacious outpatient care. Thus, to some extent they are
measures of access to care. In Access to Care in America, (1993), the Institute of
Medicine recommended monitoring preventable admissions, especially for vulnerable
populations. The MHS monitors preventable admissions related to nine illnesses of
importance to our system. The data portrayed below reflect preventable admission
rates for MHS Prime beneficiaries, ages 18-64, enrolled in the direct care system of
military hospitals and clinics. The MHS rates are compared to National Hospi‘tai
Discharge Survey (NHDS) data compiled annually by the Centers for Disease
Control/National Center for Health Statistics. This is the nationally recognized
reference database. Figure 18 below portrays preventable acimission rates for active
duty service personnel for FY 2001 and 2002 as compared to our own internal

benchmark experience (1999-2000 defined-benchmark) and to the NADS database.

Preventable Admissions Per 100,000
| Active Duty Enrollees '

180 - US Benchmark O MHS Benchinark BFY01 BFY02

# of Admissions
fory
2

@wer is Better |

Angina  Asthma Bact  Cellulitis CHF COPY Diabetes GE L33

FIGURE 18. Preventable Admissions, Active Duty Forces, FY 2001 & 2002, Compared with Previous MHS
and National Data
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Bact Préum Bdctetial pneumonia - Gt

CHF ‘Congestive heart failure

‘corp  Chronic obstructive pulmonary disease
GE - , Gaslroenteritis

UTI Urinary tract infection

{ - Source: MHS Mart (M2) {Standard, Inpatient Data Record (derived from M'FFS), Health
Cave Service Record ~ Inpmeﬂt (de1 ived from claims), TRICARE Enrollment Summary
File]

Benchmw;ks US= MHDS mean fox i999 7000 MHS = MHS mean for 1993-2600

Notable are the low rates of preventable admissions of active duty personnel for these
conditions. The extremely low. rates of admissions for congestive heart failure, chronic
obstructive pulmonary-disease and diabetes reflect the very low prevalence of these
conditions-in the active duty forces, each of which is generally disqualifying for
continuation on active duty. -

Figure 19'portrays the same measures, this time related to non-active duty Prime

enrollees, ' 0 T oo A

.
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thure 19. Praventable Admissions, Non-Active Duty TRICARE Prime Envollees,
FY 2001 & 2002 Compared to Previous MHS and Mational Data

The non-active duty population of Prime enrollees is characterized by having

greater illness burden than the active duty forces. Hence, the admission rates for the
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targeted c:encﬁtions are somewhat higher than those portrayed on Figure 17 above. This
is especially the case when looking at data relating to bacterial pneumonia, congestive
heart failure, chronic obstructive pulmonary disease and diabetes, all of which are
much more common in this population. Bacterial pneumonia is linked intimately with
asthma and chronic obstructive pulmonary disease. Preventable admissions for these
conditions remain comparable to or below the NHDS survey data and the FY 2002 data
are stable as compared to FY 2001 and the MHS defined benchmark period.

Hence, the MHS does an excellent job of preventing admissions for the targeted
illnesses. This supports the goals of ensuring sufficiency of access and qualitjr of

healthcare services provided to our TRICARE Prime enrolled beneficiaries.

POPULATION HEALTH OPERATIONAL TRACKING AND OPTIMIZATION
" The Executive Information /Decision Support (EI/DS) Program Office for the

MHS provides decision support information and tools used by manager, clinicians, and
analysts to manage the business of health care within the MHS. To enable the flow of
complete and accurate information to the decision-malkers, EI/DS manages the receipt,
processing, and storage of tremendous volumes of data that characterize operations and
performance. Population Health Operational Tracking and Optimization (PHOTO)
provides, in a single application, a concise set of health plan performance measures to
give healthcare executives and managers information regarding the effectiveness and
efficiency of their program execution as well as a friendiy and easy-to-use browser
interface that ensures fast and reliable access. |

PHOTO enables visibility via the web browser interface into the TRICARE Prime
beneficiary healthcare patterns for decision-making purposes. Personnel at all levels of
the direct care MHS can access standardized metrics to measure performance,
outcomes, satisfaction, population, and resource data from all facets of the heaithcare

delivery system. Multiple levels of aggregation allow managers at corporate, regional

33



and keeping costs down. Often, one facility does not know what,ano’ther has
accomplished, nor has the time to research this. The Offlce of the Chief Medical Officer
hosted a Poster Exhibit during the 2003 TRICARE Confelence The Poster Exhibit was a
tremendous success because of the comnntted efforts md dedmatlon of many
organizations. Smty« wht nmovatzons from FY 70{}7 were sub1m£ted and twenty-eight
posters were ultnnwteiy hl“i‘lllc”hted at the confez ence. Abstracts related to these
mnovanons are contamed in Appendn F |

The goal of the poster exhlbxt was to showcase MHS innovations, link people
with ideas, 'md plovxde mfoxmat;on and toois for o1cramzat;ons within the MHS.
Innovations were also posﬁéd !ioitziilé pubhc domam Hec ithcme Innovations Program
(HIP) website (www tricare. osd mﬁ/mnovatxons) after the conciuswn of the annual

TRICARE Conference. The HIP website assists heﬂthcaze fac:lhhes in nansformnw

business or clinical processes—with simple improvements to state of the art practices.
i i . . - . ) : ; ;d Lo
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Beneficiaries’ Perspective on Quality of Care

HEALTHCARE SURVEY ACTIVITIES FY 2002

The TRICARE Management Activity (TMA) actively evaluates the quality and
performance of TRICARE healthcare services by gauging beneficiary perspectives
through the administration of sevefal healthcare surveys. These surveys supply
information that helps focus quality oversight andlimprovement efforts, The healthcare
surveys are designed to gather data on beneficiqry satisfaction, utilization and needs.
To provide a frame of reference, civilian benchmarks are 1epoxted with the MHS survey
results when possible, and survey tools utilized are smuim or identical to those used
across the healthcare industry. Though the specific issues to be addressed by surveys
may vary over time, depending on programmatic needs or policies, common themes
addressed include the foliowiﬁg: |

« Sources of 1l1eaith care ﬁtiiizéd by beneficiaries;

. Preventive healthcare services received by beneficiaries;

. Experiences related to obtaining health care;

. Experiences with administrative issues such as claims, benefits information

and appointing services;

. Confidence in quality of health care;

. Health status of beneficiaries; and,

. Beneficiary demographic factors (which facilitates comparison across

categories).

Major Healthcare Surveys

TMA centrally manages and conducts five major healthcare surveys:

o The Healthcare Survey of DoD Beneficiaries (HCSDB);

» Health Related Behaviors Survey (HRBS);

» Customer Satisfaction Survey (C55);




. Purchiased Caré Survey (PCS); and,
o Inpatient Care Survey (1CS).
These surveys are categorized into two broad classifications:
1 Poptﬂatioﬁ—’ﬁéééd!Sﬁirvéj/s which assess cumulative experience or health
" status, and use o'f"pfe\fenti{?e services over time; and,
2. Event-Based Surveys which assess experience with specific encounters,
focusing on customer service, appropriateness of, and access to, care.

Dental Surveys

Apart from the TMA administéred surveys, dental treatment facilities (DTFs)
administer surveys to patlents ».raﬁdcml}f selected. - In addition, both dental contractors,
charged with administering the TRICARE dental insurance programs for non-active
duty beneficiaries, administer proprietary surveys to assess satisfaction with the dental
plans.

Representative examples of sur\}ey data are portrayed below.

The Heaithcare Survey of DoD Beneficiaries (HCSDB)
The HCSDB is a non-event-based quarterly survey of a sample of 200,000

‘benefici'aries per year over four quarters. The core of the survey is the Consumer
Assessment of Health Plans (CAHPS) which is a mainstream survey instrument
developed by.a conscntmm of RAND, Harvard University, and Research Triangle
Institute, This survey tool is used by many civilian healthcare organizations, including
the Centers for Medicare and Medicaid Services. The HCSDB consists of questions on
the status of respondents’ health, their needs for health care, use of healthcare services,
and experience with accessing health care from military and civilian souurces.

To further facilitate military and civilian efforts to measure and improve quality
in managed care, TMA shares survey data with the CAHPS Benchmark Database,
which is administered by the Agency for Healthcare Research and Quality (AHRQ) of

the Department of Health and Human Services.
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Results of the HCSDB are posted in The TRICARE Consiner Report on the web at

http://www.tricare.osd.mil/tricaresurvevs/.

Survey Results

Figure 20 portrays beneficiary satisfaction with the TRICARE Lealth plan over
time (including both the direct care component of military hospitals and clinics and the

purchased care component).

Health Plan Ratings by
Beneficiary Category — All Users
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FIGURE 20 - Satisfaction with TRICARE Health Plan by Beneficiary Category

Though the difference between TRICARE health plan satisfaction scores and the
civilian averages derived from the National CAHPS Database are statistically
significant, the trends for satisfaction with TRICARE have been continually rising over
time. Satisfaction with health plan relates to satisfaction with varied aspects of plan
administration {(appointing, claims processing, network sufficiency, etc.). Modest
satisfaction with health plans nationally is evident in the CAHPS Database and owr

figures are consistent with this view of national plans. Given the complexity of our



lmeaithplzin, its %lr"{pief option, broad geographic diversity, and varied beneficiary
categories, our data may not be completely comparable to CAHPS.. More important.is
the comparison of FY 2002 data to previously reported performance over time, and that
trend is positive. .The patt.ezr'ns are consistent ailsp across all users of the TRICARE
options. Though not portrayed graphically, associated data reveal that TRICARE Prime
enrollees are generally more satisfied than TRICARE Standard/Exira beneficiaries.

Figure 21 portrays satisfaction with health plan among TRICARE Prime enrollees over

time.

- Health Plan Ratings
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FIGURE 21 - Sat‘ésfaction among TRICARE Prime Enrollees
In general, TRICARE Prime retirees are more satisfied with the TRICARE health

plan, actually exceeding the CAH?S Database benchmark for the first time in FY 2002.
Active duty service members (ADSMS) remain the least satisfied group; reasons for this
are not clear and are the basis of ongoing analysis. Likely confounders include
perceptions related to garrison versus MTF-based care, shifting of MTF services from a

sgick-call” culture to a scheduled appointment culture and other issues. Again notable
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is the consistent improvement over time in all beneficiary categories. Figure 22 portrays

data related to satisfaction with access and with getting needed care.

TRICARE Beneficiary Satisfaction
Access — All Users

Percentage of all TRICARE users reporting on CAHPS access composites.
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FIGURE 22 —~ TRICARE Beneficiary Satisfaction with Access

Beneficiary perceptions on access to care and appropriateness of care are good,
and though the proportion of TRICARE beneficiaries reporting satisfaction with these
aspects of care remains just below the CAHPS benchmarks, our trends over time remain
positive.

Customer Satisfaction Survey (CSS)

The CSS is a2 monthly survey of a random sample of approximately 50,000
beneficiaries who have recently received care from outpatient clinics operated by MTTs.
Thus, this tool looks at event-based perceptions. The key determinants of satisfaction
are in the areas of access, quality and interpersonal relationships. Figure 23 portrays
satisfaction with health care received in military hospitals and clinics over the past 4

years.
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FIGURE 23 - Saiiéfaciion with Health Care Received in MTFs over Time

Satisfaction with health care provided‘; within MTFs remains very good to
excellent with little variation over time, Figure 24 below déﬁenstrates satisfaction by
beneficiary category. Satisfaction with health care remains very good to excellent across
beneficiary categories, though the ADSMs and their family members are marginally less

satisfied than relirees and especially elder retirees.

Beneficiary Satisfaction with Healthcare
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Figure 24 — Beneficiary Satisfaction with Heaith Care Over Time

62




Another view. of satisfaction related to MTE-based care is reflected below, that being
TRICARE Prime enrollment. The vast majority of beneficiaries erirolled in the
TRICARE Prime option are enrolled to MTFs. Only a small proportion are enrolled to
contractor network primary care mangers. Figure 25 reveals that TRICARE Prime

enrollment continues to increase whereas capacity has generally remained stable.

TRICARE Prime Enrollees FY 2000 -2002
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FIGURE 25 — TRICARE Prime Enroliment over Time

Dental Care Satisfaction

Dental services are offered nearly exclusively in the direct care system of military
hospitals and clinics primarily for active duty service members. Table 17 portrays high
satisfaction with dental services by active duty service members based upon surveys
administered in MTF dental clinics. The somewhat lower satisfaction rates for access
and waiting time for appointments most likely reflect the shortages in dentists reported

by some of the Services.



O TABLE 17 — Beneficiary Satisfaction with Dental Care at DTFs

R oL ﬂlI&,f Care Beneficmry Satlsfactxon EY ?009 (1—18 703 Sum eys}
S'msfachon ’\/Ieas:ure S i R i Resuits
Quality of Oral Health C'ue at the DTI‘ 99 %
Interpersonal Relations at the DTF 99 %
Waiting Times at the DTF Appointment 98 %
Waiting Time for a DTF Appointment 90 %
Access to DTF Providers 89 %
Propensity to Return to DTF for Care 97 %
Overall Satisfaction with DTF. o 97 %
Overall Sahsfachon with Dental Care Recewed at DTF 97 %

......

