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EXECUTIVE SUMMARY
This report is in response to section 718(e)(2) of the National Defense Authorization Act
(NDAA) for Fiscal Year (FY) 2017 which requires the expansion of Virtual Health (VH)
services across the DoD Direct Care (DC) system and Private Sector Care (PSC) network.
Section 718 included a provision for a final report on the implementation of this expansion and
its impacts.
Since FY 2017, the Military Health System (MHS) has been working to centralize VH
management at the Defense Health Agency (DHA) and expand its VH capabilities across the DC
system in military medical treatment facilities (MTFs) and in the PSC network. MHS planning
efforts outline a path to integrate VH services into the overall health care delivery model to fully
leverage VH capabilities to enhance access to care, improve patient and staff satisfaction,
optimize patient outcomes and support a ready medical force.
DC VH execution includes synchronous and asynchronous patient-to-provider, provider-toprovider, and complex remote monitoring capabilities for use both in garrison and in operational
environments. The expansion of PSC VH has occurred during a period of transition from a
Managed Care Support Contract (MCSC) that preceded the NDAA for FY 2017, to one that
incorporates section 718 telehealth expansion requirements.
During the period covered by this report, the MHS experienced rapid growth in the use of VH
capabilities, catalyzed by the coronavirus disease 2019 (COVID-19) pandemic. The MHS is
leveraging lessons learned during the pandemic to expand VH programs, acquire effective
technology and develop standard workflows to resolve challenges, and increase adoption by
beneficiaries and staff. Most MHS VH care was delivered in the form of telephone calls and
video-based encounters. During the COVID-19 pandemic, telephone encounters increased 70
percent and video encounters, while only four percent of all VH clinical encounters, increased
250 percent. Most VH encounters were in primary care and specialty behavioral health, chiefly
because these specialties had the most experience in VH pre-pandemic. Due to the pandemic
and TRICARE policy waivers, PSC network clinical video care increased by nearly 800 percent
in FY 2020 during the COVID-19 pandemic. Active duty Service members (ADSMs) were the
largest recipient group of DC system encounters while retirees used VH the most in the PSC
network. This report also outlines MHS use of mobile health applications, secure messaging and
other VH capabilities to achieve goals.
The MHS VH capabilities supported readiness including to front line units. This was done by
providing VH-enabled readiness exams, on-site in military units, and VH-enabled provider-toprovide consultative services. These activities saved ADSM duty work days and avoided costly
aeromedical evacuation. VH complex real-time capabilities including Tele-Critical Care (TCC)
avoided unnecessary health care costs, improved clinical outcomes and, by keeping complex care
in MTFs, contributed to team-based readiness currency.
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SECTION A: INTRODUCTION
Definition of Telehealth. The 2018 MHS VH Strategic Plan defines telehealth as “the use of
telecommunications and information technologies to provide health assessment, treatment,
diagnosis, intervention, consultation, supervision, education, and information across distances.”
The 2018 MHS VH Strategic Plan notes there are many equivalent terms for telehealth including
“telemedicine”, “virtual health”, and “virtual medicine.” By convention, telehealth implemented
within the DoD DC system and in operational settings is typically referred to as “Virtual Health”
or “VH.” In order to maintain consistency with the non-DoD health care community, the term
“telehealth” is used within the TRICARE PSC network. In all DoD health care domains,
specialty telehealth is often indicated by appending the prefix “Tele-” to the particular specialty
service. This report will use the terms telehealth and VH interchangeably. The 2018 MHS VH
Strategic Plan also noted that VH utilizes a number of technology tools. Among these tools are
personal mobile devices such as smartphones and tablets. When used as a point of access to
communicate with providers, mobile tools fall firmly within the realm of VH. However, mobile
devices can also provide beneficiary or provider health education, and beneficiary health
tracking and self-management, both as a standalone capability and in combination with
connections to providers and the electronic health record. This broader utilization of mobile
tools is often referred to as “mHealth.” The growing use of mHealth will be considered later in
this report.
Background
NDAA for FY 2017. Section 718 of the NDAA for FY 2017 required expansion of telehealth
across the DoD’s DC system and PSC network to include use of mobile applications. Section
718 required that DoD use telehealth to: (a) improve access to primary care, urgent care,
behavioral health care, and specialty care; (b) perform health assessments; (c) provide diagnosis,
interventions, and supervision of care; (d) monitor health outcomes for beneficiaries with chronic
conditions; (e) improve communication between health care providers and patients; and
(f) reduce DoD and beneficiary health care costs where possible. Secure messaging was to be
used to improve access and reduce number of clinic visits. A combination of video, mobile
platforms, and remote monitoring devices were to be used to assess and evaluate symptoms,
diagnose diseases, supervise treatment, and monitor health outcomes. Additionally, TRICARE
was required to achieve coverage parity, standardizing payment for and incentivizing telehealth,
and reducing or eliminating copays for telehealth. The addition of the section 718 of the NDAA
for FY 2017 congressional requirement for extensive VH services across DC and PSC further
extended the mission and vision of MHS VH. Simultaneously other sections of the NDAA for
FY 2017 (e.g., sections 702 and 703), plus subsequent legislation, required the DHA to assume
authority, direction and control of MTF-based (i.e., non-“operational”) care. The net effect of
the NDAA for FY 2017 was a requirement for greatly expanded DoD VH care, delivered within
the context of a restructured MHS.
Implementation Begins with the FY 2018 MHS Virtual Health Strategic Plan. The FY 2018
MHS VH Strategic Plan was the first effort to combine Military Department (MILDEP) and
DHA VH efforts into a coordinated global MHS VH approach to care. The plan tied VH
expansion to the MHS Quadruple Aim and MHS Strategic Goals as depicted in Appendix C,
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Attachment 1. In support of its strategic goals, the FY 2018 MHS VH Strategic Plan contained a
series of tactical initiatives primarily aimed at implementation of different parts of section 718 of
the NDAA for FY 2017 as well as various MILDEP-based priorities. These initiatives included
expansion of synchronous (i.e., “real time”) VH, asynchronous (i.e., “store-and-forward” care
and consultation) VH, and Remote Health Monitoring (RHM; now referred to as Remote Patient
Monitoring, or RPM) for chronic conditions. Specifically targeted initiatives included expansion
of a Hub-and-Spoke TCC system, expansion of Remote Medical Imaging, and the development
of a multi-hub enterprise Virtual Medical Center (VMC), based on the Army’s VMC. The
MILDEPs combined their separate VH budgets under DHA to facilitate coordinated action in
pursuit of the Campaign Plan’s goals and initiatives. The strategic plan envisioned a planning
initiative to enhance support of MTF-based VH care for individual ADSM medical readiness,
deployment readiness of health care providers, and VH “reach back” capability from deployed
settings.
Implementation Plan - VH Functional Capability 39. DHA developed a plan to support the
transition of MTFs from MILDEP oversight to DHA’s authority, direction, and control based on
the requirements in the NDAA for FY 2017. The associated DHA Implementation Plan includes
a number of “Functional Capabilities” (FCs). FC 39 describes a Market-based, enterprisesupported VH system that will allow ADSMs, and other beneficiaries, to receive appropriate care
anywhere, anytime, deployed, in garrison, or in the community, while enhancing readiness,
improving quality of care, increasing care access, and reducing costs. The goal is to ensure that
clinical resources can be leveraged, via VH capabilities locally, regionally and globally. FC 39
capabilities included the VMC and VH Headquarters Governance; however, FC 39 also is being
integrated into the overall health care delivery model with VH as an enhancement to existing
capabilities.
VMC. The transition of the VMC from an Army VH coordinating asset into a single DHA VH
execution and execution support arm for both Market-based VH and the operational VH needs of
the Combatant Commands (CCMDs) is critical to the success of enterprise VH expansion. The
VMC will integrate with the general DC execution model to integrate geographically-dispersed,
enterprise-supporting VH components, support optimized, standardized VH provision across the
enterprise and use VH to effectively leverage clinical resources locally, regionally and globally.
The VMC also will provide a single point of MHS VH coordination for support of operational
health care, enabling providers and war fighters in the field to receive appropriate and timely
care and consultation, regardless of location or circumstance. The VMC will serve as the
primary enterprise VH execution support for the DC system. The VMC currently plays an
essential role in requirements gathering and coordination in accurately reflecting the needs of
providers and beneficiaries. The VMC coordinates both regionally-based and clinically-based
care including critical care, behavioral health and multi-disciplinary consultation. Through
integration into the overall health care delivery model and regional medical care hubs, VH can
support provision of care and consultation services to Markets/MTFs, and to CCMDs and
operational forces. Formal transition of the VMC from Army to DHA alignment is in progress;
however, the VMC already is executing MHS enterprise-wide support mission in partnership
with DHA in anticipation of its transition. The current VMC construct is at Appendix C,
Attachment 2.
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VH Headquarters Governance. FC 39 established DHA Headquarters VH governance, which
integrates key stakeholders into a VH Coordinating Group (VHCG) including: the Deputy
Assistant Director for Medical Affairs (MA), for guidance, quality management, competency
standards, requirements validation; the Deputy Assistant Director for Health Care Operations
(HCO) for execution and integration with the TRICARE network; Information Operations for
network support and cybersecurity; Health care Informatics (HI) for platform integration,
workflow, and digital engagement and Management/Component Acquisition Executive for
acquisition and life-cycle sustainment. The VHCG reports to the Patient-Centered Care
Operations Board (PCCOB), run jointly by MA and HCO, which monitors VH execution,
performance and informs the way ahead. The PCCOB reports to flag-level MHS governance
and is jointly led by MA and HCO.
FY 2021 – FY 2026 MHS VH Strategy. As the transition of all MTFs to DHA is completed
and due to the success and maturation of the VH program, the VH strategy is being integrated
into the overall health care delivery model supported by HI. VH lines of effort, goals and
objectives align with overall DHA goals, the health care delivery model, and the digital patient
engagement strategy. Detailed and robust lines of effort, goals, and objectives that align with
and support those of the DHA overall are presented in Appendix C, Attachment 3. Currently, the
DHA and MILDEPs are developing a concept of operations document including an
implementation plan for VH strategic goals and objectives. Main VH lines of effort are in
support of:
•
•
•
•

