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EXECUTIVE SUMMARY

This year's evduation, which covers FY 1997 TRICARE experience, is focused on
Regons 3 (Southeast), 4 (Gulf South), 6 (Southwest), 9 (Southern Cdifornia), 10 (Golden
Gate), 11 (Northwest), and 12 (Hawaii) because they are the only regions for which at least
one full year of data under TRICARE is available. With the exception of Region 11, which
is being evauated with regard to its second year of operation under TRICARE, each region
is being evduated for the firg time. Access, qudity, and costs under TRICARE are being
compared with estimates of what those attributes would have been had the Department of
Defense (DoD) continued the traditiond military hedth care bendfit tha prevaled during
the last complete fiscal year kefore TRICARE (FY 1994). There is no control group from
which to infer what the access, qudity, and cost of care would have been had the traditiond
hedth care benefit been extended through FY 1997. Therefore, the effects of TRICARE
could not be completely isolated from the changes that would have occurred anyway.

Access to Care

The evduation of changes in access and quality of care used data from the 1994 and
1997 Hedth Care Surveys of DoD Beneficiaries. These surveys sampled representative
cross sections of al beneficiaries in each regpective year. To isolate the effects of the
TRICARE program, it was necessary to control for beneficiary population changes that
could affect access, such as hedth satus and various demographic characteristics. These
effects were controlled using Satigtica regresson analyss.

In the regions studied, access to hedth care generdly improved under TRICARE.
Enrollees in TRICARE Prime (the Hedth Maintenance Organization option) tended to be
satisfied with their levd of access. Those enrolled with a military Primary Care Manager
(PCM) tended to report grester levels of satisfaction with access than those enrolled with
a civilian PCM. Three kinds of access measures were used to reach these conclusons:
redized access, avalability, and the process of obtaining care. Table ES-1 summarizes
the changes in access between 1994 and 1997.

Table ES-1. Summary of Changes in Access (All Regions Combined)

Statistically Significant Change Under

TRICARE
Measure Overdl Prime

Realized Access

Likelihood of having avisit Increased Increased

Use of preventive care® Mostly increased  Mostly increased

Use of the emergency room Decreased Decreased
Availability

Getting care when needed Increased Increased
Process of Obtaining Care

Satisfaction with ease of making appointment Increased Increased

Wait time for an appointment Decreased Decreased

® Increases in blood pressure and cholesterol checks, physical exams, wellness advice and
immunizations; decreases in Pap tests and prenatal care first trimester.

ES-1



Quality of Care

This evduation conddered two mgor aspects of qudity: meeting national standards,
and qudity of care as perceived by DoD beneficiaries. DoD has adopted as its standard
the nationd hedth-promotion and disease-prevention objectives specified by the U.S.
Depatment of Hedth and Human Services in Healthy People 2000.> Care levels under
TRICARE were compared with these nationd standards. Mogt of the gods are being met
or are nearly being met under TRICARE.

Also examined were beneficiaries perceptions of the qudity of their hedth care under
TRICARE. The generd pattern of results suggests that most beneficiaries were satisfied
with the qudity of ther care. Where the changes in perceived qudity between 1994 and
1997 were sgnificant, the generd pattern wasin the positive direction.

Satisfaction with Filing Medical Claims

Fewer people have had to file cdams under TRICARE. Beneficiary satisfaction with
the levd of coverage providers willingness to file cdams, and time to solve dams
problems under TRICARE have improved. At the same time, however, levds of
satisfaction with clams processng procedures and the time it takes for beneficiaries to be
reimbursed have fdlen.

Cost to the Government

Absent a control group, an FY 1994 basdine was constructed by adjusting actua
FY 1994 cods for inflaion, rightszing Militay Treatment Feciliies (MTFs), and
changing the dze and compogtion of the beneficiary populaion. Table ES-2 summarizes
the evaduation findings with regard to government codts.

Table ES-2. Summary of Government Costs in TRICARE Regions
(Millions of FY 1997 Dollars)

FY 1994 FY 1997

Source Baseline TRICARE Difference
Direct Care $4,549 $4,440 -$109
Managed Care Support 1,840 1,607 -233
Other Government Costs 419 443 24
Total Government Cost $6,808 $6,490 —$318

There is some evidence that managed care has been successfully implemented a
MTFs. Although outpatient costs increased under TRICARE, inpatient costs decreased by
twice as much. Tha pdten is condgtent with what typicdly occurs in commercid
managed-care settings. On balance, direct care costs under TRICARE were $109 million
lower than those in the FY 1994 basdline.

1 Healthy People 2000: National Health Promotion and Disease Prevention Objectives, Department
of Health and Human Services, Office of Disease Prevention and Health Promotion, 1991.
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Civilianrsector care under TRICARE is arranged by Managed Care Support (MCS)
contractors, who supplement the care provided & MTFs. MCS costs under TRICARE
were $233 million lower than CHAMPUS costs in the FY 1994 basdine. Adminigtrative
costs comprised an average of 17 percent of tota MCS contract vaue throughout the
TRICARE regions. However, adminidrative costs in Region1l were much highe—
some 22 percent of total contract value. This anomaly occurred because the MCS contract
in Region11 (the first of the MCS contracts in place) contained no provison to reduce
adminigtrative costs in regponse to reductions in direct hedlth care cods.

Prescription costs increased by a totd of $81 million throughout the TRICARE
regions. These increases included prescriptions filled a8 MTF pharmacies in connection
with MTF vidts (up $21 million); prescriptions written by cvilian physcians but filled a
MTF pharmacies (up $22 million); and prescriptions filled a8 MCS network pharmecies
(up $38 million).

Despite the increases in prescription costs and the adminidrative costs on the MCS
contracts, tota government costs under TRICARE were $318 million lower than those in
the FY 1994 basdline.

Although the government redlized a decrease in its costs under TRICARE, the source
of mogt of the decrease gppears to be reduced utilization of the Military Hedth System by
nonenrolled beneficiaries. Direct-care inpatient utilization by nonenrollees declined by 30
percent, and purchased-care inpatient and outpatient utilizetion each declined by 15
percent. According to the 1997 Hedth Care Survey of DoD Beneficiaries, 15 percent of
nonenrollees added private insurance coverage because of TRICARE. Furthermore,
under TRICARE there has been a decline in the incidence of purchased-care dams filing
by nonenrollees with private hedlth insurance.

Cost to Covered Beneficiaries

Out-of-pocket costs include deductibles and copayments for purchased care,
TRICARE Prime enrollment fees, and premiums for TRICARE supplementa and other
private hedth insurance policies. For beneficiaries age 65 or older, expenses aso include
Medicare PatB and Medicare supplementa (Medigap) premiums, and unreimbursed
Medicare expenses. Because of a lack of data on the latter expenses, Medicare-digible
beneficiaries were excluded from the evauation of out-of-pocket costs.

For active-duty families who enrolled in TRICARE Prime, out-of-pocket costs were
essentidly unchanged from the FY 1994 basdline vaues. For active-duty families who
did not enroll, annual costs increased by about $100.

For retiree families who enrolled in TRICARE Prime, out-of-pocket costs increased
by about $80 per family. This increase occurred because Prime enrollment fees (which
averaged about $400 per family) more than offset declines in deductibles, copayments,
and insurance cogsis.

Retiree families who did not enroll in Prime saw their out-of-pocket costs increase by
amost $500. Because of TRICARE, about 15 percent of nonenrolled retirees added
private hedth insurance coverage. The resulting increase in private insurance expenses
accounts for most of the increase in out- of-pocket costs for nonenrolled retirees.
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Overall Conclusion

During FY 1997, TRICARE improved both the access to and quality of hedth care
for DoD beneficiaries. Government costs under TRICARE were lower than the estimated
costs had the traditional hedth care benefit been extended through FY 1997. Beneficiary
out-of-pocket costs were about the same for active-duty families, but they increased by an
average of about $350 for retiree families.

ES-4



1. INTRODUCTION

The 104™ Congress, through enactment of the Nationd Defense Authorization Act for
fiscal year (FY) 1996, Section717, directed the Secretary of Defense to arrange for an
ongoing, independent evauation of the TRICARE program. The legidation requires that
the evauation asess the effectiveness of the TRICARE program in meeting the
following objectives:

- Improving the access to and qudity of hedth care recaved by digible
beneficiaries, and
Keeping both gvernment and beneficiary codsts at levels the same as or lower
than before TRICARE was implemented.

In response to the congressiond tasking, the FY 1998 evauation considered the
additiond issue of identifying noncatchment aress' in which the Hedth Maintenance
Organization (HMO) option (Prime) of the TRICARE program is available or proposed
to become available. Because that report and others have dready extensvely addressed
the issue of extending the Prime option, there are no plansto reevauate it this year.

The legidation further dtates that the Secretary may use a Federaly Funded Research
and Development Center to conduct the evauation. The Office of the Assstant Secretary
of Defense for Hedth Affars [OASD(HA)] sdected the CNA Corporation and the
Ingtitute for Defense Analyses (IDA) to conduct the evaluation.

This year's report extends the evauation of the TRICARE program to seven Hedth
Sarvice Regions—3 (Southeast), 4 (Gulf South), 6 (Southwest), 9 (Southern Cdifornia),
10 (Golden Gate), 11 (Northwest), and 12 (Hawaii). A common framework is developed
for the andyds of access and qudity of care and the andyss of utilization and codt.
Access, quality, and costs under TRICARE in FY 1997 are compared with estimates of
those attributes under the traditiond military benefit of direct care and the Civilian Hedth
and Medicd Program of the Uniformed Services (CHAMPUS) that prevailed in
FY 1994. The latter etimates are adjusted for known changes in the military beneficiary
population compostion and Sze. The FY 1994 cost edtimates are also adjusted for
inflation, changes in Militay Treament Feclity (MTF) accounting, and Base
Redignment and Closure (BRAC) and other Service “rightszing” initiatives.

FY 1997 is the second full year under TRICARE for Region 11 and the firg for the
other regions covered by this evduation. Regions 7 and 8 (consolidated into TRICARE
Central) experienced ther firg full year under TRICARE in FY 1998 and will be
evauated in the FY 2000 report. The remaining regions [1 (Northeast), 2 (Mid-Atlantic),
and 5 (Heartland)] will be covered in the FY 2001 report.

As with lagt year's evdudion of Region 11, there is no control group from which
direct inferences can be made on how access, qudity, utilization, and cost would have

1A catchment area is an approximately 40-mile-radius region around a military hospital, allowing for
natural geographic boundaries and transportation accessibility. Noncatchment areas lie outside catchment
areaboundaries.
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progressed in the absence of TRICARE. For this evauation, a control group would
conss of regions with amilar MTF sarvices and cgpacities, serving smilar beneficiary
populations in tems of Sze compostion, hedth, and private insurance coverage.
Furthermore, the control regions would have to conduct busness in a manner
uninfluenced by TRICARE. Because it is believed that no such control regions exis, dl
comparisons under TRICARE are made with the traditiond approach to military hedth
cae ddivery adjusted, where possble, for known changes that would likdy have
occurred even in the absence of TRICARE. Thus, if TRICARE is found to be effective in
terms of its stated objectives, this does not mean that it is more effective than dternative
managed care modes—only that it is more effective than the way the military used to
deliver hedth care.

Because most of the expected cost savings and improvements in access and qudlity
are purportedly due to features of the Prime option, estimates of cost, access, and qudity
are broken out, whenever possble, by beneficiaries enrollment datus [i.e, enrolled with
amilitary Primary Care Manager (PCM), enrolled with acivilian PCM, or not enrolled].

Whenever possible, an attempt is made to discern the reasons for any differences
between the traditiond and TRICARE systems. For example, the efficacy of the Prime
option could be affected by favorable sdection in the early stages of the TRICARE
program. That is, beneficiaries who sdect the Prime option may be younger or hedthier
than the generd Depatment of Defense (DoD) beneficiary population and, consequently,
use fewer medicd services (affecting cost) and have better treatment outcomes (affecting
qudity). Conversdly, improved benefits under TRICARE may have dtracted “ghost”
beneficiaries back into the system, thereby increasing total costs. These and other effects
will be investigated in an effort to understand the cogt differences between the traditiona
sysem and TRICARE.

This report begins with some background information about the TRICARE program.
That section is followed by the findings regarding the impact of TRICARE on
beneficiary access to hedth care and on the qudity of hedth care. Then come the
findings regarding government and beneficiary codts, respectively. The main text presents
the evauation results for adl TRICARE regions combined; the appendices present
additiond details by region.

12



2. BACKGROUND

TRICARE is the DoD’s regiond managed-care program for ddivering hedth care to
members of the Armed Services and thelr families, survivors, and retired members and
their families. Congress has mandated that the program be modded on HMO plans
offered in the private sector and other smilar government hedth-insurance programs. In
addition, those who enroll in the HMO option are to have reduced out-of-pocket costs
and a uniform benefit structure. Congress further directed that the TRICARE program be
administered so that the codts incurred by the DoD are no greater than the cods that
would otherwise have been incurred under the traditiond benefit of direct care and
CHAMPUS.

The program offers three choices to CHAMPUS-digible beneficiaries. They can:
Enrdll in an HMO-like program called “ TRICARE Prime,”

Use a network of civilian preferred providers on a case-by-case bass under
“TRICARE Extra,” or

Receive care from non-network providers under “TRICARE Standard” (same
as standard CHAMPUYS).

TRICARE is adminigered on a regiond bass. The country is divided into 11
geographica regiors, as shown in Figure 2-1, and a Militay Treatment Fecility (MTF)
commander in each region is designated as Lead Agent. The Lead Agents are responsible
for coordinating care within their regions. They ensure the appropriate referrd of patients
between the direct-care sysem and civilian providers and have oversght respongbility
for ddivering care to both active-duty and non-active-duty beneficiaries.

Mar 95
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‘ TRICARE CENTRAL
Apr 97 HEARTLAND
TriWest May 98

GOLDEN GATE
9
SO. CALIFORNIA ‘

Apr 96
Foundation
Apr 96
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11
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Figure 2-1. TRICARE Health Service Regions, Lead Agents, and Contractors
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Because of the sze and complexity of the program, the DoD phased in the
implementation of TRICARE regionby-region over goproximatey a 3-year period.
Hedlth care is arranged under a Managed Care Support (MCS) contract that supplements
the care provided in MTFs. Table 21 shows the MCS hedth care delivery start dates and
the number of beneficiaries enrolled under active contracts, by region, as of August 1999.
The current evauation covers Regions 3, 4, 6, 9, 10, 11, and 12. With the exception of
Region 11, which is being evauated with regard to its second year of operation, each
region is being evduated for the firgt time.

Table 2-1. TRICARE Status (August 1999)

Enrollment
Active Duty  Retirees and
Beneficiary Prime Start Family Family
TRICARE Region Population Date Active Duty Members Members
1. Northeast 1,012,716 Jun 98 125,188 144,334 98,109
2. Mid-Atlantic 837,690 May 98 132,685 196,788 49,362
3. Southeast 1,090,732 Jul 96 A,64 182,148 120,953
4. Gulf South 599,014 Jul 96 52,000 98,715 69,205
5. Heartland 635,679 May 98 57,356 91,759 48,449
6. Southwest 951,911 Nov 95 114,521 194,689 144,481
7/8. Central 1,082,966 Apr 97 132,644 215,969 124,432
9. Southern California 625,549 Apr 96 57,125 127,620 58,952
10. Golden Gate 278,540 Apr 96 20,753 38,858 38,665
11. Northwest 372,733 Mar 95 31,788 84,464 64,199
12. Pacific (Hawaii) 146,025 Apr 96 32,598 55,097 10,675
Western Pacific 165,825 Oct 96 96,876 55,501 427
Alaska 69,478 Oct 96 16,827 7,223 48,788
Europe 268,760 Oct 96 106,417 128,938 538
Latin America 15524 Oct 96 5821 6,551 49

2.1 The Three TRICARE Options

TRICARE offers beneficiaries three options—Standard, Extra, and Prime. The
following subsections provide descriptions of each option. Table 2-2 shows the cost-
sharing features of the three options.

2.1.1 Standard

TRICARE Standard is the new name for the hedth care option formerly known as
CHAMPUS (a DoD-adminigered indemnity plan). All persons digible for military
hedth care, except active-duty members and most Medicare-digible beneficiaries, can
use TRICARE Standard. No emollment is required. Under this option, digible
beneficiaries can choose any civilian physcian they want for hedth care, and the
government will pay a percentage of the cog.

For active-duty families, TRICARE Standard pays 80 percent of the CHAMPUS
Maximum Allowable Chage (CMAC) for outpatient hedth care after the annud
deductible has been met. For retirees and their familiess TRICARE Standard pays
75 percent of the CMAC.
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Active-duty family members pay $10.20 per day or a $25 minimum fee for inpatient
cae a civilian hospitds. Retiree families pay consderably more $360 per day or
25 percent of the charges, whichever is less. Also, retiree families must pay 25 percent of
the cogt for any separatdy hilled physician and professond fees, which can amount to an
additional severd hundred dollars per day.

Bendficiaries can seek care from a military hospitd or clinic before receiving care
from civilian sources (beneficiaries resding in a caichment area must first seek care from
a military hospital for inpatient care and for selected outpatient procedures). Outpatient
vidts, when avallable, are free, as are prescriptions filled a the MTF pharmacy. For
inpatient care, MTFs charge flat fees of $8.00 per day for ective-duty personnd and
$10.20 per day for dl others, retired enliged personnd are exempted. Findly, TRICARE
Prime enrollees recaive firgt priority for carein MTFs.

2.1.2 Extra

All persons digible for military hedth care, except active-duty and most Medicare-
digible beneficiaries, can use a network of preferred providers under TRICARE Extra
Like TRICARE Standard, no enrollment is required for TRICARE Extra Beneficiaries
amply use the network providers, who have agreed to charge a discounted rate for
medical treatment and procedures. The rates are discounted from the CMACs, as agreed
upon with the MCS contractor.

As with TRICARE Standard, the government shares the costs of hedth care. For
using this network of preferred providers, the government pays an additionad 5Spercent of
outpatient costs incurred. This saving applies equaly to active-duty families and retirees,
rasng the government’'s cost shares to 85 percent and 80 percent, respectively. Although
outpatient costs are subject to a deductible, prescriptions filled under Extra receive firg-
dollar coverage (unlike prescriptions filled under Standard). Hedth-care providers
participating in the Extra network also agree to use the dlowable rate schedule (based on
a discount from the CMAC rates), so the beneficiaries do not incur any additiond
charges.

Ancther advantage of TRICARE Extra is that participating providers will aways file
cdams for the patient. With TRICARE Sandad, some digible beneficiaries may
occasondly have to pay for their hedth care fird and then apply for rembursement.
With TRICARE Extra, the participating provider is paid directly by the MCS contractor,
requiring the patient to pay only the cost share amount &t time of trestment.

Bendficiaries can dso use a combination of hedth care professonds—some who are
pat of the Extra network and others who are not. Because there is no forma enrollment
in ether TRICARE Standard or TRICARE Extra, beneficiaries are free to switch back
and forth among providers as they prefer. Beneficiaries can continue to seek care from a
military hospital or clinic on a space-avaladle bass. They can aso seek care from gvilian
sources subject to the same regtrictions for beneficiaries residing in catchment aress.
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Table 2-2. TRICARE Cost-Sharing Features

TRICARE Prime TRICARE Extra TRICARE Standard
Choice of civilian doctors, Must choose from government- Can choose from government- Unlimited
hospitals, clinics approved network approved network for lower cost
Annual enrollment fees
All active duty@ None None None
Retirees Individual: $230
Family: $460 None None
Annual outpatient deductibles
E-4 and below? None Individual: $50 Individual: $50
Family: $100 Family: $100
All other active duty@ None Individual: $150 Individual: $150
Family: $300 Family: $300
Retirees None Individual: $150 Individual: $150
Family: $300 Family: $300
Catastrophic cap
All active duty@ $1,000 $1,000 $1,000
Retirees $3,000 $7,500 $7,500
Copaymentsfor visit to civilian
doctor
E-4 and below? $6 15 percentC 20 percent
All other active duty@ $12 15 percentC 20 percent
Retirees $12 20 percentC 25 percent?
Prescription drugs (retail
networ k)
All active duty? $5 15 percent® 20 percent?
Retirees $ 20 percentC 25 percent?
Mail order pharmacy
All active duty@ $4 for up to a90-day supply $4 for up to a90-day supply Unavailable
Retirees $8 for up to a90-day supply $8 for up to a90-day supply Unavailable
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Table 2-2 (Continued)

TRICARE Prime TRICARE Extra TRICARE Standard
Copayments at civilian hospitals
for inpatient care
All active duty@ $11 per day ($25 minimum per $10.45 per day ($25 minimum per $10.45 per day ($25 minimum per
stay); $20 per day for mental health | stay); 20 percent for mental health | stay); 20 percent for mental health
Retirees $11 per day ($25 minimum per Less of $250 per day or 25 percent | Lesser of $376 per day or 25

stay); $40 per day for mental health

of hospital charges, plus 20
percent of professional fees; for
mental health, 20 percent of all
charges®

percent of hospital charges, plus
25 percent of professional fees; for
mental health, lesser of $140 per
day or 25 percent of all chargesb

Ambulance service

E-4 and below? $10 20 percentC 20 percent
All other active duty@ $15 20 percentC 20 percentP
Retirees $20 25 percentC 25 percent?
Outpatient surgery

All active duty@ $25 $25 $25
Retirees $25 20 percentC 25 percent?
Preventive services $0 Not covered Not covered
Medical equipment patient takes

home

E-4 and below? 10 percentP 20 percentC 20 percent
All other active duty? 15 percentP 20 percent® 20 percentP
Retirees 20 percentb 25 percentC 25 percentb

Source: adapted from TRICARE/CHAMPUS User’s Guide, Specia Section in Army Times, Navy Times, Air Force Times, March 8, 1999.

a

an $8.00 daily subsistence fee during inpatient stays at MTFs.

b

forbidden by law from charging more than 115 percent of the CMAC.

€ Percentages are applied to the negotiated amount, which is less than the CMAC.

Figures in the table apply to active-duty family members only. For active-duty sponsors, careis generally available at MTFs only. All such careis free, except for

Percentages are applied to the CMAC. In addition, for non-participating providers, beneficiaries pay the excess above the CMAC; however, providers are




2.1.3 Prime

All adtive-duty military personnd are automdicdly enrolled in TRICARE Prime a
their nearess MTF. All other persons digible for military hedth care, except Medicare-
digibles, can eroll in TRICARE Prime. Enrollment is open a dl times and is not
restricted to any “open season.” There are aso no redrictions on enrollment based on
pre-exising medica conditions.

Medicare-digible retirees are not ordinarily eigible to enroll in Prime. However, this
rule is being relaxed a dx dtes under the TRICARE Senior Project. Under this program,
Medicare-digible retirees will be able to enroll a sdected MTFs, and the DoD will
receve rembursement from the Depatment of Hedth and Human Services (DHHS).
Medicare rates are gpproximately equal to the CMAC rates and are typicdly higher than
the discounted rates offered by network providers. Reimbursement will begin only after
the DoD has expended the historical level of resources provided to care for Medicare-
digible bendficiaries. The two departments will work together to monitor the program
and determine whether its expansion to other stes would prove cost effective.

Each enrollee chooses or is assgned a PCM. The PCM is a hedth-care professona
or medical team tha patients see firgt for their hedth-care needs. PCMs are supported by
militay and civilian medicd specidigs to whom patients are referred if they need
specidty care. Referrds are facilitated by a Hedth Care Finder (HCF), a contractor
employee who coordinates with the PCM to hdp bendficiaries find specidty care in the
cvilian community when the needs of the patient canot be met by the MTF (HCF
sarvices are avalable to dl beneficiaries, not just those enrolled in Prime). Depending on
the enrollees datus, the locde, and the avalability of medicd professonds, they can
gther sdect a PCM a a neaby militay hospitd or dinic or request a dcivilian
professond who is a member of the contracted Prime network in a nearby community. In
some cases, the Lead Agent may either direct patients to a militay PCM a an MTF if
there is unused capacity or assign them acivilian PCM if MTF capacity is exceeded.?

All beneficiaries enralled in TRICARE Prime are guaranteed access to care according
to drict time sandards. Emergency services are avalable within the Prime service area
24 hours per day, 7 days per week. Primary care should be available within a 30-minute
drive from the bendficdary’'s home The maximum waiting times for primary-care
appointments are 1 day for acute care; 1 week for routine, non-urgent care; and 4 weeks
for hedth mantenance and preventive care. Specidty care should be avalable within a
1-hour drive from home, and the maximum waiting time for Specidty-care appointments
iS4 weeks.

Retirees and their families pay a fee of $230 per year to enroll in Prime, with a $460
family cap. In return for these fees, enrollees make nomind copayments and are not
required to meet a deductible TRICARE Prime covers a vaiety of preventive and
welness sarvices Examples of such sarvices indude eye examinations, immunizations,

2 Throughout this report, the term “military PCM” refers to a provider at a military facility, regardiess
of whether the provider is in the uniformed services or a civilian. Similarly, the term “civilian PCM” refers
to aprovider at anetwork facility.
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hearing tests, mammography, Pap smears, prosate examinations, and other cancer-
prevention and ealy-diagnoss examinations. All dinica preventive sarvices ae free
under Prime, whether performed at an MTF or at anetwork fadlity.

Nontactive-duty Prime enrollees can seek care from non-network providers through a
point-of-service option, but they must pay a substantiad pendty in the foom of an even
higher cogt share than under TRICARE Standard.

2.1.4 Overseas Programs

TRICARE overseas programs have been implemented in Europe, the Western Pecific,
Alaska, and Latiin America under agreements with individud providers rather than
through a-risk contractors. TRICARE overseas offers two options. Prime and Standard.
The Prime option is currently open to dl active-duty personnd and family members who
choose to enrall. The Prime benefit is the same as in the United States, except that the
copayment is waived (except in Alaska) for family members who must obtain care from
host- nation sources.

2.2 Supplemental Programs

The DoD introduced severa new programs in FY 1998 that could potentialy affect
subsequent evauations of the TRICARE program. The new programs are:

TRICARE Senior (Medicare subvention) demongtration,
TRICARE Retiree Dental Program,

Nationd Mail Order Pharmacy program, and

Federd Employees Hedlth Benefits Program demonstration.

Because none of these programs was avalable in FY 1997, the year covered by this
report, they have no impact on this year’s evauation. Brief descriptions of each program
follow.

2.2.1 Medicare Subvention Demonstration

In February 1998, the DHHS, the Hedth Care Financing Administration (HCFA), the
DoD, and the OASD(HA) completed a Memorandum of Agreement to conduct a
demondtration, or test project, under which the DHHS would reimburse the DoD from the
Medicare Trus Fund for certain hedth care services provided to Medicare-digble
military (dud-digible) beneficiaries & MTFs or through contracts. The program, caled
TRICARE Senior, was authorized by Section 1896 of the Socid Security Act, amended
by Section 4015 of the Balanced Budget Act of 1997 (Public Law 105-33). The dtatute
authorized the DoD and the DHHS to conduct a 3-year Medicare subvention
demongtration, ending in December 2000.

TRICARE Senior conggs of two types of hedth care ddivery sysems TRICARE
Senior Prime and Medicare Partners. Under TRICARE Senior Prime, the Medicare
progran treats the DoD and its Militay Hedth Sysgem (MHS) smila to a
MedicaretChoice plan for dud-eigible Medicare/DoD beneficiaries. Medicare will pay
for dud-digibles enrolled in the DoD managed care program after DoD mests its current
level of effort, measured in terms of hedth care expenditures for the dud-digble
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population. Medicare-igible military retirees who enrall in the program ae assigned a
PCM a the MTF. Enrollees are referred to specidty care providers a the MTF and to
paticipating members of the existing TRICARE Prime network. TRICARE Senior Prime
enrolless are afforded the same priority access to MTF care as military retiree families
enrolled in TRICARE Prime. Under Medicare Partners, DoD will receive payment from
MedicaretChoice plans whenever DoD provides inpatient or physcian specidty care
services to dua- digible beneficiaries enrolled in those plans.

Under Medicare subvention, the DoD, for the firs time, is able to enroll its Medicare-
digible retirees into the TRICARE Prime program and receve Medicare reimbursemen.
The Secretary of Defense and the Secretary of Hedth and Human Services sdected six
demondtration Stesto test this TRICARE initiative in 1998. The Stes arel

Keeder Air Force Base, Biloxi, Missssippi;
Wilford Hal Air Force Medicad Center and Brooke Army Medica Center,
San Antonio, Texas, Sheppard Air Force Base, Wichita Fals, Texas, and Fort

Sill, Lawton, Oklahoma (for the purposes of this demondration, San Antonio,
Fort Sill and Sheppard are considered as one site);

Fort Carson and the Air Force Academy, Colorado Springs, Colorado;
Nava Medica Center San Diego, San Diego, Cdifornig;

Madigan Army Medica Center, Fort Lewis, Washington; and

Dover Air Force Base, Dover, Delaware.

The MTFs participating in the demongration were required to apply and be accepted
into Medicare under the rules that goply to dl other hedth plans serving Medicare.
Militery retirees enrolling in the demondration must have receved some care from
military providers in the past or have become Medicare-digible after December 31, 1997.
Also, TRICARE Senior Prime enrollees mugt be in the Medicare fee-for-service program
or switch from a Medicare HMO, continue to pay monthly Medicare Part B premiums,
and agree to receive dl ther care through the demondration. Bendficiaries in TRICARE
Senior Prime do not pay the anud TRICARE Prime enrollment fee. To paticipate in
Medicare Partners, a military retiree must be enrolled in a MedicaretChoice plan that
contracts with one of the participating MTFs.

2.2.2 TRICARE Retiree Dental Program

On February 1, 1998, the DoD began offering retirees an optiond dentad plan smilar
to one dready avalable to active-duty family members This voluntary dentd plan is
adminisered by the DDP*Ddta divison of Ddta Dentd Plan of Cdifornia. Services are
provided in the 50 United States, the Digtrict of Columbia, Puerto Rico, Guam, the U.S.
Virgin Idands, American Samoa, the Commonwedlth of the Northern Mariana Idands,
and Canada. The DoD incurs no codts for this program; beneficiaries are responsible for
al premiums.