' C " ‘ M r - - * - ;
Dental Care for other beneficiary categories is provided in the purchased care

sector via two dental insurance programs: the TRICARE Dental Program (TDP) for

dependents of active duty service members (administered by United Concordia) and

the TRICARE Retiree Dental I"i'ograzﬁr(:TRDP)' for retirees and their family members

(administered _by_Deiteiﬁental). Both programs require subscription enrollment, and

the TRDP is substantially more expensive than the TDP. Satisfaction is gauged by

contractor administered surveys of proprietary design. Table 18 portrays both

utilization and satisfaction with the TDP. Noteworthy is the fact that even though this

roeram requires subscription with monthly beneficiary contribution, and rovides a
g ¥

very comprehensive preventive dental health benefit, utilization remains modest at

best, though comparable to the national commetcial dental plan experience.

Satisfaction remains excellent and the data portrayed below are virtually identical to

previous years’ data.

TABLE 18 - TRICARE Dental Program -

Purchased Care

overed:Liv

1,879,703

Enrollment

Written & Telephonic

Network Provider Claims
Access Network Processing Process Queries
Average Satisfaction 92 % 90 % 98 % 94 % 96 %
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Table 19 portrays utilization and satisfaction data related to the.FRDP. As the
dental surveys are proprietary to the contractors, the specific elemeﬁf’s'j-i:é‘fiécted in the
survey are not consistent across contracts. Hence we have formatted this table
differently to reflect the difference in data elements measured. Utilization by retirees .
and their families approaches 70 percent, but satisfaction scotes éré uniformly lower
than with the TDP. Reasons for this are rot clear as the program offers a
comprehensive range of services. The increased cost of this program, as compared to
the TDP, may account for some dissatisfaction across the board. - The data porirayed are
similar to that reported in previous years without significant trends. The new
TRICARE retiree dental contract which begins in 2003 provides an even more robust

benefit structure,

L Beneficiary Satisfactio
Satisfaction Measures - Percent Satisfied
Overall Program 55 %
Program Benefits 52 %
Availability of Dentists 68 %
Program Materials/Communication 69 %
Customer Service 77 %

CONCLUSION

In summary, beneficiary satisfaction surveys assessing the TRICARE health plan,
healthcare provided within the MTFs, access to care and the TRICARE dental programs
reveal favorable trends over time but also identify opportunities for continued

improvement.
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AD
ADSM
AFIP
ARHC
AUSA
Bact Pneum
CAHPS
CAP
CBRNE
CCQAS
CERPS
CHCS
CHF
CICSP
COE
COPrD
COT
CPG
COMP
CSS

Y
DCIS
DIGMA
DM
DoD
DOJ
Dr
DRG
DTF
ED
EI/DS
FY
GDE
GE

Acronyms Used in this Report

Active Duty

Active Duty Service Member

Armed Forces Institute of Pathology

Agency for Research and Healthcare Quality
Assistant United States Attorney

Bacterial Pneumonia

Consumer Assessment of Health Plans

Corrective Action Plan

Chemical, Biological, Radiation, Nuclear, high-yield Explosives
Comprehensive Clinical Quality Assurance Program
Center for Education and Research in Patient Safety
Composite Health Care System

Congestive Heart Failure

Continuous Improvement in Cardiac Surgery Program
Center of Excellence

Chronic Obstructive Pulmonary Disease

Chronic Opiod Therapy

Clinical Practice Guideline

Clinical Quality Management Program

Customer Satisfaction Survey

Calendar Year

Defense Criminal Investigation Service

Drop-in Group Medical Appointment

Diabetes Mellitus

Department of Defense

Department of Justice

Designated Provider

Diagnosis Related Group

Dental Treatment Facilities

Emergency Department

Executive Information/Decision Support

Fiscal Year

Graduate Dental Education

Gastroenteritis '
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GERD
GME
GMO
HA

HbALE "

HCSDB
HCSR
HEDIS®
HIP
HRBS
HSsC
ICS

1G

D
IOM

J

JAG
JCAHO
KePRO
LBP
MCSC
MDD
MDR
MHS
MOU
MTF
MUS

N
NCQA
NHSD
NPDB
NOMC
NQMP
NSQIP
OB/GYN
OCMO

Gastroesophageal Reflux Disease
Graduate Medical Education

General Medical Officer

Health Affairs

‘Glycosolated hemoglobin

Healthcare Survey of DoD Beneficiaries
Health Care Service Record |

' Health Employer Data and Information Service

Healthcare Innovations Program
Health Related Behaviors Survey
Health Services Support Contractor

- Inpatient Care Survey

Inspector General

“Ischemic Heart Disease

~

Institute of Medicine: ..

Judgment _

Judge Advocate General 1.

Joint Commission on'the Accreditation of Healthcare Organizations
Keystone Peer Review Organization

Low Back Pain

Managed Care Support Contractor

‘Major Depressive Disorder

MHS Data Repository

Military Health System
Memorandum of Understanding
Military Treatment Facility

- Medically Unexplained Symptoms

Number

National Committee for Quality Assurance
National Hospital Discharge Survey

National Practitioner Data Bank

National Quality Monitoring Contract Program
National Quality Management Program
National Surgical Quality Improvement Program
Obstetrics and Gynecology

Office of the Chief Medical Officer
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PCS Purchased Care Survey

PDH Post-Deployment Health

PDTS Pharmacy Data Transaction Service

PGY Post-Graduate Year _
PHOTO Population Health Operational Tracking and Optimization
PI Program Integrity :

PPN Preferred Provider Network

PPO Preferred Provider Organization

PQI Potential Quality Incident

PSC Patient Safety Center

PSC Purchased Care Survey

PSEC Patient Safety Executive Council

PSP Patient Safety Program

PSPCC Patient Safety Planning and Coordination Committee
PTSD Post-Traumatic Stress Disorder

QI Quality Incident

QM Quality Management

RC Reserve Component

RM Risk Management

SAC Severity Assessment Code

SADR Standard Ambulatory Data Record

SIDR Standard Inpatient Data Record

sOC : Standard of Care

SUD Substance Use Disorder

TDP TRICARE Dental Program

TEO TRICARE Europe Office

™A TRICARE Management Activity

TMOF TRICARE Mail Order Pharmacy

TOL TRICARE On Line

TCQF TRICARE Clinical Quality Forum

TRDP TRICARE Retiree Dental Program

TUC Tobacco Use Cessation

uce Uncomplicated Pregnancy

USUHS Uniformed University of the Health Sciences
UTI Urinary Tract Infection

VA Veterans Administration

Appendix - A






Medical Malpractice — Process through Federal Agencies
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Clinical Practice Guidelines and Toolkits

Condition Date CPG Released | Date CPG Toolkit Available
Tobacco Use Cessation (TUC) N o'vember 1999 September 2001
(Being updated)
Hypertension November 1999
d nt
(Being updated) Under developmen
Low Back Pain (LBD) November 1999 February 2000
Asthma February 2000 September 2000
Diabetes Mellitus (DM) May, 2000
17 r2
(Being updated) January 2001
Chironic Obstructive
3 ')
Pulmonary Disease (COPD) April 2000
Dysuria in Women May 2000
Major Depressive Disorder
7 - 2
(MDD) May 2000 September 2002
Substance Use Disorders (SUD) April 2001 September 2002
Dyslipidemia September 2001
(Being updated) Under development
i -+ Di - -2
Ischemic Heart Disease (IFHD) SeRthnbel 2001 Under development
(Being updated)
Post-Operative Pain QOctober 2001 May 2002
Post-Deployment Health
(PDH) September 2001
+ Screening Health Exam (Being updated) January 2002
+  Medically Unexplained August 2001
Symptoms (MUS)
Health Promotion and Disease
Prevention

+ DBreast Cancer

o Cervical Cancer

» Chlamydial Infection

« Colorectal Cancer

« Lipid Abnormalities

» Problem Drinking

» Tobacco Use

» Immunizations
(Influenza,
Pneumococcal)

November 2001
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Uncomplicated Pregnancy
(UCP)

November 2002

Ijercember 2002

Gastroesophageal Reflux

Under development

Disease (GERD)
Stroke Under development
Psychosis Under development

Chronic Opioid Therapy (COT)

Under development

Post-Traumatic Stress
Syndrome (PTSD)

Under development
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National Quality Management Contract
Special Studies
Fact Sheets

Asthma Care

Breast Cancer Screening

Cervical Cancer Screening
Childhood Immunizations
Chlymadia Testing

Depressive Disorder Treatment
Diabetes Care

Management of Dyslipedemia
Post-deployment Health Assessment

Tobacco Use Cessation
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AsTHMA CARE==APPROPRIATE USE (UF N
IN THE Miumary Heavth System (A
A National Quality Management Program Special Study

“Military Treatment Facility (MTF) entollees who have persistent asthma are appropriately medicated for this condi-
tion at a lower rate than the National Committee for Quality Assurance (NCQA), Health Plan Employer Data and

Information Set (HEDIS) parﬁcg}aﬁng health plans that report this measure, Despite low medication rates, MTF enroll

ees appear o compare favora
ments for asthma care.”

Why study Asthma Care?

Prevalence rates for asthma are increasing world-
wide. Effective asthma management includes using
appropriate pharmaceuticals for long-term control of
the condition. Based on clinical evidence, the Depart-
ment of Defense (DoD)/Veterans Health Administra-
tion (VHA) developed the Clinical Practice Guideline
(CPG) for asthma. The guideline addresses manage-
ment and treatment of persistent asthma.

This study was conducted primarily to measure the
use of long-term controller medications in the man-~
agement of persistent asthma. Secondarily, the study
examined utilization of emergency department (ED)
gervices and inpatient hospital services for beneficia-
ries with an asthma diagnosis.

What was the methodology?

Both the HEDIS appropriate medication metric and
the Healthy People 2010 (HP2010) utilization mea-~
sures were examined. The utilization study popu-
lation included all beneficiaries, ages 5 through 64
years on December 31, 2001. Beneficiaries were
included in the population regardless of the length of
time enrolled to TRICARE. The study population for

the HEDIS measure “Use of Appropriate Medications

for People With Asthma” included MTF continuously
enrolled beneficiaries, ages 5 to 56 years with persis-
tent asthma identified by meeting one or more of the
following conditions:

s Qne or more hospital admission or emergency
department visit for a diagnosis of asthma

e Four or more outpatient visits for asthma in

y with national baselines and goals for utilization of hospitals and emergency depart-

conjunction with two prescriptions for asthma
medications

] Four or more prescriptions for asthma medica-
tions

The study population was identified using year 2000
data. For those in the study population, prescriptions
for long-term controller medications for asthma, writ-
ten in 2001, were identified. Long-term controller
medications were defined as inhaled corticosteroids,
nedocromil and cromolyn sodium, leukotriene modi-
fiers, and methylxanthines. This measure was cre-
ated using HEDIS 2002 Technical Specifications. The
specifications were implemented as written and no
modifications were made. A supplemental analysis
was conducted to examine the relationship between
asthma medications and the health service utilization
outcomes of hospitalization and ED visits among the
persistent asthma study population.

What were the results?

The HEDIS persistent asthma population contained
46,769 enrollees. The population included more
females (56 percent) than males (44 percent). The
population was predominantly adult, ages 18 to 56
years (54 percent). Children ages 5 through 9 years
represented 17 percent of the group.

The number of Active Duty (AD) members with
persistent asthma was small (n=2,023) in comparison
to the number of Non-Active Duty (NAD) persistent
asthmatics (n=44,746).

The utilization cohort included all enrolled beneficia-
ries 5 through 64 years of age. There were approxi-

‘ ACS Federal Healthcare, Inc.
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benchmark,

® Perform further studies on the differences in
medication rates by duty status.

Study Limitation

This study 'was conducted in accordance with the
HEDIS 2002 methodology. Therefore, results of this
study are not comparable to the asthma care study
conducted in FY01, which used a modified HEDIS
methodology. 3 ‘

Where to go for more information?
Army:  COL Stacey Young-McCaughan

staceyv.young-mecaughan(@
cen.amedd.armymil

MNavy: CDR Ken Yew

ksvew@us.med.navy.mil

AirForce: Lt Col Kimberly P, May

kimberlv.mav@nentacon.af.mil

Revised 22 May 2003
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REAST CANCER SCREENING
IEALTH SysTEM (f

)

A National Quality Management Program Special Study

“Breast cancer screening rates varied significantly by Military Service, ranging from 77 percent for women enrolled fo
Army Military Treatment Facilities (MTFs) to 81 percent for women enrolled fo Navy MIFs, and 83 percent for woimen

enrolled fo Air Force MTFs.”

Why study Breast Cancer Screening?

An estimated 192,200 new cases of breast cancer will
be diagnosed among women in 2001, and 40,200
women will die of this disease (CDC, 2001). Numer-
ous studies have reported a reduction in breast cancer
mortality associated with mammography (CDC, 2001;
Tabor et al 2001; Banks et al 2001).

As 2 resuit of the effectiveness of mammography , the
United States Preventive Services Task Force (USPSTF)
recomrmends mammography every one to two years for
women aged 40 and older and annually for women
over age 50 (AFIRQ, 2000). Access to this testing is
provided to female MHS beneficiaries as a TRICARE
Standard and Prime Clinical Preventive Services ben-
efit (TRICARE Management Activity (TMA), 2002).
Tn November 2001, the Department of Defense (DoD)
and Veterans Health Administration (VHA) developed
a guideline for Health Promotion and Disease Preven-
tion Indicators that included mammography for breast
gancer screening.

