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Statutory Requirement

Section 723 of the National Defense Authorization Act for Fiscal Year 2000,
Health Care Quality Information and Technology Enhancement, requires an annual
report to Congress.

“(e) ANNUAL REPORT - The Assistant Secretary of Defense for Health Affairs
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

Overview 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?
2. How does the healthcare system function with respect to performance
improvement efforts relating to process and clinical cutcomes?
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 thé 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




related to varying state licensure requirements and the timing of licensure
activities which to some extent conflict with officer accession and assignments
and is not a reflection on the quality of the providers.
Medical/Dental Board Certification: The proportion of military physicians
and military dentists who have achieved board certification status exceeds
civilian norms, attesting to the high qualifications of military providers.
Ninety-three percent of board eligible military physicians are board certified,
the highest recorded rate for DoD. More than 62 percent of military dentists
are board certified.
Graduate Education 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.
DoD Risk Management Activities and Participation in the National
Practitioner Data Bank (NPDB): Pajd malpractice claims on behalf of military
providers were fewer in number for FY 2002 as compared to FY 2001, and
paid malpractice 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 reports for providers who have had their privileges to practice altered.
. Joint Commission on Accreditation of Healthcare Organizations (JCAHO} -
Accreditation Status: All military hospitals, clinics and laboratories retain
JCAHO accreditation, and cumulative grid scores match or exceed those of

civilian institutions nationally.




10.

Network 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.

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 concerns. Only small numbers
of medical necessity denials are appealed to KePRO, and a majority of these
are upheld.

DoD Patient Safety Program: The DoD Patient Safety Program continues to
mature. Non-attributional reporting is a fundamental component of this
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.

The Pharmacy Data Transaction Service: This initiative has 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.

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

claims resulted in savings to the government of nearly $2,300,000 during FY
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2002. The TMA PI department is nationally recognized for excellence and is
involved in educational activities across the nation.

Performance Improvement — Process and Clinical Outcomes

How the healthcare system performs in terms of process and clinical 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. Clinical Practice Guidelines: During FY 2002, the DoD/VA (PG working group
jissued one additional guide]iﬁe, Uncomplicated Pregnancy, and five toolkits,
Major Depressive Disorder, Substance Use Disorders, Post-Operative 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 strategies.

2. National Quality Management Program (NQMP) Clinical Quality Studies: In FY
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
where appropriate. The DoD results reveal some decrease in performance,
compared 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, due to dental classification, strategies to address these discrepancies
are being introduced.

4. Preventable Admissions: Preventable admission rates for the active duty forces
are excellent in comparison to civilian norms; rates for non-active duty enrollees
are comparable to, or slightly better than civilian norms. 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; asthma, 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. 55 per 100,000; congestive heart failure, 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 Department’s COE program is moving toward
adoption of and integration with, similar VA programs designed to assess and
improve surgical quality of care performance over time.

Beneficiaries’ Perspectives on Quality of Care

The final section of this report portrays the perspectives that our DoD
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




proprietary contractor developed surveys as part of the TRICARE dental insurance
contracts.
Key findings:

1. Beneficiary Health Plan Ratings: Beneficiary health plan ratings continue to
improve in all beneficiary categories and are approaching civilian norms.

2. Beneficiary Ratings 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
services continue to improve and approach civilian norms.

4. Dental Surveys: Satisfaction with dental care and services remains very highin
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 retiree dental insurance program. We are
assessing satisfaction changes with the implementation of the new TRICARE
retiree dental plans in 2003. Utilization of dental services by beneficiaries who
have subscribed to both of the TRICARE dental insurance programs matches or
exceeds civilian norms.

Summary
The MHS provides 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 plans, though
desirable, are confounded by the complexity and geographic scope of our program.
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.




FOUNDATION FOR PROVIDING HIGH QUALITY CARE

This section of the report describes the structural components of quality
assurance and risk management that provide the foundation for 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.