2.2.3 National Mail Order Pharmacy Program

In October 1998, the DoD contracted with Merck-Medco Managed Care to operate a
Nationa Mail Order Pharmacy (NMOP) program. The mail-order services provided by
the individuad MCS contractors are being consolidated, region by region, with the NMOP
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in an atempt to smplify ordering maintenance prescriptions by mal and reduce codts.
Bendficiaries can dill use the wak-in services of MTF or contractor pharmacies as long
as there is no overlap or conflict with prescriptions ordered through the NMOP (the DoD
maintains a computerized patient profile to avoid conflicts).
The following beneficiaries are eigible to participate in the NMOP:
- All ative-duty service members worldwide,
CHAMPUS-digible beneficiaries resding in the Continental United States,
Overseas CHAMPUS-dligibles with APO or FPO addresses,
Medicare-digible patients affected by a BRAC action,
Medicare-digible retirees enrolled in TRICARE Senior, and
Uniformed Services Trestment Facility enrollees.
Beneficiaries can recalve up to a 90-day supply of non-narcotic medications and up to
a 30-day supply of narcotic medications. The service is free for active-duty service
members, but there is a $4 copayment per prescription for active-duty family members

and an $8 copayment per prescription for retirees and their family members. There are no
deductibles for prescriptions filled through the NMOP.

2.2.4 Federal Employees Health Benefits Program Demonstration

In accordance with the Nationa Defense Authorization Act for FY 1999, the DoD
and the Office of Personnd Management are developing a demondration that will alow
some MHS beneficiaries to enroll with the Federd Employees Hedth Benefits Program
(FEHBP) to receive their hedth care. The demondration, which will provide medica
care for up to 66,000 retirees and their family members, gives the DoD an opportunity to
collect vaduable information about the cost and feashility of dternaive approaches to
improving the access to health care for those beneficiaries.

The DoD has sdlected eight sites for the FEHBP demondtration:
Dover Air Force Base, Delaware;
Commonwesdlth of Puerto Rico;
Fort Knox, Kentucky;
Greensboro/Wington- Sdlem/High Point, North Caroling;
Dadllas, Texas,
Humboldt County, Cdiforniaares;
Nava Hospita, Camp Pendleton, Cdifornia; and
New Orleans, Louisana
Under the demondration, MHS beneficiaries can join the FEHBP during the autumn
1999 open season. Eligible beneficiaries include retirees over the age of 65 who are
Medicare-digible and ther family members former spouses of militay members who
have not remaried, and family members of deceased members or former members.

Medicare digibility is not required for the family members of retirees and the latter two
groups. Coverage will begin in January 2000 and end in Decermber 2002.
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Beneficiaries mugst enroll in an FEHBP plan and pay any applicable premiums to
receive benefits. During the demondration, enrollees cannot use MTFs for any services.
Premiums will be based on a separate risk pool for MHS beneficiaries. The government’s
contribution will be computed in the same way asit is currently done under the FEHBP.
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3. ACCESS TO AND QUALITY OF HEALTH CARE
UNDER TRICARE

The FY 1998 evauatior® was limited to messuring changes in a single TRICARE
region—Region 11 (Northwest)—because it was the only region a that time for which a
full year of data under TRICARE was avalable. In summary, the results of the limited
Region 11 evauation showed that under TRICARE:

Access improved, and
Most quality-of-care goals were met or nearly met.

The current FY 1999 evauation looks at changes in Sx additiona regions that have
now been online for a leest 1 year and have aufficient data for andyss. In addition,
trendsfrom 1994 to 1997 in access and quality of care in Region 11 are examined.

3.1 Methods and Data Sources

3.1.1 General Method

For the mogt part, this year's evauation of TRICARE's €ffects on the access to and
qudity of hedth care uses the same methodology as was used in the past. The single
exception relates to how the additional year of datafor Region 11 was used.

The evaduation compares data on access and qudity of care collected before
TRICARE was implemented in any region (1994) and after TRICARE had been enralling
people in Prime for about 1year. Because the date of TRICARE enrollment differed
across regions, the time between the basdine period and the follow-up aso varied. The
choice of the basdine period was, to a great extent, determined by the dita available for
the evauation.

To isolate the effects of the TRICARE program, it was necessary to control for
possble changes in the beneficiary population over time that could aso affect access.
These effects were controlled by datistical regresson andyss. The control variables
incduded measures of hedth datus of the population and various demographic
characterigtics. The summary data reported here are estimated from regresson models,
which hold hedth status and demographics congant at the FY 1997 population means.
This dlows an edsimation of how the current (FY 1997) population would have perceived
access and quality factorsin FY 1994, in the absence of TRICARE.

The initid intention was to condruct a quas-control group from which inferences
could be made on how access and qudity would have been experienced under status quo
conditions—had TRICARE not been implemented. The am in condructing a ques-
control group is to find a subpopulation of beneficiaries who were unaffected by
TRICARE.

3 Stoloff, Peter H. (CNA); Lurie, Philip M. (IDA); Goldberg, Matthew S. (IDA); Miller, Richard D.
(CNA); Sharma, Ravi (IDA). Evaluation of the TRICARE Program: FY 1998 Report to Congress, 18 Sep.
1998.
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The use of a control group would dlow for the separation of the effects of changes
that would have occurred in the absence of TRICARE. For example, suppose there were
advances in telephone appointment technology that would have been implemented even
if the current TRICARE system did not exist. Further, suppose that this syssem would
remove bariers to making medicd gppointments, which would, in turn, reduce waiting
time for an gppointment by 1 day. At the same time, suppose that measures, before and
after TRICARE implementation, of the number of days people wait for an gppointment
shows an improvement of 2 days The reduction in days wating for a medicd
gopointment attributable to TRICARE would actuadly be only 1 day after the exogenous
effect isremoved.

After datidicd investigation, however, no group that was unaffected by the
TRICARE program in FY 1997 could be identified. Therefore, it was necessary to use a
before-and-after design for the current evaludtion in lieu of one with a control group. This
methodology compares measures of access and qudity-of-care outcomes in 1997 with
higtorica outcomes measured in 1994, before TRICARE was implemented anywhere. A
disadvantage of a before-and-after design is the possble confounding of TRICARE
effects with other influences.

Despite this shortcoming, the before-and-after procedure was used as the method of
andyss, and al changes in outcome measures are being attributed to TRICARE. No one
knows what would have happened in the absence of TRICARE.

3.1.2 Data Sources (DoD Surveys)

The data come from the 1994, 1996, and 1997 adminigrations of the Health Care
Survey of DoD Beneficiaries. The focus of the surveys was the percelved access to and
qudity of hedth care. The surveys sampled representative cross sections of dl
beneficiaries—regardiess of whether they had used the hedth care system. This permits
the possble identification of lack of access as the reason for not usng the military hedth
care system.

These surveys were not specificdly designed to measure changes over time. This is
evident from the different phrasng of questions and the different response scades used in
the surveys. Other limitations of using the surveys to measure changes are relaed to the
context in which perceptions about nteractions with the hedth care sysem were dicited.
Respondents were asked to evauate access on the basis of experiences of the past 12
months. This becomes somewhat problematical when trying to isolate experiences since
enralling in Prime—which may have occurred within the past 12 months. For example, a
response to the question, “Did you have trouble gaining access to hedth care during the
past 12 months?’, could be describing access before or after enrolling in Prime or both
before and after enralling.

While it was not possble to determine whether those enralled in Prime for fewer than
12 months were responding to encounters with the medical sysem before or after
enrollment, it was possible to compare responses of these enrollees with those who were
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enrolled for a full year. Of the 57 outcome variables derived from the surveys, sgnificant
differences were found for only 6 of the measures, as shown in Table 3-1.

Table 3-1. Effect of Time Enrolled in Prime During FY 1997 on Selected Outcomes

Months Enrolled

Outcome Measure® <12 12+
Number of callsto get appointment 349 3.80
Prenatal carefirst trimester 0.83 092
Received wellness advice past 12 months 0.55 059
Satisfaction with attention given by provider 0.78 081
Satisfaction with provider personal concern 0.78 0.82
Satisfaction with thoroughness of exam 0.78 0.82

aSignificant difference on outcome for those enrolled less that 12 months.

The reaults suggest that those enrolled for the full period had more favorable
outcomes than those enrolled fewer than 12 months (with the exception of the number of
phone cdls to get an appointment). Based on the smilar response patterns of these two
groups of Prime enrollees, the responses of dl Prime enrollees were treated as if they had
been enrolled for the entire period.”

Most items in the 1994 survey had counterparts in the 1996 and 1997 surveys. Where
the response dternatives differed for amilar questions in the two surveys, the responses
were rescaled for comparability. In some cases, this resulted in a loss of information. For
example, in 1994, respondents were asked how long they had to wait between making a
“generic” gppointment and seeing their provider. In 1996, the question was refined to
diat wat-times for urgent and routine appointments and care for chronic problems and
minor illnesses. When measuring change, it was necessary to collgpse (or average) wait-
times for the four different kinds of gppointments in 1996 to be comparable to what was
asked in 1994. In addition to reporting differences from 1994 to 1997 in the rescaed
wait-time, the 1997 data are reported at the greater level of detall.

The survey used a vaiety of regponse scdes. Sdatisfaction items were typicdly
five-point scdes, anchored by response dternatives “veay <idied” and “vey
dissatisfied.” Responses to these items were transformed to a two-point (dichotomous)

* Regression analyses were performed to test the significance of the coefficient of an indicator
variable whose value was set to O if an individual had been enrolled less than 12 months when responding
to the survey, or to 1 if the individual had been erolled for the full time. The full set of demographic
control variables was a so included.

® It was not possible to use a variable, such as “time enrolled in Prime,” to control for bias associated
with the ambiguity. The analysis compares future Prime enrollees in 1994 (those who will subsequently
enroll) with Prime erollees in 1996. A time-enrolled variable does not apply to those in the 1994 survey
group; i.e., there would be zero variance for this group.
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scde of “satisfied” and “not satisfied.”® Items thus transformed can then be reported in
terms of the proportion of respondents who were “ satisfied.”

3.1.3 Subpopulations

Hedth-care beneficiaries were placed into four mutudly exclusve and exhaudive
subpopulation groups based on their source of hedth care:

Active duty. Composed of survey respondents who were on active duty (AD)
when they completed a survey.

Prime. Composed of 1994 nonAD [ective-duty family members (ADFM) and
retirees] survey respondents who subsequently enrolled” in Prime when the
option became avalable (future enrollees), plus 1996/1997 nonAD survey
respondents who enrolled in Prime before responding to the survey.®

Some military care. Composed of nonenrolled respondents who received some
of ther care a MTFs during the survey recdl period and who may have
received some of their care a civilian facilities.

All civilian care. Composed of nonenrolled respondents who reported never
having used an MTF during the survey recall period.

An additiona breskout of the beneficiary population is provided based on whether the
beneficiary was retired from the service. Membership in the retiree group is independent
of the source of care (i.e, retirees ae dso included in one of the nonAD
subpopulations).

Table 3-2 shows the didribution of subpopulations in the seven regions of the survey
samples. The vaues shown in parentheses represent the proportion of non-active duty
beneficiaries in the population, and sum to one (100 percent) within a fiscd year. These
data suggest that there has been a shift over time from those usng MTF space-available
(MTHSA) to TRICARE Prime and civilian care as their source of hedth care. On average,
15 percent fewer (0.21-0.36) nonrAD people used MTF/SA as their source of care. This
was pardlded by a 3- and 12-percent shift into the cdvilian-care-only (0.45-0.42) and
TRICARE Prime categories (0.34-0.22), respectively, for non-AD beneficiaries.

The shift from space avalable MTF care is a result of the introduction of managed
care into the military environment. For the MTF to provide the hedth care benefits under
the TRICARE Prime program, it was necessary to decrease space available care based on
limited resources.

® Responses of “very satisfied” and “somewhat satisfied” were scored as satisfied, and responses of
“somewhat dissatisfied” and “very dissatisfied” were scored as not satisfied. In most instances, responses
of “neither satisfied nor dissatisfied” were dropped because of the low statistical reliability of these
responses. Principal Components Analysis of item clusters showed significantly higher reliability of scales
that did not include respondents with no opinion, or those “neither satisfied nor dissatisfied.” On an
alternative response scale, responses of “excellent,” “very good,” and “good” were scored as satisfied;
responses of “fair” and “poor” were scored asnot satisfied.

" Subsequent enrollment in Prime by those in the 1994 sample was determined by searching the
TRICARE Prime enrolIment database maintained by the DoD.

8 Includes those in the samples who may have also disenrolled before responding to the survey.
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Table 3-2. Distribution of Subpopulations Estimated from the 1994 and
1997 Samples—All Regions Combined

Proportion of Population

Population FY 194 FY 1997
P(total) P(non-AD) P(total) P(non-AD)
Prime care (AD) 24 - 23 -
Prime care (ADFM, retired) 16° (22 26° (.34)°
MTF/SA care 27 (.36) .16 (.22)
Civilian-only care 32 (.42 .35 (.45)
Total .76 (1.00) 77 (1.00)

& Proportion of non-AD who subsequently enrolled when Prime became available.
® Prime availablein all regions sampled. Approximates the enrolIment rate among non-AD.

Regresson andysis’ was used to determine the statistical significance of the changes
of the outcome variables over time and as the basis for edimating average vaues within
subpopulations (as determined by source of care and retirement status) for a given year.
This was accomplished by usng interaction terms between the year-of-survey varigble
and the indicator variables for the various subpopulations. Separate regresson equations
were edimated for each region. In addition, a regresson equation aggregating over
regions was also estimated.

The regresson models were dructured to isolate the effects of certain sources of
variation in the access measures. The sources of variation accounted for include:

Hedlth satus (SF-12 summary scaes),
Demographics (age, gender, ethnicity, marital status),
Travel timeto nearest MTF,

| n-catchment indicator, and

Medica insurance coverage.

These controls, combined with indicator varigbles for “time’ and subpopulation
group (source of care and retirement satus of military sponsor), composed the
explanatory variables used in the regression anayses.

The survey data were weighted to adjust the sample composition to reflect the actud
composition of the population more closdy. The weight assgned to each respondent was
related to the inverse probability of being in the sample Usng weighted daa in
regresson andyss will often result in incorrect estimates of the standard errors and,
hence, the dgnificance levels of the coefficients. Although the weights have the desired
effect of changing the means of the varidbles they have the undesrable effect of
underestimating the standard errors. The procedure suggested by Huber'® and Whitet™: 2

® Logistic regression was used for dichotomous outcome measures, and ordinary least squares linear
regression was used for continuous measures, such as “number of days waited for appointment.”

19 Huber, Peter J., The behavior of maximum likelihood estimates under non-standard conditions. In
Proceedings of the Fifth Berkeley Symposium in Mathematical Statistics and Probability. Berkeley,
Cdlifornia: University of California Press, 1, 221-233, 1976.
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was used to correct the standard erors for design effects and posshble lack of
independence of errors produced by weighting and sample Stratification.

3.1.4 Presentation Scheme

Over the course of the evauation, an atempt was made to identify TRICARE effects
that were common to the seven regions examined. The results shown in this section are
aggregate results that combine the data across regions. Appendices A through G show the
results of padld andyses peformed a the regiond levd. However, sgnificant
departures from the aggregate results are identified.

Tables showing breskouts by subpopulation summarize results by beneficiary source
of care and for retirees. Although active duty personnd are Prime enrollees, they are
broken out separately. Retirees are dso included in the source of care groups. The
column labeled total represents an edimate for the entire beneficiary population,
regardless of source of care or retirement status.

3.2 Subpopulation Characteristics

Population demographics and hedth status can moderate people's perceptions about
hedlth care and are related to the need for services. For example, andysis of the changes
in perceptions of overdl qudity of care (dl seven regions combined) indicates a 6-
percentage-point rise from 1994 to 1997. As Table 33 shows, the age of the beneficiary
was related to perceptions of overal quality—each year of age contributes 0.5 percentage
point to the satisfaction level. The difference in the average ages of the 1994 and 1997
populations is 35 years, which accounts for 2 percentage points of the increase in
satidfaction. Therefore, the TRICARE effect is actudly a 3-percentage-point gain, after
adjudting for age differences in the 1994 and 1997 populations.

Tables 3-3 and 3-4 show the changes in demographics over the evauaion period. In
particular, beneficiariesin 1997 were:

Older,

Better educated,

More likely to have private insurance,
More likdly to live in catchmernt,
More likely to be married,

Hedthier, and

Traveing farther to get to an MTF.

The increased travel time to an MTF and the higher likedlihood of having private
insurance were identified in last year's evauation. The trends continue for a broader

1 White, Halbert, A heteroskedasticity-consistent covariance matrix estimator and a direct test for
heteroskedasticity. Econometrica 48: 817-838, 1980.

12 White, Halbert, Maximum likelihood estimation of misspecified models. Econometrica 50: 1-25, 1982.
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scope of the population (i.e, seven regions). These and the other changes were
datidicdly controlled for in thisandyss.

Table 3-3. Comparison of Control Variables Between the 1994 and 1997 Populations—
All Regions and Groups Combined

Measure Fy94 FY9r
African-Americans (proportion of population) 0.09 0.10*
Age (years) 45.64 49.15*
Any other insurance® (proportion of population) 0.47 057
Caucasians (proportion of population) 0.80 0.82*
Four or more years of college (proportion of population) 022 0.27*
High school graduate only (proportion of population) 0.73 0.68*
Hispanics (proportion of population) 0.06 0.08*
In catchment (proportion of population) 0.72 0.64*
Males (proportion of population) 051 051
Married (proportion of population) 0.76 0.79*
Mental health status (SF-12 scale score) 51.60 52.02*
Physical health status (SF-12 scale score) 44.96 47.90*
Private insurance” (proportion of population) 021 0.26*
Travel time to treatment facility (minutes) 18.18 20.85*

* Indicates statistically significant change (p < .05).
2 Includes Medicare Parts A and B, and CHAMPUS supplemental .
® Includes plans such as Blue Cross, Kaiser (HMO, or otherwise).

Table 3-4. Control Variable Means in the 1997 Population—All Regions Combined

Subpopulation
Variable AD Prime MTF/SA Civilian  Total Retired

African-Americans (proportion of 017 011 0.10 0.06 0.10 0.08

population)
Age (years) 31.78 4555 53.24 60.22 4915 58.60
Any other insurance (proportion of 0.19 0.38 0.68 0.90 057 0.76

population)
Caucasians (proportion of population) 0.77 0.78 0.80 0.89 0.82 0.85
Four or more years of college 0.29 0.26 0.26 0.27 0.27 0.26

(proportion of population)
High school graduate only (proportion of 0.70 0.69 0.68 0.66 0.68 0.68
population)

Hispanics (proportion of population)® 011 0.08 0.08 0.04 0.08 0.06
In catchment (proportion of population) 0.86 0.73 0.72 043 0.64 054
Males (proportion of population) 0.86 0.29 041 047 051 048
Married (proportion of population) 0.68 0.87 0.78 0.80 0.79 0.79

Mental health status (SF-12 scale score) 51.29 51.59 51.76 52.70 52.02 5250
Physical health status (SF-12 scale score)  52.73 4834 45.86 44.96 4790 4523

Private insurance (proportion of 0.09 020 0.27 042 0.26 0.35
population)

Travel time to treatment facility 17.23 21.84 28.93 18.86 20.85 2254
(minutes)

2Includes dl racial groups.
Note that retirees are aso included in the Prime, MTF/SA, and civilian care-only groups.
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3.3 Changes in Access

Access to hedth care continues to improve under TRICARE. Enrollees n TRICARE
Prime are generdly sisfied with ther level of access to the hedth care syssem. Being
able to choose one€'s own provider was the greatest contributor to satisfaction among
Prime enrollees. There was a tendency for those enrolled with a military PCM to report
greater levels of satisfaction with access than those enrolled with acivilian PCM.

Three categories of access were examined to reach this concluson:
Reslized access, based on use of preventive care,
Availability and ease of obtaining care, and
Efficiency of the process of receiving care.

A set of measures was developed for each of these categories.

Realized access. One class of measures that relates to the use of care has been termed
realized access. These measures are used to indicate the ability of people to gain entry to
the hedth care sysem. Medicd vidts for preventive care (well-care), as well as vidts for
illnessand injury, fdl into this category.

For preventive-care measures, estimates were made of the proportion of beneficiaries
who, in a 12-month period, reported having a

- Physicd examination,
Blood pressure reading,
Cholesterol screening,
Gynecologicd examination (women only),
Mammogram (women only),
Prostate exam (men only).

Availability. Availability addresses the issue of whether people are able to get care
when they fed they need it. Messures of availability that were examined include:

Being able to get care at one' sfacility of choice,
Being able to see a particular doctor, and
Access to one' s provider by telephone.
Having a usua source of care should improve on€'s ability to obtain care, and it is
often the firs step in gaining access to the system. Under the Prime option, dl enrollees

are assigned a PCM and, therefore, do have a usual source of care [other than the
emergency room (ER)].

Another measure of the avalability of care is being able to vist the facility of choice.
As mentioned earlier, with the inception of the Prime option came a priority sysem for
gppointments a the MTF. Active duty personnd and those enrolled in Prime get firg

priority for appointments. This could potentidly sgueeze out others depending on space
available appointments.
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The following additiona measures of hedth care availability were dso used:
Access to health care when needed,
Accessto specididts,
Accessto hospita care,
Access to care in an emergency,
Avallability of advice over the telephone, and
Availability of prescription services,

Process. Another class of access measures is related to the process of gaining entry
into the hedth care syssem. These process measures focus on administrative aspects of
access, including making an appointment and waiting time to see a provider after ariving
for the gppointment. The following process measures of access were examined:

Time waiting to see a provider (time between gppointment and vist, and time
waiting in office),

Ease of making an appointment by telephone,

Trave timeto fadility,

Percaived convenience of location, and

Perceived convenience of hours.

3.3.1 Realized Access

Two aspects of redized access were evaduated: generd use of the hedth-care system
(medicd vidts) and use for preventive care.

Table 3-5 shows that access, as measured by the use of medicd cae, rose
dramaticdly in dl regions during the period of andyss as TRICARE evolved. Prime
enrollees had the highest leved of access.

Table 3-5. Changes in Percentage of Beneficiaries With a Medical Visit From 1994 to 1997

Subpopulation
Active Duty Prime Other® Total Retired
Region FYH Fyo7 Fro4 Fyo7 Fro4 Fy97 Fro4 Fyo7 Fro4 Fyo7
3 0.68 0.82* 0.87 0.92* 0.85 0.88* 0.82 0.88* 0.84 0.88*
4 0.76 0.82* 0.89 0.91* 0.84 0.86* 0.83 0.87* 0.84 0.87*
6 0.69 0.85* 0.87 0.90* 0.85 0.86* 0.82 0.87* 0.85 0.86*
9 0.73 0.86* 0.83 0.89* 0.86 0.87* 0.82 0.87* 0.86 0.86*

10 0.74 0.86* 0.90 0.93* 0.88 0.86* 0.86 0.88* 0.88 0.88*
11 0.72 0.83* 0.83 0.91* 0.85 0.87* 0.82 0.87* 084 0.87*
12 0.72 0.87* 0.83 0.97* 0.83 0.88* 0.78 0.90* 0.83 0.89*
All 071 0.84* 0.86 0.91* 0.85 0.87* 0.82 0.87* 0.85 0.87*

21t was not possible to identify the source of medical care for those not reporting a visit to a health care provider.
MTF space-available, civilian-care only, and “unclassifiables’ are combined into the Other category.

* |ndicates significant change (p < .05).

Note that retirees are aso included in the Prime, MTF/SA, and civilian care-only groups.




Emergency room use is another indicator of access. Lacking access to a “regular”
source of care could result in the use of the ER for this purpose. Table 3-6 shows a
dramatic drop in the use of ER vigts.

Table 3-6. Changes in Proportion of Beneficiaries Using the Emergency Room
From 1994 to 1997

Subpopulation
Active Duty Prime MTF/SA Civilian Total Retired
Region FYH FY97 FYHA FY97 YA FY97 FYHA FY97 YA FY97 | FYY FY97

3 047 025 048 030 048 034 034 021* 043 025 | 040 023
4 044 024 047 028 051 034 031 023 041 025 | 039 025
6 051 027~ 041 020 048 034 029 021* 040 024*| 036 023
9 045 022 038 025 04 02* 035 019 040 022 | 037 019
10 032 023 035 029 049 03 035 0200 038 023 | 037 023
1 044 022 048 027 053 032 036 019 045 022 | 041 021*
12 048 023+ 048 025 05 038 029 022 049 025¢ | 045 023
All 047 024 043 028 048 033* 033 021* 041 024 | 038 022

* |ndicates statistically significant change (p < 0.05).
Note that retirees are also included in the Prime, MTF/SA, and civilian care-only groups.

TRICARE has placed an emphass on wel-care and preventive medicine. As shown
in Table 37, there has been a generd increase in the receipt of preventive care from 1994
to 1997. The exception to this trend has been for GYN procedures, which include Pap
tests, and prenatal care during thefird trimester.

Table 3-7. Changes in Realized Care Indicators* From 1994 to 1997

Subpopulation
Active Duty Prime MTF/SA Civilian Total Retired

Measure FYHA FY97 FYH FY97 FY9A FY97 FYH FY97 FYHA FY97| FYH FY97
BP check 079 092 079 092 083 094* 091 096 081 091*( 084 0.92*
Cholesterol check 045 041* 045 050* 056 058 069 069 052 054%( 061 0.63*
Flu shot 079 085* 032 040 042 051* 046 059* 045 057 041 054*
Mammogram (40+) 075 062 063 063 067 064 071 066 064 062 065 0.63
Mammogram (50+) (Note2) 065 071 071 071 072 068 067 067 | 067 067
Pap test 087 078 073 070 073 067 069 065 070 066*| 066 0.62*
Physical exam 049 050 051 059 057 062 069 070 055 059 058 063
Prenatal care (first 099 093* 092 09 089 082 094 091 094 090 078 082

trimester)

Prostate exam (40+) 051 041 060 060 069 064 072 072 063 063 | 063 063
Wellness advice® 040 050* 037 061* 040 060 053 0.69* 043 061*| 048 O067*

Note 1. Procedures performed in the 12 months preceding survey.

Note 2. Insufficient sample size to estimate.

Note 3. Based on those having amedical visit.

* Indicates statistically significant change (p < 0.05).

Note that retirees are a so included in the Prime, MTF/SA, and civilian care-only groups.
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3.3.2 Availability of Care

There has been a perception of increased avalability of care. A greater proportion of
the population reported that they were able to get care when they fdt they needed it, as
shown in Fgure 3-1. This figure and subsequent ones like it display the 1994 basdine
vaues a the bottom and graph the changes between the 1997 vaues and the basdine for
esch subpopulation group. Basdine values are given in parentheses and are highlighted
with an adterisk to indicate that the changes from the basdine (1994) are datidicaly
ggnificant. The pattern shown in the figure, which is a composte of the seven regions
being studied, issmilar for most regions, as shown in Table 3-8.

The greastest increases in percelved access are among those who enrolled in Prime.
Note however, that the level of perceived access to care when needed, in generd,™ is
congderably higher for those recelving care outsde the military system (about 90 percent
satisfied, with no change over time). Thus while TRICARE seems to result in an
impression of improved accessto care, it ill has room for improvement.

0.12 7

0.10 7

0.08 1

0.06 A

0.04

0.02

0.00 T T T

r r
Active Duty Prime MTF/SA Civilian Retired Total
(0.58%) (0.63%) (0.56) (0.92) (0.79%) (0.72%)

Change in Proportion of Population

-0.02 -
Subpopulation

Figure 3-1. Getting Care When Needed—All Regions Combined

13 | ncludes specialty and Primary care.
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Table 3-8. Percentage Satisfied With Getting Care When Needed—All Regions Combined

Subpopulation
Active Duty Prime MTF/SA Civilian Total Retired
Region FYH FY97 FYHA FY97 YA FY97 FYH FY97 YA FY97 | FYY FY97
3 059 060 062 072 05 052 08 091 071 07| 077 081*
4 055 064 061 072 051 046 092 094 071 075 | 077 079
6 054 065+ 050 072 049 052 093 092 065 075 | 074 080
9 059 070+ 076 079 072 069 093 092 076 079 | 086 085
10 054 067 074 07/ 062 05 091 093 07/ 08 | 083 084
11 060 O070* 072 078 057 063 093 094 074 080 | 082 086
» 071 073 065 073 065 059 097 09% 071 074 | 083 081
All 058 066 063 074 056 05 092 092 072 O07*| 079 08

* |ndicates statistically significant change (p < 0.05).

Note that retirees are also included in the Prime, MTF/SA, and civilian care-only groups.

Severd additiond measures of availability of care were examined. A sSmilar pattern
of ncreased availability of care was perceived. Table 39 gives the detalls. Note dso that
a smdler proportion of beneficiaries reported that they did not use the MTF for care
because of difficulty in obtaning an agppointment—even those usng MTF space
avalable as thar source of care. A amdl proportion of those using civilianonly care
reported they did not use the MTF because of the difficulty in getting an gppointment
there (0.26 and 0.29 in 1994 and 1997, respectively). This suggests that some people
udng dvilianonly sources of care might have used space-avalable MTF care if they
could have gotten an gppointment.

Table 3-9. Availability Measures of Access—All Regions Combined

Subpopulation
Active Duty Prime MTF/SA Civilian Total Retired
Measure FYHA FY97 FYH FY97 FYSA FY97 FYH FY97 FYHA FY9I7| FYH FY97

Satisfaction with:

Accessto care 067 073 073 078 066 067 092 094 078 081* 084 0.86*
Accessto hospital 067 075* 075 081* 064 065 094 094 079 083 08 086
care

Accessto specialists 041 048 054 063 045 049 089 090 064 068 074 0.78
Availableinformation 036 054 053 067 040 054+ 08L 083 060 069 069 O0.75*
by phone

Choiceand continuity 032 035 050 055 046 044 085 08 061 062¢ 0.73 0.74
of care

Ease of making 047 058 055 069 045 051* 094 093 067 0.73* 0.76 0.80*
appointments

Ease of seeing 026 038 047 058 041 046 089 087 060 065 073 0.76*
provider of choice

Ability to choose 027 039* 048 059+ 043 046 083 083 060 065 074 0O.77*
provider

Did not use MTF 021 016 034 026 043 036 026 029 030 0287 030 029
(difficulty getting

appointment)

* Difference between 1994 and 1997 statistically significant, p < 0.05.

Note that retirees are also included in the Prime, MTF/SA, and civilian care-only groups.
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3.3.3 Process of Obtaining Care

Two measures that reflect the process of obtaining care are the ease of making an
appointment and the waiting time between making the gppointment and seeing the hedth
care provider. As shown in Figures 32 and 33, TRICARE has made t easer to make a
medica gppointment, and people can see their providers more quickly. The gap between
making an gppointment and seeing a provider has dropped dramatically since 1994—
particularly for Prime enrollees, whose wait times for appointments decreased from about
13 to 6 days. Lack of specificity in the 1994 survey does not dlow a breskdown of the
type of care being sought. However, the 1997 survey datadlow afiner level of detall.

Table 3-10 shows edimaed wating times and the percentage of a given
subpopulation who were seen within TRICARE guiddines. Results are broken down by
military and civilian providers. The estimates indicate that those recelving care from
avilian providers generdly have shorter wait times for appointments. Furthermore,
TRICARE gods for appointment wait time are met about 95 percent of the time by
civilian providers, in contrast to 92 percent by military providers.