Efforts to examine breast cancer screening rates are
ongoing at the DoD. For example, a Fiscal Year
(FY) 2001 National Quality Management Program
(NQMP) study examined mammography rates for
the population of women ages 52 through 69 enrolled
to an MTF as of March 2001 (Birch & Davis, 2001).
The study noted mammography rates of 70 percent for
women enrolled to an MTF, 70 percent for Non-Active
Duty (NAD) enrollees, and 74 percent for Active Duty
{AD) enrollees. '

This NQMP study refines estimates of breast cancer
screening and answers the following questions:

1. What is the breast cancer screening rate for women
continuously enrolled to an MTF? Does the breast
cancer screening rate vary by enrollment site: All
MTFs, TRICARE Region, Military Service, and
Service Intermediate Command?

2. What is the breast cancer screening rate for TRI-
CARE beneficiaries continuously enrolled to Net-
work providers?

3. What is the breast cancer screening rate for all ben-
eficiaries eligible for care in the MHS?

What was the Methodology?

The study population consisted of women ages 52
throngh 69 between April 1, 2001, and March 31,
2002. Mammography data were examined for the
period April 1, 2000 through March 31, 2002.

The metrics developed and examined in this study
include:

o MTF enroliees continuously enrolled—This
measure used the Health Plan Employer and
Information Set (HEDIS) 2002 Technical
Specifications for Breast Cancer Screening,
The specifications were implemented as written
and no medifications were made. This measure
evaluated the percentage of women ages 52
fhrough 69 continuously enrolled in TRICARE
Prime to an MTF who had a mammogram
during the two-year observation period.

e Network enrollees continuously enrolled—This
measure used a modified HEDIS methodology.
The numerator included administrative radiol-
ogy test data for mammography as an indicator

V' ACS Federal Healtheare, Inc.
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for breast cancer screening. This measure eval-
uated the percentage of women ages 52 through

69 continuously enrolled in TRICARE Prime to

the Network who had a mammogram during the
two-year observation penod.

e All TRICARE eligible—This measure evalu-
ated the percentage of women ages 32 through
69 who were eligible for care in the MHS and

who had one or more mammograms clurmg the

two-year observation period.

Testing rates were benchmarked against HEDIS
2001 mammography rates and, when appropnate the
Healthy People (HP) 2010 goal.

What were the Results

Mammography rates varied significantly by Military
Service, ranging from 77 percent for women enrolled
to Army MTFs to 81 percent for women enrolled to
Navy MTFs, and 83 percent for women enrolled to
Air Force MTFs (Figure 1). All rates exceeded the
HEDIS 2001 50th percentile rate of 76 percent for
mammograms. The Air Force mammography rate
met the HEDIS 2001 90th percenule rate of 83 percent
for mammograms.

Figure 1: Mammography Rates, by Military Service
Enroliment

HEDIS 2001
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Military Service mammogram rates were also exam-
ined by age (Figure 2). Across Services, mammog-
raphy rates were higher among cohort members ages

60 through 69 than they were among cohort members
ages 52 through 59.

-Figure 2: Mammography Rates, by Military Service
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Mammography rates for women continuously enrolled
to an MTF were compared with mammography rates
for women continuously enrolled in the Network.
Table 1 provides the results of this examination. The
following results were noted for continuously enrolled
women:

e Mammography rates for women continuously
enrolled to an MTF (81 percent) were higher in
comparison to women continuously enrolied to
Network providers (74 percent).

% ACS Federal Healtheare, Inc.
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o The overall rates for continuously enrolled
women (both enrolled to an MTF and enroiled to.
the Network) were comparable fo rates reported
by managed care organizations in HEDIS. Nei-
ther rate met or exceeded the HEDIS 2001 90th
percentile rate of 83 percent.

Mammography rates for all women eligible for care in
the MHS were also examined.

e In comparison to women with continuous
enroliment, the mammography rate of all
women eligible for MHS care was low at 31
percent. ‘This rate was lower than the HP 2010
goal of 70 percent.

Table1: Mammography Rates for all Cohorts at Mhs
Level

N| % i

MTF enrolices 49471 | 79 39491 | 83
Continuously

Enroiled
Netwark Enrollees 35,0871 4 199001 72 15,187 | 76
Continzosly |

Enrolicd

AN TRICARE 631,012% 311 403361 34| 528,551] 337

Eitgible

Conclusions and Recommendations

This FY 2002 study provided a second, more precise
examination of breast cancer screening rate for the
entire MHS. Based on study data, several recommen-
dations should be considered:

e Continuing to monitor mammography rates at
all levels within the MHS.

e Encouraging enrollment of the eligible popula-
tion to an MTF to improve mammography rates
overall,

o Setting goals for the MHS that include attaining
similar mammography rates for all women ages
52 through 69.

Study Limitation

e The NQMP 2001 study was conducted using
modified HEDIS Technical Specifications.
Therefore, results from the 2001 study are not
comparable to 2002 MTF enrollee rates.
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Crrvicar CANCER SCREENING

IN THE MILITARY

S) 2

A National Quality Management Program Special Study

“Pap testing rates varied significantly by Military Service, ranging from 70 percent for cohort members enrolled to an
Air Force Military Treatment Facility (MTF) to 64 percent for cohort members enrolied to Navy and Army MTFs.”

Why study Cervical Cancer?

Cervical cancer is the 10th most common cancer
among women in the United States and is anticipated
to result in more than 4,000 deaths in 2002 (U.S.
Department of Health and Human Services, 2001).
Studies show thai the majority of these deaths are
preventable when the cancer is detected early through
Papanicolaou (Pap) smear testing, and the patient
receives appropriate treatment (Gottlieb et al., 2001).

The U. S. Preventive Services Task Force (USPSTF)
recommends routine Pap testing for cervical cancer for
all women who are or have been sexually active and
who have a cervix. Pap smears should be repeated at
Jeast every three years. Annual access to this testing is
provided to female MHS beneficiaries as a TRICARE
Standard and Prime Clinical Preventive Services ben-
efit (TRICARE Management Activity (TMA), 2002).

This study characterizes Pap testing practices for
women continuously enrolled to MTFs and provides
comparisons of these baseline MTF Department of
Defense (DoD) rates to national benchmarks, Specifi-
cally, the following questions were examined:

® What is the Pap testing rate for women ages 21
through 64 continuously enrolled to an MTF?

o How do testing rates of the eligible population
compare to rates noted for health plans reported
in the Health Plan Employer Data and Informa-
tion Set (HEDIS)?

The present study is a follow-up to the 2001 National
Quality Management Program (NQMP) Scientific
Advisory Panel approved study. The 2001 study mea-
sured cervical cancer screening raies for all women
enrolled to an MTF using available electronic health

data and standardized definitions across the MHS.
The major changes in the 2002 study are the rigor-
ous adherence to the HEDIS continuous enrollment
requirement for study cohort members and the use of
Pap test laboratory data as a proxy for cervical cancer
screening.

What was the methodology?

The study was conducted using a modified HEDIS
methodology. The numerator was based on HEDIS
hybrid specifications and included administrative
laboratory data for Pap tests as the indicator for
cervical cancer testing. The study population
consisted of women continuously enrolled to an
MTF between April 1, 2001 through March 31, 2002.
Pap testing data were collected for the period April 1,
1999 through March 31, 2002.

Pap testing rates were recalculated for the study pop-
ulation using the ICD-9-CM procedure code, V72.3,
which includes a Pap test when a gynecological exam
i performed.

What were the resulfs?

Overall, 546,206 MTF-enrolled women were identi-
fied from Direct Care and Purchased Care visits data
for inclusion in the study. The cohort was predomi-
pantly Non-Active Duty (NAD) enrollees (87 per-
cent), The majority were enrolled to Air Force MTF
sites (50 percent), followed by Army (30 percent) and
Navy (20 percent) MTF sites.

Pap testing rates varied by Military Services, rang-
ing from 71 percent for cohort members enrolled to
an Air Force MTF to 64 percent for cohort members
enrolled to Navy and Army MTFs (Figure 1). None of

/{a& ACS Federal Healthcare, Inc,
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the rates at the Military Service level met or exceeded
the HEDIS 2001 50th percentile rate of 81 percent for

Pap testing. .

Figure 1: Papanicolaou Testing Rates by Military
Service Enroliment
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Military Service testing rates were also examined by
duty status. Across Services, Pap festing rates were
higher among Active Duty (AD) women than among
NAD women. Rates for AD women ranged from 81
percent for women enrolled to an Air Force MTF to
75 percent for women enrolled to a Navy MTF and 73
percent for women enrolled to an Army MTE. Rates
for NAD women were highest for women enrolled to
an Air Force MTF (69 percent).

Pap testing rates were recalculated for the study popu-
lation using the ICD-9-CM procedure code, V72.3

(Figure 2). In summary:

° The revised rates were significantly higher
than the Pap rate calculated without the
inclusion of this code.

° The revised Pap testing rates ranged from
84 percent for women enrolled to Air Force
MTFs to 81 percent for women enrolled to
Army and Navy MTFs.

e As with the HEDIS rates, women enrolled to
Army and Navy MTFs have similar revised
rates. :

@ The rates across all Services met or exceeded ..

the HEDIS 2001 50th percentile raie of 81
percent for Pap testing.

Figure 2: Papanicolaou Testing Rates, Gynecological
(V72.3) Exam Included by Military Service Enrollment
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Conclusions and Recommendations

In conclusion, Pap testing rates, using either of the
definitions, seldom met or exceeded the HEDIS 2001
90th percentile of 86 percent. However, rates based on
inclusion of the Gynecological V72.3 code exceeded
the HEDIS 2001 50th percentile.

Based on the study data, the following recommenda-
tions should be considered:

e The MHS should monitor cervical cancer screen-
ing on a continual periodic basis and report
changes (positive and negative) at all levels
within the organization.

e Since the ICD-9-CM procedure code V72.3
includes a Pap test, a study should be conducted
to verify that the procedure is being coded cor- .
rectly and to include these codes in future studies
to create more accurate and complete DobD rates.

e Include enrollees to managed care contractors in
follow-up studies.

‘ 25 ACS Federal Healtheare, Inc.
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Study Limitation

The NQMP 2001 study was conducted using
modified HEDIS specifications that included
continuous enrollment to an MTF. Therefore,
results hetween the 2001 and 2002 studies are
not comparable.
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CHiLDHOOD IMMUNIZATION
\ EALTH SYSTEM (/

1S)

A National Quality Management Program Special Study

“Enrollment sites throughout the MHS, regardless of Service affiliation, are performing very well, At the All Militar
% P g very ¥

Treatment Facility (MTF,

level, immunization rates were highest for the following vaccines: Measles-Mumps-Rubella

(MMR) (93 percent), Poliovirus (86 percent), and Diphtheria-Tetanus-Pertussis (DTP) (81 percent).”

Why study Childhood Immunization Rates?

Immunization is one of the most cost-effective health
interventions available for preventing disease, dis-
ability, and death; since the early 1970s, the overall
number of children who contract preventable diseases
has decreased by 99 percent (American Academy of
Pediatrics, 2001). The Department of Defense (DaD),
in recognition of the efficacy of this intervention, ad-
opted the Centers for Disease Control and Prevention
(CDC) immunization practice standards as its own. In
accordance with CDC recommendations, the DoD cur-
rently includes immunizations for tetanus, diphtheria,
pertussis, poliomyelitis, mumps, measles, rubella, in-
fluenza, pneumococcal disease, Hacmophilus Influenza
type b, hepatitis A, hepatitis B, and varicella, as part of
the TRICARE Standard Clinical Preventive Services
(CPS) benefit package (TRICARE Management Activ-
ity, 2002).

What was the Methodology?

To establish DoD baseline immunization rates for the
active duty dependents 19 through 35 months of age
who are enrolled to an MTF, a mailed survey was de-
veloped for the study and sent to the parent or guardian
who resided at the same address as the child in the study
cohort. The survey was developed using the National
Immunization Survey, a telephone survey with demon-
strated reliability, as a model. Completed surveys were
scanned into a database and analyzed to calculate im-
munization rates for individual and combined immuni-
zations for several subgroups within the cohort.

What were the Results?

Based on sample calculations, a sample of 21,716 was
drawn from the population of 90,166 children who were
active duty dependents and between the ages 19 months

and 35 months as of September 1, 2001. The popula-
tion was 49 percent female, 40 percent of which were
enrolled to Army facilities, 30 percent to Navy facilities
and 30 percent to Air Force facilities.

Of the 21,716 surveys mailed, 4,489 were returned with
addresses that were not deliverable. Of the remaining
17,227 potential respondents, 12,240 did not return a
survey. The final sample contained 4,941 responses for
a return rate of 28 percent.

The final sample of respondents was similar to the
overall population in terms demographic and enroll-
ment characterization. Non-respondents were similar
to respondents in terms of the same characteristics.

The All MTF rate of Diphtheria-Tetanus-Pertussis

(DTP) vaccination of a full series of the DTP vaccine
(four vaccinations) was 81 percent for an estimated
73,215 children out of 90,166 children receiving the
full series (Figure 1). This vaccination rate was com-
parable to the Healthy People (HP) 2010 baseline rate
of 82 percent but was below the HP 2010 goal of 50
percent.

Figure 1: Immunization Rates, Diphtheria-Tetanus-
Pertussis by Military Service Enroliment
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The All MTF rate of Poliovirus (OPV/IPV) vaccination of
a full series of the polio vaccine (three Vaccinations) was 86
percent for an estimated 77,453 children out of 90,166 children
receiving the full series (Figure 2). This rate was below the HP
2010 baseline rate of 90 percent and the HP 2010 goal of 90

percent, . ’
Figure 2: Immunization Rates, Poliovirus by Military
Service Enrollment :
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The All MTF rate of Measles, Mumps, Rubella (MMR)
vaccination for a full series of the MMR vaccine (one vac-
cination) was 93 percent for an estimated 83,945 children
out of 90,166 children receiving the full series (Figure 3).
This rate was higher than the HP 2010 baseline rate of 91
percent and the HP 2010 goal of 90 percent.