Medical Staff Licensure
DoD Directive 6025.13, “Clinical Quality Management Program (CQMP} in the

Military Health Services System’, July 20, 1995, requires that all physicians 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 difficulties regarding licensure for new military providers.
The first is the requirement by some states to 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 training programs; the blue shading




reflects physicians with licenses. The term post-graduate year (PGY) refers to the
Graduate Medical Education (GME) training programs. Fellowship training is

additional experience following a full GME residency program.

TABLE 1 - Status of Licensure of Military Physicians

DoD FY 00 FY 01 FY 02 % Total
AD physicians with unrestricted license 9548 9587 9351 88%
AD physicians - licensed wnh wawer 810 936 824
.AD physicians - no license - . . 57 1506 1314 1382
Post-graduate year (PGY) 1 747 688 747
PGY ~ 2 504 430 489 ,
PGY>2 112 80 22 10.5%
Fellowship training 25 11 1
General Medical Officers (GMO) 105 100 82
" Residency trained but unlicensed - 10 3 40 1.1%
Special Oklahoma license 2 2 1
Other 1 0 0
Total 11864 11837 11557 100%

Fighty-eight percent of all AD physicians possess full unrestricted licenses or
retain approved waivers. The vast majority of DoD physicians without a license are
either still in Post-Graduate Year -1 (PGY-1) and not eligible for licensure, are in PGY-2,
PGY-B, post-doctoral fellowships, or serving as General Medical Officers (GMOs) in
operational assignments. There are 40 recently accessed physicians who are fully
trained and in the process of obtaining full unrestricted licenses and one physician with
a special Oklahoma license who is no longer engaged in clinical medicine. Thus,
approximately 99 percent of military physicians are licensed or in GME training; and,
approximately one percent of physicians not in training are unlicensed.

No unlicensed physician is providing independent medical care to DoD
beneficiaries. Those who are unlicensed, but still in training, are supervised by licensed
attending physicians. Those physicians who are unlicensed, but not in training, can
only provide medical care under a defined plan of supervision by a licensed physician

while working through the license application process.




BOARD CERTIFICATION

Board Certification is not a DoD requirement. As an incentive, board
certification pay is offered to all physicians. Figure 1 displays board certification rates
of DoD physicians for FY 2000, 2001, and 2002. The calculation is based on a |
denominator of all active duty physicians who were fully trained and quaiified during
these time frames. Physicians in training, general medical officers, flight surgeons and
" undersea medicine physicians who have not completed residency training are excluded.
The DoD rate of board certification is slightly higher than the national rate reported by

the American Medical Association,

TRICARE Military Physicians
Board Certification Rates
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FIGURE 1 — TRICARE Military Physicians — Board Certification Rates




GRADUATE MEDICAL EDUCATION ACCREDITATION
All DoD Graduate Medical Education (GME} programs for which an accrediting

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

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

GME Program Accreditation
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FIGURE 2 - GME Program Accreditation
DENTAL LICENSURE

DoD requires all Active Duty dentists to obtain dental licenses within the first
year of active service. Although many dentists are accessed before they have completed
the licensure requirements, those without licenses practice under the direct supervision
of licensed dentists. A small number of dentists in initjal 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

Fr 01 FY 02
Dentists on Active Duty (AD) 3352 3256
Dentists with a state license 3318 3226 | 99.1%
Dentals in initia! entry GDE programs without licenses 23 20
Penti:sts on AD less than one year without a Jicense (not 1 9 0.28%
in residency programs) 1 A
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BOARD CERTIFICATION

DoD does not require board certification for dental officers. Board certification
pay is an incentive for dentists who have completed GDE. In general, civilian dentists
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 patients 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
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FIGURE 3 — TRICARE Military Dentists - Board Certification Rates
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DOD RISK MANAGEMENT AND PARTICIPATION IN THE NATIONAL PRACTITIONER
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 has 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 Practitioner Data Bank,
maintained by the Depariment of Health and Human Services.