Table 3-11 lists other process measures that were examined. The generad pattern
shown in the data is br improved satisfaction with access under TRICARE, but the levels
of sideaction of those udng the military sysem are condderably less than for those
using the dvilianonly care. One anomay observed from 1994 to 1997 is the generd
increese in the number of telephone cdls needed to get an gppointment. This was
obsarved for both those with military and civilian sources of care. The increase may
reflect the adoption of the managed care concept. The number of walk-in dinics
decreased within the MTFs when TRICARE was established, and patients now had to
make an appointment to be seen. In addition, the number of beneficiaries previoudy
seeking care at the ER decreased. Mogt likely, these people are now seeking care where
an agppointment is needed. This would aso result in an increesed number of telephone
cdls for gppointments. This suggeds that the telephone agppointment system did not
expand to meet the additional demand.
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Change in Proportion of Population Satisfied

Change in Number of Days
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Figure 3-2. Ease of Making Appointments—All Regions Combined
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Figure 3-3. Wait Time for an Appointment—AlIl Regions Combined
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Table 3-10. Wait for a Medical Appointment (1997)

Subpopulation/Provider

Metricand  Active Prime Civilian Total Retired
Appointment Duty MTHSA  Only
Type (Mil.) Mil. Civ. (Mil.) (Civ.) Mil. Civ. Mil. Civ.
Dayswaited
Chronic 10 9 6 14 7 1 7 13 7
Minor 2 3 2 4 2 3 2 4 2
Routine 9 11 10 15 11 11 11 14 1
Urgent 1 1 1 2 1 1 1 1 1
Proportion seen
in specified
time*
Chronic 0.92 094 1.00 0.85 094 091 09 0.88 094
Minor 0.96 093 1.00 0.88 0.98 093 0.98 0.88 097
Routine 0.96 094 0.90 0.87 091 093 092 0.89 092
Urgent 0.90 092 0.90 0.89 0.95 091 094 0.89 094
! Specified waiting times: chronic (30 days), minor (3 days), routine (30 days), urgent (1 day).
Note that retirees are also included in the Prime, MTF/SA, and civilian care-only groups.
Table 3-11. Process Measures of Access—All Regions Combined
Subpopulation
Active Duty Prime MTF/SA Civilian Total Retired
Measure FY94 FY97 FYHA FY97 FYHA FY97 FYHA FY97 FYHA FY97| FYHS FY97
Satisfaction with:
Convenience of hours 0.63 068* 078 0.83* 074 083* 094 094 080 0.84* 0.88 0.91*
Convenience of 080 084* 081 085" 068 0.76* 091 091 082 086% 083 0.86*
treatment location
Ease of making 047 058 055 0.69* 045 051* 094 093 067 0.73* 0.76 0.80*
appointments
Ease of seeing provider  0.26 0.38* 047 058 041 046* 089 0.87 060 0.65* 073 0.76*
of choice
Time from making to 051 062* 061 0.71* 051 059* 0.89 0.88 068 0.74*| 0.76 0.80*
having appointment
Wait timein office 044 056* 059 067 053 062 084 083 064 0.70% 074 O.77*

* Difference between 1994 and 1997 statistically significant, p < 0.05.
Note that retirees are also included in the Prime, MTF/SA, and civilian care-only groups.

3.3.4 Effects of Provider Type on Perceptions of Prime Enrollees

Only some Prime enrollees were able to choose their own PCMs** Table 3-12 shows
the proportions d Prime enrollees with civilian and military PCMs, and the proportions of
those who were able to choose their particular PCMs. (While the table combines the results
across regions, the patterns were smilar for individua regions) In genera, more people are
enrolled with military PCMs (72 percent) but are less likdly to have chosen their own if the

14 The PCM could be either an individual or a team of providers. This applies to both military and

civilian PCMs.
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PCM is military (46 percent vs. 81 percent for those enrolled with civilian PCMs). During
1997, the DoD did not have an explicit policy of assigning a particular physcian to a Prime
enrollee. In many cases, people are assgned to military clinics with no specific PCMs.
However, if a person was dlowed to enroll in the non-militay network of civilian
providers, he or she was typicaly able to choose a particular provider as PCM.

Table 3-12. Proportion of Prime Enrollees Choosing Own PCM'—1997,
All Regions Combined

PCM Type
Duty Status Measure Civilian Military ~ Combined

ADFM/Retired P(choose PCM) 0.83 053 0.64
P(PCM type) 0.37 0.63

Active Duty P(choose PCM) 0.60 034 0.36
P(PCM type) 0.09 091

Total P(choose PCM) 081 046 055
P(PCM type) 0.28 0.72

! The PCM could be either an individual provider or a facility (where a particular
health care provider may not be specified).

Free choice of a PCM has a profound effect on satisfaction with many aspects of the
militay hedth cae sysem. The resllts indicae that Prime enrollees with military
providers report grester levels of access than those with civilian providers, and those who
get to choose ther providers have higher satidfaction with the hedth care system.
Table 3-13 shows edtimated vaues of various measures for Prime enrollees broken down
by provider type (military or civilian) and whether they could choose ther providers.
These results suggest that those with military providers seem to be more satisfied with
their level of access. In particular, those with military (vs. civilian) PCMs:

Felt Prime would increase access to care,
Felt Prime would make it easier to see a pecidigt,
Are more satisfied with their choice of providers,
Have a grester understanding of how to make an gppointmernt,
Areless confused about costs,
Have a greater understanding of TRICARE options,
Are more satisfied with care,
Aremore likely to recommend Prime to a friend, and
Fdt it would cost them less under Prime.
On the other hand, those Prime enrollees with civilian providers were more positive
with respect to:
Ease of making an appointment,
Being able to see the same provider on each vist, and
Promptness of hill payment.
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Perhagps the best discriminator leading to satisfaction with TRICARE is ability to
choose one's own PCM. For dl the measures shown in Table 313, those who were able
to choose ther own PCM were more satisfied with al aspects of TRICARE than were
those who could not choose.

Table 3-13. Effect of Choice of PCM on Prime Enrollee Perceptions of TRICARE
(Proportion of Subgroup—1997, All Regions Combined)

PCM Type Choose PCM
Measure® Military ~ Civilian No Yes
Setisfaction with:
Accessto headlth careif needed 0.72 0.71 0.67 0.75*
Ease of making appointments 0.64 0.69* 0.61 0.68*
Outcome of health care 0.78 0.78 0.74 0.82*
Overall quality of care 0.80 0.78 0.76 0.82*
Believe that:

Under Prime it will be harder to see a specialist 0.39 0.50* 0.48 0.38*
Are confused about costs under Prime 0.37 0.44* 0.42 0.36*
Prime enrollment will improve accessto care 0.73 0.68* 0.64 0.78*
Prime enrollment will result in better preventive care 0.69 0.64 0.59 0.74*
Had clear information on Prime enrollment process 0.85 0.79* 0.79 0.87*
Know exactly how to make appointment 0.86 0.85 0.82 0.89
Know how to use the health care finder 0.62 0.65 0.55 0.70*
Need more information about Prime 0.57 0.60 0.64 0.54*
Prime will make it easier to get advice over telephone 0.67 0.63 0.60 0.70*
Quiality of health care hasimproved under Prime 0.50 0.48 0.36 0.59*
Would recommend Primeto afriend 0.76 0.72* 0.65 0.83*
Satisfied with care under Prime 0.81 0.76* 0.72 0.85*
Satisfied with choice of providers under Prime 0.73 0.66* 0.58 0.78*
Satisfied with promptness of bill pay ment 0.52 0.59* 0.49 0.58
Under Prime can see same provider on each visit 0.68 0.87* 0.65 0.79*
Understand difference between TRICARE options 0.73 0.68* 0.66 0.76*
Will have to use more of own money under Prime 0.42 0.59* 0.52 0.44*

! Proportions based on those expressing an opinion other than “don’t know.”
* Difference between groups statistically significant, p < 0.05.

3.4 Changes in Quality of Care

Quadlity of care has many dimensons. This evauation consders two mgor aspects of
quaity: meeting nationd dandards and qudity of care as perceved by DoD
beneficiaries. In a departure from the established methodology, standards are evauated
from the perspective of a single point in time, during 1997 when the seven regions had
been under the TRICARE program for a least 1 year. This approach was necessary
because the 1994 survey did not include items designed to measure the achievement of
many nationd gods The methodology compares levels of qudity achieved in 1997 with
levels specified in the nationd goals.
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3.4.1 Meeting Standards Under TRICARE

TRICARE Prime offers additiond enhanced benefits that are not covered under
TRICARE Standard. These enhanced benefits include such services as periodic
examinations and preventive-care procedures. Counseling on well-care issues, such as
nutrition, exercise, and substance abuse, ae integrated into routine office vigts. In
addition, Prime offers incressed continuity of care through the sdection of a PCM, who
either provides or coordinates dl the beneficiary’ s hedlth care services.

DoD has adopted as its standard the national health-promotion and disease-prevention
objectives specified by the U.S. Depatment of Hedth and Human Services in Healthy
People 2000.° Care levds under TRICARE were compared with these nationa
dandards. Prime covers specific well-care procedures at stated frequencies that tend to
coincide with or exceed these naiond goas Bendficiaries survey responses were
compared with the nationa objectives in the following areas:

Smoking cessation,

Dentd care,

Prenad care (first trimester),
Blood pressure checks,
Cholesterol screening,
Prostate checks,
Mammography, and

Pap smears.

Healthy People 2000 identifies both current nationa care levels and target leves for the
year 2000. It identifies outcome targets for such things as smoking cessation and
immunizations. In 1987, for example, 30 percent of the 20- to 24-year-olds were regular
cigarette smokers. The rationd target is to reduce that percentage to 15 percent by 2000. In
addition, Healthy People 2000 identifies targets for frequency of well-care procedures. For
example, by 2000, the nationa objective is for 90 percent of the adult population to have
had their blood pressure checked by a trained professona within the previous 2 years. The
carelevels under TRICARE were compared with these national targets.

Figure 3-4 shows the average levels achieved in the saven TRICARE regions
combined adong with the Healthy People 2000 gods Results are shown for the totd
population only. Subpopulation results are shown in Table 3-14, and regiona datistics
ae given in Appendix E. These data indicate tha TRICARE is meeting (or nearly
meeting) most of the Healthy People 2000 goa's examined. Shortfdlsinclude:

Prostate exams (males 40 and olde),
Counsdling for smokers, and

Use of tobacco products (both cigarettes and chewing tobacco).

15 Healthy People 2000: National Health Promotion and Disease Prevention Objectives, Department
of Health and Human Services, Office of Disease Prevention and Health Promotion, 1991.
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Figure 3-4. Achievement of Healthy People 2000 Goals in 1997 (Entire Population,
Averaged Across TRICARE Regions)

3.4.2 Perceptual Measures of Quality of Care

Changes in beneficiaries perceptions of qudity under TRICARE were examined
based on ther survey responses. The perception messures examined include
beneficiaries ratings of:

- Ovedl qudity of hedth care,
Thoroughness of examination,
Ability to diagnose hedlth care problems,
Thoroughness of treatment,
Kill of provider, and
Perceived outcomes of the hedlth care.

Fgure 3-5 shows that the levels of perceived overdl qudity of care have increased
sgnificantly from 1994 to 1997. While there have been improvements in perceived
quaity by those receiving care in the military system, ther levels 4ill fdl behind those
usng cvilian care. Similar patterns were obsarved in mogst of the regions, as displayed in
Table 3-15.
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Table 3-14. Healthy People 2000 Goal Achievement by Subpopulation—All Regions

Combined (Proportion Meeting Goal)

Subpopulation

HP2000 Active Civilian
Measure Goadl Duty Pime MTF/SA Cae Total | Retired
Prostate exam past 12 months (40+ 1.00 041 0.61 0.65 0.72 0.63 0.64
African-Americans, 50+ other
males)
Ever had mammogram (age 40-49 0.80 0.93 0.92 092 092 0.91 091
females)
Mammaogram past 12 months 0.60 n/a 0.69 0.69 0.69 0.66 0.66
(females age 50+)
Ever had a Pap test (females) 0.95 0.99 0.99 0.98 0.98 0.98 0.98
Blood pressure check past 24 0.90 0.98 0.97 0.98 0.99 097 0.96
months
Pregnant and did not smoke 0.90 0.86 0.87 0.89 0.83 0.87 0.79
Prenatal care began first trimester 0.90 094 0.90 0.85 093 0.90 0.79
Pap test past 3 years (females) 0.85 0.98 0.92 0.88 0.86 0.88 084
Cholesterol screening past 60 0.75 0.78 0.77 0.82 091 0.82 0.88
months
Ever had smoking counseling 0.75 037 0.39 0.39 043 037 0.38
(smokers)
Denta exam past 12 months 0.70 0.85 0.62 0.60 0.67 0.68 061
Breast exam past 12 months 0.60 0.72 0.66 0.66 0.69 0.65 0.65
(females)
Not smoke cigarettes (age 18—24) 0.80 0.70 0.81 0.80 0.79 0.75 081
Not smoke cigarettes (all ages) 0.85 0.77 0.80 0.82 0.83 0.80 081
Not chew tobacco (age 18-24) 0.96 0.77 0.97 097 097 0.87 0.95
Not chew tobacco (all ages) 0.96 0.86 0.98 0.98 097 0.95 097
Flu shot past 12 months None 0.85 040 051 0.59 057 054
General physical past 12 months None 050 0.59 0.62 071 059 064
Healthy living advice past 12 None 0.46 0.57 0.61 0.69 057 0.63

months

Notes: Differences between the goal and observed value of more than 2 percentage points, in the overall population,
were statisticaly significant, p < 0.05. Retirees are also included in the Prime, MTF/SA and civilian care-only groups.
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Figure 3-5. Change in Satisfaction With Overall Quality of Care—All Regions Combined

Table 3-15. Regional Changes in Perceived Overall Quality of Care
(Percentage of Subpopulation Satisfied)

Subpopulation
Active Duty Prime MTF/SA Civilian Total Retired

Region FYH FY97 FYH FY97 FYH FY97 FYH FY97 FYHS FY97 | Y9 FY97
3 066 067 078 08 071 073 091 093 080 082 | 08 088
4 069 076+ 076 082 073 076 092 09 08L 08| 08 088
6 068 071 068 o08* 071 081* 09 093 078 083 | 08 089
9 066 074 084 o081 083 078 094 09% 08 08 | 091 09
10 061 07+ 082 08 08 076 092 094 084 08| 089 09
11 067 078 08 08 07/ 08* 093 0% 08 08| 08 093
12 057 07* 075 076 076 074 098 09% 072 078 | 090 090
All 067 072 077 08* 075 078 093 094 081 084 | 087 08%

* Difference between groups statistically significant, p < 0.05.
Note that retirees are also included in the Prime, MTF/SA, and civilian care-only groups.

Table 3-16 shows the effects of TRICARE on various qudity-of-care attributes.
Improvements under TRICARE were observed for each aspect of quality. The familiar
patern of grester levels of saisfaction for those with civilianronly (vs. military) sources
of care is observed for these data The patern and levels of satisfaction with quality
atributes exhibited by those usng MTFH/SA and Prime enrollees are nearly identical. This
is to be expected because these groups receive their hedth care mostly a the same
fadilities
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Table 3-16. Measures of Perceived Quality of Care—All Regions Combined
(Proportion of Subpopulation Satisfied with Attribute)

Subpopulation
Active Duty Prime MTF/SA Civilian Total Retired
Measure FYHA FY97 FYH FY97 FYHA FY97 FYH FY97 FYHA FY97| FYH FY97

Ability to diagnose 063 067 076 079* 071 075 091 091 0.78 0.80* 086 087
Advicetoavoidillness 069 0.74* 073 0.79* 074 076 083 090 0.79 0.82* 084 0.86*
Attention given by 067 072 075 080 073 077~ 089 091 079 082¢ 085 087*
provider
Courtesy of admin. staff 062 0.71* 075 077 073 078 094 093 079 0.82¢ 088 089
Courtesy of providers 076 082 083 083 084 087 09% 09 087 089 092 093
Interpersonal concernof 050 058 062 069 062 067 085 086 068 0.72 078 0.81*
providers
Outcomeof healthcare 068 0.72 079 081* 076 077 092 092 081 082 087 088
Overall quality of health 067 072 077 082 075 078 093 094 081 084* 087 0.8%
care
Provider concern for 077 081* 083 083 083 087 09 09 087 089 092 093*
privacy
Provider explanationof 066 0.72* 0.7/ 081* 076 07/ 090 091 080 0.82* 086 087*
medical tests
Provider explanationof 068 0.73* 078 082 077 078 091 092 081 083 087 088

procedures
Provider interest in 053 062 064 072 063 068 083 089 071 0.76* 080 0.83
outcomes
Provider personal 067 073 074 080 074 077 091 092 079 083 08 0.88*

concern (for patient)
Provider reassurance 067 071* 074 079 073 074 091 091 079 081*| 086 0.87*

and support
Thoroughnessof exam 065 0.72* 0.76 081* 072 077 091 093 079 083 086 089
Thoroughness of 066 070+ 079 08L 075 077+ 093 093 08l 083 087 089
treatment
Time with provider 060 067 069 074 069 072 087 088 074 078 082 084*

* Difference between 1994 and 1997 statistically significant, p < 0.05.
Note that retirees are also included in the Prime, MTF/SA, and civilian care-only groups.

3.5 Satisfaction With Filing Medical Claims Under
TRICARE

When seeking care outside the managed care network, a medicd dam mus be filed
for reimbursement.!® Use of CHAMPUS (TRICARE Standard) by those using civilian
care-only dropped from 40 7percent in 1994 to 30 percent in 1997, suggesting that fewer
dams are now being filed}” As shown in Table 317, tere was improvement from 1994

811 principle, those enrolled in Prime and nonenrollees using the Extra network do not have to file
claims. Participating providers in the Extra network and providers receiving referrals from PCMs of Prime
enrollees are supposed to handle the necessary claims filing. Before TRICARE, filing a CHAMPUS claim
was the responsibility of the patient.

17 Information on the proportion of beneficiaries who had to file their own claims was not available
from the survey data.
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to 1997 in both the satisfaction with provider willingness to submit daims™® and the time
required to solve problems with cdams. However, those filing dams in 1997 were less
saidfied with the overdl filing procedures and the level of coverage, compared with what
was reported in 1994, before TRICARE. Levels of satisfaction with most aspects of
cdams filing are rdativdy low in comparison to sdisfaction levels with access to and
quality of care.

Table 3-17. Satisfaction With TRICARE Standard (CHAMPUS) Claims Procedures—
All Regions Combined (Proportion of Subpopulation Satisfied)

Source of Care

Purchased Care MTF/SA® Prime?
Satisfaction Measure FYo Fyor FYoa Fyo7 FYo Fyor
Provider willingness to submit claims 0.64 0.79* 0.75 0.86* 0.78 0.83*
Claims processing procedures 0.67 0.62 0.68 064 0.70 0.67
Timeto solve claims problems 042 0.48* 044 048 049 056*
Timewaiting for payment 049 051 0.50 0.53 0.55 0.60*
Amount of deductible 044 041 0.39 043 043 0.60*
Amount of copayment 041 042 041 047 051 0.60*
Coverage 052 043 054 0.49 057 0.60*

Proportion that used CHA MPUS/Standard 0.40 0.30* 0.37 0.37 0.61 0.41*

1 Used MTF/SA and some purchased care (CHAMPUS/TRICARE Standard or Extra).

2 Used CHAMPUS/Standard prior to enrolling in Prime, or referred out-of-network by PCM in 1997.
* Change statistically significant, p < 0.05.

Lage regiond differences in saidfaction with the various aspects of dams filing
were observed (see Appendix F). These differences are partidly the result of differences
in procedures followed by the managed care contractor responsible for processing clams
in agiven region.*®

3.6 Region 11 Changes

Region 11 was the fird TRICARE ste and has been enralling people in Prime since
March 1995. The FY98 evduation focused on this single region because it was the only
one that had been operationd long enough a the time with meaningful data The results
of that evduation suggested that TRICARE had resulted in increased access and that
qudity of care was being maintaned. A second look is now teken for evidence of a
continued trend in access and quadity of carein Region 11.

18 With the advent of TRICARE, there has been an increase in the number of providers willing to
accept assignment. Providers accepting assignment are also required to submit claims.

19 CHAMPUS claims were handled differently in 1994 and 1997. In 1994, before TRICARE, clams
were filed directly with afiscal intermediary who processed claims for the beneficiary’s state of residence.
In 1997, each region under TRICARE has a contractor responsible for handling claims. Procedures can
vary from region to region.
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3.6.1 Accessto Care

Figures 36 through 38 show 3year trends for beneficiary satisfaction with access to
care when needed, ease of making an appointment, and use of the ER as source of care,
repectively, for each of the defined subpopulaions (Appendix G provides supporting
data). The results show that levels of satisfaction continue to rise, and ER use generdly
continues to fal, as TRICARE matures. Leves of satisfaction with access for those with
cvilian sources of care were the highest—consstently above 90 percent. Satisfaction
with access to Prime and MTH/SA rose by more than 20 percentage points over the 3
year period, but it is till below that of accessto civilian care.
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Figure 3-6. Satisfaction With Access to Care in Region 11
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3.6.2 Quality of Care

Figure 3-9 shows the 3-year trends for satisfaction with qudity of care in Region 11.
The generd trend (total group) suggests a gradudly improving perception of qudity of
cae. The levds of saidaction with quaity of care receved a militay faciliies are
approaching those received at civilian onesin Region 11.
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Figure 3-9. Satisfaction With Overall Quality of Care in Region 11
(Proportion of Subpopulation Satisfied)

3.7 Areas of Possible Concern

While the generd pattern of results shows that TRICARE has made dramatic
improvements in access to care, and that most quality-of-care gods are being met, this
study has identified severa problem areas. These are summarized below.

3.7.1 Satisfaction With Military vs. Civilian Care

Levels of satisfaction with most aspects of access were shown to be markedly grester
for those with a source of care outsde the military system. Why are those who use
military providers as a source of care less satisfied? Two characteritics of the group not
using the military system distinguish them from those who do.

Those in the dvilian-care group are demographicaly different: they are older, more
likely to live out of catchment, and more likely to have private insurance. Older people in
the sample tend to have greater levels of satisfaction with ther hedth care—regardless of
the source of care. However, age alone does not account for the observed differences in
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satidfaction. Those who only use civilian sources of care ae dso different in a more
subtle way—they chose not to use the military sysem. This “tag€’ for cvilian care likdy
accounts for some of the differences in saisfaction. While it is possble to “adjus” the
data and datidticaly predict the outcomes of a subpopulation on the basis of different
demographics, it is not possble to account for the factors underlying the choice of the
source of hedlth care with the available data.

However, it was possble to identify attributes of the military system leading to lower
levels of stisfaction among those who use it. These include:

Inability to choose one's own PCM, and
Difficulty making an appointment by telephone.

Those enrdlled in Prime who were able to choose ther own PCM had sgnificantly
gredter levels of satisfaction with most aspects of their hedth care—even such things as
how long it takes to get an gppointment. Greater satisfaction with these “process’
measures suggests an anbiguity. Given that one can choose one's PCM, does one do so
on the basis of prior knowledge of how easy it might be to see a particular provider, or of
expected levels of qudity of care? If o, then choosing one€'s own PCM will not lead to
satisfaction by itsdf. Rather, an informed choice, leading to pogtive expectations fulfilled
by experience, isthe more likely scenario.

This sudy found that it is becoming more difficult to make an gppointment by
telephone. This is paticularlly true for those with military providers. However, while
there has been an increase over time in the number of phone cals needed to get an
gopointment, the level of saisfaction with esse of making gppointments has risen for
those usng military providers. This suggedts that difficulty in getting through on the
tdephone may be only a minor annoyance Alterndivey, difficulty in meking an
gopointment by telephone may have curtailed the satisfaction level from incressng even
more than it had.

3.7.2 Shortfalls in Meeting Quality-of-Care Goals

While mogt Healthy People 2000 gods were being met, a few were not. Some of
these goas are described below.
3.7.2.1 Tobacco Use

The use of tobacco products (cigarettes and smokeless tobacco) is prevaent among
the enlisted population and for pregnant women. There was dso a shortfdl in the leve of
counsdling in the use of tobacco.

While it may be difficult to achieve a reduction in the use of tobacco, providing
counsdling servicesisless problemetical.
3.7.2.2 Healthy Living Advice

Although no goa had been set for FY 1997, only 57 percent of the Prime group and
46 percent of active duty personnel reported receiving hedthy living advice during that
year. Everyone enrolled in Prime should have received this advice.
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3.7.2.3 MTF Prenatal Care

There was a shortfdl in the recapt of fird-trimester prenatal care for pregnant women
with MTF space-available sources of care (85 actua vs. 90 percent goal).

3.7.2.4 Prostate Exams

The DoD uses an implicit god for prodtate testing—all (100 percent) maes, 50 years
of age and over, and dl AfricanrAmerican mdes, 40 and over. As shown previoudy in
Table 3-14, the levd of testing was 63 percent of that population—well below the godl.

3.7.2.5 Pap Tests

As reported earlier in Table 37, the level of annual Pap tests dropped from 70 to 66
percent, over the period of andyds for women in the overdl population. This is
somewhat mitigated by the FY 1997 achievement of the Healthy People 2000 god of
“Pap test in past 3 years.”

Specific screening mechanisms tend to increase the chance of early detection and
improve treatment outcomes. Therefore, it is in both the DoD’s and the beneficiaries
best interests to use these screening mechanisms because they save lives and dollars.

3.7.3 Claims Processing

Those choosing to seek care out of the managed care network under TRICARE were
very saisfied with access to and quaity of care—with satisfaction levels exceeding 90
percent. However, levds of saidfaction with cams processing for this group were
relatively low (in many cases below 50 percent).

3.8 What Went Right
Despite these few dlitches, the net effect of TRICARE is continued improvement in
access to care, as evidenced by increased satisfaction with:
Accessto care,
Ease of making appointments,
Wait-times for getting an appointment,
Wait-times for seeing adoctor during an gppointment,
Convenience of hours, and
Being able to see a provider of choice.

The grestest increases in satisfaction with these aspects of access to care generdly
occurred for those enrolled in the Prime option of TRICARE.

TRICARE has ds0 resulted in increased satisfaction with overdl qudity of care for
the population as a whole. Qudity of care has mostly been maintained under TRICARE.
Mog of the quantifiable Healthy People 2000 gods examined were met, or nearly met,
for the population as awhole.
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4. EVALUATION OF TRICARE COSTS

The evauation of TRICARE costs considered both the costs to the government and to
covered beneficiaries. Actua TRICARE utilization and costs in FY 1997 were compared
with the corresponding quantities in FY 1994. To make these quantities comparable,
FY 1994 direct care and CHAMPUS costs were inflated to FY 1997 dollars, and both
utilization and costs were adjusted to reflect the beneficiary compogtion in FY 1997 as
well as the effects of BRAC and other Service rightszing initigtives. Throughout the
remainder of this document, the latter estimates are referred to as the FY 1994 basdline.
Also, the term “purchased car€’ is used to refer to both CHAMPUS in FY 1994 and to
MCS contractor carein FY 1997.

4.1 Methods and Data Sources

41.1 Data Sources

The evduation of government and beneficiary costs was based on data from severa
sources. To ensure adeguate sample sizes, independent samples were drawn from the
FY 1994 and FY 1997 Defense Enrollment Eligibility Reporting Sysem (DEERS)
databases s0 that both direct-care and purchased-care inpatient costs could be estimated
with a dedred level of precison. Appendix H provides a detaled description of the
sampling congiderations, sample szes, and weighting procedures. Because inpdient care
is the mog infrequent hedth care sarvice, sample Szes determined to edimate
hospitdization rates and costs should dso be sufficient to esimate outpatient and
prescription utilization and cogts.

Bendficiaries in the FY 1997 sample were matched to the FY 1997 DEERS enrollment
database to determine their Prime enrollment status (enrolled or nonenrolled), enrollment
intervals, PCM type (military or civilian), and region of emwollment. In many casss,
beneficiaries had two or more enrollment intervas, usudly involving a move from one
region to another, but sometimes involving a shift from a military to a civilian PCM or vice
versa. For comparability with the FY 1997 sample, beneficiaries in the FY 1994 sample were
prospectively matched to the FY 1997 DEERS enrollment database and classfied in the
same manner as the FY 1997 sample, with the exception that some beneficiaries were not
digible for military hedth care in FY 1997. The latter group of beneficiaries was included in
the estimation of the basdine but excluded from the estimation of the TRICARE effect.

The hedth care experience of sampled beneficiaries was obtained by matching them
to FY 1994 and FY 1997 purchased-care clams and Standard Inpatient Data Records
(SSDRs—MTF hospitdization records). The purchased-care claims data were aggregated
into inpatient, outpatient, and prescription episodes, with corresponding government and
beneficiary out-of-pocket costs. For FY 1997, provider information on the clams records
permitted utilization and cods to be classfied further into Prime, Extra, and Standard
options. Although the SIDR data did not indicate the enrollment gatus of beneficiaries
who had a hospitd stay, MTF discharges could be classfied as Prime or space-avaladle
by matching the discharge dates to the Prime enrollment file.
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Figure 4-1 graphicdly depicts the data sources used in this evduation and
summarizes the information derived from each source.
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Figure 4-1. Sources of Data Used for Evaluation of TRICARE Costs

4.1.2 Purchased Care Data

The FY 1997 purchased-care clams files used in this evauation were based on 20
months of data (i.e, clams submitted up to 8 months after the close of the fiscd year).
According to the CHAMPUS Regulation (DoD 6010.8-R), dl dams submitted for
benefits mugt, with a few exceptions, be filed no laer than 1 year after sarvices are
provided. Clams adjudications, often involving large sums of money, can further extend
the time period before the clams files can be condgdered complete. To avoid having to
wait much longer before processing the purchased-care claims, it was decided to estimate
their completeness usng 30-month CHAMPUS Medicd Information System (CMIS)
data avalable from the TRICARE Management Activity(TMA)-Aurora. Separate
completion factors were derived for inpatient, outpatient, and prescription services for
every combination of Hedth Service Region, Service, and beneficiary category (active-
duty family members, retirees, and retiree family members). The completion factors were
then applied to the gppropriate cost and utilization eements in FY 1997 to edimate a full
year of clams experience. A smilar procedure was followed for FY 1994 clams data
(even though those data are aready complete) to correct for sampling error in estimating
total utilization and costs

The FY 1994 purchased-care costs were burdened with the costs of the Office of the
Civilian Hedth and Medica Progran of the Uniformed Services (OCHAMPUS) in
Colorado, plus the Fisca Intermediary (FI) contractors who processed claims in each region.
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At a ndaiond levd, the cost of these activities was 5.95 percent relative to the direct
payments from OCHAMPUS to medicd providers®® The stuaion was different in
FY 1997. The OCHAMPUS cost was still borne by the Defense Hedlth Program through
direct appropriation to TMA-Aurora (the successor to OCHAMPUS and the TRICARE
Support Office), but the FI and certain other adminigrative costs migrated to the MCS
contractors. The dlocation of FY 1997 adminidtrative costs is described later in this chapter.