Figure 3: Immunization Rates, Measles, Mumps,
Rubella by Military Service Enrollment
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The All MTF rate of Hepatitis B (Hep B) vaccination of
a full series of the Hep B vaccine (three vaccinations)

was 75 percent for an estimated 67,444 children out
of 90,166 children receiving the full series (Figure,
4). This rate was significantly lower than the HP 2010
baseline rate of 90 percent and the HP 2010 goal of 90
percent,

Figure 4: Immunization Rates, Hepatitis B by Military
Service Enrollment
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The All MTF rate of Haemophilus Influenza Type B
(Hib) vaccination of a full series of the Haemophilus
Influenza vaccine (three vaccinations) was 75 percent
for an estimated 67,895 children out of 90,166 ¢hildren
receiving the full series (Figure 5). This rate was signifi-
cantly lower than both the HP 2010 baseline rate of 93
percent and the HP 2010 goal of 90 percent.

Fi§ure 5: immunization Rates, Haemophilus
influenza Type B by Military Service Enrollment
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The All MTF rate of Varicella (VZV) vaccination of
a full series of the varicella vaccine {one vaccination)
was 80 percent for an estimated 72,493 children out of
90,188 children received the vaccine (Figure 6). This
rate was significantly higher than the HP 2010 baseline
rate of 68 percent but was below the HP 2010 goal of
90 percent.

Figure 6: Immunization Rates, Varicella by Military
Service Enrollment
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The All MTF rate of pneumococeal vaccination of a full
series of the pneumococcal vaccine (one vaccination)
was 36 percent for an estimated 32,182 children out of
90,166 children receiving the vaccine (Figure 7). This
rate was significantly lower than the HP 2010 goal of 90
percent. There is no HP 2010 baseline pneumococcal
vaccination rate to use as a comparison.

Figure 7: Immunization Rates, Pneumococcal by

Military Service Enrollment
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Conclusions and Recommendations

Immunization rates among MTF cnrolled children
are generally similar regardless of enrollment site.
When compared to the CDC reported rates, however,
the rates appear mixed, with some rates higher than
the CDC rates and others markedly lower. While
the high immunization rates for the MMR and the
VZV are commendable, the low rates for the Hib and
Hep B are puzzling. The Hib and Hep B vaccines
are important immunizations that provide protection
against infections and their sequelae. Without these
immunizations, children may be at risk for morbidity
and mortality associated with an infection. Ppeumo-
coccal vaccination has not been implemented for long
enough to evaluate its immunization rate.

As a follow-up to this baseline study of childhood
immunization rates, we recommend the pussuit of the
following:

o Continue an aggressive program of childhood
immunization :

o Examine immunization practices for Hib and
Hep B vaccines to identify ways to increase
the immunization rates to achieve an immuni-
zation rate comparable to the CDC NIS rates

e Perform a follow-up study on pneumococcal
vaccination rates

e Conduct an expanded survey to include all cat-
egories of 19-through 35-month-old children

o Conduct a survey, expanding the study cohort
to include all children less than 18 years old, to
be in concert with the national immunization

agenda (NIA)

Stugly Limitations

o The findings are comparable to CDC Baseline
NIS data only, and not to HEDIS.

o Study results cannot be generalized to children
who do not have an active duty sponsor.
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- CHLAMYDIA TESTING FOR FEMALES
" EaLTH SysTEmM (M

IN THE MILITARY

A National Quality Management Program Special Sﬁ;udy

“The chlamydia festing rate among women 16 to 20 years of
percent overall, with a 41 percent Active Duty (AD) test rate an

ge enrolled to a Military Treatment Facility (MTF) was 34
2

31 percent Non-Active Duty (NAD) test rate. The chla-

mydia testing rate among women 21 to 26 years of age was 26 percent overall, with a 36 percent AD testing raie and a 24

percent NAD testing rate.”

Why Study Chlamydia testing?

Chlamydia infections are widespread among sexually
active adolescents and young adults, These infections
usually do not produce early symptoms, and if untreated
can lead to serious health problems such as pelvic
inflammatory disease, ectopic pregnancy, and infertil-
ity. The Department of Defense (DoD) Military Health
System (MIS) adopted a chlamydia testing policy,
incorporating elements of the Centers For Disease
Control and Prevention (CDC) and the U.S, Preventive
Services Task Force (USPSTF) recommendations. In
anticipation of the DoD and the Department of Veterans
Affairs (VA) releasing Health Promotion and Disease
Prevention Indicator guidelines that include chlamydia
sereening, the National Quality Management Program
(NQMP) Scientific Advisory Panel (SAP) approved a
study of chlamydia testing in the MES.

What was methodology?

The study was conducted using a modified Health
Plan Employer Data and Information Set (HEDIS)
methodology. An eligible cohort of sexually active
MTF-enrolled women 16 to 26 years of age was
defined for a one-year period ending March 31, 2001.
Sexual activity for women 16 to 20 was based on
pharmacy and/or claims data for dispensed prescrip-
tion contraceptives between April 1, 2000 and March
31, 2001. All women 21 to 26 were included in the
study, regardless of confraceptive history. MTF
laboratory tests and visit data, reference laboratory
data, and network claims were examined to capture
all availabie chlamydia tests. Rates were reported by
demographics, duty status, and organizational level.

What were the results?

The eligible study cohort contained 163,299 MTF
continuously enrolled women. Nineteen percent of

the women were in the 16 to 20 year age group. One-
third of the group were active duty.

The overall testing rate for the 16 to 20 age group was
34 percent, while for women 21 to 26 the rate was 28
percent (Figure 1). These testing rates exceeded the
HEDIS 75th percentile benchmarks for both groups.

Figure 1: Chlamydia Testing Rates Among MTF
Enrollees
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Testing rates for AD women were higher than testing
rates for NAD for both age groups (Figures 2 and 3).
The AD rates exceeded the HEDIS 90th percentile
benchmark for both age groups. NAD rates exceeded
the HEDIS 50th percentile benchmark for both age
groups.

Figure 2: Chlamydia Testing Rates Among Active
Duty MTF Enrollees
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Figure 3: Chlamydia Testing Rates Among Non-
Active Duty MTF Enrollees

Percent

Percent

30

20

10

20

10

16-20 years
60 . Y
HEDIS 2001 -
504 e = O0thpercentile
——-~ =75th percentile
400 e = Shth perceniile
=36%
- 28%
GLE
AulMiFs  Army Navy  ArForce
M=22955  N=8083  N=8890  N=6202
21-26 years
60,.
HEDIS 20067
50¢ == =9lithpercentile
—ewem = 75th parcentile
40k e = SO pETCERTlR
sob =32%

26%

AiMTFs  Anmy Navy  AirForce
N=86,578 N=34723% N=26117 N=26626

Conclusions

=]

Younger women had a higher testing rate than
the older women.

Testing rates among AD women were generally
higher than the rates among NAD women.

The majority of the testing rates among AD
women, regardless of age group, exceeded the
HEDIS 90th percentile chlamydia testing rate.

The majority of the testing rates among NAD
women were greater than HEDIS 50th percen-
tile chlamydia testing rate.

5 ACS Federal Healtheare, Inc.
A///c ﬁs NQMP 2002




Study Limitation

This study was conducted using meodified
HEDIS specifications. Therefore, the results
may not be comparable to rates based on other

methodologies.

Where to go for more information?
Army: COL Stacey Young-McCaughan

stacev.voung-mecaughan(
cen.amedd.armv.mil

Navy: CDR Ken Yew
ksyew(@us.med.navy.mil

AirForce: Lt Col Kimberly P. May

kimberlv.may@pentacon.afmil

Revised 13 May 2003
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Crrvical CANCER SCREENING

IN THE MILITARY

FALTH System (!

) 2

A National Quality Management Program Special Stucdy

“Pap testing rates varied significantly by Military Service, ranging from 70 percent for cohort members enrolled fo an
Air Force Military Treatment Facility (MTF) to 64 percent for cohart members enrolled to Navy and Army MTFs.”

Why study Cervical Cancer?

Cervical cancer is the 10th most common cancer
among women in the United States and is anticipated
to result in more than 4,000 deaths in 2002 (U.S.
Department of Health and Human Services, 2001).
Studies show that the majority of these deaths are
preventable when the cancer is detected early through
Papanicolaou (Pap) smear testing, and the patient
receives appropriate treatment (Gottlieb et al., 2001).

The U. S. Preventive Services Task Force (USPSTF)
recommends routine Pap testing for cervical cancer for
all women who are or have been sexually active and
who have a cervix. Pap smears should be repeated at
least every three years. Annual access fo this testing is
provided to female MHS beneficiaries as a TRICARE
Standard and Prime Clinical Preventive Services ben-
efit (TRICARE Management Activity (TMA), 2002).

This study characterizes Pap testing practices for
women continuously enrolled to MTFs and provides
comparisons of these baseline MTF Department of
Defense (DoD) rates to national benchmarks. Specifi-
cally, the following questions were examined:

o What is the Pap testing rate for women ages 21
through 64 continuously enrolled to an MTF?

¢ How do testing rates of the eligible population
compare to rates noted for health plans reported
in the Health Plan Employer Data and Informa-
tion Set (HEDIS)?

The present study is a follow-up to the 2001 National
Quality Management Program (NQMP) Scientific
Advisory Panel approved study. The 2001 study mea-
sured cervical cancer screening rates for all women
enrolled o an MTF using available electronic health

data and standardized definitions across the MHS.
The major changes in the 2002 study are the rigor-
ous adherence to the HEDIS continuous enrollment
requirement for study cohort members and the use of
Pap test laboratory data as a proxy for cervical cancer
screening.

What was the methodology?

The study was conducted using a modified HEDIS
methodology. The numerator was based on HEDIS
hybrid specifications and included administrative
laboratory data for Pap tests as the indicator for
cervical cancer testing. The study population
consisted of women continuously enrolled to an
MTF between April 1, 2001 through March 31, 2002.
Pap testing data were collected for the period April 1,
1999 through March 31, 2002,

Pap testing rates were recalculated for the study pop-
ulation using the ICD-5-CM procedure code, V72.3,
which includes a Pap test when a gynecological exam
is performed.

What were the results?

Overall, 546,206 MTF-enrolled women were identi-
fied from Direct Care and Purchased Care visits data
for inclusion in the study. The cohort was predomi-
nantly Non-Active Duty (NAD) enrollees (87 per-
cent). The majority were enrolled to Air Force MTF
sites (50 percent), followed by Army (30 percent) and
Navy (20 percent) MTF sites.

Pap testing rates varied by Military Services, rang-
ing from 71 percent for cohort members enrolled to
an Air Force MTF to 64 percent for cohort members
enrolled to Navy and Army MTFs (Figure 1). None of
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the rates at the Military Service level met or exceeded
the HEDIS 2001 50th percentile rate of 81 percent for
Pap testing. -

Figure 1; Pafanicolaou Testing Rates by Military
Service Enrollment
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Military Service testing rates were also examined by
duty status. Across Services, Pap testing rates were
higher among Active Duty (AD)) women than among
NAD women. Rates for AD women ranged from 81
percent for women enrolied to an Air Force MIF to
75 percent for women enrolled to a Navy MTF and 73
percent for women enrolled to an Army MTF. Rates
for NAD women were highest for women enrolled to
an Air Force MTF (69 percent).

Pap testing rates were recalculated for the study popu-
lation using the ICD-9-CM procedure code, V72.3

(Figure 2). In summary:

° The revised rates were significantly higher
than the Pap rate calculated without the
inclusion of this code.

e The revised Pap testing rates ranged from
84 percent for women enrollied to Air Force
MTTFs to 81 percent for women enrolied to
Army and Navy MTFs.

e As with the HEDIS rates, women enrolled to
Army and Navy MTFs have similar revised
rates. :

e The rates across all Services met or exceeded

the HEDIS 2001 50th percentile rate of 81
percent for Pap testing.

Figure 2: Papanicolaou Testing Rates, Gynecological
(V72.3) Exam Included by Military Service Enrollment
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Conclusions and Recommendations

In conclusion, Pap testing rates, using either of the
definitions, seldom met or exceeded the HEDIS 2001
90th percentile of 86 percent. However, rates based on
inclusion of the Gynecological V72.3 code exceeded
the HEDIS 2001 50th percentile..

Based on the study data, the following recommenda-
tions should be considered:

e The MHS should monitor cervical cancer screen-
ing on a continual periodic basis and report
changes (positive and negative) at all levels
within the organization.

e Since the ICD-9-CM procedure code V72.3
includes a Pap test, a study should be conducted
to verify that the procedure is being coded cor- .
rectly and fo include these codes in future studies
to create more accurate and complete DoD rates.

o Include enrollees to managed care contractors in
follow-up studies.
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Study Limitation

The NQMP 2001 study was conducted using
modified HEDIS specifications that included
continuous enroliment to an MTFE. Therefore,
results between the 2001 and 2002 studies are

not comparable.
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CHipHOOD IMMUNIZATION

IN THE MiumARry |

IEALTH SysTEM (J

S)

A National Quality Management Program Special Study

“Enrollment sites throughout the MHS, regardless of Service affiliation, are performing very well. At the All Military
Treatment Facility (MTF) level, immunization rates were highest for the following vaccines: Measles-Mumps-Rubelfa
(MMR) (93 percent), Poliovirus (86 percent), and Diphtheria-Tetanus-Pertussis (DTP) (81 percent).”