External Data Review

In 1998, DoD began a program of external review of DoD malpractice cases by
the Keystone Peer Review Organization (KePRO). Cases where the internal reviews
determined that the standard of care (SOC) was met or cases that involved a system
problem (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
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DoD Health Affairs, TRICARE Management Activity, the three military Services, the
Do Office of the General Counsel, the three military Judge Advocate Generals (JAGs),
the Department of Justice, and the Armed Forces Institute of Pathology Department of
Legal Medicine. The major activities of the RM Committee have been oversight of DoD
participation in the NPDB, the monitoring of the external Peer Review Program of
certain DoD malpractice cases, and 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.
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TABLE 3 - Reports to the NPDB 1997 - 2002

Year DoD Providers Reported DoD Providers Reported for
for Malpractice Payments Clinical Privileging Actions

1997 46 58

1998 146 54

1999 101 38

2000 77 29

2001 143 40

2002 105 33

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.

TABLE 4 — DoD Malpractice Reports to the NPDB for CY 2002 by Profession of Licensure

Number | Percent
Allopathic Physician 82 78
Registered Nurse 10 9
Nurse Practitioner 4 4
Osteopathic Physician 3 3
Physician Assistant 2 1
Dental Resident 2 1
Pharmacist 1 1
Nurse Anesthetist 1 1
Nurse Midwife 1 1

The NPDB Public 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.
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TABLE 5 - Categories of DoD Malpractice Reports to the NPDB CY 2002

Act or Omission Number Percent
Diagnosis related 38 36
Obstetrics related 19 18
Surgery related 15 15
Treatment related 13 13
Miscellaneous 9 9
Medication related 7 7
Equipment related 2 2
Anesthesia related 0 0
Monitoring related 0 0
Total 105

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

DoD 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
specialty. Obstetrics and gynecology (OB/GYN) had the largest 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 — Primary Clinical Specialties for Paid DoD Claims - Standard of Care Not Met Cy 2002

Specialty SOC Not Met (No. of Cases) Amount Paid (Millions of Dollars)
OBGYN 21 16.8
General Surgery 17 5.6
Family Practice 8 3.7
Pediatrics 7 12.9
Internal Medicine 5 1.3
Radiclogy 5 1.6




Treasury Payment Data

Figure 4 represents the number of DoD paid medical malpractice claims for 1997
through 2002. The data do not include foreign claims under $100,000 dollars paid
under the Military Claims Act or small payments under $2,500 dollars paid under the
Federal Tort Claims Act. It does include the great majority of DoD malpractice
payments, however. Last year there were 222 paid medical malpractice claims, though

the average number of paid claims per year is 280, with some year to year variability.

MNMumber of Paid
MMedical Malpractice Cases
ADD7-2002
400 —' 349
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299 288
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FIGURE 4- DoD Medical Malpractice Paid Cases 1997-2002

6 year average = 280 cases/yr.
Table 7 compares the rate of malpractice payments per facility in DoD with

national data over a six year period. DoD is comparable with the national non-DoD

reporting experience.

TABLE 7 ~ Rates of Medical Malpractice Payments per DoD Fadility
Compared with Non-DoD NPDB Data 1997-2002

Rate of Malpractice Payments per Facility
No. DoD Paid Claims | Rate | No.Non-DoD Payments | Non-DoD Rate
1997 294 2.8 18,277 3.1
1998 288 2.7 17,671 3.0
1999 349 3.8 19,008 3.3
2000 255 3.3 19,439 3.6
2001 272 3.7 20,623 3.6
2002 222 3.0 NA NA
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Recent Developments and Future Plans
In addition to its participation in the NPDB and the continuation of the KePRO