4.1.3 Direct Care Data

MTFs record inpatient stays in the SIDR data As with purchased care clams, the
SIDR daa remain incomplete until severa months have eapsed beyond the end of the
fiscd year. To adjust for incompleteness, the SIDR data were reconciled with data from
the Medica Expense and Performance Reporting Sysem (MEPRS), which were virtualy
complete 6 months after the close of FY 1997.

An additional adjusment was made to MTF inpatient utilization and costs to account
for a change in the trestment of ambulatory (same-day) surgeries between FY 1994 and
FY 1997. In FY 1994, al ambulatory surgeries were recorded on SIDRs aong with other
procedures requiring an overnight stay. However, as MTFs began shifting to the
Ambulatory Data Sysem (ADS) in FY 1996, ambulatory surgeries were recorded on
Standard Ambulatory Data Records (SADRS), and corresponding costs were allocated to
new MEPRS outpatient accounts. This posed a problem because FY 1994 and FY 1997
inpatient and outpatient utilization and costs were no longer comparable. Whereas dll
MTFs recorded ambulatory surgeries on SIDRs and MEPRS inpatient accounts in
FY 1994, those MTFs using the ADS recorded them on SADRs and MEPRS outpatient
accountsin FY 1997, and those not yet using the ADS recorded them asin FY 1994.

Two possible approaches were conddered to correct this accounting anomaly. Firdt,
because ambulatory surgeries are now treasted as outpatient procedures, al ambulatory
surgeries identified on FY 1994 SIDRs could be moved to the outpatient sde of the
ledger. This would obvioudy require that the corresponding costs be moved as well.
However, there was no separate vishility into ambulatory surgery codts in FY 1994
MEPRS. This left the only feasble gpproach of moving dl ambulatory surgeries
identified on FY 1997 SADRs back to the inpatient sde of the ledger. Because new
MEPRS accounts were created to identify ambulatory surgery costs for MTFs using the
ADS, the corresponding costs could aso be moved to the inpatient side.

Although the SIDR data contain individud paient identifiers, these identifiers are
absent from the MTF outpatient data. Instead, MTF outpatient services are recorded only
a an aggregate levd in terms of workcenters and broad beneficiary categories. Therefore,
the analyss of MTF outpatient services was necessarily conducted a a lesser degree of
detal. In particular, the impact of TRICARE on MTF outpatient costs was estimated by
amply comparing actud FY 1997 costs with FY 1994 cogts adjusted for inflation, changes
in demographics, and BRAC and other Service rightsizing initiatives. 1t was not possible to
partition the cogt difference into components due to the Prime and space-available options.

20 «CHAMPUS Chartbook of Statistics,” Office of the Civilian Health and Medical Program of the
Uniformed Services, OCHAMPUS Guide 5400.2-CB, December 1995, p. I11-9.
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The direct-care costs were developed from MEPRS, which records costs and workload
by workcenter a each MTF. MEPRS classifies final operating costs into five accounts:

A (Inpatient),

B (Outpatient),

C (Dentd),

F (Specid Programs), and
G (Readiness).

MEPRS aso records intermediate operating costs in accounts D (Ancillary Services,
eg., pharmacy, pathology, and radiology) and E (Support Services, eg., base operations and
real property maintenance). However, these codts are fully dlocated or “stepped down” to
the five find operating accounts, so they need not be considered separately in this anayss.

In paticular, most pharmacy cods are recorded in the three-digit account DAA
(Pharmacy), and are stepped down to the final operating accounts. Some pharmacy costs
are stepped dbwn to the three-digit accounts FCC (CHAMPUS Beneficiary Support) and
FCD (Support to Other Military Medicd Activities). All non-active-duty bereficiaries
have the option of obtaning a prescription from a civilian physician, and filling the
prescription free of charge a an MTF pharmacy. For CHAMPUS-digible beneficiaries,
the prescription costs are stepped down to the FCC account. For Medicare-digible
beneficiaries, the costs are recorded in the DAA account and are stepped down. Thus, the
latter costs are included in MEPRS but are not separatdly identifiable. This report
condders the FCC costs dong with those of the A and B accounts. Indeed, as will be seen
later, 18 three-digit F-accounts are included in the analyss because they were judged to
be potertidly affected by TRICARE.

4.1.4 Utilization and Cost Models

Using the above data sources, models were developed to estimate the impact of Prime
enrollment on utilizetion and costs. A further didinction was made between Prime
enrolless with a militay PCM and those with a civilian PCM. Prior to mode estimation,
some measures of beneficiary access were created to help predict utilization. Appendix |
gives adetailed description of these measures.

Because individuds were observed over vaying time periods, the potentid for
seaond varidion in utilization was dso conddered. For example, winter utilization
tends to be higher than during the rest of the year. Consequently, annua utilization would
probably be overesimated if utilization during the winter months were smply scaed by a
factor of four. By andyzing the variation in monthly DoD-wide utilization and cogs over
the past severd years, factors were derived that enabled utilization and costs observed
over fractiond MHS digibility and Prime enrollment intervals to be scded appropriatey
into annua equivalents.

Utilization of MHS sarvices for any individud is messured in terms of counts—
number of hospitd days, number of outpatient vists, and number of prescriptions.
Models that take account of the discrete nature of count data, and the intervas over which
they are obsarved, were used for dl the utilization andyses. For the purchased-care
outpatient and prescription andyses, two-stage models were used. In the firg stage, the
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probability that an episode occurred during the period of observation was estimated. In
the second stage, the expected number of episodes, conditiond on having a least one,
was estimated. The modds were then combined to produce an estimate of the expected
utilization for each digible beneficiary. For both the purchased care and MTF inpatient
andyses, two-sage modds were nether feasible nor necessary because very few
beneficiaries had more than one hospitad day. Therefore, single-stage models were used
to edtimate the expected number of hospital says.

Two-stage models were dso used to estimate purchased-care unit costs (i.e., cost per
unit of sarvice—hospita Stays, outpatient vidts, and prescriptions). In the first stage, the
probability of a podtive government cost was estimated. Government costs can be zero
when a beneficiary has not met his or her deductible or has private insurance that covers
the full CHAMPUS dlowed amount. In the second stage, the unit cost was estimated
conditiond on its being podtive. To obtan an edimate of total cog, the utilization and
unit-cost edimates for each beneficary were multiplied, weighted (usng the sampling
weights described in Appendix H), and summed across dl digible beneficiaries.

A dngle-stage modd was used to estimate MTF inpatient costs. Because MTFs do
not bill beneficiaries for a hospitd day, the SIDRs do not contain any information on
cost. Rether, they contain a measure of relative resource consumption for each discharge.
This messure, caled a Reative Weighted Product (RWP), is computed by applying what
is referred to as the TRICARE Grouper?! and associated weights that reflect the resources
expended relative to the nationwide average. It is normaized so that a procedure that
consumes the nationwide average amount of resources receives an RWP of 1.0.

To estimate the cost of a discharge, it was necessary to convert the associated RWP to
dollars. The converson was complicated by the fact tha some MTFs recorded
ambulatory surgeries on SADRs in FY 1997. Ambulatory surgeries reported on SADRs
(which are intended to report outpatient procedures) do not contain an RWP fidd;
therefore, a method was needed to assgn an RWP vaue to each ambulatory surgery to
make it comparable with ambulatory surgeries recorded on SIDRs. The assgnment was
accomplished by applying the TRICARE Grouper to the diagnosis and treatment codes
recorded on the SADRs. However, because the SADRs are designed for outpatient
procedures, they use different treatment codes than the SIDRs, which are designed for
inpatient procedures. Therefore, the SADR treatment codes had to first be converted to
the SIDR coding scheme before the TRICARE Grouper could be gpplied. Commercidly
avalable software (CodeBreaker, produced by Info-X Incorporated, includes a CPT to
| CD-9 crosswak) was used for this purpose.

The cost of a discharge was computed by multiplying eech RWP by the average cost
per RWP. Totd inpatient and ambulatory surgery costs were obtained from MEPRS.
However, MEPRS records only totd discharges and bed-days, not RWPs. Consequently,
tota RWPs were obtained from SIDRs and scaled to the totd number of discharges
recorded in MEPRS (the scale factor for most MTFs was dightly over 1.0). Because the

21 produced by 3M Health Information Systems, the TRICARE Grouper takes account of the length of
stay, diagnoses, treatments, complications, and comorbidities associated with a hospitalization to assign
procedures to Diagnosis Related Groups (DRGs). Version number 14, applicable to FY 1997, was used for
thisanalysis.
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SIDRs record the discharging MTF, it was possible to apply an MTF-specific cost factor
to each RWP. Once the cost of each discharge was computed in this manner, a unit cost
regresson modd was estimated in a manner amilar to the second stage of the purchased-
care cost models.

As previoudy noted, MTF outpatient services are recorded only a an aggregate leve
in terms of workcenters and broad beneficiary categories. Although some ADS data were
avalable in FY 1997, no such individua patient-levedl accounting sysem was in place
during FY 1994. The evduation of MTF outpatient costs was therefore done on an
aggregate level, without recourse to datisticd models to estimate the FY 1994 basdline.
Furthermore, no models were developed for MTF prescription costs because they are
already alocated to the MEPRS inpatient and outpatient accounts.

4.1.5 Summary of Findings

Many of the tables and figures in this section display results in terms of the
enrollment gatus of military hedth care beneficiaries. Condderations of space and darity
of expodtion preclude displaying the information in grester detall. The displays can
better be put in context, however, by knowing something about the compostion of
beneficiaries within and among enrollment datus (i.e, enrdlled with a military PCM,
enrolled with a civilian PCM, or nonenrolled). Table 4-1 shows the digribution of
beneficiaries by enrollment satus, beneficiary group, and location (catchment area or
noncatchment area). Beneficiaries are broken out by these characteristics because they
are probably the mogt influentid in determining utilization patterns.

Table 4-1. Distribution of Beneficiary Population by Enroliment Status,
Beneficiary Group, and Location

End Percent
Fy 1997 Within
Enrollment Population  Overall Enrollment

Status Beneficiary Group Location Sze Percent Group
Military PCM  Active Duty Catchment 596,282 16.2 04
Military PCM  Active Duty Noncatchment 63,264 12 9.6
Military PCM  Active-Duty Family Members Catchment 584,328 159 68.8
Military PCM  Active-Duty Family Members Noncatchment 46,177 13 54
Military PCM  Retirees<65 and Family Members ~ Catchment 198,517 54 234
Military PCM  Retirees<65 and Family Members ~ Noncatchment 20,356 0.6 24
CivilianPCM  Active-Duty Family Members Catchment 122558 33 31.9
CivilianPCM  Active-Duty Family Members Noncatchment 59,412 16 154
CivilianPCM  Retirees<65 and Family Members ~ Catchment 114,240 31 29.7
CivilianPCM  Retirees<65 and Family Members ~ Noncatchment 838,553 24 230
Nonenrolled  Active-Duty Family Members Catchment 217,545 59 16.3
Nonenrolled  Active-Duty Family Members Noncatchment 74,423 20 5.6
Nonenrolled  Retirees<65 and Family Members ~ Catchment 595,162 16.2 446
Nonenrolled  Retirees<65 and Family Members ~ Noncatchment 445,914 121 335
Ineligible Retirees? 65 and Family Members ~ Catchment 239,691 6.5 524
Ineligible Retirees? 65 and Family Members ~ Noncatchment 217,424 59 47.6
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A brigf summary of the findings from the various modds is presented below. The
results are presented for dl TRICARE regions combined. Appendix J presents more
detalled findings by region. Although some exceptions are noted in Appendix J, the
oveadl findings ae generdly consgtent across regions. The combined results displayed
in ths chapter are therefore representative of the TRICARE program as a whole and do
not obscure any mgor differences across regions. Because the sample sizes in both the
basdine and TRICARE years ae 0 lage, nearly dl the differences in utilization and
cog are datigticaly sgnificant.

In al the tables and figures to follow, the FY 1994 basdine was calculated by
aoplying the FY 1994 models to the FY 1997 population so that the basdline represents
an edimate of what would have happened in FY 1997 without TRICARE. Of course,
without a control group, any inferences on what would have happened without TRICARE
ae incomplete. For example, utilization and costs could have been influenced by
capitated funding, trends in the standard of care, or other unidentified reasons not related
to TRICARE. The only changes explicitly controlled for by the daidicd models are
inflation, the effects of BRAC and other Service rightszing initigtives, changes in MTF
accounting practices, and changesin the beneficiary composition and size.

4.1.5.1 Purchased Care Outpatient Utilization and Costs

Fgure 4-2 compares the average annua purchased-care outpatient utilization per
beneficiay by enrollment type in the FY 1994 basdine with the FY 1997 TRICARE
experience. Purchased care outpatient utilization was measured as the number of vidts
per digible beneficiary. With presumably improved access to care & MTFs, beneficiaries
enrolled with a military PCM can be expected to be treated more often a the MTF and
referred to the network for specidty care only when necessary. The drop of 28 percent in
outpatient utilization by beneficiaries enrolled with a militay PCM is conggent with that
hypothess On the other hand, beneficiaries enrolled with a cvilian PCM show a
16-percent increase in outpatient utilization, which can be patly explaned by lower
beneficiary cost shares (lower out-of-pocket costs tend to increase utilization) and a
grester emphasis on preventive care under Prime?? The increase in outpatient utilization
by bendficiaries with a cvilian PCM is consgent with what occurs in commercid
managed-care  settings (i.e, outpatient utilization increeses in response to tightening
controls on inpatient utilization). The overdl result is an 11-percent drop in purchased-
care outpatient utilization.

Also of note in Fgure 4-2 is a 15-percent decline in outpaient utilization by
nonenrollees. This drop would appear to be counterintuitive because beneficiaries who
choose not to enrall in Prime should have more difficulty obtaining access to MTF care,
which, in turn, should force them to seek more care from the civilian sector. A possble
explanation, however, is that beneficiaries who do not enroll in Prime may fed the need
to pck up additiond private insurance to cover expected increases in civilian sector costs.
To examine this posshility, a question was added to the FY 1997 Hedth Care Survey of
DoD Bendficiaries, asking whether TRICARE had any effect on the respondent’s

22 The same emphasis on preventive care is also present for enrollees with a military PCM but is
reflected in outpatient utilization and costs at the MTFs rather than at civilian providers.
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decision to be covered by private insurance. Table K-2 of Appendix K shows the results,
broken out by Hedth Service Region, beneficiary group, and enrollment datus. To
ummarize, retirees and family members, who conditute dmost 80 percent of
nonenrollees (see Table 4-1), had a net increase of 15 percent in private insurance
coverage from FY 1994 to FY 1997 because of TRICARE. That fact, together with
nationwide datisics showing a trend away from dandard fee-for-service plans and
toward more HMOs and PPOs™ (resulting in lower copayments that reduce the likelihood
of filing a network dam), likdy explans mogt of the drop in outpaient utilization
among nonenrollees. Another likely factor in the drop is redrictions imposed in FY 1997
on the number of vists dlowed for mentd hedth care®* but the precise impact of those
resrictionsis difficult to determine.
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Figure 4-2. Average Annual Purchased-Care Outpatient Utilization per Beneficiary

Figure 4-3 shows the impact of TRICARE on the average purchased-care outpatient
cost per beneficiary. FY 1994 cods were inflated by the Medicare Economic Index
(3-year cumulative inflation of 6.6 percent) because that index is one of the factors used
by TMA-Aurora in setting its maximum alowable charges. The generd trends in cost are
very smilar to those observed for outpatient utilization, but the magnitudes are somewhat
different. Fire, athough utilization by beneficiaries enrolled with a militay PCM declined
by 28 percent, corresponding costs declined by only 10 percent. This phenomenon occurs
because beneficiaries are not usudly referred to the network unless they need specidty

2 From 1994 to 1997, civilian HMO enrollment increased from 25 percent to 33 percent, while PPO
utilization increased from 30 percent to 40 percent. The source is Bureau of Labor Statistics, United States
Department of Labor, News, January 7, 1999, Table5, p. 9.

24 The maximum alowed number of self-referred visits for mental health care declined from 24 to 6
between FY 1994 and FY 1997.
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care, which tends to be more codtly. Second, the cost for beneficiaries enrolled with a
civilian PCM incressed by 28 percent, compared with 16 percent for utilization. This
pattern is likely caused by beneficiaries dropping ther private insurance coverage (see
Table K-2 of Appendix K for evidence of this) because of anticipated reductions in their
out-of-pocket costs upon enrollment in Prime, thereby increesng the cost to the
government. Findly, the cost for nonenrollees declined by admost 40 percent, compared
with only a 15-percent drop in utilization. The disproportionate drop results from an
increase in nonenrolled beneficiaries with private insurance coverage (which reduces the
amount the government needs to cover) and savings due to discounted provider fees when
beneficiaries use the Extra option. Overal, outpatient costs decreased by 20 percent.
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Figure 4-3. Average Purchased-Care Outpatient Cost per Beneficiary

The total cost can be expressed as the product of the tota number of vists and the
average cost per vidt. The average cost per vist can be expected to increase for Prime
enrollees because the government is picking up a grester share of the codt. For
nonenrollees, the average cost per vist should decline because of increased third-party
collections and discounted provider fees when beneficiaries use the Extra option. The
esimated trends in the cogt per vist are condgtent with these expectations. For enrollees
with a military PCM, the cost per vigt increased by 24 percent; for enrollees with a
cvilian PCM, it increesed by only 5 percent. On the other hand, the government
experienced a 28-percent drop in the cost per vist for nonenrollees. Overdl, the average
cost per vigt declined by 10 percent.

4.15.2 Purchased Care Inpatient Utilization and Costs

In theory, managed care programs apply utilization management (UM) initigtives to
reduce the incidence of unneeded hospitdizaions. Utilization management includes
prospective reviews by phydcians, discharge planning, disease management programs,
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demand management programs, and other techniques to exercise dlinicd oversght. If a
hogpitdization is deemed necessary, managed care programs additionaly apply quality
management to reduce the length of stay without compromising the hedth of the patient.
Therefore, much of the savings redized under TRICARE is expected to come from
containing the cogts of expengve inpatient care. Some of the potentia cost savings could
come from the UM initiatives just described; the remainder could come from discounts
that the MCS contractor negotiates with civilian network hospitals and physicians.

Fgure 4-4 compares the average annuad purchased-care inpatient utilization per
beneficiary by enrollment type in the FY 1994 basdine with the FY 1997 TRICARE
experience. Purchased-care inpatient utilizetion was measured as the number of hospita
discharges per 1,000 digible beneficiaries. The effect of TRICARE on purchased-care
inpatient utilization is Imilar to that for outpatient utilization for each beneficiary group.
Beneficiaries with a militay PCM show a decline of dmost 20 percent in ther
purchased-care inpatient utilization, condgent with the gpplication of UM a MTFs
induding referrds to the network only when needed. Conversdy, beneficiaries enrolled
with a civilian PCM show a 10-percent increase in inpatient utilization. The reason for
the increase is related to tha for the padld increese in outpatient utilization (i.e,
reduced beneficiay cost shares and improved preventive benefits under Prime cause
beneficiaries to increase ther utilization of outpatient services, thereby increasing their
chances of having an illness detected that requires hospitaization). The magnitude and
reasons for the 14-percent decline in inpatient utilization among nonenrolless are Ao
andogous to those for outpatient utilization (i.e, increased private insurance coverage
and a requirement for pre-authorizetion of inpatient menta hedth services in FY 1997).
Overdl, the purchased-care inpatient hospitaization rate declined by 11 percent.
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Figure 4-4. Average Annual Purchased-Care Inpatient Utilization per Beneficiary
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In addition to the hospitdization rate, the average length of stay was considered as a
messure of inpatient utilization. Because TRICARE is likdy to affect the case-mix of
procedures performed in the hospita, it is necessary to hold the case mix congtant when
comparing the average length of stay before and after TRICARE. This was done by
computing the average length of day within the same Diagnoss Rdaed Groups
(DRGs)® and applying the FY 1997 case mix (i.e, the percentage of procedures within
each DRG) to both years. From FY 1994 to FY 1997, the case-mix-adjusted average
length of stay decreased from 6.4 to 5.1 days (a 21- percent decrease).

Figure 4-5 shows the effect of TRICARE on purchased-care inpatient costs. FY 1994
costs were inflated by the HCFA Hospita Input Price Index (8.1 percent). Government
costs were almost 20-percent lower for enrollees with a military PCM and roughly level for
enrollees with a civilian PCM. Agan, the laget drop in cost (50 percent) is for
nonenrollees because of ther increased reliance on private insurance and because of
discounted provider fees when beneficiaries choose the Extra option. The overdl drop in
purchased-care inpatient costs was 34 percent.
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Figure 4-5. Average Purchased-Care Inpatient Cost per Beneficiary

There was no change in the average cost per stay for beneficiaries enrolled with a
military PCM. Although the average length of stay declined from 5.6 to 4.7 days for that
group of beneficiaries, the resource consumption per stay increased, as evidenced by an
increese in the average RWP from 0.92 to 1.02. The likely reason for the increased

5 DRG is a patient classification system that relates demographic, diagnostic, and therapeutic
characteristics of patients to the length of inpatient stays and amount of resources consumed. It provides a
framework for specifying hospital case mix and identifies classifications of illnesses and injuries for which
payment is made under prospective pricing programs.
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resource consumption is that beneficiaries with a militay PCM ae hospitdized in
cvilian facilities only if the procedure that is needed cannot be performed in the MTF.
These procedures tend to be more complex and codly than the “typica” procedure
performed in a civilian hospitd. The average cost per stay declined by 11 percent for
beneficiaries with a civilian PCM and by 42 percent for nonenrollees, again reflecting the
higher levd of private insurance coverage by the latter group of beneficiaries. Overdl,
the average cost per stay declined by 26 percent.

4.1.5.3 Purchased Care Prescription Utilization and Costs

Fgure 4-6 presents a comparison of average annual purchased-care prescription
utilization per beneficiary. Prescriptions include dl initid and refill prescriptions filed on
purchased-care clams or filled at network pharmacies but are, by their nature, difficult to
quantify (a single prescription can embody varying numbers of pills and/or dosages). It is
of interest to note that Prime enrollees with a civilian PCM were dready sgnificantly
more frequent users of purchased-care prescription services than those with a military
PCM before TRICARE began, as evidenced by their higher FY 1994 basdine estimates.
Under Prime, their prescription utilization increased by 174 percent—amost three times
gregter than the basdine edtimate. One possble explanation is that the increased reliance
by MTFs on formularies under TRICARE has forced some beneficiaries to fill ther
prescriptions a civilian phamacies. Another posshility is that under Prime, the
paticipating phamacy files al prescription cams, regardless of cost. Under the
traditionad benefit, if a prescription cost did not meet the deductible, some beneficiaries
may not have bothered to file a dam. Consequently, the additiona utilization may be
associated with low-cost prescriptions.
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Figure 4-6. Average Annual Purchased-Care Prescription Utilization per Beneficiary
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Although the TRICARE benefit gopears to have its grestest impact on Prime
enrollees with a civilian PCM, utilization by other beneficiay groups aso increased
ggnificantly. For Prime enrollees with a militay PCM, purchased-care prescription
utilizetion dmost doubled, whereas utilization more than doubled for nonenrollees. The
greetly increased utilizetion of prescriptions by nonenrollees may seem surprisng in light
of the dgnificant decline in ther use of purchased-care outpatient and inpatient services.
However, unlike purchased-care outpatient and inpatient services, there is no deductible
for prescriptions filled a a network pharmacy. The lack of a deductible, together with a
5-percent savings off an dready discounted price, is likdy atracting beneficiaries
receiving care in the private sector to the Extra network. TRICARE dso provides a mail-
order benefit, which makes it chegper and more convenient for nonenrolled beneficiaries
to obtain purchased-care prescriptions. Overal, there was a 132-percent increase in the
prescription utilization rate under TRICARE.

Figure 4-7 shows the corresponding impact of TRICARE on purchased-care
prescription costs. FY 1994 costs were inflated by the Consumer Price Index (CPl) for
prescription drugs (3-year cumulative inflation of 7.8 percent). Although prescription costs
increased dgnificantly for dl beneficary groups the magnitude was much smdler than
the increase in utilization. Under the traditiond CHAMPUS benefit, if a prescription cost
did not meet the deductible or met it only margindly, some beneficiaries might not have
bothered to file a clam. Under TRICARE Prime and Extra, network pharmecies file dl
prescription clams regardless of codt. The additiona government costs shown in Figure
4-7 may be a consequence of automatic dams filing. Moreover, firg-dollar coverage of
Extra prescriptions contributed to the increases in utilization and government codt.
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Figure 4-7. Average Purchased-Care Prescription Cost per Beneficiary
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The average cost per prescription declined for each beneficiary group, consstent with
the ealier conjecture that increased utilization may be associated with low-cost
prescriptions. The average cost per prescription declined by 25 percent for enrollees with a
military PCM and by 41 percent for those with a civilian PCM. As with outpatient and
inpatient services, nonenrollees experienced the largest drop—45 percent—in the average
cost per prescription. Overdl, the average cost per prescription declined by 43 percent.

4.1.5.4 MTF Outpatient Utilization and Costs

As of the end of FY 1997, there was no widdy available, centraized paient-leve
accounting sysem with information on MTF outpatient workload and cogs. The ADS
had been only patidly implemented by the end of FY 1997. Information on outpatient
workload and codts are captured in MEPRS on an aggregate basis by clinical area only. In
paticular, no diginction is made between Prime and gSpace-avalable vidts
Consequently, it was not possble to determine the effect of Prime on MTF outpatient
utilization and cogt.

Because of the lack of individud patient identifiers, it was not possble to estimate
MTF utilization and cost modds to rigoroudy compute the FY 1994 basdine. It was aso
not possible to decompose utilization and cogts by enrollment option. A different procedure
was used to compute the FY 1994 basdine directly from the MEPRS data Fird, dl
MEPRS B (Outpatient) accounts that record ambulatory surgeries were diminaed from
consderation (recall that ambulatory surgeries were considered as inpatient procedures for
this evauation). Next, the remaining MEPRS B acounts were partitioned into BRAC and
non-BRAC areas depending on where the reporting MTF was located (including in the
BRAC aress those MTFs that were rightsized based on Service initiatives).

In the BRAC aress, basdine MEPRS visgt counts and costs were set equal to the FY 1997
vadues. The assumption here is that those levels would have been observed even in the
absence of TRICARE (without a utilizetion modd, it was not possble to separate BRAC
from TRICARE €ffects). In the non-BRAC areas, FY 1994 utilization was scaled by the ratio
of the totd digible populatiion in FY 1997 to the totd digible population in FY 1994.
FY 1994 costs were inflated using the HCFA Hospital Input Price Index plus a factor for
medical ntensity and technology (a total of 10.4 percent). The latter index was used because,
unlike civilian care, most MTF outpatient care is provided in a hospitd setting. Findly, the
BRAC and non-BRAC arearesults were combined. Table 4-2 summarizes the results.

Table 4-2. MTF Outpatient Utilization and Costs

Average
Visits per Cost per Total Cost
Capita Vist ($Millions)
FY 1994 Basdline 4.60 $102.02 $1,763
FY 1997 TRICARE 434 $118.20 $1,928

It should be noted that MTF “vigts’ cannot be easly compared with purchased-care
vigts because they are measured differently. An MTF vist does not necessxily involve a
face-to-face contact with a physcian; it could be a phone cdl for medicd advice.
Asauming that MTFs have recorded vidts condgently between FY 1994 and FY 1997,
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the average number of vidts per beneficiary declined by 6 percent under TRICARE,
while the average cost per vidt increased by 16 percent. This is a somewhat surprising
result consdering that the government bears the entire cost of an outpatient visit, and that
outpatient visits might be expected to increase under TRICARE because of improved
access to primay care and greater emphasis on preventive care. It follows that the
average cogt per vidt might be expected to decrease given that preventive care vidts are
reldively inexpensive and that there should be fewer visits for expensive specidty care.

4.1.5.5 MTF Inpatient Utilization and Costs

Under the traditiond military hedth care benefit of direct care and CHAMPUS, there was
a priority syslem for access to the MTF. The group with the highest priority was (and 4till is)
active-duty service members. Next came active-duty family members and then retirees and
ther family members. Because of this priority system, basdine utilization and cost estimates
should vary sgnificantly by beneficiary category. For this reason, MTF inpatient utilization
and cost edtimates are displayed a a greater level of detall than their purchased care
counterparts. Figure 4-8 shows the effect of TRICARE on MTF inpatient utilization.
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Figure 4-8. Average Annual MTF Inpatient Utilization per Beneficiary

MTF inpatient utilization per beneficiary declined for dl the groups sudied, except
for a 26-percent increase among retirees and family members enrolled with a military
PCM. The latter finding is not surprisng in light of the priority sysem for access to
MTFs. Before the implementation of TRICARE, retirees had the lowest priority for
obtaning space-availdble MTF cae. Once enrolled in Prime with a militaly PCM,
retirees receive guaranteed access to care and have a greater likdihood of being
hospitdlized, if needed, at an M TF rather than at a civilian facility.
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Active-duty family members enrolled with a cvilian PCM and nonenrolled active-
duty family members experienced the largest drops in utilization (47 and 30 percent,
respectively). The lage drop for the former group is likdy a result of successful
goplication of UM a military facilities [successful because utilizetion has been reduced
without reducing bendficiay satisfaction with the qudity of care (dthough no religble
objective measures of hedth outcomes are avalable)]. The decline in inpatient utilization
for nonenrolled active-duty family members is expected because they no longer have
priority access to care a the MTFs, having ceded that access to Prime enrollees. Overdl,
MTF inpatient utilization declined by 23 percent.

Anaogous to the evauaion of purchased-care inpatient utilization, the average
length of stay was dso conddered as a measure of inpatient utilization. As before, the
case mix was held congtant when comparing the average length of stay before and after
TRICARE. From FY 1994 to FY 1997, the case-mix-adjusted average length of Stay
decreased from 4.3 to 3.5 days (a 19- percent decrease).

Fgure 4-9 shows the effect of TRICARE on MTF inpaient costs. MTF inpatient
costs in FY 1994 were inflated usng the HCFA Hospita Input Price Index plus a factor
for medicd intengty and technology. The trends ae virtudly identicd to those for
utilization, declining in proportion to the number of hospitd days. The result is a 24-
percent drop in MTF inpatient costs.
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Figure 4-9. Average MTF Inpatient Cost per Beneficiary

The average government cost per MTF hospitd stay remained roughly the same
under TRICARE for both active-duty members and ther families The only notable
changes were a 12-percent drop for retirees and family members with a civilian PCM and
a 5-percent drop for nonenrolled retirees and family members. Overdl, the average
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government cost per MTF inpaient stay remained roughly congtant. Note that these
results contrast with those for purchased-care inpatient stays because, unlike the former,
the government bears virtualy the entire cost of an MTF Stay.