Why study Childhood Immunization Rafes?

Immunization is one of the most cost-effective health
interventions available for preventing disease, dis-
ability, and death; since the early 1970s, the overall
number of children who contract preventable diseases
has decreased by 99 percent (American Academy of
Pediatrics, 2001). The Department of Defense (DoD),
in recognition of the efficacy of this intervention, ad-
opted the Centers for Disease Control and Prevention
(CDC) immunization practice standards as its own. In
accordance with CDC recommendations, the DoD cur-
rently includes immunizations for tetanus, diphtheria,
pertussis, poliomyelitis, mumps, measles, rubella, in-
fluenza, pneumococcal disease, Haemophilus Influenza
type b, hepatitis A, hepatitis B, and varicella, as part of
the TRICARE Standard Clinical Preventive Services
(CPS) benefit package (TRICARE Management Activ-
ity, 2002).

What was the Methodology?

To establish DoD baseline immunization rates for the
active duty dependents 19 through 35 months of age
who are enrolled to an MTF, a mailed survey was de-
veloped for the study and sent to the parent or guardian
who resided at the same address as the child in the study
cohort. The survey was developed using the National
Immunization Survey, a felephone survey with demon-
strated relinbility, as a model. Completed surveys were
scanned into a database and analyzed to calculate im-
munization rates for individual and combined immuni-
zations for several subgroups within the cohort.

What were the Results?

Based on sample calculations, a sample of 21,716 was
drawn from the population of 90,166 children who were
active duty dependents and between the ages 19 months

and 35 months as of September 1, 2001, The popula-
tion was 49 percent female, 40 percent of which were
enrolled to Army facilities, 30 percent to Navy facilities
and 30 percent to Air Force facilities.

Of the 21,716 surveys mailed, 4,489 were returned with
addresses that were not deliverable. Of the remaining
17,227 potential respondents, 12,240 did not retum a
survey. The final sample contained 4,941 responses for
a return rate of 28 percent.

The final sample of respondents was similar to the
overall population in terms demographic and enroll-
ment characterization. Non-respondents were similar
to respondents in terms of the same characteristics.

The All MTF rate of Diphtheria-Tetanus-Pertussis

(DTP) vaccination of a full series of the DTP vaccine
(four vaccinations) was 81 percent for an estimated
73,215 children out of 90,166 children receiving the
full series (Figure 1). This vaccination rate was com-
parable to the Healthy People (HP) 2010 beseline rate
of 82 percent but was below the HP 2010 goal of 90
percent.

Figure 1: Immunization Rates, Difhtheriaﬁetanus-
Pertussis by Military Service Enrollment
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The All MTF rate of Poliovirus (OPV/IPV) vaccination of

a full series of the potio vaccing (theee vaccinations) was 86
percent for an estimated 77,453 children out of 90,166 children
receiving the full series (Figure 2). This rate was below the HP
2010 baseline rate of 90 percent and the HP 2010 goal of 99
percent. -

Figure 2; lmmumzation Rates, Poliovirus by Military
Service Enrollment 3
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The All MTF rate of Measles, Mumps, Rubella (MMR)
vaceination for a full series of the MMR vaccine (one vac-
cination) was 93 percent for an estimated 83,945 children
out of 90,166 children receiving the full series (Figure 3).
This rate was higher than the HP 2010 baseline rate 0of 91
percent and the HP 2010 goal of 90 percent.

Figure 3: Immunization Rates, Measles, Mumps,
Rubella by Military Service Enroliment
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The All MTF rate of Hepatitis B (Hep B) vaccination of
a full series of the Hep B vaccine (three vaccinations)

was 75 percent for an estimated 67,444 children out
of 90,166 children receiving the full series (Figure:
4). This rate was significantly lower than the HP 2010
baseline rate of 90 percent and the HP 2010 goal of 90
percent.

Figure 4: Immunization Rates, Hepatitis B by M;lttary
Service Enroliment
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The All MTF rate of Haemophilus Influenza Type B
(Hib) vaccination of a full series of the Haemophilus
Influenza vaccine (three vaccinations) was 75 percent
for an estimated 67,895 children out of 90,166 children
receiving the full series (Figure 5). This rate was signifi-
cantly. lower than both the HP 2010 baseline rate of 53
percent and the HP 2010 goal of 90 percent.

Fi gure 5: Immunization Rates, Haemophﬂus
fuenza Type B by Military Service Enroliment
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The All MTF rate of Varicella (VZV) vaccination of
a full series of the varicella vaccine (one vaccination)
was 80 percent for an estimated 72,493 children cut of
90,188 children received the vaccine (Figure 6). This
rate was significantly higher than the HP 2010 baseline
rate of 68 percent but was below the HP 2010 goal of
90 percent.

Figure 6: Immunization Rates, Varicella by Military
Service Enroliment
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The All MTF rate of pneumococcal vaccination of a full
series of the pneumococcal vaccine (one vaccination)
was 36 percent for an estimated 32,189 children out of
90,166 children receiving the vaccine (Figure 7). This
rate was significantly lower than the HP 2010 goal of 90
percent. There is no HP 2010 baseline pnenmococeal
vaccination rate to use as a comparison.

Figure 7: Immunization Rates, Pneumococcal by
Military Service Enrollment
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Conclusions and Recommendations

Tmmunization rates among MTF cnrolled children
are generally similar regardless of enrollment site.
When compared to the CDC reported rates, however,
the rates appear mixed, with some rates higher than
the CDC rates and others markedly lower. While
the high immuuization rates for the MMR and the
VZV are commendable, the low rates for the Hib and
Hep B are puzzling. The Hib and Hep B vaccines
are important immunizations that provide protection
against infections and their sequelae. Without these
immunizations, children may be at risk for morbidity
and mortality associated with an infection. Pneumo-
caccal vaccination has not been implemented for long
enough to evaluate its immunization rate.

As a follow-up to this baseline study of childhood
immunization rates, we recommend the pursuit of the
following:

o Continue an aggressive program of childhood
immunization

o Fxamine immunization practices for Hib and
Hep B vaccines to identify ways to increase
the immunization rates to achieve an immuni-
zation rate comparable to the CDC NIS rates

o Perform a follow-up study on pneumococcal
vaccination rates

o Conduct an expanded survey to include all cat-
egories of 19-through 35-month-old children

o Conduct a survey, expanding the study cohort
to include all children less than 18 years old, to
be in concert with the national immunization
agenda (NIA)

Study Limitations

o The findings are comparable to CDC Baseline
NIS data only, and not to HEDIS.

o Study results cannot be generalized fo children
who do not have an active duty sponsor.
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 CHLAMYDIA TESTING FOR FEMALES
In THE Miwrary Heatth System (M
A National Quality Management Program Special Study

“The chlamydia testing rafe among women 16 fo 20 years of a§e enrolled to a Military Treatment Facility (MTF) was 34
percent overall, with a 41 percent Active Duty (AD) test rate and a 31 percent Non-Active Duty (NAD) fest rate. The chla-
mydia testing rate among women 21 fo 26 years of age was 28 percent overall, with a 36 percent AD festing rate and a 24

percent NAD festing rate.”

Why Study Chlamydia testing?

Chlamydia infections are widespread among sexually
active adolescents and young adults. These infections
usually do not produce early symptoms, and if untreated
can lead to serious health problems such as pelvic
inflammatory disease, ectopic pregnancy, and infertil-
ity. The Department of Defense (DoD) Military Health
System (MHS) adopted a chlamydia testing policy,
incorporating elements of the Centers For Disease
Control and Prevention (CDC) and the U.S. Preventive
Services Task Force (USPSTF) recommendations. In
anticipation of the DeD and the Department of Veterans
Affairs (VA) releasing Health Promotion and Disease
Prevention Indicator guidelines that include chlamydia
screening, the National Quality Management Program
(NQMP) Scientific Advisory Panel (SAP) approved a
study of chlamydia testing in the MHS.

What was methodology?

The study was conducted using a modified Health
Plan Employer Data and Information Set (HEDIS)
methodology. An eligible cohort of sexually active
MTF-enrolled women 16 to 26 years of age was
defined for a one-year period ending March 31, 2001.
Sexual activity for women 16 to 20 was based on
pharmacy and/or claims data for dispensed prescrip-
tion contraceptives between April 1, 2000 and March
31, 2001, All women 21 to 26 were included in the
study, regardless of contraceptive history. MITF
laboratory tests and visit data, reference laboratory
data, and network claims were examined fo capture
all available chlamydia tests. Rates were reported by
demographics, duty status, and organizational level.

What were the resulis?

The eligible study cohort contained 163,299 MTF
continuousty enrolled women. Nineteen percent of

the women were in the 16 to 20 year age group. One-
third of the group were active duty.

The overall testing rate for the 16 to 20 age group was
34 percent, while for women 21 to 26 the rate was 28
percent (Figure 1). These testing rates exceeded the
HEDIS 75th percentile benchmarks for both groups.

Figure 1: Chlamydia Testing Rates Among MTF
Enrollees
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Testing rates for AD women were higher than festing Figure 3: Chlamydia Testing Rates Among Non-

rates for NAD for both age groups {Figures 2 and 3). Active Duty MTF Enrollees
The AD rates exceeded the HEDIS 90th percentile
henchmark for both age groups. NAD rates exceeded " : 16-20 years
the HEDIS 50th percentile benchmark for both age 3 T
Broups. 50, e—= =O0thpeicentile
e = 75th percentile
401 e = 5{1th perCEniiE

Figure 2: Chlamydia Testing Rates Among Active

Duty MTF Enrollees 30
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- %% Conclusions
10 e Younger women had a higher testing rate than
0 the older women.

AuliFs  Ammy Navy  AIRFORCE .
N=44,732 N=15960 N=10222 N=18350 e Testing rates among AD women were generally

higher than the rates among NAD women.

e  The majority of the testing rates among AD
women, regardless of age group, exceeded the
HEDIS 90th percentile chlamydia testing rate.

o The majority of the testing rates among NAD
women were greater than HEDIS 50th percen-
tile chlamydia testing rate.
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Study Limifation

This study was conducted using modified
HEDIS specifications. Therefore, the results
may not bc comparable to rates based on other

methodologies.

Where to go for more information?
Army: COL Stacey Young-McCaughan

siacev. voung-mecaushan@
cen.amedd.army.mil

Navy: CDR Ken Yew
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AirForce: Lt Col Kimberly P. May
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Table 1: Percent of Beneficiaries Seen in Primary
Care Clinics Diagnosed with Depression '

Beneficiaries Seen in Percent
Direct Care Primary | Dingnosed with
Care Clinics Depression -
All Cohort 2,382,203 4.0
Gender
1Women 1,032,444 6.1

Men 1,349,618 ] - 1.9
Unknown . : 129 0.78
Missing - 12 -
Age Group )
17-24 711,537 2.5
25.34 618,372 3.8
315-44 477,649 45
45-64 443,060 55
65 and Over : 131,561 4.9
Missing 24 --
Duty Status
Active Duty 1,160,140 2.2
Non Active Duty 1,222,063 5.7

Measure 2 — CPG Treatment Measure

The CPG Treatment measure population inclnded
beneficiaries:

e Age 18 or older, or AD

o  With a first time primary diagnosis of depres-
sion (index visit, no diagnosis of depression in
the prior 12 months}

And either

o  Two or more visits to a direct care clinic witha
diagnosis of depression (index visit included)
or

o At least one prescription for a 30-day supply
of antidepressant medication within 30 days of
the index visit

The CPG freatment measure was defined as the per-
cent of the study population with at least 90 days
supply of antidepressants or eight visits for depression
in either a primary care or behavioral health clinic.

Results, A1l three Services provided comparable
treatment rates using the 90 days supply of
antidepressant medication or eight visits criteria.
However, the visit-only rate varied greatly. The Air
Force visit-only rate was 11 percent, compared to
12 percent for both the Army and the Navy. The
medication-only rate also varied, ranging from 40
percent for the Air Force, 35 percent for the Army,

and 36 percent for the Navy (F igure 1).

Figure 1: Depression Patients Treated with
Follow-up Visits or Antidepressant Medication
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Measure 3 — HEDIS Antidepressant Medication
Management

This measure was based on HEDIS 2002 Technical
Specifications. The specifications were implemented
as written and no modifications were made. .

The populatioh intake period was May 1, 2000, to
April 30, 2001. It was defined for all three HEDIS
metrics by:

e Age 18 or older, or AD .

e  (Continuously enrolled to an MTF for 11 of 12
months starting 120 days prior to the diagnosis
to 245 days after diagnosis

e No diagnosis of depression 120 days prior to
the index visit

e A prescription for antidepressant medication
from 30 days prior to the index visit to 14 days

afier diagnosis.
And either A
s A primary diagnosis of major depression in
any setting
“or

e Two secondary diagnoses of major depression
on separate occasions in an emergency room
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A National Quality Management Program Special Siudy

#The MHS exceeds the National Committee for Quality Assurance (NCQA), Health Plan Fmployer Data and Information
Set (HEDIS) 90th percentile on all antidepressant medication management mefrics.”

Why study Depression?

Depression is expected to be the second leading cause
of disability worldwide in the 21st century (Wells et al,,
2000). Depression affects one in ten Americans every
year (Rubenstein et al,, 1999). Due to the prevalence of
depression in the United States population, this disor-
der will likely be encountered at all levels of the health
care system, in both military and civilian facilities.