external review program, DoD has worked over the years to steadily improve its
primary risk management research tools, the malpractice and adverse action clinical
privilege databases. These two databases have provided a great deal of clinical
information regarding DoD medical malpractice experience and the types of adverse
privileging actions in DoD. These two databases are being converted into the
Centralized Credentials Quality Assurance System (CCQAS). This will greatly expand
DoD’s ability to analyze more information in a more timely fashion using this web-
based system. A Disability Module in CCQAS also has been recently developed to
capture injuries to active duty patients due to substandard medical care. This program
is being evaluated to facilitate the ability of the Department’s disability systems to send
suspected cases of substandard medical care to the Risk Management Offices of the
respective Services. The system will also enable us to estimate the proportion of
medijcal malpractice cases related to care provided to active duty service members
(ADSMS), whose exclusive remedy for disability compensation, under the Feres
doctrine, is the disability system. Finally, the use of the NPDB Public Use File for DoD
historical information should prove useful to our analysis of malpractice cases.

JOINT COMMISSION ON ACCREDITATION OF HEALTHCARE ORGANIZATIONS (JCAHO)

AND ORYX®
In the United States, the JCAHOQ is the nationally recognized organization that

surveys healthcare institutions based on published criteria and awards accreditation
based on the onsite surveys conducted at least every three years. Typically, survey
scores for military treatment facilities (MTFs) exceed 90 (out of a possible score of 100).

JCAHOQO is implementing a new accreditation process, which will move toward

17




conducting unannounced surveys beginning in January 2006. The intent of the

accreditation process 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 functions.

The accreditation scores for the MTFs are compared to non-DoD facilities in the

following tables. The average JCAHOQO 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 Compliance with JCAHO Standards - Hospitals - CY 2000 - 2002

Average JCAHO Scores for DoD Hospitals
Year 2000 2001 2002
DoD Hospitals 92 (24) 92.6 (34) 92.8 (22)
Non-DoD Hospitals 90.8 (1513) 91.3 (1508) 92.4 (1543)

TABLE 9 ~ DoD Compliance with JCAHO Ambulatory Care Standards — CY 2000 - 2002

Average JCAHO Scores for DoD Ambulatory Care Clinics

Year 2000 2001 2002
DoD Ambulatory Care 96 (22) 93.8 (26) 94 (23)
Non-DoD Ambulatory Care 93.3 (396} 93.6 (539) 92.9 (438)

TABLE 10 - DeD Compliance with JCAHO Behavioral Health Care Standards - Cy 2002

Average JCAHO Scores for Behavioral Health Care CY2002

DoD Behavioral Health

96.8 (31)

Non-DoD Behavioral Health

93.6 (562)

Table 11 — DoD Compliance with JCAHO Laboratory Standards — CY 2002

Average JCAHQ Scores for Laboratory Accreditation CY 2002

DoD Clinical Laboratories

96.9 (7)

Non-DoD Clinical Laboratories

94.9 (1038)
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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

Ove_rall Grid Score:

Ambulatory Behavioral = Hospital Laboratory
Care Health

B DoD B Non-DoD

Figure 5 — JCAHO Aggregate Compliance Data DoD vs. Non-DoD CY 2002

ORYX®

ORYX® is the name of the JCAHO 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.
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OVERSIGHT OF CLINICAL QUALITY AND UTILIZATION FOR PURCHASED CARE.

Oversight of clinical quality and utilization in the purchased care sector is
primarily provided through the Managed Care Support Contractors (MC5Cs). The
regional TRICARE Lead Agent staff monitors contractor performance, and the National
Quality Monitoring Contractor, the Keystone Peer Review Organization (KePRO),
provides an external review of clinical quality and utilization of healthcare.

Network Quality Assessment Programs

Data from regional quality oversight efforts are not tracked centrally due to
variances across the contracts. This will be rectified in the new TRICARE contracts
slated for implementation in 2004. Currently, MCSCs manage the healthcare delivery
and monitor the quality of care provided within the TRICARE regions. The Designated
Provider (DP) program provides care separately to a very small subset of beneficiaries.
MCSC and DP quality oversight processes are similar. Each MCSC maintains a
comprehensive Clinical Quality Management Program that directs the monitoring of
both institutional network providers and individual network providers. Purchased care
overseas is not under the oversight of managed care support contractors, and the
monitoring of the quality of care provided in the purchased care sector overseas is less
structured. Evolving strategies for assessing civilian care overseas are highlighted later
in this section of the report. |