Great Outcomes: Improve availability and quality of health care for all beneficiaries
across time and geography.
Ready Medical Force: Leverage VH capabilities to expand and sustain operation medical
proficiencies.
Satisfied Beneficiaries: Leverage VH capabilities to safely maximize patient engagement
and convenience.
Fulfilled Staff: Enhance VH capabilities that efficiently utilize resources, integrate
systems and support future VH requirement development.

SECTION B: VH in the DC System
This report assesses the effect of VH in DC based on patient and provider satisfaction as well as
the effectiveness of VH to access health care services, frequency of use by covered beneficiaries,
productivity of health care providers, reduction in use of services in MTFs, the number and types
of appointments and any savings realized through use of VH, as applicable. The DC system VH
program is broken down into three main types of capabilities: patient-to-provider, provider-toprovider and complex, real-time monitoring.
•

Patient-to-Provider: Patient-to-provider capabilities include both synchronous and
asynchronous capabilities. Examples of synchronous capabilities include telephone visits,
video visits, the VIPRR and Tele-Behavioral Health (TBH) hubs and Tele-Dental
consultation. Asynchronous capabilities include secure messaging in TRICARE On-Line
(TOL), the patient portal of the new electronic health record, MHS GENESIS, and the
Nurse Advice Line (NAL).
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•

Provider-to-Provider: Examples of provider-to-provider capabilities include the
Advanced Virtual Support for Operational Forces system (ADVISOR) and the Global
Teleconsultation Portal (GTP). Other capabilities include Mobile Medic and
synchronous/asynchronous consultation such as tele-radiology and Project ECHO, which
is a structured, synchronous tele-mentoring program for providers.

•

Complex, Real-Time Monitoring: Complex, real-time monitoring capabilities include
TCC and RPM. Both TCC and RPM are discussed in detail later in this report.

DC Patient Satisfaction of Covered Beneficiaries with VH Services. DC patient satisfaction
is measured by the Joint Outpatient Experience Survey (JOES). Question 23 asks respondents to
rate their satisfaction with the overall visit. Figure 1 depicts for FY 2020 results pre-pandemic
(October 2019 – March 2020) to the last 6 months of the FY (April – September 2020). Results
demonstrate different rates of patient satisfaction, depending on the mode of delivery. These
differences demonstrate the importance of differentiating how care is delivered when assessing
patient satisfaction with VH services. Results in Figure 1 demonstrate patient satisfaction is
highest with video visits, followed by in-person visits. Lowest patient satisfaction is seen in
visits conducted via secure messaging. The proportion of responses from patients receiving inperson visits decreased from 98 percent of all responses to 66 percent at the height of the
pandemic. This change occurred because the DC system shifted to more virtual appointments
during the COVID-19 pandemic to minimize unnecessary exposure to the virus. This is
consistent with shifts to virtual care that occurred throughout the American health care sector. In
the first half of FY 2020, only 2 percent of responses were from patients who had a telephone
visit compared to 32 percent during the second half of the year. Satisfaction with the overall
visit increased in the second half of FY 2020 for each mode of delivery.
Figure 1: FY 2020 Overall Satisfaction by Mode of Care