4.2 Cost to the Government

In addition to the direct costs of ddivering hedth care, the government incurs
substantial  indirect, or overhead, costs to support the MHS. The indirect costs are
digtributed into three generd categories:

Costsincurred at MTFs,
MCS costs for purchased care, and

Systemrwide overhead costs developed from the DoD budget [specificdly, the
Future Y ears Defense Program (FY DP)].

The MCS contractor collects dl Prime enrollment fees (for beneficiaries having both
military and civilian PCMs), and the resulting revenue reduces the net contract price. The
MCS cogts reported in subsequent tables are net of this revenue.

The MTFs dso collect revenue from third-party collections and inpatient subsstence
charges. Third-party collections are dready captured in the MEPRS EBH subaccount
(Third-Party Collection Adminigration) and are stepped down to the find operating
accounts. Inpatient subsistence charges are currently zero for retired enlisted personnd,
$3.00 per day for active-duty personnel, and $10.20 per day for dl other beneficiaries.
Because s0 few beneficiaries are hospitdlized in an MTF during a given 1-year window,
these charges contribute a negligible offset to tota direct-care cost.

Table 4-3 summarizes the estimated FY 1994 basdline costs and the actua FY 1997
TRICARE cogs within the above categories. A detailed discusson of Table 4-3, as well
as a desription of the content of each cost category, is provided in the following
subsections.

4.2.1 Direct-Care Costs

The edimation of inpatient and outpatient direct-care costs has dready been
explained. In particular, the FY 1994 basdine costs were obtained by inflating FY 1994
actud cogs adjusing for BRAC and other Service rightszing initiatives, and
standardizing the beneficiary population. Table 4-3 reveds that outpatient costs increased
dightly under TRICARE, but inpatient costs decreased by over twice as much. The 2:1
offst in cods from subdituting outpatient for inpatient care indicates successful
application of managed careat MTFs.

The pharmacy costs associated with inpatient and outpatient care are recorded in the
DAA account of MEPRS and stepped down to the inpatient and outpatient accounts
shown in Table 4-3. The DAA costs in the TRICARE regions increased from $443
million (after adjusting the FY 1994 cods for 8.7 percent cumulative inflation in the
Producer Price Index for pharmaceuticd preparations—prescription) to $464 million. The
increase in MTF pharmacy costs is dmost exdusively tributable to regions not formerly
under the CHAMPUS Reform Initigtive (CRI). Pharmacy cogts in the CRI regions (9, 10,
and 12) actually decreased.
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No mgor changes to the denta benefit have occurred under TRICARE. Actud
FY 1997 dentd codts in the TRICARE Regions were $308 million. Rather then inflaing
the actual FY 1994 cost to represent the basdline, the actua FY 1997 cost (i.e, the
$308 million) was used in both columns. The judgment here is that costs of $308 million
would have been incurred even in the absence of TRICARE. Pacing this figure in both
columns provides a complete accounting of FY 1997 cods, while forcing to zero the
difference in dentd costs attributable to TRICARE.

Table 4-3. Comparison of Baseline with TRICARE Costs in TRICARE Regions
(Millions of FY 1997 Dollars)

FY 1994 Fy 1997
Source Account/Program Element Baseline TRICARE Difference
MEPRSA (Inpatient) $1,4726 $1,1254 -$347.2
MEPRS B (Outpatient) 1,763.0 1,9282 165.2
MEPRS C (Dentdl) 308.2 308.2 0.0
MEPRSF (Specia Programs)
Direct Affected by TRICARE 3021 3733 712
Care Unaffected by TRICARE 3770 3770 0.0
MEPRS G (Readiness) 9%.5 9.5 00
Military Pay Adjustment 782 76.2 =20
Military Construction 151.2 147.3 -39
Contractor Administrative Cost2 0.0 8.0 8.0
Subtotal $4,548.9 $4,440.2 -$108.7
I npatient $300.0 $529.9 -$2701
Outpatient 746.6 599.8 -146.8
Prescriptions 115.0 1534 384
Capital Construction/DME& 74.8 499 -24.9
Managed Special and Emergent Care@ 4.2 4.2 0.0
Care Other Pass-Through Costs@ 0.0 18 18
Support Resource Sharing Adjustment 0.0 -33.7 -33.7
Contractor Administrative Cost2 0.0 2579 2579
Govemment Administrative CostP:C 98.9 437 -55.1
Subtotal $1,839.5 $1,606.9 —$2325
Affected by TRICARE
Management Headquarters $26.5 $26.5 $0.0
Defense Medical Program Activity 128.3 150.8 225
Armed Forces I nstitute of Pathology 25.7 26.8 11
FyDpd Unaffected by TRICARE
Examining Activities— Headlth Care 190 190 0.0
USUHS 14 114 00
Armed Forces Health Scholarship 36.0 36.0 0.0
Other Health Activities 1724 1724 0.0
Subtotal $419.3 $42.9 $236
Overdl Totd Government Cost $6,807.6 $6,489.9 —$317.7

aweighted average of two option years for each TRICARE region, where weights are proportions of those
yearsthat fell within FY 1997.

B Includes both the costs of OCHAMPUS and fiscal intermediaries in FY 1994; includes only the cost of
TMA-Aurorain FY 1997. The cost of fiscal intermediariesin FY 1997 is already captured in the contractor

administrative cost.
C Allocated to TRICARE regions by share of total purchased care operating cost.
d Allocated to TRICARE regions by share of total MHS operating cost.
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The same procedure was followed in the other rows of Table 4-3 corresponding to
cost categories that were not affected by TRICARE. For example, the F (Specid
Programs) account in MEPRS contains some subaccounts that may be affected by
TRICARE and others that, by their nature, should not be affected by TRICARE. The
former set of subaccounts is shown in Table 4-4 and was arived & by a committee
representing the TMA and the Surgeons Generd of the three Military Services. As
detailed in Table 4-4, the costs affected by TRICARE increased from $302 million to
$373 million.®

Table 4-4. MEPRS F Subaccounts Affected by TRICARE in TRICARE Regions
(Millions of FY 1997 Dollars)

Fy 1994  Fy 1997

Subaccount Description Baseline TRICARE Difference
FAA Area Reference Laboratories $2.6 $24 -$0.2
FAH Clinical Investigation Program 193 228 35
FAL Continuing Health Education 32.8 36.8 40
FBI Immunizations 24 384 16.0
FBJ Early Intervention Services 0.2 22 20
FBK Medically Related Services 0.0 0.0 0.0
FBL Multidiscplinary Team 01 0.6 05
FCA Supplementa Care 24.7 199 -4.8
FCB Guest Lecturer and Consultant Program 0.9 11 0.2
FCC CHAMPUS Beneficiary Support 1316 154.0 24
FCD Support to Other Military Medical Activities® 3.3 472 159
FCG Support to Non-MEPRS Reporting M edical Activities 0.9 22 13
FCH Active Duty Emergency 19 59 40
FCz Health Care Services Support, Not Elsewhere Classified 0.0 0.0 0.0
FDF Urgent Minor Construction 11 6.1 5.0
FEA Patient Transportation 283 282 -0.1
FEB Patient Movement Expenses 38 53 15
FEZ Patient Movement and Military Patient Administration, 0.2 0.2 0.0

Not Elsewhere Classified
Total $302.1 $373.3 $71.2

& Cost in table equals half of total cost reported in this subaccount.

The largest contributors to the increase in F-account costs were the FBI subaccount,
covering immunizations and reflecting TRICARE's emphass on preventive care; the
FCC subaccount, covering prescriptions written by civilian physcians but filled a MTFs,
and the FCD subaccount, covering support to other military medicd activities. The FCD
account records the costs associated with personnd loaned between MTFs and
prescriptions written by a physician a one MTF but filled by the pharmacy a a different
MTF. In the former case, the personnd @sts are recorded in both the FCD account of the
lending MTF and in the A or B account of the borrowing MTF. Thus, to the extent that

28 The former figure is already adjusted for cumulative inflation of 5.8 percent between FY 1994 and
FY 1997, using the DoD outlay deflator for Operations and Maintenance less fuel and pay. The source is
“National Defense Budget Estimates for FY 2000,” Office of the Under Secretary of Defense
(Comptroller), March 1999, Table 5-9, p. 61.
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FCD includes borrowed &bor, these costs are double-counted. However, the prescription
costs embedded in FCD are counted only once (at the phamacy tha fills the
prescription), and must be included for a complete andyss. There is no smple way to
partition the borrowed labor costs from the prescription codts in the FCD account. In this
report, it is arbitrarily assumed that 50 percent of the cost fdls into each category. Hence,
50 percent of the FCD cog is included in the analyss, but the other 50 percent is
excluded because it would duplicate personnd costs aready recorded in the A or B
accounts. The implications of the 50/50 assumption are explored a the end of this
section.

MEPRS edimates military personnd costs by applying standard DoD Comptroller
pay factors to full-time equivaent labor utilizetion. However, these pay factors are based
on the average of bonuses and specid pays across an entire Military Service and are not
gpecific to the medica occupdtions. Thus, they may underdate the pay of military
physicians, who earn more than the typica officer of the same rank. Conversdy, they
may overstate the pay d medicd enlisted personnel, who do not receive as much sea pay
or hazardous-duty pay as ther non-medicad counterparts. The military pay adjusment in
Table 4-3 is obtaned by subgituting medica-specific pay factors for the generic pay
factors usad interndly to MEPRS. The pay adjusment turns out to be dmogt identicd in
the basdine and TRICARE columns, 0 the net effect of this adjusment on the
comparison is negligible.

Minor military congruction is funded by the Operations and Maintenance (O&M)
appropriation, is included in the MTF budget, and is reported in MEPRS. However,
major military condruction is centrdly funded by the Military Congruction (MilCon)
appropriation and is nether included in the MTF budget nor reported in MEPRS. During
the Section733 Study, IDA developed a military-construction adjustment factor.?’ That
factor was updated for use in the current study. The actuad MilCon appropriation tends to
be volatile from one year to another, as mgor congruction projects (eg., building a new
hospita or adding a new wing to an existing hospitd) are started or completed. Instead, it
was determined that a fund could be established, earning interest at the 30-year Treasury
rate, to generate enough revenue to eventudly replace every MTF in the continenta
United States after a 40-year life span. This fund would require annud deposits equd to
3.5 percent of reported MEPRS operating costs. Thus, a 3.5-percent factor was adopted
as a snooth estimate of military congruction costs. Because the MEPRS costs are dmost
identicad in the basdine and TRICARE columns, the net effect of this adjusment on the
comparison is negligible.

Finaly, Contractor Adminisrative Cost represents services that the MTFs chose to
purchase through the MCS contractor rather than directly from the civilian economy. For
example, the Region1l Lead Agent paid the MCS contractor to ingtdl and maintan a
region-wide clinic gppointment sysem. These same sarvices may have been purchased
during FY 1994, dbeit directly by the MTFs because the MCS contracts were not yet in
place. Thus, the corresponding costs are presumably embedded in the preceding figures

27 Matthew S. Goldberg et al., “Cost Analysis of the Military Medical Care System: Final Report,”
Institute for Defense Analyses, Paper P-2990, September 1994.
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in the basdine column, and the figure zero is shown for Contractor Adminigtrative Cost
in the basdine.

On baance, direct-care costs were $109 million lower under TRICARE than in the
basdine etimate.®®

4.2.2 Managed-Care Support Costs

Because the actud cost to the government is determined by the value of the fixed-
price MCS contracts, including change orders and bid-price adjustments (BPAS), the
purchased care clams do not accuratdy reflect the true government cost. In particular,
the clams submitted by network subcontractors report costs estimated from the
TRICARE Standard price schedules (e.g., the CMAC and DRG rates) rather than true
costs?® However, the dams ae ill useful for dlocaing costs to regions® (see
Appendix J), beneficiary groups, and inpatient, outpatient, and prescription services.

All the a-risk hedth care prices (including profit) reported here are current as of the
second BPA. The firsd BPA updated the hedlth care prices for actual base period data (the
Data Collection Period—the year immediatdly preceding the first contract option period)
and for revised government projections of the beneficiary population and MTF utilization
in the option periods. The second BPA accounts for the impact of actua data for Option
Period 1, including risk sharing, and reflects the impact of updated projections for
population and MTF utilization for Option Periods 2 through 5, but not actual data or risk
sharing for those option periods>! The hedth care prices, and the administrative prices
shown, aso reflect the most current settled contract modifications.

The hedth care prices dso include an adjusment for the noncdams portion of
FY 1997 resource sharing costs®? These costs are included in the MCS contract in
FY 1997 but have been ddeted for the purpose of this evauation because the
corresponding FY 1994 Partnership Program costs were unavailable.

28 Recall that, in an effort to avoid double-counting, only half of the costs in MEPRS subaccount FCD
were included in the calculation. To the extent that FCD is composed primarily of borrowed labor, none of
the FCD costs should be included, raising the direct-care savings to $125 million. On the other hand, to the
extent that FCD is composed primarily of pharmacy costs, al the FCD costs should be included, implying a
smaller, but still substantial, cost savings of $92 million.

29 Some network subcontractors are funded through capitated arrangements with the MCS contractors.
Their capitated payments do not exactly correspond to the total government costs reported on the purchased
careclaims.

30 With the exception of Regions 6 and 11, the MCS contracts cover more than one region. A single
contract covers Regions 3 and 4, and another covers Regions 9, 10, and 12.

31 Additional BPAs will eventually be negotiated to reflect actual workload and cost experience during
Option Periods 2 through 5. In principle, subsequent BPAs may involve either increases or decreases in
contract costs.

32 There are two components to the purchased-care portion of resource sharing (formerly Partnership
Program) costs: expenditures for physician services on a fee-for-service basis, and salaries for physicians
contracted to provide services at MTFs. The former are already included in the purchased-care claims; the
latter, though included in the FY 1994 CHAMPUS program totals, are not separately identifiable.
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As determined from the most recent purchased-care clams, both outpatient and
inpatient MCS costs decreased substantidly under TRICARE. However, this smple
comparison ignores  precriptions, an  expense that was implicitly included when
cdculating the 2.1 offset reported earlier for MTFs. Although there was a 33-percent
increase in prescription codts, the increase was not nearly enough to offset the savings in
outpatient and inpatient services. Overall, purchased hedth care costs under TRICARE
are $379 million lower than the baseline estimate.

There are severd additiond cost dements for which the government is responshble
but for which the MCS contractors are not a risk. These include capital construction and
direct medica education (DME),*® specid and emergent care, and other pass-through
costs. In FY 1997, these cost elements were obtained explicitly as line items in the MCS
contract. Capital congtruction and DME were estimated as 4.5 percent of the tota hedth
care cost in FY 199434 In FY 1997, the totdl nationwide amount expended on capita
congruction and DME ($96 million) was dlocated to the TRICARE regions usng the
proportion of non-mentd-hedth inpatient costs incurred in those regions. The cost of
gpecid and emergent care in FY 1994 was set equd to the FY 1997 figure because that
edement was conddered to be unaffected by TRICARE. Findly, the other pass-through
costs did not gpply in FY 1994 and were set to zero in that year.

The mogt driking feature of the MCS contracts is the large increase in adminigrative
costs. The cost accounting system changed between FY 1994 and FY 1997. The MCS
contracts were not yet in place during FY 1994; thus, the Contractor Adminigirative Costs
were zero. The Government Adminidrative Cogts for FY 1994 represent OCHAMPUS and
the Fls. The $98.9 million figure in Table 4-3 represents the 5.95 percent overhead rate
applied to the nearly $1.7 billion of direct hedth-care costs in the TRICARE regions. The
FI function was shifted to the MCS contractor in FY 1997. Thus, a a ndationd leve, the
only remaining Government Adminigrative Cost was $79.9 million for TMA—Aurora, of
which $43.7 million was dlocated to the TRICARE regions based on their share of tota
purchased- care operating cost.

The Contractor Administrative Cost of $258 million incdudes the Fl function now

performed under the MCS contract. It dso includes the following new functions
introduced under TRICARE:

Peer Review Organizations (a pand of physicians who monitor hospitas to
assure the medica necessity and quaity of services provided to beneficiaries),

UM for referrds (a process that determines the need for specidty care and
directs referras to the appropriate provider),

Case management (a collaborative process that evaluates and implements
options and services to meet complex hedth needs through communication
and available resources to promote quality, cost-effective outcomes),

33 DME includes stipends for residents, salaries for teaching personnel, and overhead for residency
programs.

34 Thisfactor was provided by OASD(HA).
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Hedth Care Information Line (a free 24-hour telephone line that beneficiaries
can cal to receive pre-recorded information on various hedth topics, or to
receive medical advice and assstance from registered nurses),

Handbooks and newdetters (literature that provides information about hedlth
issues and benefits), and

TRICARE Sevice Centers (offices daffed by Hedth Care Finders and a
Bendficiary Services Representative who can help beneficiaries with ther
hedlth care questions).

Notice that the cogts for these functions are dassfied in the managed-care support
category rather than in the direct-care category. Some of these functions are designed to
reduce the utilizetion of beneficiaries dready usng the MTFs, thereby freeing pace to
recgpture some workload into the MTFs that had previously been purchased from the
civilian sector. If these efforts are successful, the net effect should be an overal reduction
in MCS contract costs. As Table 4-3 shows, there was a net reduction in costs of over
$230 million, of which $121 million were net savings from hedth care cods (i.e, hedth
care savings minus adminigrative cogs).

Including Contractor Adminigrative Cost in both the direct care ($8 million) and
MCS ($258 million) categories, adminigrative costs make up 17 percent of the total MCS
contract value. FHgure 4-10 compares adminidrative costs in FY 1997 across the
TRICARE regions.
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Figure 4-10. MCS Administrative Costs
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As was the case in FY 1996, adminidrative costs in Region 11 were inordinately high.
In terms of the origind hedth-care price for Region11 in FY 1997 (a weighted average of
option periods 2 and 3), adminidrative cogt should have been 16 percent of total contract
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vadue. The origind price for FY 1997 was subsequently revised downward by 32 percent,
in accordance with new basdine vdues for beneficary population and MTF workload.
However, no adjusment was made to the adminidraive cost in the MCS contract. Thus,
administrative cost increased from 16 percent to 22 percent of totd contract value® Had
the administrative cost been held to 16 percent of the revised contract vaue, the dollar
amount would have declined by $7 million.

The large increase in Region11l adminidrative costs was anomadous for the following
reasons. The initid basdine vaues for population and MTF workload were based partly
on the erroneous assumption that the 7" Infantry Division would relocate to Fort Lewis,
Washington. Furthermore, the DoD overetimated the number of Nonavailability
Statements that would be issued by MTFs. Although the MCS hedth-care price was
subsequently revised downward to reflect the MTF workload more accuratdly, there was
no contractua provision for reviang the MCS adminidrative cos.

4.2.3 FYDP Costs

Severd other codts of running the DoD hedth-care system were estimated. These costs,
which were determined not © be aready included in MEPRS or the MCS contracts, were
identified from the FYDP and then dlocated to the TRICARE regions based on ther
48-percent share of totd MHS operating costs. For example, the Program Element for the
Defense Medical Program Activity captures the oversight costs of OASD(HA). These costs
may well have been affected by TRICARE.*® Conversdy, the Other Hedlth Activities
category captures readiness and other codts that are not affected by TRICARE. Thus, the
FY 1997 dlocation of $172million to the TRICARE regions was placed in both the
baseline and TRICARE columns. The net effect of the FYDP cods on the comparison is
amogt a $24-million increase as a result of TRICARE. The increase is attributable amost
exclusvey to OASD(HA) adminigration costs.

4.2.4 Cost per User

Totd government cost is but one measure of the efficacy of TRICARE. It is an
incomplete measure in the sense that it does not account for the number of beneficiaries
who actudly use the MHS. Thus it is possble for the total cost to be lower under
TRICARE but for the cost per user to be higher. To examine this posshility, estimates of
the percentage of beneficiaries in FY 1994 and FY 1997 who were reliant on the MHS
for a leest some of thar hedth care were obtained from the TMA (Office of Resource
Management). The TMA estimated those percentages from responses to the MHS User
Surveys, conducted twice annualy.

% “TRICARE Administrative Prices in the Northwest Region May Be Too High” U.S. General
Accounting Office, GAO/HEHS-97-149R, June 1997. GAO also reports that the original health-care price
was revised downward by 33 percent in aggregate over the five option periodsin Region 11.

38 The FY 1994 costs affected by TRICARE were adjusted for cumulative inflation before making the
comparison. Appropriate deflators were applied separately to the O&M and Military Pay components of
each program element. In this case, the deflators used were the DoD Total Obligational Authority for O& M
less fuel and pay, and for Military Pay, respectively. The source is “National Defense Budget Estimates for
FY 2000,” Table 55, p. 57.
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Adjuging for the change in the beneficiary didribution between FY 1994 and
FY 1997, the estimated percentage of MHS-rdiant beneficiaries in the TRICARE regions
declined dightly from 72.4 percent to 70.2 percent. TRICARE has therefore maintained
goproximately the same number of MHS-rdiant beneficiaries while not atracting “ghost”
beneficiaries back into be sysem. However, from the same Usar Surveys, the percentage
of MHS-rdiant beneficiaries in the non TRICARE regions declined by a grester amount,
from 73.5 percent to 69.5 percent. Thus the drop in MHS-rdiance is gpparently related to
factors outsde the scope of TRICARE (eg., an improved economy, resulting in higher
levels of private insurance coverage). Applying the edimated percentages to the
beneficiary population in FY 1997 yields a cost per user of $2,500 under the basdine and
$2,458 under TRICARE. Thus, even with a smdler user base, TRICARE is somewhat
less cogtly to the government than the traditiond hedlth care berefit.

425 Summary

Overdl, MHS cods in the TRICARE regions were $318 million lower than those
estimated for the basdine®’ Considering only those costs that could reasonably have
been affected by TRICARE (i.e, dl direct care costs except dental, readiness, and
MEPRS F accounts unaffected by TRICARE; al MCS costs except specia and emergent
care; and certain FYDP costs enumerated in Table 4-3), the net savings in FY 1997 was
5.5 percent. However, TRICARE costs could have been even lower had it not been for a
large adminidrative cogt built into the MCS contracts. Moreover, prescription costs
increased across the board: prescriptions filled a8 MTF pharmacies in connection with
MTF vidts (up $21 million); prescriptions written by dvilian physcans but filled a
MTF pharmacies (up $22 million); and prescriptions filled a MCS network pharmacies
(up $38 miillion).

Although the government redlized a decrease in its costs under TRICARE, the source
of most of the decrease gppears to be reduced utilization of the MHS by nonenrolled
beneficiaries. As shown earlier in this chapter, MTF inpatient utilization by nonenrollees
declined by 30 percent, and purchased-care inpatient and outpatient utilizetion each
declined by 15 percent. Table 4-5 shows the resulting impact on the reduction in
government codts. Only hedth-care costs are induded in Table 45, as other costs (eg.,
adminigrative costs) cannot easly be alocated by beneficiary type. It was not possible to
break out MTF outpatient costs by beneficiary category.

Table 4-5. Sources of Government Cost Reductions Under TRICARE

Purchased Direct

Enrollment Status Care Inpatient Care
Active Duty N/A -$44.0
Military PCM —413 -103
Civilian PCM 58.9 -545
Nonenrolled -396.2 -2384
Total —$3786 —$347.2

37 Once again, sensitivity to the treatment of the MEPRS FCD subaccount should be noted. Based on
thisfactor, cost reductions under TRICARE range between $301 million and $334 million.
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According to the 1997 Hedth Care Survey of DoD Bendficiaries, 15 percent of
nonenrollees added private insurance coverage because of TRICARE. Furthermore,
under TRICARE there has been a decline in the incidence of purchased-care dams filing
by nonenrollees with private hedth insurance. As dluded to earlier, one of the likey
reesons for reduced clams filing by beneficaies with private hedth insurance is the
genera population trend toward more HMO and preferred-provider plans and away from
traditiond fee-for-service plans The minimd copayments typicdly required by the
former plans may obviate the desire of beneficiariesto file clams.

4.3 Cost to Covered Beneficiaries

Besdes access to high-quality hedth care, beneficiaries care most about their out-of-
pocket expenses. This section evauaes the effect of TRICARE on the out-of-pocket
expenses of militay hedth care benefidaies Out-of-pocket  expenses include
deductibles and copayments for purchased care, TRICARE Prime enrollment fees, and
premiums for TRICARE supplementd and other private hedth insurance policies®®
Since MTF charges are negligible, these are not congdered in the analysis.

Note that Medicare-digible beneficiaries are not included in this evduaion. These
bendfidaries are generdly indigible for purchased care and, consequently, have no
purchased-care clams activity. TRICARE may have an impact on these beneficiaries by
reducing their access to MTFs, forcing them to rdy more on Medicare for their hedth
care needs and possibly to add Medigap insurance coverage to protect againgt potentialy
large increases in hedth care expenses. Unfortunately, data on the Medicare expenses of
Medicare-digible beneficiaries were not avalable for this evduation. An atempt is being
made to collect these data from HCFA, so it may be possble to include them in next
year's evauation.

Unlike the evduation of government cods, the unit of andyss for the evauaion of
beneficiary cogts is the family. This is because insurance decisions are generdly made o
a family bass, and because deductibles are capped for families. The evaduation is based
on the FY 1994 and FY 1997 family samples (see Appendix H). The deductibles and
copayments for each family member were aggregated to the family leve. Active-duty
sponsors with no other family members were excluded from the andyss because they
receive dl their care from MTFs and should not have any purchased-care dams activity.
Also excluded were digible families who did not live exclusvdy in the aress tha ae the
focus of this sudy (Regions 3, 4, 6, and 9 through 12), families with members in more
than one of the TRICARE regions, and families living in locations affected by BRAC.
Further excdluding digible families with missng or implausble data, the find samples
include 90,145 familiesin FY 1994 and 103,362 familiesin FY 1997.%°

38 Under TRICARE, the incidence of outpatient surgeries has increased while the length of hospital
stays has decreased. This may force some beneficiaries to obtain post-surgical nursing/health care at home.
No dataare available to estimate TRICARE' s effect on those expenses.

39 About 7 percent of families were excluded because of missing information on TRICARE region or
sponsor characteristics.
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Family members were classfied prospectivdly in FY 1994 based on whether they
erolled in Prime in FY 1997 and, if s0, whether they were assigned a military or a
cvilian PCM. The cods for ther families were then compared with their FY 1997
counterparts.

The evduation of beneficdary out-of-pocket expenses begins with a presentation of
cost-related issues that bear upon the computationa methodology and andyss. The
folowing section discusses the cost-sharing features of TRICARE and the cods of
supplementad and other private hedth insurance policies. Next comes a discusson of the
effects of TRICARE on insurance coverage decidons and utilization rates. This is
followed by a description of the computationa methodology and the estimates of out-of-
pocket expenses. The presentation concludes with a summary of the key findings.

4.3.1 Beneficiary Expenses Under TRICARE

The cost-sharing features of TRICARE were presented earlier in Table 22. There are
no deductibles under TRICARE Prime. For nonenrolled family members of junior-
enlisted personne (paygrade E1-E4), the annud outpaient deductible is $50 per
individud and $100 per family. For dl other beneficiaries (excluding active-duty
members, who receive dl ther care a military facilities), the deductible is $150 per
individua and $300 per family.

For Prime enrollees, copayments for vidts to a civilian doctor, hospitd days,
prescription drugs, and outpatient surgery are minimd.*® On the other hand, nonenrollees
(especidly retirees) incur  subgtantid  copayments.  For example, under TRICARE
Standard, a retiree can pay up to $360 per day for a hospitd stay. A TRICARE Prime
enrollee pays much less—only $11 per day.

Under TRICARE Prime, retirees must pay an anua enrollment fee of $230 per
individud, with a family limit of $430. The enwdiment fee policy was changed in
FY 1997 to ensure that beneficiaries who moved to and re-enrolled in another region
during the year did not have to pay an additiona enrollment fee. There are no enrollment
feesfor active-duty family members

Under dl TRICARE options, there is a catastrophic cap, which varies by sponsor
type. For active-duty families, the catastrophic cep is $1,000 per year, regardiess of
whether or not they enroll in Prime. For retiree families, it is $3,000 under TRICARE
Prime and $7,500 under the other options.

Under TRICARE Standard and Extra, the beneficiary must pay a deductible before
the government shares in the cost. Under dl the TRICARE options, beneficiaries face the
prospect of copayments, athough these are very limited under Prime as long as the
beneficiary uses network providers exclusvely. While catagtrophic cgps limit financid
losses, the beneficiary may rot be prepared to pay the maximum ligbility under a plan. To
cover the financid risk above the plan’'s deductible, the beneficiary can purchase a
TRICARE supplementd policy.

0|, however, enrollees use an out-of-network provider without prior authority, there can be
substantial “point-of-service” copayments.
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Table 4-6 gives the average cost of TRICARE supplementd policies in FY 1997 for
active-duty and retiree families The cost of a TRICARE Prime supplementd policy is
much lower than that of a Standard policy because there are lower copayments under
Prime and, for retirees, the catastrophic cap is lower. For retiree families, the cost of a
supplemental policy varies with age. The codts for retiree families are dso much higher
than for active-duty families, but the cost for a sponsor is less than that for his or her
spouse of the same age.

Table 4-6. Average Cost of TRICARE Supplemental Policies in FY 19972

Family Standard Prime
Beneficiary Group Member Supplemental®  Supplemental

Active-Duty Families Sponsor N/A N/A
Spouse $97 $34

Each Child 79 52

Retiree and Spouse Under 40 Sponsor 235 72
Spouse 263 96

Each Child 208 60

Retiree and Spouse 40-44 Sponsor 250 76
Spouse 285 102

Each Child 208 60

Retiree and Spouse 45-49 Sponsor 292 92
Spouse 334 118

Each Child 208 60

Retiree and Spouse 50-54 Sponsor 378 120
Spouse 21 140

Each Child 208 60

Retiree and Spouse 55-59 Sponsor 462 128
Spouse 491 149

Each Child 208 60

Retiree and Spouse 6064 Sponsor 557 155
Spouse 596 161

Each Child 208 60

a Average cost of policies with no deductible for inpatient or outpatient services.
Sourceisthe Army Times, Special Section, “CHAMPUS/TRICARE User's Guide,”

March 10, 1997.