Verification of Credentials

A fundamental network quality activity is the assurance that competent,
qualified providers constitute the preferred provider organization (PPO) networks.
DoD requires that no fewer than 85 percent of audited files shall be in full compliance
with all provider file requirements. An assessment of contractor performance regarding
compliance has revealed inconsistencies and deficiencies of varied kinds. These were
identified by Lead Agent clinical staff during FY 2002 and confirmed by a TRICARE

Management Activity (TMA) directed audit in the autumn of 2002. The findings were
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shared with the MCSCs resulting in corrective action plans. Primarily, discrepancies
related to non-compliance with the contractual requirement for a two year re-
credentialing cycle. All regions now report considerable progress toward resolution of
outstanding discrepancies and some regions report no significant problems at the
present time. Hence, timely audit and oversight resulted in improvements in processes.
With the implementation of healthcare delivery under the new TRICARE contracts,
credentials review is moving to a three year cycle in order to align with current industry
practices and will be monitored by national accrediting agencies.

Other Elements of Quality Oversight

MCSCs are required to assess complaints and grievances submitted by
beneficiaries, to perform quality of care studies to improve services and to evaluate
Potential Quality Incidents (PQls). PQI reviews are examinations into variances from
expected provider performance and clinjcal care outside the parameters of
professionally recognized standards. PQls are identified by varied mechanisms most
closely linked to utilization review processes and are based upon indicators of
performance selected by the contractors or commonly applicable across the industry. In
addition, PQIs identified by the KePRO external review process are submitted to the
MCSCs for analysis and action. Through a systematic review of PQls, validated quality
of care incidents (Qls) are identified. Each QI determination is reflected in the network
provider credentials files. Recurrent instances or severe incidents with patient harm
may be the basis for provider counseling, removal from the network and/or reporting to
state licensing authorities. This is very rare in our system. For institutions with a
substantial number of Qls, corrective action plans (CAPs) are developed to correct the
root causes of variations. Plans also include guidelines for monitoring to assure that

changes in practice or behavior have occurred.




Future Program Enhancements

Under the next generation of TRICARE contracts all health service support
contractors will be required to obtain network accreditation by one of the nationally
recognized accrediting agencies. These accrediting agencies have rigorous standards
and measurement parameters linked to credentials management, assessment of quality
performance, healthcare resource utilization and beneficiary satisfaction. The
application of this requirement will standardize and improve the assessment of the
quality of health care provided across our networks and move toward the achievement
of comparability of oversight recommended by the DoD Healthcare Quality Initiatives
Review Panel in its report to Congress, 2001.

NATIONAL QUALITY MONITORING CONTRACT PROGRAM

The National Quality Monitoring Program (NQMC) meets the external peer
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 Activity and the Lead Agents by providing an independent
impartial evaluation of the health care provided to the TRICARE beneficiaries in both
the direct and purchased care components of our program by:

. Validating utilization management decisions;

« Monitoring the quality of care provided;

. Providing an external second level review 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 percent 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 H5SCs or DPs.

Rates of Potential Quality and Utilization Concerns
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FIGURE 6 ~ Rates of Potential 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-
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annual reports (2001-2002) the figures were generally stable. The most recent variance
noted with the 10* semi-annual report (specifically, an increase in mental health
concerns) has not been explained, and will serve as the basis for more in-depth analysis.
The observed rates are not unusual in the healthcare industry and represent only
potential concerns, often not validated on further reviews. It is important to note that
the providers of care for TRICARE beneficiaries reflect a cross-spectrum of providers,
are the same providers servicing Medicare and private carrier beneficiaries, and are not
specifically under the control of our contractors. Thus, the data should be viewed in the
broader context of the quality of health care and utilization reflective across the
spectrum of the American healthcare industry, not merely of TRICARE providers.
KePRO is not aware of any data which would portray TRICARE providers as some
particular and different subset of the national healthcare provider pool.