In September 2002, the Department of Defense (DoD)
implemented Version 2.0 of the Major Depressive
Disorder Clinical Practice Guideline (CPG) in the
Military Health System (MHS) (VHA/DoD, 2002).

The purpose of this study was twofold. First, the
study obtained baseline measurement rates for metrics
developed with the Major Depressive Disorder CPG
(the diagnosis codes for depression included non major
depression diagnoses). Because electronic adminis-
trative data were used, only two of the four VHA/DoD
Performance Measures for the Management of Major
Depressive Disorder in Adults were examined. The
Detection (screening metric) and the Bffectiveness/
Outcome metrics would have required data available
through chart abstraction. The Assessment/Diagnosis
metric and the Treatment metric provided an evalu-
ation of the performance of the Direct Care System
(DCS) prior to implementing Version 2.0 of the CPG.
Second, the study measured Antidepressant Medica-
tion Management using Health Plan Employers Data
and Information Set (HEDIS) 2002 Technical Speci-
fications. MHS performance rates were compared to
rates from HEDIS civilian managed care plans.

What was the methodology?

This study uses two measures from the VHA/DoD
Performance Measures for the Management of Major
Depressive Disorder CPG and a measure from the
HEDIS 2002 Technical Specifications. The measures
were:

1. CPG Assessment/Diagnosis Measure
2. CPG Treatment Measure
3, HEDIS Antidepressant Medication Manage-
ment
a. Optimal Practitioner Contacts
b. Effective Acute Phase Treatment
¢c. Effective Continuation Phase Treatment

An overview of the methodology and the results are |
described below.

Measure 1 — CPG Assessment/Diagnosis Measure

The CPG Assessment/Diagnosis Measure included
beneficiaries:

°  Age 18 or older, or Active Duty (AD)

e  With one or more visits to a Military Treat-
ment Facility (MTF) primary care clinic dur-
ing 2001. The Scientific Advisory Panel (SAP)
modified the three visit requirement in the
Performance Measure to one visit,

- The Assessment/Diagnosis measure was defined as

the percentage of beneficiaries in the study population
with a principle or secondary diagnosis of depression
in a primary care or behavioral health clinic.

Results. Depression was diagnosed in 4.0 percent of
the beneficiaries seen in an MTF primary care clinic.
Among these beneficiaries, women were diagnosed
at a rate of 6.7 percent while men were diagnosed

at a rate of 1.9 percent. Non-Active Duty (NAD)
beneficiaries had a rate of 5.7 percent, while AD
beneficiaries had a rate of 2.2 percent. The highest
rate by age group was for the 45 to 64 group at 5.5
percent, while the youngest age group, 17 to 24
years, had the lowest rate at 2.5 percent (Table 1).
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setting or other outpatient setting
or

o  One secondary diagnosis of major depression
in an inpatient setting

3.2 Optimal Practitioner Contacts

Optimal Practitioner Contacts was defined as the per-
centage of the HEDIS defined population with at Jeast
three follow-up visits, at least one of which was with
a prescribing practitioner. The results were compared
to HEDIS reporting plans using percentiles.

Results. The percentages for Optimal Practitioner
Contacts ranged from 33 percent for the Army to 35
percent for the Navy and Air Force. The MFS rate
was 34 percent. All rates exceeded the HEDIS 90th
percentile for HEDIS reporting plans. The MHS
performance was comparable (o the top 10 percent of
plans (Figure 2).

Figure 2. Optimal Practitioner Contacts for
Antidepressant Medication Management
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3.b Effective Acute Phase Treatment

Effective Acute Phase Treatment was defined as the
percentage of the HEDIS defined population with at
least 84 days supply of antidepressant medication in
the 114 days following diagnosis. The results were
compared to HEDIS reporting plans using percen-
tiles.

Pt M e varpri el

Resulis. The percentages of Effective Acute Phase
Treatment ranged from 82 percent for the Army to
86 percent for the Air Force. All rates exceeded the
HEDIS 90th percentile for reporting plans. The MHS
performance was comparable to the top 10 percent of

plans (Figure 3).

Figure 3, Effective Acute Phase Antidepressant
edication: 84 Days Supply Filled
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3.c Fifective Continuation Phase Treatment

Effective Acute Phase Treatment was defined as
the percentage of the HEDIS defined population
with at least 180 days supply of antidepressant
medication in the 231 days following diagnosis. The
results were compared to HEDIS reporting plans
using percentiles.

Results. The percentages of Effective Continuation
Phase Treatment ranged from 86 percent for the
Army and Air Force to 87 percent for the Navy.

All rates exceeded the HEDIS 90th percentile

for reporting plans. The MHS performance was
comparable to the top 10 percent of plans (Figure 4).
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Figure 4. Effective Continuation Phase Antidepressant
edication: 180 Days Supply Filled
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Conclusions and Recommendations

o CPG defined depression treatment is largely
met through the use of medication

o MTF enrollees’ Antidepressant Medication
Management compares favorably fo the top
10 percent of managed care HEDIS reporting
plans, but in the case of Optimal Practitioner
Contacts still seems too low at an MHS rate of
34 percent.

e There were significant differences in depres-
sion diagnosis and treatment based on duty
status and gender.

Based on the results of the 2002 study, the foliowiﬁg
actions should be considered:

e  Conduct a follow-up study on guideline adher
ence one year after implementing the CPG

o Conduct a follow-up study that includes the
CPG Detection and the CPG Effectiveness/
Outcome measures

¢  Study the reasons for the low rate of Optimal
Practitioner Contacts

Study Limitations

e This study did not explore depression screen
ing in the MHS primary care system.

e  The rate for depression may be higher than
reported given that the denominator includes
those not screened.

e The CPG Assessment/Diagnosis and the CPG
Treatment measure were developed by the
DoD and the VHA and are not comparable to
any other organization.

o  The HEDIS Antidepressant Medication
Management Measure was based on HEDIS
2002 Technical Specifications. Therefore,
results of this measure are not comparable
to other studies using a modified HEDIS
methodology.
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IN THE

Mewus Care
FALTH SYSTEM (|

A National Quality Management Program Special Study

“Seventy-two percent of the population was tested for HbATc, Sixty-three percent of the population’s HbATc fests

were in control {less than 9.5 percent).”

Why manage Diabetes?

In the United States, an estimated 16 million people
have diabetes. Approximately 200,000 deaths a year
are attributed to diabetes (Vincor, 2001). Sequelae of
diabetes can include blindness, renal failure, coronary
heart disease, and microcirculatory problems (An-
dreoli, et al., 1997).

In 1999, the Department of Defense (DoD), in collab-
oration with Veterans Health Administration (VHA),
developed Clinical Practice Guidelines (CPG) for dia-
betes mellitus (The Management of Diabetes Mellitus
Working Group, 1999). The CPG, containing guide-
lines similar to those recommended by the Diabetes
Quality Improvement Program (DQIP), encompassed
patient management such as glycemic control, evalu-
ation of the eyes and feet, and early recognition and
treatment of co-morbid conditions including hyper-
tension, hyperlipidemia, and renal disease.

In June 2001, the guidelines were adopted by DoD.
In that same year, the National Quality Management
Program (NQMP) Scientific Advisory Panel (SAP)
commissioned a study of diabetes in the MHS. The
study adapted, where possible, the methodologies
used by the National Committee for Quality Assur-
ance (NCQA) Health Plan Employer Data and Infor-
mation Set (HEDIS). Compliance levels for five of
the ten DoD/VHA CPG metrics were measured and
compared with the HEDIS percentiles for commercial
health plans.

Across all Military Treatment Facilities (MTFs), study
results indicate compliance to the diabetes CPG met-
Tics was very similar to levels of compliance noted for
DQIP measures both in content areas and recommend-
ed target values. Specifically, the MHS exceeded the
HEDIS 90th percentile on all measures except LDL-C
compliance.

The 2002 study reexamines 2001 measures and adds
compliance with recommended microalbumin testing.
The 2002 study also includes the additional criteria of
continuous enrollment to an MTF and the inclusion of
beneficiaries who had a prescription for insulin, oral
hypoglycemic or antihyperglycemics.

What was the methodology?

The study was conducted using HEDIS 2002 Techni-
cal Specifications for the Comprehensive Diabetes
Care measure. The specifications were implemented
as written and no modifications were made. The mea-
sure consists of six separate rates for a defined popula-
tion of people with diabetes. These rates can be used
to estimate compliance with CPG recommendations
for diabetes care. Electronic medical record data from
January 1, 2001 through December 31, 2001 were
used to calculate the rates.

MTF continuously enrolled beneficiaries, age 18 to
75, with a primary diagnosis of diabetes were identi-
fied as having one or more of the following:

e Received an insulin and/or oral
hypoglycemics/antihyperglycemic prescrip-
tion in 2000 or 2001

» Two outpatient visits with a primary diagnosis
of diabetes identified in 2001

e QOne inpatient hospital or emergency room
visit in 2001

What were the resulis?

During the study period, 49,164 diabetics continuous-
ly enrolled to an MTF were identified from direct care
and purchased care visits and prescription records us-
ing HEDIS methodology. Slightly more females (55
percent) than males (45 percent) were present in the
cohort. Four in five cohort members were 45 years of
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age and older. The cohort was predominantly Non-
Active Duty (96 percent). The largest proportion was
enrolled to Air Force MTF sites (48 percent), followed
by Army MTF sites (33 percent), and Navy MTF sites
(19 percent).. Approximately one-third of the cohort
was enrolled to an MTF in either Southeast Region
3 (14 percent) or Southwest Region 6 (19 percent).
Regions 13 (Burope), 14 (Far East), 15 (Caribbean/
Canada), and Alaska each contained small percent-
ages (e.g., 1 percent or less) of the diabetics who met
inclusion criteria.

Measure 1 — Hemoglobin Alc (HbA1c) Testing

This measure is the percentage of beneficiaries with
diabetes whose HbAlc level was tested. Seventy-two
percent of the population was tested for FlbAlc, This
rate was less than the HEDIS 2001 50th percentile rate
of 80 percent for HbAle (Figure 1).

Figure 1: HbATc Testing Rates For Enrolled
Beneficiaries With Diabetes
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Measure 2 — Low Density Lipoprotein-Cholesterol
(LDL-C) Testing

This measure is the percentage of beneficiaries with
diabetes whose LDL-C level was tested. Sixty-nine
percent of the population was tested for LDL-C. This
rate was less than the HEDIS 2001 50th percentile rate
of 78 percent for LDL-C (Figure 2).

Figure 2: LDL-C Testing Rates For Enrolled
Beneficiaries With Diabetes
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Measure 3 — Eye Examinations

This measure is the percentage of beneficiaries with
diabetes who received at least one eye examination.
(See HEDIS 2001 Technical Specifications for inclu-
sion criteria.) Seventy-six percent of the population
received an eye examination. This rate exceeded the
HEDIS 2001 90th percentile rate of 65 percent for eye
examinations (Figure 3).

Figure 3: Ege Examination Rates For Enrolled Benefi-

ciaries With Diabetes
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Measre 4 — Microalbumin Testing

This measure is the percentage of beneficiaries with
diabetes who were tested for microalbumin. Thirty-
four percent of the population was tested for micro-
albumin. This rate was below the HEDIS 2001 50th
percentile rate of 40 percent for microalbumin test-

ing (Figure 4).
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Figure 4: Microalbumin Testing Rates For Enrolled
Beneficiaries With Diabetes .
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Measure 5 —HbA1c Control

This measure is the percentage of beneficiaries with
diabetes whose HbA lc level was in control (less than
9.5 percent). Sixty-three percent of the population had
HbA lc tests that were in control. This All MTT rate
exceeded the HEDIS 2001 50th percentile rate of 60
percent (Figute 5).

Figure 5: HbA1c Control Rates For Enrolled
Beneficiaries With Diabetes
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Measure b — LDL-C Control

This measure is the percentage of beneficiaries with
diabetes whose LDL-C level was in control (less than
130mg/dl). Fifty-one percent of the population had
LDL-C tests that were in control. This rate was below
the HEDIS 90th percentile rate of 56 percent for con-
trol of LDL-C. However, this rate exceeded the HE-
DIS 2001 50th percentile rate of 46 percent (Figure 6).

Figure 6: LDL-C Control Rates For Enrofled
Beneficiaries With Diabetes
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Conclusions and Recommendations

In general, levels of compliance to recommendations
of the six CPG metrics explored were less than antici-
pated, especially since the study population was con-
tinuously enrolled to an MTF and therefore had the
opportunity for continuity of care management. Since
this study provided documentation of baseline charac-
teristics, further examinations of practice patterns and
consideration of methods and processes for assuring
documentation of care are warranted. Suggestions for
further study include:

o Analyze gender and age dilferences in testing
and control.

o Compare MTF and Network Care enrollee
populations to understand total care for the
Dol population with diabetes.

Study Limitations

o This study was conducted in accordance with
the HEDIS 2002 Technical Specifications.
Therefore, results of this study are not compa-
gable to other studies using a modified HEDIS
methodology.

o The NQMP 2001 study was conducted using
modified HEDIS Technical Specifications.
Therefore, results between the 2001 and 2002
studies are not comparable.
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HeartH System (M
A National Quality Management Program Special Study

“The oufcome meastre for dyslipidemia management, the percentage of the po ulation with in control of Low-Densit
y g P %’ p J

Lipoprotein Cholesterol (LDL-C) fevels, is the ultimate indicator o

successful disease management. For the st

population, 64 percent had a LDL-C level that was in control. This percentage was between the 50" and 75" percentile
of performance for managed care plans reporting the National Committee for Quality Assurance (NCQA), Health Plan

Employer and Information Set (HEDIS) measure,”

Why manage Dyslipidemia?