DC Provider Satisfaction with VH Services. DHA sampled provider satisfaction with VH
services in the DC system twice during the FY 2020 – FY 2021 time frame. In summer FY
2020, DHA HCO developed and implemented a survey of DC providers regarding use of and
satisfaction with VH. Results demonstrated 2,705 of the 3,055 respondents (88.5 percent)
reported use of some form of VH care during the COVID-19 pandemic. As depicted in Figure 2,
nearly half of survey respondents, who had provided some form of VH care, identified the
telephone as the most useful modality; 35 percent reported video care to be most useful; and 15
6

percent had no preference between the telephone and video. This result may be due to the
greater historical use of the telephone, especially in primary care, to conduct VH visits and also
to its relative ease of use. DHA expects that video visit use will increase with the
implementation of the new, enterprise DHA video visit capability, which is integrated into MHS
GENESIS.
Figure 2: DHA HCO VH Provider Survey on Usefulness of Technology

DHA fielded the Virtual Health Amenable Conditions Survey in June 2021, which queried DC
primary and specialty care, and multi-disciplinary clinical community leaders, regarding their
perceptions of VH and the diagnoses and clinical procedures that they felt would be most
amenable to VH care. In this survey, VH was defined as care that was video-based and
synchronous. Overall, the results demonstrate the significant impact of clinicians’ prior VH
experience on their perceptions of VH. Figure 3 compares the perception of VH between
respondents with or without VH experience. Of respondents with no VH experience, 37 percent
rated their perception of VH as good and none rated their perception of VH as Very Good. In
contrast, 54 percent of respondents with VH experience rated their perception of VH as Good or
Very Good.
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Figure 3: DHA Virtual Health Amenable Conditions Survey

The two DHA surveys, as well as the RAND Corporation report on MHS Telebehavioral Health
asked providers to assess key barriers to VH utilization in the DC system. Appendix C,
Attachment 4 depicts results from the three surveys. Results demonstrate the most frequently
cited barriers to VH utilization include: technical and equipment issues; need for clear standard
guidance; need for better virtual training for providers and support staff; and integration issues
with the Electronic Health Record (EHR).
DC Patient-to-Provider Capabilities. Examples of patient-to-provider synchronous VH
capabilities include telephone and video visits by MTF providers, the VIPRR clinic and care
delivered through the TBH hubs.
DC Telephone Visits. The most widely used VH capability to date is the telephone,
representing over 96 percent of all patient-to-provider, synchronous VH visits in MTFs. To
further encourage the use of VH, DHA guidance on access to care released in FY 2018
encouraged delivery of at least 20 percent of all visits virtually, if clinically appropriate, for both
assessment of new acute and routine health care conditions and clinical follow-up of existing
health care concerns. In FY 2020, the number of DC visits accomplished using the telephone
increased almost 70 percent, compared to the previous year, seen in Figure 4.
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Figure 4: Telephone Encounters

DC Telephone Visits by Specialty and Beneficiary Category. Primary care providers used the
telephone the most; however, behavioral health (BH) increased the total number of telephone
visits by 98 percent compared to 69 percent overall. The number of unique patients receiving
telephone visits and visits per unique patient increased in primary care, BH and specialty care.
Telephone visits, unique patients and visits per unique patient are depicted in Figure 5 below.
Detailed data by individual specialty is provided in Appendix B.
Almost half of telephone visits were delivered to ADSMs. Active duty family members
(ADFMs) and Retirees/Family Members had 20 percent and 32 percent of telephone visits,
respectively. ADSM telephone visits increased the most, by 88 percent between FY 2019 and
FY 2020. A graph of telephone visits by beneficiary category is at Appendix C, Attachment 5.
Figure 5: Telephone Visits, Unique Patients and Visits per Patient

DC Video Visits. Video-based visits increased 250 percent compared to the previous year, as
depicted in Figure 6. Synchronous video-based care can take a number of forms, ranging from
webcam and software-based (or mobile device-based) “conversational” video, to desktop or
room-based in-clinic videoconferencing, to multi-function telemedicine carts supporting remote
physical examination for multiple medical specialties. Through FY 2019, the DoD had no
sanctioned enterprise-wide clinical video capability that would reach beneficiaries at home or on
their mobile devices, with the exception of those ADSMs who had a camera equipped
government-issued computer with Virtual Private Network access to the DoD’s network. Prior
to the COVID-19 pandemic, DHA began to re-task certain business collaboration systems (e.g.,
CISCO CMS, Adobe Connect) to allow for initial clinical videoconferencing to clinic and home.
During the COVID-19 pandemic emergency, in order to keep up with a rapidly growing need for
virtual services, DHA provided waivers to temporarily permit clinical videoconferencing to be
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conducted over certain commercially available platforms (e.g., Apple FaceTime, Google Duo,
Microsoft Skype).
Although many clinical services can be delivered appropriately via telephone with simple
clinical interview, history taking, and review of the clinical record and laboratory values, some
aspects of clinical evaluation and use in some specialties are limited by the lack of a visual
modality. The DoD is currently in the process of executing a contract and distribution plan for a
system-wide industry standard clinical video platform, MHS Video Connect (MHS VC). MHS
VC will provide secure clinical video between clinicians and beneficiaries in clinic settings,
home, and community. MHS VC works across both DoD legacy systems and MHS GENESIS.
DHA has successfully concluded a pilot at eight MTFs and is now planning to expand MHS VC
across all U.S. MTFs by the end of Calendar Year (CY) 2021. Overall, video visits increased by
250 percent as shown in Figure 6.
Figure 6: Clinical Video Encounters

DC Video Visits by Specialty. In FY 2020, the most frequently used DC synchronous VH
encounters were for BH services. Video visits, unique patients and visits per unique patient are
depicted in Figure 7. Details by individual specialty are provided in Appendix B.
Figure 7: Video Visits, Unique Patients and Visits per Patient