Medical/Surgical Length of Stay Potential Concerns

The rate of length of stay concerns has remained fairly constant over the 5 years

of the KePRO contract as reflected in Figure 7; averaging between 1-3 percent generally.

Length of Stay Potential Concern Rate
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FIGURE 7 - Medical/Surgical Length of Stay Potential Concern Rates
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These data reflect excellent performance. Most length of stay concerns are for
prolonged stays and these, where present, have averaged just less than two days. Itis
important to bear in mind that reimbursement is limited by Diagnosis Related Group
(DRG) caps, so hospitals actually lose money by keeping patients in longer than
anticipated unless the DRGs are modified to reflect outlier events.

Admission Denial Disagreements

Under the TRICARE program non-emergency admissions are subject to medical
necessity preauthorization. Figure 8 demonstrates that there is very little disagreement

between MCSC and DP determinations and those of the external peer review process.

Admission Denial Disagreements
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FIGURE 8 - Admission Denial Disagreements over Time

The initial disagreement rate of 10 percent has come down considerably, and the
observed increase in the 10™ semi-annual report requires further confirmation over

time. The contractor has been advised of our concerns and an investigation is ongoing
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at the present time. More broadly, there appears to have been a drop of nearly 40-50
percent in admission denial disagreements over the duration of the KePRO contract.
The actual number of disagreements is small (note the total number of disagreements in
parentheses in Figure 8).

Level of Agreement with KePRQ Determinations

An important measure of the integrity of the contractors quality and utilization
administrative processes and the validation of this by the external peer review process
is the close rate of agreement between the Health Service Support Contractors and

KePRQ when issues related to utilization or quality are examined, as reflected in Figure

9.

Contractor Agreement with KePRO Quality and
Utilization Determinations Chi Square <.0001
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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.
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Appeal Decisions

When the MCSCs or DPs deny care based upon a determination that 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 be initially denied based upon non-
compliance with standardized, nationally applied utilization review criteria as required
contractually. Of that proportion, about one-third are subsequently approved by the
MCSCs on reconsideration, usually because additional information is provided which
justifies the interventions. A small proportion are subsequently appealed 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, B Upheild
38.70% “Upheld, B Reversed
53.40% ® Modified

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 leve! of medical care or

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

27




QUALITY OVERSIGHT OF PURCHASED CARE IN EUROPE

TRICARE Europe’s area of responsibility covers all of Europe, including Russia,
the Middle East countries, and Africa. More than one-third of hospital admissions and
greater than 10 percent of outpatient visits occur in host-nation settings in locally
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 oversight of quality.

The TRICARE Europe Office (TEO) has embarked on a strategic initiative to
improve quality of care monitoring for care provided in host-nation settings. An
increased reliance on the network resources, especially in times of contingency support
when network utilization may increase, makes it even more important that the TEO
emphasize quality of care monitoring in the host-nation.

During the summer of 2002, the TEQO surveyed all MTFs in the region and
catalogued how each MTF currently conducts quality of care monitoring in four
different domains including inpatient settings, outpatient settings, network
management/oversight and patient satisfaction. 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;

« Outpatient facility site visits;

» Inpatient monitoring;

+ PPN consult reviews;

« PPN oversight function; and,




+ Patient satisfaction monitoring.

The policy was designed to standardize data collection in each domain, while
preserving {lexibility for MTF commanders 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 regard to quality and consistency of care.

TRICARE Europe will have unique challenges monitoring quality indicators via
claims data because of the variability in data quality provided but is committed to this

initiative.