High blood cholesterol levels, specifically high levels
of Low-Density Lipoprotein Cholesterol (LDL-C), are
an important and modifiable risk factor for developing
Coronary Heart Disease (CHD) and for increased mor-

tality among individuals with diagnosed CHD. CHD

continues to be the leading cause of death in the United
States. The Department of Defense (DoD), in collabo-
sation with the Veterans Health Administration (VHA),
has developed a clinical practice guideline (CPG) for the
prevention and management of high blood cholesterol.
The guideline was available for use in December 2001.

The purpose of this study was to measure baseline adher-
ence to the VHA/DoD CPG For The Management of
Dyslipidemia In Primary Care prior to implementation,
answering the following questions:

1. 'What percentage of eligible Medical Treatment
Facility (MTF) enrollees with an elevated LDL-
C and a diagnosis of CHD received antihyperlip-
idemic medications?

2. What percentage of eligible MTF entollees had
at least one LDL-C level within standard levels
of control between 60 and 365 days following an
inpatient admission for an acute cardiovascular
event?

These questions were examined for the defined popula-
tion by enrollment MTF service affiliation, gender and
duty status,

What was the methodology?

Measure 1- Antihyperlipidemic Medication
Treatment Rate ' ‘

The first measure, medication treatment for beneficiaries -
with an elevated LDL-C, included beneficiaries:

o Age 18to 75 years

o (Continuously enrolled to an MTF

o QOne ormore visits to a primary care or cardiology
clinic for CHD duning 2001

e LDL-C> 120 mg/dl during 2001

Prescriptions for antihyperlipidemic medications written
within 30 days after the date of the elevated LDL-C were
identified for this population. Medication treatment rates
were calculated for subgroups of this population.

Measure 2 - LDL-C Screening and Control
Following an Acute Cardiovascular Event

The second measure, LDL-C screening and control fol-
lowing an acute cardiovascular event, included benefi-
ciaries:

e Age 18075 years
e Hospitalized in an MTF for an Acute Myocardial
Infarction, Coronary Artery Bypass Graft or Per-
cutanious Transluminal Coronary Angioplasty
during 2000 :
o Continuously enrolled to an MTF for 12 menths
after discharge

/}k ACS Federal Healthcare, Inc.
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LDL-C laboratory tests were examined to identify
members of the study population who were screened
for an LDL-C level and were in confrol. In control was
defined as at {east one LDL-C test-value of < 120 mg/d],
not earlier than 60 days or more than 365 days following
discharge. Screening and control rates were calculated
for subgroups of this population,

Supplemental analysis

Using a modified Health Plan Employer Data and
Information Set (HEDIS) methodology a supplemental
analysis was conducted. Eighteen of 22 months of
LDL-C laboratory testing data were available. Consistent
with HEDIS specifications in control was defined as and
LDI-C <130 mg/dl.

What were the results?

Measure 1 - Antihyperlipidemic Medication
Treatment Rate '

Study population

The study population contained 3,024 individuals with
an LDL-C level 2 120 mg/dl. The study population
represented 23 percent of all continuously enrolled
beneficiaries with a diagnosis of CHD. The other 77
percent of beneficiaries had a documented LDL-C level
of < 120 mg/dl. More than two-thirds of the study cohort
was male and approximately 7 percent was Active Duty
(AD). Nearly half of the cohort was earolled to Air
Force MTFs, while TRICARE Regions 3 {Southeast)
and 6 (Southwest) contained nearly 40 percent of the
cohort members,

Medication rafes

The antihypetlipidemic medication rate for the Direct
Care Systern (DCS) was 31 percent.

Medication rates among Non-Active Duty (NAD)
were 32 percent and were higher than AD rates (23
percent). Medication rates among males were higher
than among females. Figure 1 provides an overview
of medication rates by duty status and gender.

Figure 1: Antihyperlipidemic Medication Ratesby .

Duty Status, Gender
100 ¢~
96 ™
80~

All MTFs Active NonActive Fernale Male

Measure 2 - LDL-C Screening and Control
Following-an Acute Cardiovascular Event

Study population

The final study population contained 907 beneficiaries
who had an acuie cardiovascular event during 2000 and
were continuously enrolled to an MTF for 12 months
following the event. The study population represented
29 percent of the beneficiaries who had an acute

cardiovascuiar event in the DCS during the year 2000.

Almost 74 percent of the study cohort was male and
approximately 10 percent were AD. About 41 percent
of the cohort were enrolled to Air Force MTFs. Another
39 percent were enrolled to Army MTFs. TRICARE
Regions 4 (Gulf South), 6 (Southwest), and 11 (Nosthwest)
contained over 50 percent of the cobort members.
Regions | (Northeast), 3 (Southeast), and 9 (Southern
Cal.) contained almost 30 percent of the cohort.

LDL-C screening and control rates

The LDL-C screening and control rates for the study

population were 72 percent and 61 percent respectively
(Figure 2). Beneficiaries entolled to Navy MTFs had the
highest LDL-C screening rate (74) percent and Air Force
MTF enrollees had the highest control rate (63 percent).
Beneficiaries enrolled to Army MTFs had the lowest
screening (70 percent) and confrol (59 percent) rates.

ﬁ'% ACS Federal Healthcare, Ine.
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Figure 2: LDL-C Screening and Control Rates by
Service :

100
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Figure 3 provides an overview of LDL-C screening
and control rates by duty status and gender. NAD
cohort members had LDL-C screening and control
rates of 73 percent and 62 percent, respectively, while
the AD rates were 60 percent for screening and 49
percent for control. Gender differences for LDL-C
screening and control were less striking than duty
status differences.

Figure 3: LDL-C Screening and Control Rates by Duty
Status and Gender
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Supplemental analysis: screening and control rates
compared fo HEDIS

A supplemental analysis was conducted to compare
the DCS performance to the HEDIS measure for

“Cholesterol Management After Acute Cardiovascular
Events”. To make the comparison, control was defined
as an LDL-C level < 130 mg/dl. The screening definition
was not changed. The DCS screening rate of 72 percent
was less than the HEDIS 50" percentile screening rate of
78 percent (Figure 4).

Figure 4: LDL-C Service Level Screening Rates
Compared to HEDIS

HEDIS 2002
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The DCS rate of 64 percent was higher than the median
performance rate reported in HEDIS, although it did
not maich the performance of the top 10 percent (90"
percentile) of managed care plans (Figure 5). The three
services reported similar control rates, with the Navy
having the highest control rate.

i
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Figure 5: LDL-C Service Level Control Rates
Compared to HEDIS
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Conclusions and Hecommenda émns

<]

Care for beneﬁcxames in the DCS with
dyslipidernia compares favorably with other
health plans for LDL-C control.

There were differences in the health care
beneficiaries with dyslipidemia received based
on duty status and gender.

The DCS population with CHD represents

a small portion, < 0.5 percent, of the MTF

enrolled population.

Based on the results of the Fiscal Year 2002 study, the
following actions should be considered:

0

Implement the VHA/DoD Clinical Practice
Guideline For The Management of
Dyslipidemia In Primary Care throughout the
DCS aggressively.

Conduct a foliow-up study on guideline
adherence afier at least one year of CPG
implementation.

Study the differences in health care based
on duty status and gender in greater detail
to explain factors that contribute to the
differences reported in this study.

Study provider and organizational (system)
differences thataffect patient care measurement
and guideline adherence.

Study Limitation

This study was conducted using modiefies
HEDIS methodology. Lab data were only
available for July 2000 through September
2002. The results may not be comparable to
studies based on exact HEDIS methodology

Where to go for more information?

Army: COL Stacey Young-McCaughan
stacey.voung-mccaughan(@
cen.amedd.army.mil

Navy: CDR Ken Yew.

ksvew(fmus.med.navy.mil

AirForce; Lt Col Kimberly P. May

kimberly.mav@pentagon.af.mil

Revised 13 May 2003
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PosT-DEpLOYMENT |
AANAGEMENT IN THE |

IEALTH CARE EVALUATION AND
LITARY

ALTH SysTem (MIHS)

A National Quality Management Program Special Study

“The Post-Deployment Health (PDH) Care Evaluation and Management Clinical Practice Guideline (CPG) was

#

implemented in February 2002. Over 75 percent of surveyed Military Treatment Facilities (MTFs) have implemented

the CPG.”

Why study Post-Deployment Health care?

The Post-Deployment Health guideline addressed the
Department of Defense (DoD) need for a uniform
approach to identifying health conditions among
all beneficiaries with deployment-related concerns.
The purpose of this study was to examine early
implementation of this important CPG. The study
focused on three areas of implementation:

1. Implementation at the MTF primary care clinic
level _

2. Implementation in the Outpatient Record

3. Implementation electronically in the Standard
Ambulatory Data Record (SADR)

Measure 1 - Implementation in MTF Primary Care
Clinics

What was the methodology?

The study population included all MTFs with a
parent Defense Medical Information System (DMIS)
Identification (ID) code. All MTF Post-Deployment
Health CPG points of contact (POCs) were sent
an e-mail request fo participate in a web based
implementation survey. Implementation was defined
as answering yes to any of the six questions in the
survey. The survey was conducted between October
1, 2002 and December 6, 2002.

What were the results?

The survey was sent to the Post-Deployment Health
Care CPG POC at 139 MTFs of the 146 MTFs with
a parent DMIS ID designation. Seven MTFs were
excluded from the mailing because there were no
identified POCs. Fifteen MTFs were excluded from

the final analysis due to incorrect addresses that could
not be resolved, leaving a final survey population of
124 MTFs.

One hundred and seven MTFs (86 percent) responded
to the Survey. Over 90 percent (n=97) of the
respondents reported implementing at least one
component of the CPG process. Almost 40 percent
of respondents (n=40) reported implementing all
components of the CPG process.

Figure 1: PDH CPG MTF implementation Survey
Results by Number of Components Implemented
(Six Total Implementation Components)

Simplementation’ Results 2221 ) B dotil:
MTFs Surveyed ) 139
MTFs Responding To Survey 107
MTFs Implementing 1 or more CPG 97
Components
MTFs Implementing 2 or more CPG 88
Components
MTFs Implementing 3 or more CPG 83
Components
MTFs Impiementing 4 or more CPG 79
Components .
MTFs Implementing 5 or more CPG 67
Components
MTFs Implementing all CPG 40
Components

Measure 2 — Implementation in Qutpatient Records

The study population included a convenience sample
of outpatient records that were abstracted at selected

/?’ ACS Federal Healthcare, Inc.
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primary care clinics at MTFs. High volume primary
care clinics were selected at 119 MTFs worldwide.
Forty-eight ‘records were abstracted at each site.
Implementation was defined as the presence of written
documentation in the record to the question “Is this
visit related to a deployment?” The site visits were
conducted between July 15, 2002 and September 15,
2002.

What were the resulis?

Of the 119 site visits scheduled worldwide, outpatient
record abstraction was conducted at 78 MTFs. Forty-
one sites were not scheduled site visits because
the MTF POCs reported the CPG had not been
implemented. Qutpatient.records of 3,729 visits were
examined at the 78 study sites. Sponsors accounted
for 46 percent of ‘the visits, children 19 percent of
visits, and spouses 35 percent of the visits. Visits by
males accounted for 45 percent of the visits.

Among the 78 MTFs where site visits were conducted,
67 MTFs had documented CPG implementation in the
Outpatient Record. Sixteen visits of the documented
visits (0.43 percent) were identified as being
deployment related.

Measure 3 = Implementation in the Electronic
Record

. What was the methodology?

The study population included all SADR visits
from Fiscal Year 2002 (FY02) that had an ICD-
9.CM code (V70.5_6) that indicated the visit was
deployment related. These visits were examined to
identify patterns of diagnoses that could be related to
deployment concermns.

What were the results?

The V70.5_6 code was used in the coding of 2,215
of the approximately 31.5 million outpatient visits
during FY02. Of the 2215 outpatient visits with the
Y code, the V code was used as a primary diagnosis
for 73 percent of the visits and as secondary diagnosis
for 27 percent of the visits, When coded as a primary
diagnosis, almost 84 percent of the visits were for
males and over 96 percent were for active duty. Asa

secondary diagnosis, almost 74 percent of the visits.
were for males and 85 percent were for active duty.

Over 95 percent all visits were at Army and Air Force

MTFs.

When the V code was the primary diagnosis, 324 visits
(20.1 percent) had a secondary diagnosis recorded.
Among the 324 visits with a secondary diagnosis
coded, 607 secondary diagnoses were recorded. Many
of the secondary diagnoses were not specific. Figure 2
displays all secondary diagnoses, which appeared 10
or more times out of the 607 secondary diagnoses.

Unspecified 71 ‘ 11,70
prophylactic measure
{(V07.9)

Medication education 69 11.38
(V65.49 1) -
Unspecified 55 9.06 |
administrative purpose
(V68.9)

Other counseling, not 50 8.24
elsewhere classified
(V65.49)

Person with feared 19 3.13
complaint in whom no
diagnosis was made

(V65.5)
Other ill-defined 12 1.98
conditions (799.8)
Termination 12 1.98
| examination (V70.5_9)
Pain in joint of lower 10 1651
leg (719.46)
Other diagnoses . 309 50.9

*Only diagnoses occurring 10 or more times are
listed individually in this figure.