DC Video Visits by Beneficiary Category. In FY 2020, 62 percent of video visits were
delivered to ADSMs. ADFMs and Retirees/Family Members each had 19 percent. ADSM video
visits increased the most, by 239 percent between FY 2019 and FY 2020, largely driven by its
use in BH. A graph of video visits by beneficiary category over time is at Appendix C,
Attachment 6.
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DC Video Visits by Sponsor Affiliation and Age. In FY 2020, Army ADSMs and family
members received 71 percent of all video visits, followed by beneficiaries associated with the
Navy and Marine Corps. Beneficiaries in the 25-44 years of age range had the greatest
proportion of video visits at 47 percent followed by 22 percent for those aged 18-25. The
distribution of video visits by age range is consistent with the overall DC population distribution.
Graphs of video visits by sponsor affiliation and beneficiary age category over time are at
Appendix C, Attachments 7 and 8, respectively.
DC Secure Messaging in MTFs. Asynchronous secure messaging is available through both the
TOL and MHS GENESIS patient portals. Secure messaging is a convenient means for
beneficiaries in the DC system to contact their primary care and other health care team members
asynchronously to discuss health care plans, get medical advice, arrange appointments and
referrals or discuss test results. Figure 8 below depicts patient-initiated secure messages sent to
health care teams at MTFs using the TOL Patient Portal. The secure messaging system in MHS
GENESIS is available to all beneficiaries empaneled to MTFs. Because DHA guidance
encouraging the use of secure messaging applies to all MTFs, secure messaging results in MHS
GENESIS are expected to show similar trends to those in Figure 8 below from the TOL Patient
Portal. Due to strong MHS-wide encouragement to use secure messaging to safely and
conveniently contact health care teams during the COVID-19 pandemic, use increased 18
percent overall in FY 2020 and 41 percent in FY 2021 to date compared to FY 2019. The target
response time to patient-initiated message is within one business day.
Figure 8: Patient-Initiated Secure Messages in the TOL PP

DC Secure Messaging: Mobile Health Care Environment/mCare. In FY 2009, the Army
developed its Mobile Health Care Environment (MHCE) and its corresponding secure mobile
application, mCare, to support wounded warriors who had migrated to an outpatient setting, and
were recovering in their home communities, but were being actively managed by case managers
at an MTF and/or medical unit. The mCare mobile application was used by ADSMs to exchange
data with their care team using their personal mobile devices rather than being issued
government furnished equipment while maintaining security and privacy measures. Since its
inception, additional use cases have expanded the MHCE system. Though still considered a
research and development platform, MHCE/mCare has been successfully in use at 15 sites across
the DC system and in the operational theater in Afghanistan. Each use of mCare undergoes
review and approval by the Institutional Review Board of Record. mCare, and more specifically
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the larger MHCE framework, has full authority to operate on both our research network, hosted
in Augusta, Georgia, and the .MIL system, hosted in Montgomery, Alabama. MHCE/mCare has
been used for blast gauge data and weapons firing log data collection, COVID-19 test results
data capture, operational readiness compliance, and wounded warrior recovery and reintegration
transition planning. Figure 9 lists the number of MHCE/mCare secure information exchanges
between providers and end users for FY 2017 – FY 2020.
Figure 9: MHCE / mCare Exchanges.
FY

DATA EXCHANGES

2017

2,041,951

2018

367,537

2019

230,308

2020

274,497

NOTES
Large research study in progress during
FY 2017

VIPRR Clinic. The Army created the VMC VIPPR Clinic in FY 2016 to improve Soldier
readiness for remotely located ADSMs without organic Army medical support in Europe, the
Middle East and Africa. Currently, VIPRR exists primarily to provide synchronous Personal
Health Assessments (PHAs), Pre- and Post-Deployment Health Assessments, Post-Deployment
Health Reassessments and other readiness health services for ADSMs. VIPRR is the most
productive PHA clinic in the DC system, completing over 33,000 PHAs and other readiness
exams in FY 2020, when the San Antonio VIPRR hub came online, compared to fewer than
1,000 in FY 2019. VIPRR is on track to complete over 60,000 visits in FY 2021. In FY 2020,
VIPRR visits avoided 1,024 miles in ADSM travel, saving both travel funds and lost duty time.
In FY 2020, VIPRR began integrating with MTF appointing centers and the NAL to provide
additional acute primary care capacity.
Global NAL. The Global NAL is available 24 hours a day and seven days a week to provide
TRICARE-eligible beneficiaries with advice from registered nurses on the most clinically
appropriate setting for health care, based on the caller’s symptoms. Over 80 percent of callers
are empaneled to the DC system. Overall call volume increased 25 percent in FY 2020,
compared to FY 2019, due to caller concerns about COVID-19 symptoms. Starting in FY 2020,
the Global NAL could schedule beneficiaries empaneled to the DC system for both in-person and
VH visits with providers. Call volume through May 2021 is depicted in Figure 10.
Figure 10: Global NAL Calls by Caller Type.
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DC Provider-to-Provider Capabilities.
ADVISOR. ADVISOR provides real-time specialty support in operational environments. Onenumber ADVISOR support is available for critical care, general and trauma surgery,
hematology-oncology, toxicology, infectious disease, OB/GYN, burns and chemical wounds and
veterinary medicine. In FY 2020, ADVISOR addressed 152 cases and avoided $1.9 million in
aeromedical evaluation costs. During COVID-19, ADVISOR expanded to support MTFs worldwide in critical care, infectious disease and adult palliative care. In FY 2020, utilization
increased 230 percent, as depicted in Figure 11.
Figure 11: ADVISOR Phone Consultations

GTP. The GTP is an in-transition consolidation of two related asynchronous consultation
platforms. The first is Pacific Asynchronous TeleHealth (PATH), which was initiated in 2004.
It is based at Tripler Army Medical Center in Hawaii, with a secondary hub at Naval Medical
Center San Diego covering the Pacific Area of Responsibility. The second is the Health Experts
onLine Portal (HELP), based at Naval Medical Center Portsmouth and Landstuhl Regional
Medical Center (LRMC). PATH/HELP have been used primarily to provide non-emergent webbased specialty consultation and medical coordination services to deployed providers. In FY
2020, the GTP supported over 5,700 cases, as depicted in Figure 12. GTP avoided almost 1,200
aeromedical evacuations, saving over $14 million and avoided almost $400,000 in network
specialty referrals. Figure 13 depicts cost impacts of avoided aeromedical evacuations. Over 70
percent of the remote providers using the GTP are in primary care. The consultative specialties
requested most are surgical and medicine sub-specialties. GTP utilization by specialty is
presented in Appendix C, Attachment 9. Given the high utilization by primary care providers,
the future GTP will provide asynchronous non-emergency specialty consultation support to
primary care providers in MTFs world-wide. It is anticipated that, by providing easily accessed
GTP-based specialty consultations, primary care providers can continue to manage their patients’
care, thus improving their own readiness skills, reducing unnecessary specialty referrals and
either referring patients to other MTFs with specialty capacity or recapturing workload and costs
from network specialty providers.
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Figure 12: FY 2017 – FY 2020 GTP Total Cases