THE DOD PATIENT SAFETY PROGRAM
Ensuring patient safety is a high priority of the Department. During FY 2002, the

DoD Patient Safety Program (PSP) experienced significant growth, shifting from a
conceptual to an operational mode. Administration, coordination, budget, contract
management and oversight of the DoD PSP shifted to the TMA, residing within the
Patient Safety Division of the Office of the Chief Medical Officer. The DoD Patient
Safety Center (PS5C), previously known as the Military Health System PSC, within the
Armed Forces Institute of Pathology (AFIP) focuses on the management and analysis of
the Patient Safety Registry/Database and reports data to the PSP office on a quarterly
basis. The Uniformed Services University of the Health Sciences (USUHS) Center for
Education and Research in Patient Safety (CERPS) focuses on patient safety education
and research for continuing education. Finally, the MHS Patient Safety Working Group
was transformed into the DoD Patient Safety Planning and Coordination Committee
(PSPCC) with representation from all the Services, Health Affairs (HA), TMA, CERPS,
P5C and ad hoc representatives from the VA and the DoD Office of the General
Counsel. The Chair of the PSPCC reports to the Patient Safety Executive Council
(PSEC), chaired by the Chief Medical Officer, TMA. Members of the PSEC include the
Service Surgeons General, the President of the Uniformed Services University of the
Health Sciences (USUHS), the 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
received 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.
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TABLE 12 - Categories of Patient Safety Events FY 2002

Calegories of Events Near Miss Adverse Event SACs #Grand | % Grand | % Category | % Total
SAC1 SAC2 SAC3  Sentinel | Total Total Near Miss | Near Miss

Medication Errors/MEDMARX Svystems 2031 676 31 0 0 2738 59.47% . 74.18% 77.82%
Miscellaneous 24 121 Q 0 0 150 3.26% 16.00% 0.92%
Discrete Reportable Events

Assault 0 3 0 0 3 0.07%

Consent Issues 15 5 0 20 0.43%

Delay in Diagnosis or Treatmenlt 34 150 12 2 0 198 4.30%

Documentation 17 13 1 0 0 31 0.67%

Elopement 15 51 0 0 0 56 1.22%

Environmeni of Care 14 20 0 0 0 34 0.74%

Equipment Related 18 62 ¢ 0 0 80 1.74%

Identification Problems 4 8 0 0 0 12 0.26%

Infani o Wrong Family 0 1 0 0 . 0 1 0.02%

Infant Abduction 0 0 0 0 g 0 0.00%

Laboratory 365 167 5 0 0 537 11.66%

Nosocomial Infection 1 11 0 0 0 12 0.26%

" trics 1 17 6 0 0 24 0.52%

icipated Full-terim Infant Death a 0 O 0 0 0 0.00%

Operative/Other Procedure Related 27 157 14 0 1 199 4.32%

Patient Falls 6 199 17 0 0 222 4.82%

Patient Injury in Restraints 0 2 0 o 0 2 0.04%

Patient Suicides/Attempts 12 0 0 0 15 0.33%

Patient Suicide * 0 2 0 2 0.04%

Policy and Procedures 47 10 0 0 63 1.37%

Radiology 1 0 0 18 0.39%

Rape 0 Y 0 0 0 0 0%

Staff Injuries 33 109 8 0 0 130 2.82%

Transfusion Errors 6 39 2 0 0 47 1.02%

Hemelvtic Reaction 4 0 0 0 0 0 0%

Visitor Injuries 0 5 G 0 0 5 0.11%

Wrong Site Surgery 3 1 1 0 0 5 0.11%

Total Events Minus Med Errors & Misc. 555 1079 77 4 1 1716 37.27%
GRAND TOTALS 2610 1676 113 4 1 4604 100%

* Patient Suicides reported as SAC3 Nen-Sentinel because these events actually occurred outside the hospital setting,.
po > P &
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“Near miss” events are potential adverse events that have not yet harmed or
reached the patient. “Near misses” reveal many of the vulnerabilities of healthcare
systems. If these vulnerabilities are noted and corrected, problems that could cause
serious harm can be averted before they ever do. The SAC, or Severity Assessment
Code, is an index to determine the severity of the event and its probability of
recurrence. Severity is divided into four categories - catastrophic, major, moderate, and
minor. Probability is also divided into four categories — remote, uncommon, occasional,
and frequent. In general, SAC 1 is an event which reached the patient but resulted in no
harm or minimal harm, while SAC 2, 3, or SAC 3 sentinel imply increasing levels of
harm and need for additional care as a result.