When the V code was the secondary diagnosis (607
visits), the distribution of primary diagnoses was
consistent with previously reported deployment

7 ACS Federal Healtheare, Inc.
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related diagnoses, when apgregated into diagnostic
groups. See Figure 3 for the frequency of diagnoses
occurring in the four diagnosis groups with the
highest frequency of diagnoses.

Figure 3: Distribution of Priméry Diagnosis Groups
Associated with a Secondary Diagnosis of V70.5.6
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145 24.0

Factors Influencing
Health Status and
Contact with Health
Services (V01-V82)
Mental Disorders 139 23.1
(290-319)
Diseases of the 91 15.1
Musculoskeletal
System and
Connective Tissue
{710-739)

Signs, Symptoms 80 13.3
and IHl Defined
Conditions (780-799)
| Other Diagnosis 148 24.5
Groups

Conclusions and Recommendations

Implementation of the CPG is well under way in the
Direct Care System (DCS) as demonstrated by the
results of the following performance indicators:
e Seventy-eight percent of surveyed MTFEs
{(n=124) have reported implementing at least
part of the PDH CPG.

e An eighty-six percent implementation rate was
confirmed by record abstraction at the MTFs
visited{(n=78)

e Use of the V70.5_6 code for post-deployment
concern visits has been implemented
aggressively at selected MTFs since February
2002.

Based on the results of the FY02 study, the following
actions for FY03 are recommended:

o Monitor MTF=CPG implementation for a
second year, focusing on sites that did not
implement during FYO02.

o Examine available electronic data to evaluate
the prevalence, distribution, and timeliness of
treatment for post-deployment concerns.

o Evaluate the differences in V code use as a
primary and secondary diagnosis at high-
volame MTFs,

Studly Limitations

This study examined beginning implementation
of the PDH CPG. The study did not measure the
quality or completeness of the CPG implementation.
Additionally, the MTF implementation survey was
conducted after the records abstraction was completed,
hence the apparent discrepancy between reported and
documented implementation rates for the CPG.

Where to go for more information?
Army. COL Stacey Young-McCaughan

stacey. voung-meccaughan(
cen.amedd.army.mil

CDR Ken Yew

ksvewf@us.med.navy.mil

Lt Col Kimberly P. May

kimberlv.may@pentagon.afmil

Navy:

Alr Force:

Revised 13 May 2003
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Toracco Usk CrsSATION

In THE MiLITARY |

lEaLTH SysTEM (A

1S)

A National Quality Management Program Special Study

“Nineteen percent of study respondents were smokers. Fifty-two percent of smokers were advised to quit on one or

maore occasion.”

Why study Tobacco Use Cessation?

Despite widespread knowledge of the hazards associ-
ated with tobaceo use, smoking is common among the
United States adult population. More than 25 percent
of adults continue to smoke, while the Department of
Defense (DoD) Survey of Health-Related Behaviors
Among Military Personnel reported the prevalence
of cigarette smoking among military personnel to be
about 29 percent {DoD, 1998).

Tobacco use and its associated health and economic
burdens are growing concerns worldwide. Inthe U.S,,
cigarette smoking is the single most preventable cause
of disease, disability, and death. Smoking is respon-
sible for 87 percent of lung cancer cases and for most
cases of emphysema and chronic bronchitis. (CDC,
2002). In addition to the proven health risks to smok-
ers, exposure to passive cigarette smoke is associated
with elevated risks of cancer, coronary heart disease,
and other digeases (EPA, 2002).

What was the methodology?

Using data from the 2001 fourth quarter Health Care
Survey of DoD Beneficiaries (HCSDB), this study
examined the self-reported rate of smoking and the
rate of smokers being advised to quit smoking by a
health care provider. Although the HCSDB used the
Consumer Assessment of Health Plans (CAHPS®) 2.0H
jtems for smoking cessation, the survey administration
protocol was not the same as specified in the HEDIS
2002 Technical Specifications. Therefore, external
benchmarks were not available for comparison.

What were the results?

Nineteen percent of survey respondents reported to be
current smokers with 14 percent reporting daily use
of cigarettes. In comparison, similar studies suggest

smoking rates of approximately 25 percent for the
general population. Results were also compared for
gender, age, and race differences.

Approximately 50 percent of the cohort reported
smoking at some time in their lives. Only 30 per-
cent had quit, most over a year ago. Additionally, 20
percent of smokers had not visited a clinic in the past
year, Slightly more than half of the approximately one
million smokers were estimated 10 have been advised
to quit on at least one health care visit in the past 12
months. Additional details by gender, age and race are
below.

Geom
o  Fifty-eight percent of smokers were male, in
comparison to 51 percent of the non-smoker
group {Figure 1).

@  Forty-four percent of beneficiaries advised to
quit were women. In comparison, 40 percent
of the group not advised to quit were women

(Figure 2).

Figure 1: Smokers vs. Nonsmokers by Gender
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e  The MHS could consider contacting successful
quitters and recruiting them as mentors for per-
sons-irying to give up tobacco products.

o Redesign. HCSDB survey questions to better
capture required information regarding all
forms of tobacco use and efforts to help indi-
viduals to stop using this substance.

o Restudy tobacco use, prevention and cessation
efforts within the DoD afier the redesigned col-
lection instrument is fielded. This study should
measure the effectiveness of clinical practice
guideline (CPG) implementation and progress
toward the CDC goals listed above.

Study Limitations

o The survey dataset included only general
questions about cigarette smoking and did not
address use of other tobacco products.

e  While the survey did ask respondents whether
they were advised to quit smoking during the
previous year, it did not ask respondents to
specify in what context that advice was given.

o  Study results are not comparable to NCQA
HEDIS benchmarks. Although the study items
were taken from the Consumer Assessment of
Health Plans® 2.0H survey, the survey was not
administered using HEDIS protocols. Secondly,
this study examined all smokers regardless
of enroliment status. Finally, HEDIS defined
smokers included beneficiaries who were either
self-reported current smokers or recent quitters
(of less than 12 months duration); while in this
study, the cobort included only self-identified
current smokers.
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Air Force:
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Population Health Operational Tracking and Optimization
PHOTO Sample Reports |

Asthma Management (Continuous Enroliment)
Breast Cancer Screening (Continuous Enrcliment)
Cervical Cancer Screening (Continuous Enrollment)

Appendix E






Military Health System
Health Care Innovations
Innovations across the Military Health System during 2002 span a wide spectrum
of opportunities to improve individual care experiences and the overall population
health of all those for whom we offer health care. These innovations were exhibited in
a poster session at the 2003 TRICARE Conference. In addition, the complete abstracts
are posted on the TRICARE website of the Chief Medical Officer at

http://www tricare.osd. mil/OCMO at the Healthcare Innovations site. This site also

contains the archives of previously submitted innovations.

The following nine categories capture the majority of the innovations developed
by individuals, clinical departments, hospitals and clinics. Many of these innovations
represent creative approaches to longstanding challenges in making the most of our
resources and in truly meeting the needs of our patient i)()pulation, active and retired

members and their families.

Subject of Innovation l Command Sponsor

Improvement in Clinical Care

Shared Medical Appointments for weight

. Keesler Air Force Base
management for active duty members

Shared Medical Appointments — Drop-in | Eglin Air Force Base
Group Medical Appointments (DIGMA) Keesler Air Force Base

Open access chinic Hill Air Force Base

Direct access in Family Practice Clinic U. S. Air Force Academy, CO

Pharmacy Dispensing for After Howrs

. A ical Center, Ft. Carson, C
Clinic or Emergency Departiment rmy Medjcal Center, Ft. Car ©

Qver the Counter Medication U. 8. Naval Hospital Keflavik, Iceland
Protocol Driven Pharmacy Refill Clinic 1.5. Naval Hospital Keflavik, Iceland
Model Breast Cancer Care Naval Hospital Lemoore, CA

Team Approach to Quality Breast Care -

Gail Model Risk Assessment Naval Hospital Bremerton, WA

Model Ambulatory Procedures Unit U.S. Naval Hospital, Okinawa, Japan

Breast Cancer Risk Screening Naval Mospital Bremerton, WA
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User Friendly Clinical Inlake Assessment
Form (mental heaith sc1eenmo form)

Seymour Johnson Air Force Base "

Dental bus

520 Dental Squadron, Spagndahlem U.S.
Alr Force Base, Germany

Marketing Obstetrics

Naval Hospital Pensacola

Protocol Driven Pharmacy Refill Clinic’

U.S. Naval Hospital Keflavik, Iceland

Reconfiguration of Physical Therapy
Services

U.S. Naval Hospital Naples, Italy

Special Needs Access

TRICARE Southwest Lead Agent, San
Antonio, TX

Teledermatology

TRICARE Southeast Region Leaci Agent,
Ft. Gordon, GA

International SOS for ADSMS tlavehng in
remote Pacific countries

TRICARE Pacific Lead Agent

Brigade-Centered Care (US Naval
| Amdemy)

U. S. Naval Academy, Annapolis, MD

Medical Director

Patient Safety Program Tool Kit

U 5 Army Medlcﬂ Command Ft Sam
Houston, TX

Online Patient Safety Climate Survey

1.5, Army Medical Command, Ft. Sam
Houston, TX

Transcription services for providers

5% Medical Group, Minot AFB, ND

Dr. Armstrong Drills (preparation for
therapeutic communication and
application of physical restraints)

U.S. Naval Hospital Rota, Spain

Patient Safety Manager Database

U.S. Army Medical Command, Ft. Sam
Houston TX

Case Management Benefzc;ary Outcome
Study

TriWest Healthcare Alliance, Phoenix, AZ

Case Management Connection

TRICARE Management Activity Office of
the Chief Medical Officer

Disease-based Management

TRICARE Southwest Lead Agent, TX

Optimization of Case Management

Eglin AFB, FL.
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New Use for an Old Tool - CHCS as an

David Grant USAF Medical Center, Travis,
AFB, CA

Apphcat:on for Case Management
' & Patient:Education &

Self-Care: Inmahves

TRICARE On Line (TOL) Health
Information and Communication Portal

TRICARE Central Region, AZ
Naval Hospital Bremerton, WA

Health Promotion and Prevention Soldier
Self-Care Program

U.S. Army Center for Health Promotion
and Preventive Medicine, Aberdeen
Proving Ground, MD

Putting Medical Nutrition into Practice at
the Commissary

Naval Hospital Pensacola, FL

Naval Hospital Great Lakes, IL

Readiness Starts in the Galley

Ofitreach/Case finding/Population Health -

Strategic Alcohol Education Outreach
Program

1.S. Naval Hospital, Rota, Spain

Mental Health Outreach Program

U.S. Naval Hospital, Okinawa, Japan

Breast Cancer Qutreach

Keesler AFB, MS

Building Command Teamwork into
Command Fitness

Naval Medical Center San Diego, CA

Reproductive Health Outreach

Brooke Army Medical Center

Web-based Tobacco Cessation Support

Naval Medical Clinic Patuxent River, MD

Health Promotion Program Qutcomes &
Comprehensive Wellness Survey

Naval Hospital Lemoore, CA

Supporting Breastfeeding with Fulltime
Lactation Consultants

Naval Medical Center, San Diego, CA
T ——

DLETIC

Line Collaboration in Force Health
Protection

U.S. Army 1aduate ngram in Health

Administration

Regional Population Health Profile

TRICARE Southwest Lead Agent Medical
Director

Joint Services Installation Pilot Program -
template for equipment and training to
anticipate and respond to chemical,
biological, nuclear, and high yield
explosives

Center for Total Access, Ft. Gordon, GA

Enrollment and Healthcare Integration for
Naval Operational Forces

Naval Surface Force Atlantic Fleet Force
Medical Office Norfolk, VA

A Knowiledge Coupler for the Deployed

Environment

Center for Total Access, Ft. Gordon, GA
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Deployment Stress Kits

Seymour Johnson AFB, NC

Army Plan for Wellbeing

Army Office of the Surgeon Gen_erai

Medical Simulation System Evaluation
Combat Trauma Patient Simulator

Simulation and Training Command,
Orlando, FL

e-Health

Navy Environmental Health Center,
Portsmouth, VA

Basic Disaster Life Support and Advanced
Disaster Life Support Training, and
Combat Trauma Patient Simulator

Center for Total Access, Ft. Gordon, GA

Chemical, Biological, Radiation, Nuclear
and high-yield Explosives (CBRNE})

Naval Hospital Bremerton, WA

Readiness Training

Population Health Informatics Training

TRICARE Mid-Atlantic Lead Agent,
Norfolk, VA '

Dr. Armstrong drills to ensure safe
therapeutic physical restraint

e

Organizational transformation through

modeling of population health status of a

given region and determining appropriate
healthcare staffing and other resources

Naval Hospital, Rota, Spain

U.S. Army Medical Command, Ft. Sam
Houston, TX

Tracker for Patient Queries

Sierra Military Health Services, Baltimore,
MD

Medical Record tracker

U. . Air Force Base Aviano, Italy

Online Referral Request Form

Sierra Military Health Services, Baltimore,
MD

Orders, Referral and Authorization
electronic tracker

Sierra Military Health Services, Baltimore,
MD

TRICARE Southwest Lead Agent, 5an
Antonio, TX

Managed Care Optimization and analysis
tool for EUROPE and workload data

TRICARE Europe Lead Agent, Sembach
AFB, Germany

Automated Medical Surveillance &
Electronic Laboratory Surveillance

Navy Environmental Health Center,
Norfolk, VA

Teledermatology

TRICARE Southeast Region Lead Agent,

Fort Gordon, GA
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