Figure 13: GTP Patient Movements Prevented and Estimated Cost Avoidance

Mobile Medic. In FY 2018 the Army established the Mobile Medic program at the VMC. The
Army established Mobile Medic to increase utilization and improve primary care skills of Army
medics through the use of readily available VH capabilities to ensure a ready medical force. The
ability to provide primary care at the point of need also saves lost duty time and funding
requirements to transport patients to higher levels of care, thus maximizing combat power
forward. Mobile Medic results are depicted in Figure 14.
Figure 14: Mobile Medic Encounters

Other. Other forms of asynchronous VH care include Project ECHO and tele-radiology. Teleradiology involves medical image capture and temporary storage, and forwarding to a centralized
storage and work allocation system. Specialists then review the images and enter a diagnostic
impression. The image(s) and report are then integrated into the patient’s EHR. Many of the
specialties served by these medical imaging store-and-forward systems (e.g., diagnostic
radiology, dentistry) do not normally view this sort of activity as a form of VH care. DHA is
working to ensure that it captures and reports this workload in MHS GENESIS.
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Complex Real-Time Monitoring.
Joint Tele-Critical Care Network (JTCCN). TCC is a proven, cost-effective mechanism that
allows a smaller group of personnel to extend the reach of critical care specialists, while also
recapturing care, improving readiness of medical providers through increased volume/acuity of
patients, and improving quality and patient experience. TCC can also provide prolonged field
care of casualties and provide situational awareness of the medical battlespace. Expansion of the
JTCCN allows smaller MTFs to provide high-quality critical care supported by critical care
physicians located at hubs who are available 24 hours a day, seven days a week.
In response to the COVID-19 pandemic, the JTCCN rapidly expanded to meet MTF demand for
critical care expertise. Currently, the three-hub VMC JTCCN supports 17 MTFs and 109 patient
beds. Future expansion is underway and the JTCCN, and its TCC counterpart in the Department
of Veterans Affairs (VA), were recently awarded a Joint Incentive Fund grant to develop
interoperability between the two Tele-Critical Care systems. Figure 15 depicts the current hub
and spoke JTCCN organization.
Figure 15: Current JTCCN Hub and Spoke System

RPM. RPM is the MHS term for what is commonly known as RHM. RPM augments care
coordination for patients with chronic conditions (e.g., poorly controlled Type 2 diabetes
mellitus [DM], congestive heart failure, etc.) and has an established research history showing
effectiveness in reducing diagnosis-related emergency room visits, inpatient admissions, and
inpatient lengths of stay, as well as reductions in diagnosis-related predictors of morbidity and
mortality. In response to the RHM requirement contained within section 718 of the NDAA for
FY 2017, the 2018 MHS VH Strategic Plan included a provision for an exploratory pilot
implementation of RHM for Type 2 DM, referred to as Diabetes Remote Electronic Assisted
Monitoring (DREAM). The DREAM pilot was implemented in the National Capital Region
(NCR) and San Antonio markets. The two DREAM pilots were organized differently;
consequently, their data are not directly comparable. Nevertheless, both pilots demonstrated
significant reductions in Hemoglobin A1C for those patients who remained in the intervention
for at least 5-6 months. Results are depicted for each market in Appendix C, Attachments 10 and
11, respectively.
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During the COVID-19 pandemic emergency, the MHS initiated a third RPM pilot, Continuous
Remote Patient Monitoring (CRPM) initiative, which monitors confirmed or presumptive
COVID-19 patients who are asymptomatic or mildly symptomatic. The CRPM pilot results in
fewer admission days and lower costs while maintaining access and increasing patient comfort.
The CRPM initiative is based at the VMC and currently covers 10 MTFs caring for 183 patients.
The initial CRPM sites are displayed in Appendix C, Attachment 12. CRPM prevented
readmission for 61 patients and reduced bed days by 359 for 112 patients, resulting in net
savings of $535,000 between September 2020 and April 2021. CRPM summary data are
provided at Appendix C, Attachment 13.
Impact of COVID-19 Pandemic Emergency.
The COVID-19 pandemic emergency began to significantly impact MTFs in the United States in
March 2020. As MTFs transitioned rapidly to Health Protection Condition (HPCON) “Bravo”
and subsequently to HPCON “Charlie,” MTFs cancelled many in-person appointments and the
DC system maximized telework. To ensure the MHS continued to provide medically necessary
care throughout the pandemic that could not be delayed until a later date, DC system rapidly
transitioned to maximized use of VH capabilities. In support of this effort, DHA released
comprehensive initial guidance to all MTFs in March 2020, which identified a multi-pronged and
tiered approach to VH depicted in Figure 16.
Figure 16: COVID-19 Tiered MHS Virtual Health Response

At the start of the pandemic, the MHS lacked an enterprise clinical video capability, which could
be accessed by beneficiaries at home or by teleworking or quarantining providers. Through a
combination of guidance waivers permitting limited use of commercial products, reinforced
messaging about the use of the telephone and expanded use of administrative videoconferencing
solutions, over a period of weeks the DoD was able to field an improvised VH-to-home
capability. Other enhancements and expansions are discussed in the ADVISOR and JTCCN
sections of this report. Prior to the COVID-19 pandemic and release of DHA guidance, the vast
majority of appointments were in-person. In April 2020, the proportion of visits delivered using
VH capabilities was roughly equal to in-person appointments for the first time ever. Figure 17
depicts use of VH continues to be higher than pre-pandemic use although MTFs are scheduling
more in-person appointments to catch up on delayed routine and screening appointments,
secondary to DHA’s guidance to return to full operations.
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Figure 17: Direct Care Monthly Encounters In-Person Care vs. VH

Appointing and Scheduling.
Self-Scheduling. Self-scheduling of primary care, screening and some specialty care
appointments is available through the TOL Patient Portal. In FY 2020, the DC system made
virtual appointments available for self-scheduling for the first time to increase patient
convenience. Figure 18 depicts the number of appointments scheduled on TOL. Because the
total number of appointments available in MTFs decreased due to health protection measures and
other COVID-19 support, the percent of appointments scheduled on-line increased from
approximately six percent to over eight percent. The MHS GENESIS patient portal also allows
on-line scheduling; however, usage data were not available for this report.
Figure 18: TOL Self-Scheduled Appointments