Nearly 60 percent of the events reported during the first ten months of the DoD
Patient Safety Program (PSP), were medication-related events. The other top reported
events were laboratory events, patient falls, operative or procedure events, and delays
in diagnosis. Just over half of the events reported, 57 percent, were near misses.
Medication-related events comprised 78 percent of the near misses. Figure 11 portrays
the distribution of severity of reported patient safety events. The vast proportion of
reported events, 97 percent, did not result in patient harm and were classified as near

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

leve] of care.

Distribution of Severity of Patient Safety Events
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FIGURE 11 - Distributicn of Severity of Patient Safety Events
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Enhancing Patient 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-
Jevel 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 MHS 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 movement 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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repository. Each MHS activity is required to receive additional standard codes for
warning messages and alerts generated from these transactions. During this process,
PDTS conducts 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
prescriptions to have a drug-drug interaction, therapeutic duplication, and earlier than
anticipated refills. The screenings also monitor for excessive or insufficient dosing, as
well as well as under- or over-utilization.

Wherever a patient’s prescription is filled within the MHS, the information about
that prescription is sent to the PDTS for clinical screening and stored in the central data
warehouse. From December 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 intervention 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. P1is 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.
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TMA PI provides technical 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 Department 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 Human Services, Federal
Bureau of Investigation, Defense Criminal 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
Course; the Federal Health Care Acquisition Conference, multiple Lead Agent
conferences; the orientation for the Lead Agent Medical Directors; the Department of
Health and Human 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 PI




priority. Toward this end, TMA PI staff members meet with the staff from the various
HA/TMA directorates to better integrate Managed Care Support Contractors (MCSCs)
and quality oversight with the work in TMA PI and Office of the Chief Medical Officer.

TMA Program Integrity Activity Report, 1999-2002
During 2002, TMA Pl opened 239 new cases, responded to 562 requests for

assistance, evaluated 201 new gui tam cases and closed 247 cases. A guitamis a
provision of the Federal Civil False Claims Act that allows private citizens to file
lawsuits in the name of the U.S. 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 Government 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 1999-2002

00

Quj-Tams - T 256 181 141 201
CivilCasesSettled =~~~ - 92 138 61 67
DoD Hotlines - e 32 11 31 12
‘Wnﬁ'en reqaests for.consul tahon,ncasé

5upport, or assistance from DCIS DOJ, and 584 600 532 562
otherlaw enforcement entities ' = .

Cases referred 1o DCIS - - 202 128 122 206
Cases referred to.Military Crunmal L 8 5 5 0
Investigative Offices :

,Balaf\c_g Biﬂ]lng and Violations of ° 57 29 o 56
Participation Agreement

Providers Sanctioned 2,976 2,709 3,756 3,582
TRICARE. dollgr; 1dennﬁed for recovery ‘ §2:9 $-1.?2 S:l I'.?_ $2.3 million
{Fiscal yeary - C million million million
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Thus far, 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 dolla.lrs 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.




Performance 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 objective of any CPG-based condition
management program is to expedite the diffusion of innovations in medicine. Expected
outcomes in the management of a specific condition are improved quality and cost-
effective care.

The Department of Defense/Veterans Affairs (DoD/VA) CPG initiative is in line
with the Institute 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 recommend the use of evidence-based clinical
practice guidelines: the Joint Commission on the Accreditation of Healthcare
Organizations, the National Council on Quality Assurance, the Institute for Healthcare
Improvement and the Healthcare Quality Forum. CPGs can assist in improving patient

safety, as described by the JOM in To Err is Human (December 2000), by decreasing

errors of omission and commission.

Ideally, CPGs are evidence-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 ancther. 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.

38




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. Appe