Another means of covering the cost of TRICARE copayments is to obtain other
private hedth insurance. In this case, TRICARE becomes the “second payor” and
virtudly al cogs above the TRICARE deductible are paid by ether the private insurance
policy or TRICARE. However, mogt families who purchase a private hedth insurance
policy gpparently “opt out” of the TRICARE system entirdly (i.e,, they do not bother to
file any purchased-care claims).**

“1 For retiree families with two or more eligibles, only 25 percent with private health insurance filed a
clam for reimbursement from TRICARE in FY 1997. The filing rate was much lower for al other family
groups with private health insurance.
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In the civilian economy, approximady three out of four full-time employees
participate in employer-sponsored hedlth plans*? Most employers pay at least a share of
the premium cost, as shown in Table 4-7.* Unlike TRICARE supplementa insurance,
the cost for an individua under a company’s group policy is not based on an employee's
age, dl employees are charged the same amount. According to the Bureau of Labor
Satidtics, in FY 1997, the employee’'s average share of the premium cost was $470 for an
individua policy and $1,560 for a family policy.**

Table 4-7. Distribution of Source of Payment and Expected Cost
of Private Insurance Policies in FY 1997

Source of Payment

Shared by Employer or
Employee Employee and Other Party

Only Employer Only
Policy Type (19.3%) (54.0%) (26.7%) Expected Cost
Individual Policy $2,779 470 0 $685
Family Policy $5,364 1,560 0 $1,599

Unpublished data from the 1996 Medicd Expenditure Pand Survey (avalable from
the Agency for Hedlth Care Policy and Research) indicate that employees pay on average
17 percent of the cogt of an individud policy and 29 percent of the cogt of a family
policy. Based on these datiftics, the total premium cost in 1997 was estimated to be
$2,779 for an individua policy and $5,364 for afamily policy.

Not everyone obtains other hedth insurance through an employer. Some pay the
premium entirdy themsdves, othes may have the payment made by a union or some
other source. The 1994-95 Hedth Care Survey of DoD Beneficiaries asked respondents
with private insurance coverage to indicate the source of payment. The lesponses indicate
that 19 percent pay for the entire premium themsdves, while 54 percent share the cost
with the employer. For the remaining 27 percent, the employer or another source pays the
entire cost of the premium. These responses were used to estimate the expected costs of a
private insurance policy in FY 1997. These were $685 for an individud policy and
$1,599 for afamily policy.*®

4.3.2 Effect of TRICARE on Insurance Coverage Decisions

The 1997 Hedth Care Survey of DoD Beneficiaries asked beneficiaries about their
insurance coverage and whether TRICARE had any effect on ther insurance coverage

2 Bureau of Labor Statistics, “Employee Benefits in Medium and Large Private Establishments,
1997,” Press Release USDL-99-02, January 7, 1999, p. 2.

3 |bid, p. 10.

*4 The employee’s average share is based on data from companies where the employee must make
some contribution to the cost.

%S The source of payment varied by beneficiary type. The evaluation took account of this variation, but
the numbers shown here are weighted averages across all beneficiary types.
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decisons. Separate questions were asked about supplemental insurance and other private
hedth insurance. The FY 1994 basdine was derived by subtracting the net effect of
TRICARE (the percentage who added insurance minus the percentage who dropped it)
from the FY 1997 coverage level.*® Table 4-8 summarizes the results by bendficiary
group and enrollment status.

Table 4-8 shows that it is more common for retiree families to purchase private
insurance than for active-duty families. Also, nonenrollees in each beneficiary group tend
to have higher levds of private hedth insurance coverage (other than supplementd
insurance) than enrollees. On balance, the benefits of Prime induced enrollees to reduce
their private insurance coverage, whereas diminished access to direct care for nonenrollees
caused them to increase their coverage.

Table 4-8. The Effect of TRICARE on Insurance Coverage

FY 1994 Basdine FY 1997 TRICARE
Enroliment  Supplemental  Other Health Supplemental  Other Health
Beneficiary Group Status Insurance Insurance Insurance Insurance

Active-Duty Family Military PCM 14% 5% 13% 2%
Members, E1-E4 Civilian PCM 16 8 15 6
Nonenrolled 8 13 11 18
Active-Duty Family Military PCM 13 5 12 4
Members, E5and  Civilian PCM 13 11 12 8
Above Nonenrolled 14 17 20 23
Retirees and Family Military PCM 24 18 18 11
Members Civilian PCM 24 2 21 15
Nonenrolled 16 39 28 55

4.3.3 Effect of TRICARE on Family Utilization Rates

The effect of TRICARE on the totd amount pad by beneficdary families for
deductibles and copayments is determined both by changes in the cost per episode of care
and in the utilization of hedth care sarvices. Changes in the cost per episode of care were
decribed earlier in Table 2-2. Table 4-9 compares average purchased-care Utilization
rates per family in FY 1994 with those in FY 1997. Although outpatient vists tended to
decline in most cases, they increased for those enrolled with a civilian PCM. The number
of prescriptions (drugs) incressed for dl families, especidly for those enrolled with a

“® The estimate of the effect of TRICARE on private insurance coverage was considered unreliable for
junior-enlisted families. Unlike other beneficiaries who evaluated the impact of TRICARE relative to their
former health care benefit, junior-enlisted families apparently interpreted the question as the impact of
joining the military on insurance coverage. It was therefore assumed that the percentage impact of
TRICARE for junior-enlisted families was the same as that for senior-enlisted/officer families. For
example, nonenrolled senior-enlisted/officer families increased their private insurance by 6 percentage
points, from 17 to 23 percent. Therefore, without TRICARE, coverage would have been 26 percent lower
(i.e., scaled down by the factor 17/23) than the actual amount observed in FY 1997. For nonenrolled junior-
enlisted families, private health insurance coverage was also assumed to be 26 percent lower than the actual
observed level of 18 percent.
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civilian PCM. Hospita bed-days declined in most cases, but the declines were lowest for
enrollees with a civilian PCM. Given sponsor type, declines in utilization were greatest
for families that did not enroll in TRICARE Prime. Utilization was grestest and tended to
increase the mogt for families enrolled with acivilian PCM.

Table 4-9. Changes in Family Purchased-Care Utilization Rates Under TRICARE

Beneficiary Enrollment FY 1904 Fy 1997
Group Status Vidts Drugs BedDays Visits Drugs BedDays

Active-Duty Military PCM 322 034 0.48 407 0.76 0.62
Family Members,  Civilian PCM 404 071 0.71 857 345 0.95
E1-E4 Nonenrolled 329 044 0.60 255 0.77 021
Active-Duty Military PCM 511 0.89 0.72 4.94 102 0.37
Family Members, Civilian PCM 6.80 207 0.62 9.71 511 059
E5 and Above Nonenrolled 6.12 182 0.92 555 2.56 0.48
Retirees and Military PCM 4.38 134 052 4.28 183 0.36
Family Members Civilian PCM 794 6.33 0.63 106 10.1 051

Nonenrolled 4.75 322 0.57 425 499 0.32

4.3.4 Computation of Total Out-of-Pocket Expenses

Out-of-pocket expenses (OPE) ae the sum of hedth care costs minus insurance
reimbursaments. That is,

OPE = D& C+ EnrlFee+ CostSupp + CostOHI — ReimbSupp — ReimbOHI

where hedth care costs include deductibles and copayments (D&C) for purchased care,
TRICARE Prime enrollment fees (EnrlFee), and insurance premiums for TRICARE
supplementa policies (CostSupp) and other private hedth insurance CostOHI). Offsetting
hedth care costs are rembursements for TRICARE supplementa policies (ReimbSupp)
and other private hedlth insurance (ReimbOHI).

For greater accuracy, caculations were made for 54 separate family groups that have
different purchased care utilization rates, deductibles and copayments, enrollment fees
and/or insurance premium cods. The grouping factors include TRICARE Prime
enrollment  dtatus (three categories), sponsor type (three categories), family sze (two
caegories), and whether the family has Privete hedth insurance and files for
reimbursement from TRICARE (three categories).*’

Families were classfied by their FY 1997 enrollment status:

At least one family member enrolled in Prime with amilitary PCM,
At least one family member enralled in Prime with acivilian PCM, or

No family members enralled in Prime.

47 Separate calculations were made for each of the 54 family groups and then aggregated by sponsor
type and enrollment status for simplicity of presentation.
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Grouping families by enrollment datus is important because it affects their deductibles,
copayments, envollment fees, and supplemental insurance premium costs*

Families were further classified by their oonsor’s seatus:
Active-duty enlisted, paygrade E4 or below;

Active-duty enlisted, paygrade E5 or &bove, or active-duty warrant or
commissioned officer; or

Eligible retiree.

This didinction is important because deductibles are a function of sponsor type, and
supplementd insurance policy codts differ greetly for active duty vs. retiree families.

Families were grouped into those with one digible member and those with two or
more because family sze affects both insurance costs and utilization rates. Families were
aso grouped according to whether they had private hedth insurance because this factor
greatly affects the average vaue of deductibles, copayments, and insurance expenses.
Families with hedth insurance were further grouped into those tha filed purchased-care
cams and those that did not. Families that file are likely to have higher purchased-care
utilizetion rates than the vast mgority of those with private hedth insurance who do not
bother to seek reimbursement from TRICARE for their health expenses.

The purchased-care clams for FY 1994 and FY 1997 identify the amount paid by the
government on behdf of each beneficiary. They dso identify the amount billed by hedth
cae providers, dlowable charges, and the amount pad by other (private) hedth
insurance (OHI). From these data, deductibles and copayments owed by beneficiaries
were estimated (i.e, the beneficiary’s obligaion for the balance of the alowable charge
net of OHI reimbursements).

Legdly, other hedth insurance must pay before TRICARE remburses any unpaid
resdud. However, if the bendficiary has a TRICARE supplementa policy, TRICARE
pays fird, and the supplementad policy remburses the policyholder directly. The
purchased-care clams records include OHI payments made by primary insurance policies
but do not include the amounts paid by TRICARE supplementa policies. An edtimate of
the average deductibles and copayments paid by a typica family, net of OHI payments,
was obtaned by summing deductibles and copayments for purchased-care clams
(inpatient, outpatient, and prescription) for dl digible family members. The expected
supplementd  insrance rembursement®®  was then subtracted from the esimate of
deductibles and copayments for those families who purchased a supplementa policy.

The preceding approach understates the deductibles and copayments paid by users of
the MHS because of two types of poblems. First, some families who use purchased care

“8 In FY 1994, the premiums were estimated for aCHAMPUS Supplemental policy for al families. In
FY 1997, the premiums were estimated for a Prime Supplemental policy for enrolled families, and for a Standard
Supplemental policy for nonenrolled families.

%9 It is assumed that the supplemental insurance policy purchased covers any expenses in excess of the
scheduled deductible under the TRICARE option selected by the family. For families with supplemental
insurance, the value of deductibles and copayments was set equal to the minimum of the scheduled
deductible and the average val ue of the deductibles and copayments for the beneficiary subgroup.
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do not accumulate enough medica hills to meet their annua deductible and do not file a
cdam. This problem should be minima because purchased-care providers have
automaticaly filed dams directly snce FY 1993.

Second, many families have other hedth insurance and do not use the MHS. Their
goparent zero deductibles and copayments result in an understatement of the average
deductibles and copayments for the users of the system. This bias is addressed by
excduding nonfilers who have other hedth insurance from the edimaion of average
deductile and copayment expenses. The correction is especidly important for
nonenrolled retirees, because 41 percent have private hedth insurance and do not file
TRICARE dams.

The vaues of deductibles and copayments in FY 1994 were adjusted for inflation by
aoplying the appropriate deflators separately to inpatient, outpatient, and prescription
costs. The deflators used were the 3year cumulative growth rate in the CPIs for Hospital
and Related Services (12.9 percent), Professond Medica Services (11.8 percent), and
Prescription Drugs (7.9 percent).

4.3.5 Total Out-of-Pocket Expenses

Table 4-10 displays the edtimated average out-of-pocket expenses per family under
CHAMPUS in FY 1994 (adjusted for inflation through FY 1997) and under TRICARE in
FY 1997, by sponsor type and enrollment satus. The findings are aso depicted
graphicdly in Figure 4-11.

Table 4-10. Effect of TRICARE on Total Family Out-of-Pocket Expenses

Deductiblesand  Enrollment Other
Enrollment Copayments Fees Insurance Total

Beneficiary Group Status Y9 FY97 FY94 F97 YA FY97 FYHS  FY97
Active-Duty Family Military PCM $61 $58 $0 $0 8 $24 $99 $32
Members, E1-E4 Civilian PCM 61 131 0 0 92 40 153 17
Nonenrolled 56 54 0 0 27 112 83 166

Active-Duty Family Military PCM 102 72 0 0 62 36 164 108
Members, E5and  Civilian PCM 129 171 0 0 119 56 248 227
Above Nonenrolled 148 154 0 0 78 192 226 346
Retirees and Family Military PCM 186 114 0 412 334 106 570 632
Members Civilian PCM 323 270 0 414 425 162 748 846
Nonenrolled 34 415 0 0 402 791 736 1,206

For dl beneficiay groups, out-of-pocket expenses in FY 1997 are lowest for those
envrolled with a militay PCM. With the exception of junior-enliged families, expenses
are highest for those who are not enrolled. Expenses vary from a low of $82 for junior-
enliged families who enrdll in Prime with a militay PCM to $1,206 for retiree families
who do not enroll. Because of higher utilization of hedth care services, the out-of-pocket
expenses of junior-enlisted families with a civilian PCM are $5 grester than those of
junior-enlisted families who do not enroll.
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Figure 4-11. Total Family Out-of-Pocket Expenses

Active-duty families enrolled in Prime have very low insurance expenses. $56 or less
per family. Those who choose not to enroll have higher average insurance costs $112 for
junior-enlisted and $192 for senior-enlisted/officer families. Retirees spend the mogt for
insurance in each enroliment group: $106 for those enrdlled with a military PCM, $162
for those with acivilian PCM, and $791 for those not enrolled in Prime,

Unlike active-duty families, retiree families must pay enrollment fees For those
enrolled in TRICARE Prime, the average fee was $413 per family. This accounts for 49
percent of total out-of-pocket expenses for retirees with a civilian PCM and 65 percent
for those with amilitary PCM.

To highlight the sources of change in tota out-of-pocket expenses, Table 4-11 reports
the change in expense by cost category in FY 1997 vs. the basdine. For active-duty
families with a civilian PCM, out-of-pocket expenses were essentialy unchanged (an $18
increase for junior-enlisted families, and a $21 dedline for senior-enliged/officer families).
Smal increases in deductibles and copayments (attributable to greater utilization) were
offset by declines in insurance expenses. For active-duty families who did not enrall in
Prime, deductibles and copayments were essentialy unchanged. The increase in tota out-
of-pocket expenses for this group is due solely to higher insurance costs.

For retiree families who enrolled in TRICARE Prime, dedines in deductibles,
copayments, and insurance expenses were more than offset by an increase in enrollment
fees of $413 per family. The net effect was an increase in the out-of-pocket expenses for
retirees who enrolled ($62 if enrolled with a military PCM, $98 if enrolled with a civilian
PCM). Out-of-pocket expenses increased by $470 for nonenrolled retiree families, most
of which resulted from a $389 increase in insurance expenses.
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Table 4-11. Changes in Family Out-of-Pocket Expenses Due to TRICARE

Enrollment Status  Deductibles  Enrollment Other

Beneficiary Group  (Percentin Group) and Copays Fees Insurance Total
Active-Duty Family Military PCM (52%) $7 $0 —$24 -$17
Members, E1-E4 Civilian PCM (14%) 70 0 -52 18
Nonenrolled (34%) -2 0 85 83

Active-Duty Family Military PCM (59%) -30 0 -26 -56
Members, E5and  Civilian PCM (19%) 42 0 -63 21
Above Nonenrolled (22%) 6 0 114 120
Retirees and Family Military PCM (15%) -72 412 -278 62
Members Civilian PCM (11%) -53 414 -263 93
Nonenrolled (74%) 81 0 389 470

4.3.6 Summary

TRICARE Prime enrollment rates vary grealy by beneficiay type Whereas
70 percent of active-duty families enrdlled in Prime, only 26 percent of retiree families
envrolled. Active-duty families who enrolled experienced little change in their out-of-
pocket expenses. Nonenrolled active-duty families, on the other hand, saw their out-of-
pocket expenses increase by a modest (less than $120) amount. Retiree families who
enrolled dso experienced modest increases (less than $100) in out-of-pocket expenses,
atributable primarily to Prime enrollment fees Retiree families who did not enrall,
however, experienced the largest increase in out-of-pocket expenses of any beneficiary

group—amost $500.
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APPENDIX A: DISTRIBUTION OF SUBPOPULATIONS
IN THE 1994 AND 1997 SAMPLES

Table A-1 shows edimates of the digtribution of the 1994 and 1997 subpopulations
by source of care for the seven regions examined in the study. The proportions, p;, were
weighted to reflect the population distribution using the relationship:

pi=n "~ w;/ Mean(w;),
where n; is the number of individuds in the sample survey for a given year in a given
region in a paticular subpopulation, w; is the sampling weight (Ni/n)), and N; is the

number of people in the digible population for a given year and region in a particular
subpopulation.

Table A-1. Distribution of Subpopulations in the 1994 and 1997 Samples
(Proportion of Those With Particular Source of Care Within Region)

Region Source of Care FYo4 Fy97
3 Prime (AD) 0.22 021
Prime (ADFM, Retirees) 0.14 0.25

MTF/SA 0.30 0.16

Civilian Care Only 034 0.38

Total 1.00 1.00

Region Source of Care FYo4 FY97
4 Prime (AD) 021 0.19
Prime (ADFM, Retirees) 0.15 0.27

MTF/SA 0.28 0.18

Civilian Care Only 0.36 037

Total 1.00 1.00

Region Source of Care Fyo4 Fy9o7
6 Prime (AD) 0.23 0.23
Prime (ADFM, Retirees) 0.16 0.26

MTF/SA 0.29 0.16

Civilian Care Only 031 0.35

Total 1.00 1.00

Region Source of Care FYo4 Fy97
9 Prime (AD) 0.32 0.32
Prime (ADFM, Retirees) 0.17 025

MTF/SA 0.24 0.15

Civilian Care Only 0.28 0.28

Total 1.00 1.00

Continued on next page
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Table A-1—Continued

Region Source of Care Fro Fyor
10 Prime (AD) 021 0.16
Prime (ADFM, Retirees) 0.20 0.27

MTF/SA 0.25 0.15

Civilian Care Only 034 042

Total 1.00 1.00

Region Source of Care FYo4 Fyo97
11 Prime (AD) 021 021
Prime (ADFM, Retirees) 0.20 0.29

MTF/SA 0.23 0.14

Civilian Care Only 0.36 0.36

Total 1.00 1.00

Region Source of Care Fyo4 Fyo7
12 Prime (AD) 0.45 045
Prime (ADFM, Retirees) 0.17 031

MTF/SA 0.27 012

Civilian Care Only 011 012

Total 1.00 1.00
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APPENDIX B: REGIONAL DEMOGRAPHICS (MEANS OF
CONTROL VARIABLES IN THE 1997 POPULATION)

Table B-1 shows mean vaues for the demographic variables used as “controls’ in the
regresson anayses to edimate changes in outcomes. The data are broken down by
TRICARE region and subpopulation. Note that data for retirees are dso included in the

Prime, MTF/SA, and civilian care-only (Civ) subpopulations.

Table B-1. Mean Values for Demographic Variables (Region by Subpopulation)

Region Name AD Pime MTHSA Civ  Total| Retired
3
African Americans (proportion of population) 022 016 016 0.07 013 0.10
Age (years) 3179 4622 5198 5991 4984 5827
Any other insurance (proportion of population) 021 041 067 089 0.60 0.78
Caucasians (proportion of population) 075 079 078 092 0.83 0.87
Four or more years of college (proportion of population) 029  0.23 026 028 0.26 0.25
High school graduate only (proportion of population) 0.71  0.71 067 0.66 0.69 0.68
Hispanics (proportion of population) 011 007 006 0.05 0.07 0.05
In catchment (proportion of population) 085 076 073 044 0.64 056
Males (proportion of population) 085 031 040 046 050 0.49
Married (proportion of population) 070 086 079 082 0.80 0.81
Mental health status (SF-12 scale score) 51.38 5147 5140 5298 5207] 5245
Physical health status (SF-12 scal e score) 5249 4796 4632 4459 47420 45.02
Private insurance (proportion of population) 009 o021 030 040 0.27 0.35
Travel timeto treatment facility (minutes) 1818 2307 2951 1920 2158 2288
4
African Americans (proportion of population) 015 o011 009 0.06 0.10 0.08
Age (years) 3276 4681 5391 5880 5011 57.67
Any other insurance (proportion of population) 017 041 075 090 0.61 0.79
Caucasians (proportion of population) 082 084 087 091 0.87 0.89
Four or more years of college (proportion of population) 036  0.26 023 025 0.27 0.24
High school graduate only (proportion of population) 0.63  0.69 0.72 0.66 0.68 0.68
Hispanics (proportion of population) 009 005 005 002 0.05 0.03
In catchment (proportion of population) 074 069 066 045 0.60 055
Males (proportion of population) 080 030 043 046 0.48 0.48
Married (proportion of population) 068 088 078 0.79 0.79 0.79
Mental health status (SF-12 scale score) 5157 5216 5200 5283 5235 5263
Physical health status (SF-12 scal e score) 5276 4800 4440 4512 4739 4493
Private insurance (proportion of population) 008 022 028 042 0.28 0.36
Travel timeto treatment facility (minutes) 1840 2262 3103 1972 2211 2367

Continued on next page



Table B-1—Continued

Region Name AD Pime MTHSA Civ  Total| Retired
6
African Americans (proportion of population) 016 012 011 005 0.10 0.07
Age (years) 3180 4505 5528 5916 4911 5807
Any other insurance (proportion of population) 018 036 066 0.89 0.56] 0.73
Caucasians (proportion of population) 079 o081 084 092 0.85 0.88
Four or more years of college (proportion of populaion) 032  0.26 028 028 0.28 0.26
High school graduate only (proportion of population) 0.68  0.69 065 0.66 0.68, 0.67
Hispanics (proportion of population) 012 01 011 005 0.09 0.08
In catchment (proportion of population) 090 073 072 036 0.62 0.50
Males (proportion of population) 083 027 044 047 0.50 048
Married (proportion of population) 071 088 079 082 0.80 0.81
Mental health status (SF-12 scale score) 5182 5243 5251 5231 5229 5257
Physical health status (SF-12 scale score) 5290 4850 4496 4461 4769 4500
Private insurance (proportion of population) 007 017 025 045 0.26 034
Travel time to treatment facility (minutes) 1684 2157 2999 1962 2113 2321
9
African Americans (proportion of population) 019 008 008 0.06 011 0.07
Age (years) 3113 4442 5130 6234 4678 5995
Any other insurance (proportion of population) 017 039 063 093 051 0.77
Caucasians (proportion of population) 070 068 070 084 0.73 0.77
Four or more years of college (proportion of population) 024  0.31 026 028 0.27 0.27
High school graduate only (proportion of population) 0.75  0.65 068 0.65 0.69 0.66
Hispanics (proportion of population) 011 012 008 0.06 0.10 0.08
In catchment (proportion of population) 090 076 084 053 0.74 0.63
Males (proportion of population) 092 028 036 046 054 0.48
Married (proportion of population) 062 086 076 0.78 0.74 0.76
Mental health status (SF-12 scale score) 5072 5060 5100 5254 5142 5217
Physical health status (SF-12 scal e score) 5263 4906 4774 4542 4905 4584
Private insurance (proportion of population) 009 022 027 041 0.24 034
Travel timeto treatment facility (minutes) 1625 1983 2528 1645 1871 20.17
10
African Americans (proportion of population) 007 012 009 0.07 0.09 0.09
Age (years) 3176 4897 5517 6410 5380 61.14
Any other insurance (proportion of population) 015 038 073 093 0.64 0.80
Caucasians (proportion of population) 086 070 074 082 0.78 0.77
Four or more years of college (proportion of population) 034  0.29 024 028 0.28 0.27
High school graduate only (proportion of population) 0.66  0.65 072 067 0.67 0.68
Hispanics (proportion of population) 008 006 009 0.05 0.07 0.06
In catchment (proportion of population) 060 045 044 030 0.40 034
Males (proportion of population) 083 033 047 046 0.49 0.49
Married (proportion of population) 066 085 076 0.77 0.77 0.77
Mental health status (SF-12 scale score) 5067 5156 5204 5257 5213 5260
Physical health status (SF-12 scal e score) 5368 4744 4510 4512 4734 4526
Private insurance (proportion of population) 008 019 028 040 0.29 0.35
Travel timeto treatment facility (minutes) 1783 2154 2892 1687 2016 2081
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Table B-1—Continued

Region Name AD Pime MTHSA Civ  Total| Retired
n
African Americans (proportion of population) 009 005 004 003 0.05) 0.04
Age (years) 3164 4490 5424 5086 49280 5836
Any other insurance (proportion of population) 019 037 066 085 0.55 0.72
Caucasians (proportion of population) 082 082 087 090 0.86 0.87
Four or more years of college (proportion of populaion) 025 022 023 028 0.24 024
High school graduate only (proportion of population) 0.75  0.72 069 068 0.71 0.69
Hispanics (proportion of population) 009 007 006 003 0.06] 0.04
In catchment (proportion of popul ation) 090 075 075 044 0.66 0.56
Males (proportion of population) 083 029 042 049 0.50, 049
Married (proportion of population) 070 089 080 0.79 0.79 0.79
Mental health status (SF-12 scal e score) 5097 5149 5120 5296 5197| 5264
Physical health status (SF-12 scale score) 5271 4816 4644 4576 4817 4579
Private insurance (proportion of population) 009 020 024 042 0.26 034
Travel time to treatment facility (minutes) 1789 2236 2815 1975 2128 2282
12
African A mericans (proportion of population) 013 009 001 002 0.09 0.03
Age (years) 3214 3882 4620 5898 3944 57.75
Any other insurance (proportion of population) 026 029 067 091 041 0.77
Caucasians (proportion of population) 071 065 067 037 0.63 043
Four or more years of college (proportion of population) 029  0.30 027 027 0.29 0.28
High school graduate only (proportion of population) 0.71  0.67 067 067 0.69 0.65
Hispanics (proportion of population) 012 010 009 0.05 0.10 0.08
In catchment (proportion of population) 099 097 098 081 0.96 0.88
Males (proportion of population) 087 016 038 046 054 0.48
Married (proportion of population) 075 089 079 079 0.80 0.76
Mental health status (SF-12 scale score) 51.32 4928 5237 5231 5094 5243
Physical health status (SF-12 scal e score) 5248 5052 4750 4604 5061 46.69
Private insurance (proportion of population) 012 015 031 057 0.22 043
Travel timeto treatment facility (minutes) 1510 1968 2429 1792 1801 2226
All
African Americans (proportion of population) 017 o011 010 0.06 0.10 0.08
Age (years) 3178 4555 5324 6022 4915 5860
Any other insurance (proportion of population) 019 038 068 0.90 0.57 0.76
Caucasians (proportion of population) 077 078 080 0.89 0.82 0.85
Four or more years of college (proportion of 029 026 026 027 0.27 0.26
High school graduate only (proportion of population) 0.70  0.69 068 0.66 0.68 0.68
Hispanics (proportion of population) 011 008 008 004 0.08 0.06
In catchment (proportion of population) 086 073 072 043 0.64 054
Males (proportion of population) 086 029 041 047 051 0.48
Married (proportion of population) 068 087 078 0.80 0.79 0.79
Mental health status (SF-12 scale score) 5129 5159 5176 5270 5202 5250
Physical health status (SF-12 scal e score) 5273 4834 4586 4496 4790, 4523
Private insurance (proportion of population) 009 020 027 042 0.26 0.35
Travel timeto treatment facility (minutes) 1723 2184 2893 1886 2085 2254




APPENDIX C: REGIONAL CHANGES FROM 1994 TO
1997 IN ACCESS AND SATISFACTION WITH CARE
INDICATORS

Table C-1 shows regiona changes from 1994 to 1997 in outcome measures for each
subpopulation. Estimates are based on 1997 population characterigtics. An entry of “n/d’
(not avallable) indicates that there were too few observations to make a rdiable estimate.
Entries marked with an agterisk (*) indicate a datidicdly dgnificant change (p<0.05).
Note that while data for retirees are broken out separately, retirees are aso included in the
Prime, MTF/SA, and civilian care-only (Civilian) subpopulations.