Enterprise Scheduling and Coordination of Resources. The DC system is leveraging
synchronous and asynchronous VH scheduling through the establishment of integrating and
regionalized Integrated Referral Management and Appointing Centers (IRMAC). Along with
DC product line optimization to maximize capacity, the IRMAC model will leverage maximized
appointment capacity to meet demand for care locally, regionally and globally in support of
readiness. The regional IRMAC model reduces variance in patient experience; facilitates global
transitions of care including in combat casualty care reception scenarios; supports capture of
high-value readiness cases to the DC system; simplifies the MCSC process to return cases to the
DC system; supports small-stand-alone MTFs and Markets with little network support due to
isolated locations; and provides the foundation for the DC to operate as a global health care
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system. Future opportunities for appointment scheduling of both in-person and virtual
appointments across the integrated delivery system include processes for scheduling between the
DC system, network partners and the VA. The proposed regional construct for the 50 United
States, not including overseas, is identified in Figure 19.
Figure 19: Notional Map Regional IRMACs

Impact of VH on Use of MTF Health Care Services. The MHS expects the use of VH
capabilities to enhance, but not replace, all in-person care in MTFs. Improvements due to VH
utilization and enhancements include potential greater productivity by providers, improved
access to care and convenience for patients and capture of high-value care from across the MHS
to MTFs to support a ready medical force.
Productivity of Health Care Providers. Information in this report demonstrates the increasing
use and future potential for use of VH in primary, specialty and behavioral health care. The DC
system expects VH to support increased provider productivity. In order to achieve this goal
through VH, the MHS is working to acquire appropriate technology, provide effective training
and support health care teams with simple, standard workflows integrated into the EHR.
Competency, Education, and Training. Historically, variance existed in the DC system with
modalities ranging from computer-based modules covering MILDEP virtual policy; classroom
instruction pilots; and periodic local or regional “hands-on” training. As a result, VH providers
and support personnel were not trained to consistent standards and workflows, slow content
refresh resulted in training quickly becoming obsolete and in-person training requirements had
limited capacity. To address training challenges, DHA is developing a comprehensive VH
competency management system based on role-based VH competencies for both providers and
support staff.
Cost Efficiency and Return on Investment. Specific impacts of VH on cost efficiency are
discussed in capabilities sections in this report. In general, one major goal in use of VH
capabilities in the DC system and a stated objective in the VH lines of effort is to leverage
maximized appointment capacity to reduce unnecessary referrals to the PSC network. Capture of
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more care to the DC system also supports DHA’s ready medical force priority. A recent study at
Aviano Air Base (AB) in Italy demonstrates an example of savings in PSC costs and ADSM
productivity. LRMC supported Aviano AB with specialty care delivered using VH capabilities,
which avoided 162 round trips to LRMC in CY 2019 and 140 round trips in CY 2020. As
depicted in Figure 20, the use of VH saved 700 duty days at an opportunity cost of $287,000 and
$288,000 in travel costs in FY 2020. Currently, Aviano AB is supported with specialty
behavioral health through the VMC TBH hubs to further save duty days and avoid unnecessary
PSC costs. Business case guidance for the use of VH integrated through the IRMAC regional
construct are included in the Quadruple Aim Performance Plans to generate other cost savings
across the DC system.
Figure 20: Aviano AB Savings due to VH Support

VH Support for Military Readiness and Operational Care
Readiness and Operational Support. VH is a force multiplier, playing a significant role in the
development and support of military medical readiness and care. An upcoming Report to
Congress (Telehealth Across the Military Services, per section 756 of the NDAA for FY 2021)
will discuss VH capabilities of the MILDEPs and CCMDs at length and are outlined briefly in
this report. In support of readiness, VH advances the readiness of providers and support staff to
deploy by providing an environment to train in MTFs like they fight in operational
environments, provides MTF “reach-back” consultation and care, when needed, to operational
settings, and supports the individual medical readiness of ADSMs.
Operational-to-Garrison Virtual Health Reach Back. The ability of front line operational
care providers to reach back to MTFs to provide real time video care to their patients is a
growing MHS capability. Much of this capability has been coordinated by the VMC, especially
the VMC Europe Hub in Germany, which manages CCMD reach-back requests for VH services.
Due to coding differences between the MILDEPs, workload for MTF-supplied synchronous VH
care to operational settings was reported only from Army-affiliated MTFs through FY 2020.
Figure 21 depicts the 180 percent increase in encounters for the Army.
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Figure 21: Army Video Encounters from MTFs to Operational Settings.

Mobile Health (mHealth)
mHealth Overview. While MHS mHealth capabilities are available to any TRICARE
beneficiary, they are primarily used in the DC system and available via mobile devices.
Historically, mobile applications were built in-house at the National Center of Telehealth &
Technology (T2); T2 has been incorporated into the DHA MA. While earlier mHealth efforts
within DoD have concentrated on behavioral health-related applications, the current DHA
portfolio of mobile applications includes women’s health, neuromuscular rehabilitation, and
primary care.
Key mHealth Applications (Apps). Virtual Hope Box, a suicide prevention resource, is used in
suicide safety planning in the DoD and VA. The contraception decision making app for service
women, Decide + Be Ready, is provided to active duty women of childbearing age during the
service member’s annual PHA and is tailored to service women who have unique needs related
to deployments. As a result of COVID-19 requirements, the DHA Web and Mobile Team
developed an Antimicrobial Stewardship app that included COVID-19 content to assist frontline
providers with triaging and treating COVID-19 patients. The app provided the Centers for
Disease Control and Prevention- recommended guidelines for in-patient, out-patient, urgent care
and emergency room cases. In addition to these new and/or updated mHealth apps, a portfolio of
existing behavioral health apps was packaged into a provider resilience toolkit and disseminated
down to the MTF and clinic level beginning in March 2020 to assist in reducing staff burnout
related to the pandemic. Current mHealth applications and utilization data are depicted in Figure
22.
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Figure 22: mHealth Application Downloads

mHealth Clinical Input and Integration. Clinical Subject Matter Experts shape the selection,
functionality, and form of MHS mHealth application development as well as promote utilization.
mHealth apps are beginning to be more formally integrated into clinical practice. Dissemination
has typically occurred through provider training seminars, formal information campaigns, and
word of mouth.
mHealth Way Ahead. Most DHA mHealth solutions are standalone mobile applications on
personal devices with little to no data exchange between patient and provider or the EHR.
Standalone mobile applications are useful for patient education and skill-building; however, the
standalone operating model inhibits the ability for mHealth capabilities to reach their fullest
potential. With new innovations in the health informatics world, such as artificial intelligence
and precision medicine, a more connected mHealth ecosystem could transform patients’ health
data into a tailored health care experience based on their unique needs, permitting tracking of a
chronic condition, prescribing prevention services, or communicating with their provider. DHA
plans to increase mHealth adoption by staff and patients as follows:
•
•
•
•
•
•