Table C-1. Regional Changes in Outcome Measures

Active Duty Prime MTF/SA Civilian Tota Retired
Region FY94 FY97 FY94 FY97 FY9% FY97 FY94 FY97 FY94  FY97 | FY94  FY97

Appointment gap (days)

3 1 6* 14 7* 15 10* 8 7 12 7* 1 8*
4 8 6* 12 7* 15 9 7 7 10 7* 10 7*
6 1 7* 17 8* 21 15* 6 6 13 8* 13 9
9 1 6* 1 6* 1 7* 7 7 10 6* 9 7*
10 9 6* 9 7* 15 10* 9 7* 10 7* 10 8*
1 9 6* 15 8* 15 9 8 7 1 7* 1 8*
12 10 5* 12 7* 14 9 6 5 1 6* 10 8*
All 10 6* 13 7* 16 11+ 7 7* 1 7* 1 8*
BP check past 12 months

3 079 09%* 079 O091* 088 0%4* 091 o097* 082 092*| 084 093*
4 079 093* 08 093* 087 09%* 08 09%* 079 092*| 081 092*
6 079 092* 076 092* 090 093* 091 09%* 08 091*| 08 091*
9 077 093* 083 092* 086 09%* 091 09%* 082 092*| 08 092*

10 076 09%* 084 093* 088 09%* 092 095 084 091* 08 092*
1 083 093* 076 090* 087 09%* 08 094* 080 091* 082 090*
12 085 092 081 093* 091 09%* 092 098* 08 092* 085 090*
All 079 092* 079 092* 088 09%4* 091 09%* 08 091* 084 092*

Cholesterol check past 12 months

3 046 042 045 05B2* 057 059 071 072 054 057* 061 066*
4 045 039 048 052 056 0.60 069 066 052 054 060 062
6 047 044 042 049* 062 060 065 0.70 051 055* 059 063
9 037 038 047 048 051 059 073 070 049 051 065 064
10 041 042 053 050 058 055 071 068 056 055 065 061
1 049 042 038 045* 050 056 064 064 048 051 055 059
12 054 046 037 041 052 048 074 070 047 046 062 062

Al 045 041* 045 050* 056 058 069 069 052 054*| 061 063*
Continued on next page
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Table c-1—Continued

Active Duty Prime MTF/SA Civilian Total Retired
Region FY94 FY97 FY94 FY97 FY94 FY97 FY94 FY97 FY94 FY97 Fyo4 FYy97
Did not use MTF dueto difficulty in getting appointment
3 027 022 040 030* 043 035* 028 034* 032 032 031 032
4 034 018 035 024* 048 037* 029 032 033 030 032 031
6 017 o021 041 028* 056 045* 030 031 036 031* 036 032
9 n/a n/a 029 023 029 030 022 020 023 020 024 022
10 n/a n/a 025 022 033 024 020 o021 023 o021 023 022
11 n/a n/a 036 020* 043 032 023 027 028 025 026 026
12 n/a n/a 045 033 050 043 034 033 040 030* 042 032*
All 021 016 034 026* 043 036* 026 029* 030 028* 029 029
ER use past 12 months
3 047 025* 048 030* 048 034~ 034 021* 043 02%* 040 023*
4 044 024* 047 028* 051 034~ 031 023* 041 02%* 039 02%*
6 051 027* 041 026* 048 034~ 029 021* 040 024* 036 023*
9 045 022* 038 02%* 044 026~ 035 019* 040 022* 037 019*
10 032 023* 035 029 049 034~ 035 020* 038 023* 037 023*
11 044 022* 048 027* 053 032~ 036 019* 045 022* 041 021*
12 048 023* 048 025* 056 038* 029 022 049 025+ 045 023*
All 047 024* 043 028* 048 033~ 033 021* 041 024* 038 022*
Immunized past 12 months
3 081 082 028 036* 038 046* 044 057* 043 0H54* 038 052*
4 075 084* 029 038* 039 052~ 042 054* 040 053* 037 0b51*
6 078 089* 036 044* 044 057* 044 060* 045 060* 042 057*
9 082 088 027 040* 041 047 052 061* 049 o061* 045 055*
10 076 080 029 043* 049 054 051 065* 046 059* 046 059 *
11 081 087* 036 043* 044 053* 047 062* 046 059* 041 057*
12 075 081 043 033 049 051 052 056 057 058 048 050
All 079 08* 032 040* 042 051~ 046 059* 045 O057* 041 054*
Mammogram past 12 months (50+)
3 n/a n/a 073 074 071 074 076 068* 069 069 069 069
4 n/a n/a 067 068 062 063 074 066 067 063 067 063
6 n/a n/a 045 068* 069 073 064 067 060 066 060 066
9 n/a n/a 068 076 071 066 073 070 069 067 070 068
10 n/a n/a 073 069 087 084 075 070 073 069 073 069
11 n/a n/a 063 072 076 068 066 071 066 067 065 067
12 n/a n/a n/a n/a n/a n/a 059 072 063 068 064 068
All n/a n/a 065 071 071 071 072 068* 067 067 067 067
Mammaogram past 12 months (age 40+)
3 n/a n/a 067 066 071 067 073 065* 066 064 067 065
4 n/a n/a 069 064 057 061 072 065 063 060 064 061
6 n/a n/a 053 062 063 064 064 063 059 061 059 062
9 n/a n/a 067 064 072 058~ 072 068 067 062 068 064
10 n/a n/a 069 062 079 078 072 069 069 065 070 066
11 n/a n/a 059 059 068 0.66 065 067 062 061 062 061
12 n/a n/a 061 064 062 056 062 073 059 063 063 065
All 075 062 063 063 067 064 071 066* 064 062 065 063
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Table c-1—Continued

Active Duty Prime MTF/SA Civilian Total Retired
Region FY94 FY97 Fyo4 FY97 Fyo4 FYo97 Fy94 FY97 Fyo4 FYyo97 Fyo4 FYy97
Minuteswaited in office
3 2740 3040* 2750 2410* 3050 29.10 2360 1930* 2610 2380*| 2580 21.70*
4 2570 2670 2640 2350* 2860 27.70 2560 1990* 2620 2320*| 2660 2230*
6 2690 2880 2810 2520* 2980 29.10 2310 1950* 2640 2430*| 2580 2290*
9 2720 2760 2450 2510 2780 2810 1850 1640* 2390 2360 21.20 20.00
10 2810 2380 2120 2250 2660 2360* 1740 16.90 2150 2020*| 1990 19.10
11 2650 25.80 2510 2280* 2820 26.40 1870 19.80 2320 2260 2160 2150
12 2890 26.70 2780 27.10 2730 27.30 1840 1840 26.60 25.70 2290 2270
All 2690 28.00 2590 2430* 2890 2810 2180 1890* 2510 2350*| 2420 2160*
Number of callsto get appointment
3 318 403* 382 391 341 445*% 256 273 303 348* 291 32%*
4 336 346 357 366 379 408 23 281* 306 33* 293 326*
6 339 39* 355 365 416 453 247 309* 33 360* 318 347*
9 327 367 292 377* 291 373* 246 287* 276 344* 258 328*
10 282 338 281 355* 323 363 252 302* 275 330* 272 321*
11 309 351 344 359 362 360 227 290* 292 330* 268 318*
12 296 401 352 439 405 412 258 341 331 408* 319 356
All 318 377* 341 375* 359 415* 248 290* 303 348* 289 330*
Pap test past 12 months
3 08 070* 071 o071 073 069 071 069 070 068 066 065
4 08 078 069 069 065 066 071 069 067 067 063 064
6 08 076* 074 070 074 068 064 062 069 065 064 061
9 090 091 078 072 080 061~ 070 061* 073 066* 068 060*
10 076 071 069 065 078 069 070 058* 069 o061* 067 058*
11 088 083 074 067 068 0.70 072 060* 070 063* 067 058*
12 n/a n/a 066 073 076 072 059 071 067 071 064 062
All 087 078* 073 070* 073 067* 069 065* 070 066* 066 062*
Physical exam past 12 months
3 051 047 048 061* 057 063* 071 073 056 061* 058 066*
4 054 054 045 059* 057 065* 066 070 053 060* 055 063*
6 050 051 048 058* 055 059 068 0.69 053 058* 057 062*
9 042 053* 056 057 059 059 070 069 055 057 061 063
10 050 045 060 061 059 059 068 068 059 059 061 062
11 057 051 048 058* 052 066* 072 068 055 059* 057 062*
12 047 041 047 051 055 059 066 073 050 049 054 061*
All 049 050 051 059* 057 062* 069 070 055 059* 058 063*
Prenatal carefirst trimester
3 n/a n/a 08 086 n/a n/a n/a n/a 092 088 n/a n/a
4 n/a n/a 090 088 n/a n/a n/a n/a 091 090 n/a n/a
6 n/a n/a 091 086 n/a n/a n/a n/a 093 089 n/a n/a
9 n/a n/a 098 089* n/a n/a n/a n/a 098 089* n/a n/a
10 n/a n/a n/a n/a n/a n/a n/a n/a 092 090 n/a n/a
11 n/a n/a 095 095 n/a n/a n/a n/a 092 091 n/a n/a
12 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
All 099 093* 092 090 089 082 094 091 094 090* 078 082

C-3

Continued on next page



Table c-1—Continued

Active Duty Prime MTF/SA Civilian Total Retired
Region FY94 FY97 FYo4 FY97 FYo4 FY97 FYo4  FY97 FY94 FY97 FY 94 FY97
Prostate exam past 12 months (40+)
3 nfa nla 048 o061* 068 068 067 077* 058 067* 059 o068*
4 nfa nla 063 065 067 064 073 069 061 062 061 063
6 nfa nla 059 059 069 062 075 071 064 060 064 061
9 nfa nla 063 056 074 063* 074 070 066 059* 067 062
10 nfa nla 078 0.69 069 059 078 070* 071 065* 071 o064*
1 nfa nla 056 054 063 0.69 076 070 063 062 063 062
12 nfa nla nfa nla 057 055 070 060 057 053 057 055
All 051 041 060 060 069 064* 072 072 063 063 063 063
Received wellness advice past 12 months (based on those having a medical visit)
3 037 047* 037 060* 040 060* 049 070* 043 062* 046 068*
4 043 047 035 061* 039 060* 049 070* 042 062* 045 068*
6 039 052* 034 O061* 039 062* 056 068* 043 062* 049 068*
9 039 049 043 059* 043 059* 057 069* 046 058* 054 067*
10 034 046* 039 062* 047 062* 051 065* 045 061* 049 065*
1 044 053 033 064* 035 058* 052 066* 042 062* 045 066*
° 056 055 035 058* 040 067* 059 073* 044 060* 048 O070*
All 040 O050* 037 O061* 040 060* 052 069* 043 061* 048 067*
Satisfaction with ability to choose provider
3 026 039* 044 058* 040 044 085 086 059 066* 071 0O77*
4 031 035 047 058* 038 041 091 090 063 066* 073 076
6 027 035* 040 056* 039 044 089 087 057 063* 070 0.75*
9 026 042* 056 066* 056 054 089 089 061 065* 078 079
10 024 044* 057 065 053 052 08 087 067 071* 078 078
1 026 038* 052 060* 041 048 088 088 062 066* 075 077
12 031 044 045 057 040 051 095 094 046 056* 075 080
All 027 039* 048 059* 043 046* 088 088 060 065* 074 077*
Satisfaction with ability to diagnose
3 064 064 071 078* 068 0.69 090 090 077 079 084 085
4 061 O070* 076 080 073 076 092 092 080 083* 08 087
6 065 064 072 078* 070 078* 091 089 076 079 084 086
9 057 067 083 077 074 073 093 094 076 078 090 089
10 065 074 079 083 078 081 094 094 083 086* 089 090
1 064 073* 081 083 072 08L* 088 092* 079 084* 08 090*
12 057 072* 071 074 069 068 095 096 067 075* 08 090
All 063 067* 076 079* 071 075* 091 091 078 080* 08 087
Satisfaction with accessto care
3 069 071 070 O076* 064 066 092 093 078 o081* 083 086*
4 059 068* 071 074 062 058 093 093 078 078 083 083
6 066 0.70 066 074* 065 0.70 091 093 075 080* 081 086*
9 069 074 080 080 073 068 094 095 081 o081 0838 0.89
10 061 071 070 080* 065 061 092 093 079 082 085 086
1 075 082* 084 087 075 0.76 091 09%5* 084 08* 087 090*
° 079 085 076 0.79 073 080 097 094 08 084 087 091
All 067 073* 072 078* 066 0.67 092 094* 078 o08L* 084 086*

C-4
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Table c-1—Continued

Active Duty Prime MTF/SA Civilian Total Retired
Region FY94 FY97 FY94 FY97 FY94 FY97 FY94 FY97 FY94 FY97 FYo4 FY97
Satisfaction with accessto careif needed
3 059 060 062 072* 054 052 089 091 071 075* 077 081*
4 055 064* 061 072* 051 046 092 094 071 075* 077 079
6 054 065* 050 072* 049 052 093 092 065 075*% 074 080*
9 059 070* 076 079 072 069 093 092 076 079 08 085
10 054 067* 074 077 062 056 091 093 077 080 083 084
11 060 070* 072 078 057 063 093 094 074 080* 082 086*
12 071 073 065 073 065 059 097 09 071 074 083 081
All 058 066* 063 074* 056 055 092 092 072 076* 079 082*
Satisfaction with accessto hospital care
3 069 071 074 079* 058 061 093 094 078 082* 083 086*
4 066 074* 072 079* 063 055* 094 095 079 081 084 084
6 069 074 067 079* 067 067 094 093 078 081* 084 085
9 064 075 083 084 072 072 095 094 080 082 089 089
10 063 068 077 083 066 068 094 095 082 084 087 089
11 069 083* 083 088 068 074 09 096 083 089* 088 091
12 075 085 084 080 075 075 098 097 079 084 088 089
All 067 075* 075 o081* 064 065 094 094 079 083* 08 086
Satisfaction with accessto specialists
3 039 043 051 063* 039 042 087 090 062 069* 071 079*
4 038 043 051 063* 041 042 088 092 062 068* 070 076*
6 043 046 044 057 * 045 050 090 088 061 066* 071 075*
9 038 051* 065 063 052 057 090 09 064 067 080 080
10 045 050 061 071* 058 056 091 089 073 074 080 081
11 036 054* 061 068 052 058 091 087 068 072* 080 079
12 051 060 058 056 054 054 092 095 058 063 078 081
All 041 048* 054 063* 045 049* 089 090 064 068* 074 078*
Satisfaction with advice to avoid illness
3 067 073* 072 079* 071 072 084 08* 076 082* 081 086*
4 071 077* 072 079* 073 073 087 091* 079 083* 082 086*
6 069 072 072 078* 073 079* 092 089 079 o081 085 086
9 068 074 073 077 077 077 090 089 079 080 08 085
10 069 074 075 081 081 077 086 091* 081 084 08 087
11 065 078* 078 082 077 080 088 090 080 084* 087 088
12 060 075* 074 076 077 072 096 096 073 078 088 088
All 069 074* 073 079* 074 076 088 09* 079 082* 084 086*
Satisfaction with attention given by provider
3 067 073* 071 080* 069 071 088 089 077 o081* 083 08*
4 069 074 075 080* 076 0.79 087 093* 080 084* 083 088*
6 066 069 070 078* 069 0.78* 092 089 077 080* 083 086
9 067 072 080 079 079 077 090 092 079 081 088 087
10 070 075 078 083 079 079 089 090 082 084 086 087
11 065 074* 081 083 074 081~ 091 092 080 08* 088 089
12 062 073 076 070 074 069 095 095 072 075 089 088
All 067 072* 075 080* 073 077* 089 091 079 082* 08 087*
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Table Cc-1—Continued

Active Duty Prime MTF/SA Civilian Total Retired
Region FY94 FY97 FY94 FY97 FY94 FY97 Fy94 FY97 Fyo4 FYyo97 Fyo4 FYy97
Satisfaction with available information by phone
3 039 052* 047 065* 039 049* 078 080 058 067* 065 073*
4 034 052* 049 066* 036 048* 078 083 058 068* 064 072*
6 035 056* 051 067* 038 052* 083 082 058 069* 066 073*
9 032 053* 059 062 045 061* 082 084 060 067* 074 077
10 035 058* 063 071 044 058* 083 086 067 075*% 076 078
11 034 054* 054 073* 044 067* 086 088 063 075* 075 082*
12 047 062 056 066 046 056 089 088 052 067* 072 075
All 036 054* 053 067* 040 054* 081 083 060 069* 069 075*%
Satisfaction with care
3 061 054* 069 070 062 054~ 084 087 072 072 077 078
4 066 059 072 074 065 059~ 090 090 077 075 081 079
6 066 056* 063 070 065 062 090 088 074 072 080 080
9 059 058 077 071 073 067 088 087 074 071 08 080*
10 063 062 079 077 067 066 085 086 077 077 083 081
11 060 068* 074 072 067 067 086 089 074 077 081 082
12 057 070 076 065 069 058 093 088 068 069 086 081
All 063 059* 071 o071 066 061~ 087 088 074 073 081 080
Satisfaction with choice and continuity of care
3 030 035 048 055* 044 042 081 084 059 063* 070 074*
4 035 034 051 055 042 038 089 090 064 064 073 074
6 033 032 042 049* 042 042 088 085 058 059 070 071
9 032 037 056 063 053 054 085 086 060 062 077 077
10 033 039 061 062 054 051 085 086 067 068 078 076
11 032 036 058 056 048 048 085 085 063 064 075 075
12 038 042 045 053 052 043 091 094 050 053 077 078
All 032 035 050 055* 046 044 085 086 061 062* 073 074
Satisfaction with convenience of hours
3 062 066 0.78 080 072 080* 093 092 080 083* 087 089
4 058 072* 080 085* 074 084* 092 094 080 086* 086 091*
6 061 066 074 084* 070 085* 094 095 078 084* 08 092*
9 068 066 081 083 079 086* 094 094 082 081 090 092
10 053 069* 081 085 079 079 096 095 084 086 091 091
11 064 074* 082 086 077 086* 093 094 082 086* 089 092
12 075 073 070 071 080 073 096 095 077 075 089 090
All 063 068* 078 083* 074 083* 094 094 080 084* 088 091*
Satisfaction with conveni ence of treatment location
3 078 080 080 084 070 076* 090 09 082 084* 083 086
4 076 08* 082 084 064 O077* 092 092 081 086* 083 086*
6 08 087 080 087* 065 074~ 091 089 082 086* 081 08*
9 079 083 08 084 076 0.80 093 094 084 086 088 089
10 075 082 079 082 055 064 094 094 081 08* 082 08*
11 079 o087* 082 089* 072 082* 088 092* 08 08* 083 089*
12 08 089 083 083 076 084 095 096 087 087 088 092*
All 080 084* 081 08* 068 0.76* 091 091 082 086* 083 086*
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Table c-1—Continued

Active Duty Prime MTF/SA Civilian Total Retired
Region FY94 FY97 FY94 FY97 FY94 FY97 FYo4  FY97 Fyo4 FYyo97 Fyo4 FYy97
Satisfaction with courtesy of administrative staff
3 065 066 075 077 069 075* 093 092 079 o081 086 087
4 060 076* 076 081* 076 077 090 093 079 084* 085 089*
6 060 069* 073 074 071 079* 095 093 078 081* 088 088
9 060 073* 077 078 080 081 094 095 078 082 091 091
10 068 075 084 081 077 083 094 095 084 087 090 091
11 059 072* 073 080* 073 082* 096 095 079 085* 089 091
12 055 068 061 069 067 073 098 094 067 072 086 090
All 062 071* 075 077 073 078* 094 093 079 082* 088 089
Satisfaction with courtesy of providers
3 079 080 081 087* 080 084 094 095 08 088* 091 092
4 077 086* 082 090* 086 0.88 093 097* 087 092* 091 094+
6 072 079* 080 086* 083 089~ 097 095 08 088* 092 093
9 076 083 087 088 088 087 097 098 087 089 095 094
10 077 084 088 091 089 088 097 096 091 092 094 094
11 073 08* 088 091 085 087 097 097 087 091* 094 094
12 069 084* 077 086 080 073 098 095 080 085 094 094
All 076 082* 083 088* 084 087~ 09 096 087 089* 092 093
Satisfaction with dental care
3 087 086 082 090* 079 086* 081 09%* 084 090* 080 092*
4 08 087 078 090* 074 090* 086 097* 084 092* 081 093*
6 083 085 079 090* 079 091~ 085 09%* 084 091* 081 093*
9 083 081 079 091* 082 088 089 094* 08 088 084 091*
10 088 088 075 087* 081 0%~ 089 09%* 087 093* 084 094*
11 087 090 08 093* 080 092* 088 09%* 08 093* 08 094*
12 084 092 078 091* 093 088 090 096 087 092 083 093*
All 08 086 080 090* 080 089~ 086 09%* 08 091* 082 093*
Satisfaction with ease of making appointments
3 049 055 052 067* 043 044 093 092 067 072* 075 080*
4 051 058 047 070* 041 044 095 094 066 073* 073 078*
6 036 055* 042 067* 035 043* 095 092 058 070* 069 077*
9 049 062* 071 071 067 070 095 094 073 075 087 087
10 054 067* 074 076 050 057 093 093 076 080* 083 084
11 045 063* 057 076* 040 064* 095 095 067 079* 077 086*
12 045 052 053 062 053 051 099 096 057 061 076 078
All 047 058* 055 069* 045 051* 094 093* 067 073* 076 080*
Satisfaction with ease of seeing provider of choice
3 023 039* 044 058* 039 043 086 086 059 066* 072 076*
4 032 037 048 059* 035 040 091 090 062 066* 072 076*
6 025 036* 037 052* 038 042 089 086 056 061* 069 073
9 026 037* 058 064 051 057 090 088 061 064 079 079
10 023 042* 057 067* 049 054 088 088 067 072* 079 079
11 029 040* 052 059 042 049 090 086 062 066* 075 076
12 026 042 042 053 046 043 094 095 045 053 074 079
All 026 038* 047 058* 041 046~ 089 087 060 065* 073 076*
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Table c-1—Continued

Active Duty Prime MTF/SA Civilian Total Retired
Region FY94 FY97 FYo4 FY97 FYo4 FY97 FYo4  FY97 FY94 FY97 FY 94 FY97
Satisfaction with health-care-related financial problems
3 067 061 061 065 059 046* 073 073 067 065 069 067
4 063 061 061 061 064 046* 074 071 067 063 069 064*
6 065 064 054 064* 063 057 075 076 066 068 068 070
9 066 071 071 066 077 063* 080 082 074 072 079 075
10 070 072 066 066 069 059 080 078 074 072 076 072
1 064 068 062 068 058 056 077 078 069 071 071 o071
12 065 073 086 071* 076 064 086 089 077 074 081 080
All 066 066 063 065 065 054* 076 076 069 068 071 069
Satisfaction with interpersonal concern of providers
3 048 055* 061 069* 057 062 083 084 066 072* 075 079*
4 050 059* 061 O070* 062 067 082 08* 068 075* 075 o081*
6 052 034 060 067* 059 068* 090 086 069 071 078 080
9 050 o062* 062 066 071 070 08 087 068 071 080 081
10 052 063 066 0.72 069 0.70 085 086 073 076 080 081
1 046 061* 066 074* 062 071* 08 089 069 O077* 080 o084*
° 046 055 056 059 063 066 090 089 059 0862 082 083
All 050 058* 062 069* 062 067* 08 086 068 072* 078 081*
Satisfaction with medical financial hardship protection
3 063 0.60 061 064 065 054* 075 071 069 065* 071 066*
4 065 059 062 059 067 054* 070 074 067 065 067 067
6 066 067 059 066 065 059 077 075 068 0.69 071 069
9 072 077 073 065 079 061* 080 080 077 073 078 0.73*
10 078 072 068 064 074 058* 077 078 074 071 076 072
1 062 074* 064 070 068 0.62 078 078 072 073 074 073
12 068 068 076 0.69 083 064* 08 087 078 071 080 075
All 068 068 064 065 069 057* 076 075 071 068* 072 069*
Satisfaction with outcome of health care
3 069 068 078 081 074 073 089 090 081 o081 08 086
4 071 075 079 o081 075 077 092 093 082 084 08 087
6 068 0.70 074 080* 075 08L* 094 093 080 083* 08 0.89
9 065 074 08 082 080 0.78 093 093 081 082 090 089
10 072 077 081 082 084 072* 090 092 08 085 089 087
1 064 076* 083 084 077 080 092 093 081 085* 089 090
12 056 066 072 079 073 070 09 097 070 075 089 090
All 068 072* 079 o081* 076 077 092 092 081 082* 087 088
Satisfaction with overall quality of health care
3 066 067 078 082 071 073 091 093 080 082* 08 0838*
4 069 O076* 076 082* 073 0.76 092 095 081 085* 08 0838*
6 068 071 068 081* 071 08L* 095 093 078 083* 08 089*
9 066 074 08 081 083 0.78 094 096 083 083 091 090
10 061 O077* 082 086 082 0.76 092 094 084 087* 089 090
1 067 0.78* 082 086 077 08* 093 09% 082 088* 089 093*
° 057 O076* 075 076 076 074 098 096 072 078 090 090
All 067 072* 077 082* 075 078* 093 094 081 o084* 087 089*
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Table c-1—Continued

Active Duty Prime MTF/SA Civilian Total Retired
Region FY94 FY97 FYo4 FY97 FYo4 FY97 FYo4  FY97 FY94 FY97 FY 94 FY97
Satisfaction with prescription services available
3 076 079 08 082 08 084 092 093 08 086 089 090
4 079 083 08 087 083 085 093 093 087 088 089 090
6 076 081 080 087* 08 088* 090 091 08 087* 08 090*
9 073 081 084 084 084 088 095 093 08 086 091 091
10 079 087* 081 085 081 082 092 094 086 089 0838 090
1 074 082* 083 085 073 082* 095 093 084 087* 090 090
12 08 088 078 089* 093 085 095 096 088 089 091 092
All 076 082* 083 085* 081 08* 092 093 08 087* 089 090*
Satisfaction with provider concern for privacy
3 080 083 083 087* 081 082 095 095 087 089 092 091
4 077 083 082 089* 085 0.86 093 096 087 090* 090 093*
6 075 080 08L 087* 082 089* 095 09% 08 089* 090 093
9 075 081 082 087 086 0.90 096 096 086 088 093 094
10 080 082 091 092 084 087 097 096 091 092 095 094
1 071 o084* 0838 093* 082 088 095 095 08 091* 093 094
° 069 0.79 079 080 086 0.83 098 097 079 082 091 092
All 077 o081* 083 0838* 083 087* 095 09% 087 089* 092 093*
Satisfaction with provider explanation of medical tests
3 069 071 075 o081* 073 072 087 090 079 082* 084 086*
4 062 073* 075 080* 074 0.78 09 094* 080 O084* 084 088*
6 064 O071* 075 080 074 0.78 093 090 079 082 086 087
9 065 071 079 079 079 078 090 092 079 080 083 088
10 068 0.75 076 082 084 081 088 092 083 085 087 088
1 063 081* 083 084 077 081 091 092 082 086* 083 0.89
12 061 075 071 077 073 071 095 095 072 078 083 090
All 066 072* 077 o081* 076 0.77 09 091 080 082* 08 087*
Satisfaction with provider explanation of procedures
3 070 072 076 082* 074 073 087 090 079 082* 083 086*
4 067 O076* 077 083* 075 079 091 093 081 085* 08 088*
6 070 073 075 080* 075 078 094 090* 08L 082 087 086
9 064 072 08L 079 082 080 093 094 081 082 090 089
10 074 077 077 084* 08 080 089 093* 084 086 0838 0.89
1 066 077* 083 085 076 082 093 093 083 086* 090 090
12 066 0.72 075 080 075 075 095 094 075 078 089 089
All 068 073* 078 082* 077 078 091 092 081 083* 087 088
Satisfaction with provider interest in outcomes
3 054 062* 064 O071* 060 064 085 088 070 O076* 078 082*
4 051 o064* 064 073* 065 0.70 089 091 073 078* 080 o084*
6 055 o061* 058 072* 060 070* 092 088 070 0.75* 079 082
9 052 061 068 071 068 065 087 091* 070 073 083 084
10 048 064* 067 077* 070 072 089 088 075 080* 082 083
1 049 067* 070 O076* 065 073* 087 091 072 080* 083 086
° 054 061 061 064 067 065 095 092 065 066 08 085
All 053 062* 064 072* 063 068* 083 089 071 O076* 080 083*
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Table c-1—Continued

Active Duty Prime MTF/SA Civilian Totd Retired
Region FY94 FY97 FYo4 FY97 FYo4 FY97 FYo4  FY97 FY94 FY97 FY 94 FY97
Satisfaction with provider personal concern (for patient)
3 067 071 072 080* 069 073 089 091 078 082* 084 087*
4 069 O076* 074 080* 076 0.78 089 094* 080 08* 084 088*
6 064 O070* 071 080* 071 080* 093 092 077 082* 08 088*
9 068 074 079 080 079 076 092 093 079 o081 089 088
10 072 078 078 084 080 0.80 093 092 084 086 089 089
1 065 O076* 079 085* 076 079 090 094 08 086* 087 090*
12 062 073 077 073 081 070 098 093 074 075 090 090
All 067 073* 074 080* 074 077* 091 092 079 083* 08 088*
Satisfaction with provider reassurance and support
3 069 0.70 074 079* 070 068 089 090 079 o81* 084 086
4 071 073 074 079* 072 073 09 093* 080 083* 083 087*
6 064 069 068 0.77* 073 0.76 093 090 078 080* 085 086
9 063 073 076 0.76 075 0.78 091 093 078 081 083 088
10 068 0.73 075 083* 083 075* 091 092 083 084 0838 087
1 061 O076* 079 082 072 079* 092 092 080 085* 0838 0.89
° 064 070 073 072 071 0.69 096 092 073 073 090 089
All 067 071* 074 079* 073 074 091 091 079 o81* 08 087*
Satisfaction with thoroughness of exam
3 066 071 075 o081* 067 071 090 092 078 082* 083 087*
4 067 077* 077 082* 075 080 091 09%5* 08L 086* 08 089*
6 066 068 072 080* 071 080* 094 093 079 082* 08 089*
9 061 071 077 077 074 0.78 091 093 076 080 087 088
10 072 082* 079 083 082 081 090 093 083 087* 083 0.89
1 065 079* 08L 085* 073 0.78 092 093 081 086* 083 090
12 062 0.70 070 077 075 077 095 096 071 077 086 090
All 065 072* 076 081* 072 077* 091 093* 079 083* 08 089*
Satisfaction with thoroughness of treatment
3 067 066 077 080 071 072 090 092 079 o081 08 087
4 071 075 077 081 074 078 093 095 082 085* 08 088
6 067 068 075 o081* 074 080 094 093 08 082* 087 089
9 061 0.69 084 078 080 0.76 093 094 080 080 090 088
10 070 076 082 084 083 082 092 094 08 087 090 090
1 069 O077* 083 085 076 082 094 093 083 086* 090 091
12 056 071* 079 079 071 077 096 096 071 077 089 091
All 066 070* 079 o081 075 077* 093 093 081 083* 087 089
Satisfaction with time from making to having appointment
3 050 059* 055 O071* 047 053* 088 087 067 073* 073 080*
4 051 069* 060 0.73* 052 059* 089 089 069 O076* 075 079*
6 046 057* 049 069* 044 052* 089 087 062 071* 070 O076*
9 053 065* 074 072 067 074 092 089 074 075 084 083
10 055 068* 073 075 055 063 090 o088 075 078* 081 082
1 055 060 064 O075* 052 065* 087 089 069 O077* 077 082*
° 050 066 063 061 056 059 096 092 060 067 079 077
All 051 o062* 061 O071* 051 059* 089 088 068 074* 076 080*

Continued on next page
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Table c-1—Continued

Active Duty Prime MTF/SA Civilian Total Retired
Region FY94 FY97 FYo4 FY97 FYo4 FY97 FYo4  FY97 FYo4 FY97 FY 94 FY97
Satisfaction with time with provider
3 062 067 067 073* 067 069 084 086 073 077* 080 082
4 061 068* 066 077* 068 074* 085 091* 074 080* 079 085*
6 062 065 067 O075* 065 074* 091 088 074 077* 082 084
9 053 067* 073 070 073 071 086 089 072 075 084 083
10 061 O076* 071 075 075 0.76 087 085 077 080 083 082
1 059 067 073 079* 070 077* 089 092 076 081* 084 088*
12 064 066 063 066 070 067 093 092 069 070 087 086
All 060 067* 069 074* 069 072* 087 088 074 078* 082 o084*
Satisfaction with wait timein office
3 046 051 057 067* 048 059* 082 080 063 068* 071 O076*
4 046 062* 059 O070* 056 063* 082 081 065 072* 072 076*
6 043 O051* 054 068* 053 062* 083 081 061 068* 071 0.75*
9 044 060* 062 061 057 062 08 087 064 068 079 079
10 048 066* 066 0.66 056 065* 086 086 070 074* 079 078
1 041 057* 064 074* 056 066* 083 090 067 O076* 079 o084*
° 043 053 050 059 054 068 092 o084* 054 061 078 0.75
All 044 056* 059 067* 053 062* 084 083 064 O070* 074 0O77*
Times visited dentist past 12 months
3 213 216 214 240* 234 237 258 247 231 236 242 242
4 217 210 220 222 240 238 233 239 225 228 233 234
6 220 212 228 234 231 253 232 246 223 235* 228 246*
9 218 199 229 225 233 24 253 258 235 227 249 244
10 212 205 209 241* 231 238 269 27 241 245 248 258
1 229 228 220 245 237 219 246 241 229 234 232 234
12 208 242 222 238 249 246 251 237 213 240* 240 248
All 218 213 222 234* 235 240 247 248 229 234~ 238 243
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APPENDIX D: EFFECT OF PCM TYPE ON PERCEPTIONS
OF PRIME ENROLLEES BY TRICARE REGION

Tables D-1 and D-2 contrast the responses of Prime enrollees to survey items by
region, with the focus on the effects of having a militay vs a dvilian provider and
whether the enrollee was able to choose the provider. Entries marked with an asterisk (*)
indicate adatidticaly sgnificant change (p<0.05).