A more developed research and/or clinical literature linking mHealth application use to
positive clinical and health outcomes.
An increasingly broad array of mHealth applications. This will make mHealth clinically
relevant to larger sections of the MHS and could eventually lead to a formulary of FDAapproved digital therapeutics.
Integration of mHealth applications into, or interoperability with, the evolving MHS
EHR.
Provider and support staff training on mHealth utilization that is more easily distributable
across the MHS.
Integration of mHealth and other VH capabilities into the overall health care delivery
model, including support for enterprise-wide execution, and
Development of an effective enterprise mHealth communication plan (e.g., text-based
services, social media, waiting room videos, unit stand-downs for self-care) to increase
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patient, provider, support personnel, and leadership awareness of these applications and
their outcomes and engagement benefits.
SECTION C: VH IN THE PSC NETWORK
The PSC network, formerly referred to as the Purchased Care network, is managed by the
TRICARE regional contractors with oversight through the DHA. This section will address
coverage of VH services, reimbursement rates, and the reduction or elimination of copayments.
This section also will present PSC VH utilization data.
TRICARE Benefit Changes. In response to section 718, the TRICARE Policy Manual (TPM)
6010.60-M, Chapter 7, Section 22.1 was updated in 2017 to reflect the following changes:
•

Authorized telemedicine services were expanded to include “use of telecommunications
systems” to “provide diagnostic and treatment services for otherwise covered TRICARE
benefits when such services are medically or psychologically necessary and appropriate
medical care.” This provision is commonly referred to as “coverage parity.”

•

Payments for services rendered via synchronous telemedicine were paid on the same
basis “as when these services are furnished without the use of an interactive
telecommunications system.” This provision is commonly referred to as “payment
parity.”

•

Parity with in-person services was also applied to referral and/or preauthorization
requirements, and ordering of ancillary services (e.g., laboratory tests, durable medical
equipment) and pharmaceuticals, provided that the clinician is licensed to do this in both
his or her local jurisdiction and that of the patient.

•

Prior to the TPM changes, copay or cost-sharing eligible beneficiaries were required to
cost-share at both the patient originating site and the provider distant site. This “double
copay” acted as a disincentive for beneficiaries to access care via telehealth. The TPM
revision changed this to state that, “the copayment amount shall be the same as if the
service was rendered without the use of an interactive telecommunications system.”

•

Also in response to section 718, TPM Chapter 2, Section 8.1 “Remote Physiologic
Monitoring” was added in July 2017 to add coverage of medically necessary remote
monitoring of physiologic parameters including, but not limited to, weight, blood
pressure, pulse oximetry, and respiratory flow rate for acute and chronic conditions.

The TPM Chapter 2, Section 3.3 excludes from reimbursement audio-only telephone services,
which were originally excluded by 32 CFR 199.4(g)(52). This provision was waived during the
COVID-19 pandemic emergency through an interim final rule. Implementation of a number of
other section 718 of the NDAA for FY 2017 requirements necessitated incorporation into a
future MCSC. As such, section 718 supports changes that are planned for inclusion in the next
iteration of the MCSC, known as “T5”, with an anticipated period of performance beginning in
FY 2023.
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PSC Patient and Provider Satisfaction with VH Services. Satisfaction in the PSC is measured
using the Center for Medicare and Medicaid Services’ Clinician and Group Consumer
Assessment of Health Care Providers and Systems (CG-CAHPS), also known as the JOES-C.
The CG-CAHPS (JOES-C) does not include questions on satisfaction with VH and is not based
on mode of visit delivery. Given the increased use of VH in the private sector health care
industry overall, it is likely CMS will update the CG-CAHPS (JOES-C) survey in the future.
The TRICARE regional contractors do not measure provider satisfaction in the PSC network.
The PSC network basic unit of workload is the “paid claim”, which does not correspond directly
to the DC network’s basic unit of an “encounter”, as there may be multiple paid claims in a
single PSC network visit. For purposes of comparison between the PSC and DC networks, this
report uses a constructed variable, the “visit”, as the basic workload unit for PSC network care.
Information on the calculation of PSC network visits can be found in Appendix A.
PSC Telephone Care. Telephone care was not a standard authorized TRICARE benefit until
waivers were granted in FY 2020 in response to the COVID-19 pandemic emergency resulting in
little workload reported in FY 2017 – FY 2019. In FY 2020, almost 280,000 telephone visits
occurred in the PSC network as depicted in Figure 23. Over 80 percent of all telephone visits
were for retirees and their family members, consistent with the older population enrolled in the
PSC network. Retirees and their family members represented over 80 percent of telephone
visits. Beneficiaries aged 65 or greater represented over 60 percent of telephone visits. Data by
beneficiary category and age are presented in Appendix C, Attachments 14 and 15.
Figure 23: PSC Telephone Care

PSC Telephone Care by Specialty. Most PSC telephone utilization was in primary care as
depicted in Figure 24. A complete list of FY 2020 PSC phone care specialties can be found in
Appendix B.
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Figure 24: FY 2020 PSC Telephone Visits by Specialty

PSC Video Care. Video care was not highly utilized in the PSC network prior to FY 2020,
despite the policy changes implemented in FY 2017. In FY 2020, video visits outpaced clinical
phone care by over 920 percent as depicted in Figure 25.
Figure 25: PSC Video Care.

PSC Video Care by Specialty. Utilization increased in all specialties with most PSC video care
utilization in primary care, followed by psychiatry and neurology, as depicted in Figure 26. A
complete list of FY 2020 PSC video care specialties is in Appendix B.
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Figure 26: PSC Video Care by Specialty

PSC Video Care by Beneficiary Category and Age. Consistent with PSC telephone care, FY
2020 PSC video care visits were dominated by retired service members, their families, and other
non-ADSM beneficiaries. Recipients of PSC video care also tended to be older, with the largest
group being 65+ years old. One possible reason might be a tendency for older beneficiaries, who
are more likely to be in age or medically related COVID-19 high vulnerability groups, to take
advantage of telehealth more often than younger, less COVID-19-vulnerable groups. Data by
beneficiary category and age are presented in Appendix C, Attachments 16 and 17.
SECTION D: SUMMARY
Since 2017, the MHS has been working to implement Congress’ NDAA for FY 2017
requirement for comprehensive expansion of DoD VH services, to occur within the context of a
restructured MHS. Currently, VH is being integrated into the overall health care delivery model
in support of readiness. VH planning is occurring across the newly forming DHA markets. In
support of DHA’s VH execution goals, existing MILDEP regional and enterprise VH capabilities
are being reorganized under a global VMC. Program expansions are under way in VH
capabilities including JTCCN, the GTP, ADVISOR, TBH, VIPRR and RPM. To enhance use of
video to conduct clinical visits, the DC system is implementing a single enterprise MHS VC
application and developing standard VH workflows, integrated into the EHR. To support VH in
the PSC network, the MHS updated TRICARE policy to incentivize current use of VH and will
include additional enhancements and incentives in the next generation of contracts.
VH capabilities have been successful in supporting readiness, reducing health care costs,
enhancing patient convenience and satisfaction and facilitating continuity of care in both normal
operations and during unexpected contingencies, such as the COVID-19 pandemic. The MHS
will further expand and support the use of VH capabilities, fully integrated into the overall health
care delivery model, in support of MHS goals and priorities.
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Appendix A: Analytics Methodology
Overall Data Methodology:
Telehealth care was reviewed and classified based on professional service data for care occurring
within the MTF, also known as Direct Care, and care performed in the network, also known as
Private Sector Care. For this review, the focus was on synchronous care and telephone care
performed by Skill Level 1 and 2 providers only (i.e., Clinician and Direct Care Professionals,
respectively). Care was classified as synchronous if the record contained a procedure modifier
equal to either 'GT', 'G0', or '95'. Care was classified as telephone care if the record was not
already counted as synchronous and contained one of the following procedure codes:
'T2025'
'G2012'
'99441'
'99442'
'99443'
'98966'
'98967'
'98968'.
All records that included an originating code of 'Q3014' (Patient-End Facility Fee), technical
procedures with a 'TC' modifier (Patient-End Technical Component), and any records where
professional to professional consultations occurred were excluded from the telehealth analysis.
We defined professional to professional consultations as any records containing the following
procedure codes:
'99446'
'99447'
'99448'
'99449'
'99451'
'99452'.
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Specific Considerations for Direct Care Data:
•

The DoD has behavioral telehealth "hub" clinics at select MTFs. These clinics all have a
MEPRS code (clinic designation) of BFDR and are located at Eisenhower Army Medical
Center (AMC) (Fort Gordon, Georgia), Tripler AMC (Hawaii), and Brooke AMC (Joint
Base San Antonio, Texas). All care performed within these clinics by Skill Level 1 and 2
providers was considered synchronous.

•

Patients were counted using individual DoD identifiers.

•

Encounters within this Direct Care data include all codes noted related to the encounter
on one record; therefore, each record was counted as an encounter. The encounter count
is the sum of all records meeting a given criteria.

Specific Considerations for Private Sector Care Data:
•

If a claim included a Place of Service code equal to Telehealth ('02'), the care was
categorized as synchronous.

•

Provider Health Insurance Portability and Accountability Act (HIPAA) Taxonomy was
used to filter data to Skill Level 1 and 2 providers using the same mapping used to
classify providers in the Direct Care data.

•

Patients were counted using individual DoD identifiers (EDIPNs).

•

Individual visits were counted using claim number and the date of care.
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Appendix B: Supplementary Data Tables
Table B-1: FY 2019 - FY 2020 Direct Care Phone Encounters Ranked by FY 2020 MEPR3
Specialties
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Table B-1 (continued): FY 2019 - FY 2020 Direct Care Phone Encounters Ranked by FY 2020
MEPR3 Specialties
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Table B-1 (continued): FY 2019 - FY 2020 Direct Care Phone Encounters Ranked by FY 2020
MEPR3 Specialties
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Table B-1 (continued): FY 2019 - FY 2020 Direct Care Phone Encounters Ranked by FY 2020
MEPR3 Specialties
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Table B-2: FY 2019 – FY 2020 Direct Care Synchronous Video Encounters Ranked by FY 2020
MEPR3 Specialties
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Table B-2 (continued): FY 2019 – FY 2020 Direct Care Synchronous Video Encounters Ranked
by FY 2020 MEPR3 Specialties
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Table B-3: FY 2020 Private Sector Care Clinical Phone Visits Ranked by HIPAA Specialties
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Table B-3 (continued): FY 2019 - FY 2020 Private Sector Care Clinical Phone Visits Ranked by
FY 2020 HIPAA Specialties
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Table B-4: FY 2019 - FY 2020 Private Sector Care Synchronous Video Care Visits Ranked by
FY 2020 HIPAA Specialties
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Table B-4 (continued): FY 2019 - FY 2020 Private Sector Care Synchronous Video Care Visits
Ranked by FY 2020 HIPAA Specialties
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Table B-4 (continued): FY 2019 - FY 2020 Private Sector Care Synchronous Video Care Visits
Ranked by FY 2020 HIPAA Specialties

38

Table B-5: FY 2019 and FY 2020 Direct Care Monthly Encounters:
In-Person Care vs. Combined Virtual Health (Phone + Video)
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Appendix C: Supplementary Attachments
Attachment 1: 2018 MHS VH Strategic Plan: Goals and Quadruple Aim Integration

Attachment 2: Functional Overview of the Virtual Medical Center
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Attachment 3: FY 2021 – FY 2026 MHS VH Strategy: Lines of Effort, Goals, and Objectives
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Attachment 3 (continued): FY 2021 – FY 2026 MHS VH Strategy: Lines of Effort, Goals, and
Objectives
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Attachment 4: Identified Barriers to Virtual Health Utilization
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Attachment 4 (continued): Identified Barriers to Virtual Health Utilization
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Attachment 5: FY 2017 – FY 2020 Direct Care Telephone Encounters by Beneficiary Type

Attachment 6: FY 2017 – FY 2020 Direct Care Synchronous Virtual Health Encounters by
Beneficiary Type
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Attachment 7: FY 2017 – FY 2020 Direct Care Synchronous Virtual Health Encounters by
Sponsor Service Affiliation
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Attachment 8: FY 2017 – FY 2020 Direct Care Synchronous Virtual Health Encounters by
Beneficiary Age Category

Attachment 9: FY 2020 Utilization of Global Teleconsultation Portal by Specialty
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Attachment 10: NCR DREAM RMP Results

Attachment 11: San Antonio DREAM RPM Results

48

Attachment 12: Initial CRPM Sites

Attachment 13: CRPM Summary Data 07 DEC 2020 – 25 APR 2021
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Attachment 14: FY 2020 Private Sector Care Clinical Phone Visits by Beneficiary Type

Attachment 15: FY 2020 Private Sector Care Clinical Phone Visits by Beneficiary Age Group
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Attachment 16: FY 2020 Private Sector Care Synchronous Virtual Health Visits by Beneficiary
Type

Attachment 17: FY 2020 Private Sector Care Synchronous Virtual Health Visits by Age Group
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