In generd, the reaults indicate that those who were able to choose ther PCM were
more satisfied with most aspects of the hedlth care they received under Prime and were
more knowledgeable about TRICARE in generd. Those with military providers tended to
have higher leves of satisfaction than those with civilian providers. The patern of results
is congstent across regions. The data come from the 1997 DoD Beneficiary survey.

Table D-1. Effect of PCM Type and Ability to Choose PCM on Prime Enrollee Perceptions

PCM
Type Choose
Measure Region Civ. Mil. No Yes
Accessto health careif needed
3 067 068 062 072*
4 072 068 065 073*
6 070 071 069 0.74*
9 076 0.78 071 079*
10 070 0.78 069 0.77*
11 077 076 072 080*
12 048 0.73* 066 0.77
All 071 072 067 075*
Confused about costs under Prime
3 049 041 047 039*
4 040 041 044 039
6 039 034 039 030
9 05 035* 039 043
10 045 038 043 041*
11 023 034* 034 028*
12 065 034* 047 027*
All 044 037* 042 036*
Ease of making appointments
3 064 061 057 066*
4 074 064 065 0.69
6 068 061 058 067*
9 072 067 070 068*
10 077 073 074 075
11 073 070 066 075*
12 050 056 051 060
All 069 064* 061 068*

Continued on next page
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Table D-1—Continued

PCM
Type Choose
Measure Region Civ. Mil. No Yes
Felt Prime enrollment would improve access to care
3 063 071 062 075
4 062 0.68 060 070
6 066 0.71 063 077
9 082 0.78 072 083
10 071 082 072 079*
1 072 0.78 070 081*
12 060 0.79 067 089*
All 068 0.73* 064 078*
Felt Prime enrollment would result in better
preventive care 3 064 068 058 073
4 063 0.62 058 066
6 064 0.66 058 0.73*
9 073 074 063 078
10 066 0.79 067 074
1 064 072 061 076
12 058 0.72 061 083
All 064 0.69 059 074*
Had clear information on Prime enrollment process
3 065 0.69 063 073*
4 064 0.70 066 070*
6 0.72 067 065 072*
9 060 O0.72* 066 069*
10 072 0.70 059 076
11 065 0.68 061 072*
12 039 0.73* 059 083*
All 065 0.70* 063 072*
Know exactly how to make appointment
3 084 0.86 082 089
4 081 0.83 082 083
6 086 0.85 082 090
9 083 0.86 079 088
10 089 082 073 090
1 088 095* 089 095*
12 082 085 079 091
All 085 0.86 082 089
Know how to use the health care finder
3 067 0.63 054 071
4 0.72 059* 054 069*
6 060 0.60 055 066*
9 065 0.69 057 071
10 069 061 058 067*
1 065 0.67 057 075*
12 042 059 046 0.70
All 065 062 055 070*
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Table D-1—Continued

PCM
Type Choose
Measure Region Civ. Mil. No Yes
Need mor e information about Prime
3 064 060 064 057*
4 066 0.59 066 057
6 057 057 063 049*
9 060 0.60 066 058
10 054 057 065 051*
1 050 046 055 041*
12 069 0.60 068 053*
All 060 057 064 054*
Outcome of your health care
3 081 0.75 070 082*
4 077 077 073 081*
6 074 0.79 078 0.78*
9 081 0.80 079 081*
10 083 082 077 085
1 080 0.82 078 086*
12 062 0.73 059 087
All 078 0.78 074 082*
Overall quality of care
3 077 077 072 083*
4 083 0.77 077 080*
6 073 08L* 079 079*
9 080 081 081 081*
10 084 085 078 087
1 082 085 081 087*
12 071 077 067 0838*
All 078 0.80 076 082*
Primewill makeit easier to get advice over telephone
3 055 063 056 0.66
4 054 066* 060 066*
6 066 0.71 065 075
9 079 060* 070 067
10 060 063 048 067*
1 057 0.73* 057 077*
12 050 0.66 055 073
All 063 0.67 060 070*
Quality of my health care hasimproved under Prime
3 043 049 033 058
4 039 042 031 048
6 045 048 035 057
9 065 0.60 043 068
10 057 056 036 064
1 049 055 043 061
12 037 050 039 065*
All 048 050 036 059*
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Table D-1—Continued

PCM
Type Choose
Measure Region Civ. Mil. No Yes
Recommend Prime to a friend
3 069 073 061 082
4 064 073 063 077*
6 069 074 067 080*
9 084 083 067 0.89
10 0.77 086 069 0.86
1 074 0.79 068 084
12 063 0.78 064 088*
All 072 0.76* 065 083*
Satisfied with care under Prime
3 072 081* 069 087*
4 075 0.78 069 083*
6 076 0.79 077 079*
9 085 084 070 089*
10 081 084 076 084
11 080 083 076 087
12 061 0.83* 066 094*
All 0.76 0.81* 072 085*
Satisfied with choice of providersunder Prime
3 062 0.71* 055 079
4 062 0.68 054 074*
6 066 0.69 059 075*
9 073 082 067 081
10 075 0.72 057 079
11 066 0.80* 063 082
12 053 0.76 065 0.80
All 066 0.73* 058 0.78*
Satisfied with promptness of bill payment
3 062 050* 049 057
4 044 046 038 050
6 055 052 050 056*
9 069 057 052 067
10 054 062 056 058
1 0.74 053* 063 062
12 049 055 042 064*
All 059 052* 049 058
Under Prime can see same provider on each visit
3 080 066* 057 078
4 084 0.70* 066 0.80
6 088 061* 064 071
9 097 0.72* 079 086
10 094 0.78* 080 0.89
1 080 0.69* 063 080*
12 059 068 060 0.72
All 087 068* 065 079*
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Table D-1—Continued

PCM
Type Choose
Measure Region Civ. Mil. No Yes
Under Primeit will be harder to see a specialist
3 052 040* 051 037
4 053 047 057 043
6 048 042 045 042*
9 046 032 037 038
10 045 0.29* 040 037*
1 048 0.33* 044 032*
12 051 036 043 032
All 050 0.39* 048 038*
Under stand difference between TRICARE options
3 066 0.73 066 0.75*
4 066 0.74 069 074*
6 075 071 069 076*
9 065 074 068 072
10 076 0.74 060 0.82
1 071 0.73 065 079*
12 041 oO.77* 060 088*
All 068 0.73* 066 0.76*
Will have to use more of own money under Prime
3 054 042* 048 042
4 059 049 056 048
6 060 045* 048 050
9 063 0.36* 064 042
10 053 051 055 051
1 056 034* 046 037*
12 062 0.36 050 022
All 059 042* 052 044*
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Table D-2. Additional Measures: Effect of PCM Type on Prime Enrollee Perceptions

Type PCM Choose PCM
Measure Military Civilian No Yes

Appointment gap (days) 6.66 7.15 7.62 6.13 *

BP check past 12 months 092 092 091 093 *

Did not use MTF due to difficulty in 0.16 025* 0.28 020*
getting appointment

ER use past 12 months 0.29 021 * 0.27 0.26

Immunized past 12 months 053 050 04 051*

Mammogram past 12 months (50+) 0.77 0.68 * 0.69 0.74

Mammogram past 12 months (age 40+) 0.67 059 * 059 0.66 *

Minuteswaited in office 25.72 24.61 2642 2461 *

Number of callsto get appointment 403 338* 3HA 380

Physical exam past 12 months 0.53 0.58 * 0.52 057 *

Prenatal care first trimester 0.90 0.91 0.88 091

Received wellness advice past 12 0.55 054 053 0.56
months

Satisfaction with ability to choose 04 052 041 063 *
provider

Satisfaction with ability to diagnose 0.74 0.78 * 0.72 0.78*

Satisfaction with accessto care 0.76 0.75 0.73 0.78*

Satisfaction with accessto careif 0.72 0.71 0.67 0.76 *
needed

Satisfaction with accessto hospital care 0.80 0.78 0.77 081 *

Satisfaction with access to specialists 057 058 0.52 062 *

Satisfaction with adviceto avoid illness 0.77 0.78 0.75 0.79*

Satisfaction with appointment (scale) 0.53 0.55 049 057 *

Satisfaction with attention given by 0.77 0.78 0.74 080 *
provider

Satisfaction with available information 0.65 0.63 0.60 0.68 *
by phone

Satisfaction with care 0381 0.76 * 0.75 084*

Satisfaction with choice and continuity 0.48 0.49 0.37 057 *
of care

Satisfaction with convenience of hours 0.78 081 0.77 0.80 *

Satisfaction with convenience of 0.86 0.85 0.87 084
treatment location

Satisfaction with courtesy of admin 0.75 0.74 0.73 076 *
staff

Satisfaction with courtesy of providers 0.87 084 084 0.88*

Satisfaction with dental care 0.90 0.89 0.87 091 *

Satisfaction with ease of making 0.64 070 * 0.62 0.68 *
appointments

Satisfaction with ease of seeing 051 052 040 0.60 *

provider of choice

Continued on next page
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Table D-2—Continued

Type PCM Choose PCM
Measure Military Civilian No Yes

Satisfaction with finances (scale) 041 0.37 0.37 042*

Satisfaction with health-care-rel ated 0.66 0.61* 0.61 0.68 *
financia problems

Satisfaction with interpersonal concern 0.65 064 0.60 069 *
of providers

Satisfaction with medical financial 0.66 0.63 0.61 0.68 *
hardship protection

Satisfaction with outcome of health 0.78 0.78 0.74 081*
care

Satisfaction with overall quality of 0.80 0.78 0.76 082*
health care

Satisfaction with prescription services 0.85 0.83 0.84 0.85
available

Satisfaction with provider concern for 0.87 0.85 0.85 087
privacy

Satisfaction with provider explanation 0.79 0.77 0.75 081*
of medical tests

Satisfaction with provider explanation 0.81 0.77 0.77 082*
of procedures

Satisfaction with provider interest in 0.69 0.70 0.65 0.73*
outcomes

Satisfaction with provider personal 0.78 0.77 0.75 081*
concern (for patient)

Satisfaction with provider reassurance 0.77 0.75 0.73 079*
and support

Satisfaction with resources (scale) 0.62 0.61 058 0.65*

Satisfaction with skill of provider 0.81 0.81 0.79 083*
(scale)

Satisfaction with technical aspects of 0.68 0.67 0.63 072*
care (scale)

Satisfaction with thoroughness of exam 0.78 0.77 0.75 0.80*

Satisfaction with thoroughness of 0.77 0.78 0.74 081*
treatment

Satisfaction with time from making to 0.69 0.67 0.65 072*
having appointment

Satisfaction with time with provider 071 0.72 0.69 0.74*

Satisfaction with wait timein office 0.65 0.61* 0.61 067 *

Times visited dentist past 12 months 230 227 231 2.28
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APPENDIX E: REGIONAL QUALITY-OF-CARE
INDICATORS

Table E-1 shows quality-of-care measures for the 1997 population, broken down by
TRICARE region, source of care, and retirement status. Note that retirees ae dso
included in the Prime, MTH/SA, and Civilian source of care groups.

Table E-1. Quality-of-Care Measures"

Measure Region AD Pime MTF/SA Civilian Tota | Retired

Blood pressure check past 24
months

3 0.97 0.96 0.97 0.98 0.96 0.96
4 0.98 0.97 0.98 0.99 0.96 0.96
6 0.98 0.96 0.98 0.99 0.97 0.96
9 0.98 0.97 0.98 0.99 0.97 0.97
10 0.96 0.97 0.98 0.98 0.96 0.96
1 0.98 0.96 0.99 0.98 0.96 0.96
12 0.95 0.97 0.95 0.99 0.95 0.95
All 0.98 0.97 0.98 0.99 0.97 0.96
Chew tobacco (age 18-24)
3 0.24 0.00 0.06 0.05 0.13 0.04

4 0.17 0.08 0.03 n/a 0.10 0.07

6 0.24 0.06 0.01 0.01 0.13 0.06

9 0.23 0.00 0.01 n/a 0.14 0.00

10 0.15 0.00 n/a n/a 0.07 n/a

11 023 0.06 n/a n/a 0.14 013

12 n/a n/a n/a n/a 012 n/a

All 0.23 0.03 0.03 0.03 0.13 0.05

Cholesterol screening past 60
months 3 0.80 0.80 0.82 091 084 0.89
4 0.81 0.78 084 0.91 0.83 0.87
6 0.77 0.78 0.83 0.92 0.82 0.88
9 0.69 0.74 0.78 0.92 0.78 0.88
10 0.82 0.79 081 0.90 0.83 0.87
1 0.81 0.75 081 0.90 081 0.86
12 0.87 0.69 0.69 091 0.79 0.84
All 0.78 0.77 0.82 091 0.82 0.88
Dayswait to see provider (chronic
condition) 3 9.12 8.08 12.73 7.81 871 895
4 7.99 8.89 13.32 6.65 840 858
6 1247 864 2023 6.59 1014 9.89
9 1054 7.60 10.68 6.71 857 848
10 8.06 8.38 9.82 722 7.96 7.9
1 9.65 9.08 14.72 6.73 8.80 889
12 8.38 9.35 1042 6.75 873 9.26
All 10.00 844 14.29 7.02 893 897

Continued on next page
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Table E-1—Continued

Measure Region AD Pime MTF/SA Civilian Total | Retired
Dayswait to see provider (minor
ailment) 3 243 243 4.10 191 240 243
4 182 267 401 165 224 234
6 218 279 6.69 19 2.73 304
9 208 246 2.88 1.80 220 222
10 184 2.26 3.63 174 209 208
1 200 278 417 185 2.37 247
12 170 215 338 130 196 240
All 210 256 4.36 183 2.38 251
Days wait to see provider for
routine visit 3 8.88 10.69 14.29 1145 1113 11.76
4 9.01 10.82 13.36 1053 10.72 1113
6 9.78 12.30 20.85 9.95 11.96 1255
9 6.91 9.06 9.20 10.99 9.08 10.66
10 9.54 10.88 1374 12.07 1158 1217
1 9.35 1204 13.86 12.30 11.83 12.89
12 7.98 11.49 12.07 9.56 9.81 1184
All 8.69 11.03 14.69 1101 10.99 11.85
Days wait to see provider for urgent
visit 3 113 0.82 148 0.69 0.88 0.86
4 0.80 093 154 0.62 084 0.85
6 093 0.70 239 0.62 0.90 0.85
9 084 0.78 0.80 0.60 0.73 0.67
10 0.58 143 1.78 0.83 1.08 120
1 0.73 108 147 058 084 0.92
12 0.65 0.55 112 054 0.65 0.80
All 0.88 087 157 0.65 0.86 087
Dental exam past 12 months
3 0.83 0.61 0.64 0.65 0.67 0.62
4 084 0.62 0.57 0.65 0.65 0.59
6 0.86 0.61 0.58 0.65 0.66 0.59
9 0.87 0.66 0.63 0.70 0.72 0.63
10 084 0.59 0.59 0.76 0.69 0.67
1 0.88 0.60 0.57 0.70 0.68 0.62
12 0.88 0.68 0.61 0.68 0.76 0.62
All 0.85 0.62 0.60 067 0.68 0.61
Ever had a Pap test (females)
3 0.99 1.00 0.98 0.98 0.99 0.98
4 0.99 0.99 0.97 0.99 0.98 0.98
6 1.00 0.99 0.98 0.98 0.98 0.98
9 0.99 0.99 0.98 0.99 0.98 0.98
10 0.99 0.99 0.97 0.98 0.98 0.98
1 1.00 0.99 0.97 0.98 0.99 0.99
12 n/a 0.99 1.00 0.98 0.99 0.96
All 0.99 0.99 0.98 0.98 0.98 0.98
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Table E-1—Continued

Measure Region AD Pime MTF/SA Civilian Total | Retired
Ever had mammogram (age 40-49
females) 3 n/a 0.93 0.90 091 091 092
4 n/a 0.95 094 091 093 0.93
6 n/a 092 091 0.90 091 0.90
9 n/a 091 094 0.90 0.90 0.89
10 n/a 084 n/a n/a 0.90 0.90
1 n/a 093 n/a 0.96 092 094
12 n/a n/a n/a n/a 0.96 n/a
All 0.93 0.92 0.92 092 091 0.91
Ever had smoking counseling
3 034 042 040 0.46 0.38 040
4 0.36 0.36 041 043 0.37 0.38
6 0.35 0.39 0.30 0.35 033 0.32
9 043 034 047 0.46 0.40 042
10 0.35 0.33 0.35 049 0.38 040
1 0.45 047 044 044 042 040
12 0.26 0.37 n/a 045 0.32 0.36
All 0.37 0.39 0.39 043 037 0.38
Flu shot past 12 months
3 0.82 037 046 057 054 0.52
4 0.84 0.37 053 054 053 051
6 0.88 042 0.56 0.60 0.59 0.56
9 0.88 040 0.46 0.61 0.61 0.55
10 0.80 042 04 0.65 0.58 0.58
1 0.87 043 0.55 0.62 0.59 057
12 0.81 034 049 0.56 0.58 0.50
All 0.85 0.40 051 059 057 054
General physical past 12 months
3 048 0.61 064 0.74 0.62 0.66
4 055 059 0.65 071 0.61 0.64
6 051 0.58 0.60 0.70 058 0.62
9 052 057 0.59 0.70 0.58 0.64
10 045 0.60 0.60 0.69 0.59 0.63
1 051 0.59 0.67 0.68 0.59 0.63
12 041 051 0.58 0.73 050 0.62
All 0.50 0.59 0.62 071 0.59 0.64
Healthy living advice past 12
months 3 043 0.56 0.61 071 0.58 0.64
4 044 0.58 0.60 0.72 0.58 0.63
6 048 057 0.62 0.69 0.58 0.63
9 047 0.56 0.59 0.69 0.55 0.63
10 0.46 0.60 0.60 0.65 057 0.61
1 0.50 0.61 0.60 0.65 0.58 0.61
12 0.48 057 0.63 071 054 0.64
All 0.46 057 0.61 0.69 057 0.63

Continued on next page
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Table E-1—Continued

Measure Region AD Pime MTF/SA Civilian Total | Retired
Mammogram past 12 months
(female age 50+) 3 n/a 0.72 0.73 0.68 0.68 0.68
4 n/a 0.65 0.64 0.66 0.63 0.62
6 n/a 0.69 0.70 0.68 0.67 0.66
9 n/a 0.73 0.61 071 0.66 0.68
10 n/a 0.64 0.79 0.70 0.67 0.67
11 n/a 071 0.66 0.69 0.65 0.65
12 n/a 0.73 0.55 0.73 0.67 0.67
All n/a 0.69 0.69 0.69 0.66 0.66
Pap test past 3 years (females)
3 0.99 0.92 0.88 0.87 0.89 0.85
4 0.97 0.92 0.86 0.87 0.88 0.85
6 0.98 0.92 0.87 084 0.87 0.84
9 0.99 091 0.91 0.86 0.88 0.85
10 0.96 091 0.85 084 0.86 0.83
11 0.98 091 0.88 0.86 0.87 0.84
12 n/a 094 0.92 0.86 0.90 0.83
All 0.98 0.92 0.88 0.86 0.88 0.84
Pregnant and did not smoke
3 n/a 084 n/a n/a 0.82 n/a
4 n/a 092 n/a n/a 090 n/a
6 n/a 0.89 n/a n/a 0.89 n/a
9 n/a 0.86 n/a n/a 0.87 n/a
10 n/a 0.88 n/a n/a 0.86 n/a
11 n/a 0.86 n/a n/a 0.86 n/a
12 n/a n/a n/a n/a n/a n/a
All 0.86 0.87 0.89 0.83 0.87 0.79
Prenatal care began first trimester
3 n/a 0.88 n/a n/a 090 n/a
4 n/a 0.89 n/a n/a 0.90 n/a
6 n/a 0.86 n/a n/a 0.89 n/a
9 n/a 0.88 n/a n/a 0.88 n/a
10 n/a 0.95 n/a n/a 092 n/a
11 n/a 0.96 n/a n/a 04 n/a
12 n/a n/a n/a n/a n/a n/a
All 094 0.90 0.85 0.93 0.90 0.79
Prostate exam past 12 months
3 0.58 0.77 0.79 0.86 0.77 0.79
4 0.64 0.73 0.75 084 0.74 0.75
6 059 0.72 0.78 0.83 0.72 0.74
9 054 0.66 0.74 0.83 0.70 0.74
10 0.49 0.81 0.74 0.83 0.76 0.77
11 0.69 0.64 0.74 0.80 071 071
12 n/a 0.67 0.66 0.74 064 0.67
All 0.58 0.72 0.76 084 0.73 0.75
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Table E-1—Continued

Measure Region AD Pime MTF/SA Civilian Total | Retired
Saw provider within 3 days for
minor ailment 3 0.95 0.95 0.89 0.98 0.95 0.95
4 0.97 0.93 0.89 0.99 0.96 0.95
6 0.96 0.93 081 0.97 0H 0.93
9 0.96 0.95 0.93 0.98 0.96 0.96
10 0.97 0.97 0.90 0.97 0.96 0.96
1 0.96 0.95 0.86 0.98 0.95 0.95
12 0.98 0.95 0.92 1.00 0.96 0.95
All 0.96 0.9 0.88 0.98 0.95 0.95
Saw provider within 30 days for
chronic condition 3 0%H 0.9 0.89 0.93 0.93 0.92
4 0%H 0.9 0.87 0.95 0.93 0.93
6 0.88 0.95 0.74 0.9 0.90 0.9
9 0.89 0.95 0.89 0.95 0.92 0.93
10 0.96 0.9 0.92 0.95 0H 0.94
1 0.93 0.9 0.86 0.95 094 0.93
12 0.97 0.9 0.H 0.95 0.96 0.95
All 0.92 0.9 0.85 0.9 0.92 0.92
Saw provider within 30 days for
routine visit 3 0.95 0.9 0.88 0.90 0.92 091
4 0.96 0.9 091 091 0.93 0.92
6 0.95 0.92 0.76 0.93 091 0.9
9 0.98 0.96 0.94 0.93 0.95 0.93
10 0%H 0.95 0.88 0.90 0.92 0.9
1 0.96 0.92 0.90 0.92 0.93 091
12 0%H 0.9 0.92 0.93 0H 091
All 0.96 0.9 0.87 091 0.92 091
Saw provider within 30 days for
urgent visit 3 0.88 0.92 091 0.92 091 091
4 091 091 0.89 0.95 0.93 0.93
6 0.89 0.94 0.86 0.96 0.93 0.9
9 0.90 0.92 0.89 0.95 0.92 0.93
10 0.95 0.92 0.85 094 0.93 0.93
1 0.93 091 0.92 0.96 0H 0.94
12 0.95 0.97 0.93 0.98 0.96 0.94
All 0.90 0.92 0.89 0.95 0.93 0.93
Smoke cigarettes
3 0.23 0.22 021 017 021 0.20
4 021 0.20 0.22 0.19 021 021
6 0.26 021 0.16 0.19 021 021
9 0.22 0.19 0.16 0.15 0.19 0.17
10 0.20 0.16 0.18 0.15 0.16 0.16
1 0.23 0.18 0.17 0.16 0.19 0.18
12 0.19 0.17 0.17 0.14 0.17 0.13
All 0.23 0.20 0.18 017 0.20 0.19

E-5
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Table E-1—Continued

Measure Region AD Pime MTF/SA Civilian Total | Retired
Smoke cigarettes (age 18-24)
3 031 017 0.25 0.30 0.27 0.28
4 0.26 014 0.16 n/a 022 017
6 0.32 0.23 0.18 0.10 0.24 0.18
9 031 0.19 0.16 n/a 0.26 0.14
10 034 013 n/a n/a 0.23 n/a
1 025 0.18 n/a n/a 0.20 0.15
12 n/a n/a n/a n/a 0.27 n/a
All 0.30 0.19 0.20 021 0.25 0.19
Used chewing tobacco
3 0.15 0.02 0.03 0.03 0.05 0.03
4 011 0.02 0.02 0.04 004 0.03
6 0.16 0.03 0.04 0.04 0.07 0.05
9 012 0.01 0.01 0.01 0.05 0.01
10 0.10 0.00 0.00 0.01 0.02 0.01
1 0.16 0.03 0.01 0.01 0.05 0.02
12 0.16 0.01 0.03 0.00 0.08 0.01
All 014 0.02 0.02 0.03 0.05 0.03
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APPENDIX F: REGIONAL DIFFERENCES IN
SATISFACTION WITH ADMINISTRATIVE ASPECTS OF
TRICARE STANDARD

Table F-1 shows satigfaction levels for saverd adminidrative aspects of TRICARE
Standard (CHAMPUS) by region. Entries marked with an agterisk (*) indicate a
ddidicdly dgnificant difference (p<0.05). Satisfaction with the timeliness of processng
cdams and recalving payment is consderably lower than perceived access to and quality
of hedth care however, sdidfaction with the adminidrative aspects seems to be
improving over time. Regiond differences are perhgps explaned by vaidions in
procedures used by the managed care contractors respongble for handling the clams.

Data are shown for the following groups:
(2) Civilian only—those who
- filed aclam under CHAMPUS for services received during 1994, or
- filed aclam under TRICARE Standard for services received during 1997.
(2) MTF/SA—those whose usud source of care is space-available a an MTF but who
- received some of their care under CHAMPUS in 1994, or
- recalved some of their care under TRICARE Standard in 1997.
(3) Prime
- those in the 1994 sample who used CHAMPUS during 1994 and who later
enrolled in Prime, or
- thosein the 1997 sample who enrolled in Prime during 1997 and who ether
- used CHAMPUS Standard prior to enrolling, or
- enrolled in Prime for the full year and were referred by their PCM to an out-
of-network provide.

Table F-1. Changes in Satisfaction With Various Aspects of TRICARE Standard (CHAMPUS)
(Proportion of Subpopulation Satisfied)

Source of Care

Civilian Only MTF/SA Prime
Measure! Region Y FYy97 Y Fyo7 FYo4 Fyo7
Provider willingness to
submit claims 3 0.63 0.78 * 0.76 0.84 0.74 0.84 *
4 0.69 081 * 0.77 0.83 0.79 0.83
6 0.63 0.72 0.75 0.88 * 0.70 0.80*
9 0.79 0.94 * 0.71 0.96 * 0.88 084
10 0.57 0.79 * 0.70 0.81 0.83 0.88
1 0.52 0.83 * 0.74 0.80 0.80 0.86
12 0.83 0.80 n/a n/a 0.95 0.73*
All 0.64 0.79 * 0.75 0.86 * 0.78 0.83*

Continued on next page
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Table F-1—Continued

Source of Care

Civilian Only MTFSA Prime
Measure Region FYod  FYor FYod  Fyo7 FYo4 FY97
Claims processing procedures
3 0.72 0.62 * 0.66 0.60 0.74 0.67
4 0.69 0.65 0.78 0.64 * 0.79 0.65 *
6 0.68 055 * 0.73 0.63 0.62 0.65
9 0.70 0.77 0.66 0.71 0.79 0.70
10 0.60 0.64 n/a n/a 0.65 0.68
11 0.49 057 0.68 0.66 0.61 0.66
12 0.66 0.71 n/a n/a 0.80 0.72
All 0.67 0.62 * 0.68 0.64 0.71 0.67
Timeto solve claims problems
3 0.48 0.47 0.46 0.47 051 055
4 0.44 050 052 050 0.60 055
6 0.43 0.44 0.48 0.46 0.45 054
9 0.35 059 * 0.27 0.42 054 0.61
10 0.20 0.42 * n/a n/a 0.40 0.56 *
11 0.29 0.46 * 0.36 058 * 0.38 058 *
12 052 0.68 n/a n/a 0.69 0.74
All 0.42 0.48 * 0.44 0.48 0.49 0.56 *
Time waiting for payment
3 054 052 051 052 0.63 059
4 0.49 054 058 056 0.66 059
6 051 0.44 053 0.45 0.43 0.59 *
9 0.45 0.62 * 0.46 053 057 0.67
10 0.25 053 * n/a n/a 053 0.62
11 0.39 0.49 0.37 0.63 * 052 059
12 053 0.73* n/a n/a
All 0.49 051 050 053 055 0.60
Amount of deductible
3 0.46 0.41 0.38 0.42 0.39 053 *
4 0.40 0.41 0.37 0.43 0.35 0.60 *
6 050 037 * 0.37 0.45 0.36 0.65 *
9 0.47 050 0.48 0.36 0.63 0.58
10 0.41 0.44 n/a n/a 0.62 0.68
11 0.27 0.38 0.35 0.41 0.30 057 *
12 0.48 0.61 n/a n/a
All 0.44 0.41 0.39 0.43 0.43 0.60 *
Amount of copayment
3 0.44 0.38 0.37 0.42 0.43 0.58 *
4 0.40 0.45 0.39 052 * 0.41 0.61*
6 0.40 0.40 0.40 0.46 0.39 0.59 *
9 0.48 055 0.61 052 0.80 0.60 *
10 0.35 0.43 n/a n/a 0.77 0.65
11 0.28 0.40 0.37 051 0.30 0.60 *
12 051 0.70 * n/a n/a
All 0.41 0.42 041 0.47 051 0.60 *

Continued on next page
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Table F-1—Continued

Source of Care

Civilian Only MTFSA Prime
Measure Region FYod  FYor FYod  Fyo7 FYo4 FY97
Coveraae
3 054 044 * 052 0.49 053 0.60
4 0.50 041 054 0.49 0.59 058
6 055 0.38 * 054 0.45 0.50 057
9 0.61 057 0.68 0.49 * 0.73 0.65
10 0.42 0.49 n/a n/a 0.62 0.67
11 0.33 0.44 053 0.50 0.36 059*
12 0.60 0.74 n/a n/a 0.82 0.77
All 052 043 * 054 0.49 057 0.60
Used Purchased care?
3 0.46 0.36 * 0.46 042 0.61 0.40*
4 052 041 * 045 047 0.66 0.44 *
6 0.45 031* 0.35 034 0.56 0.44 *
9 0.27 0.16 * 031 0.28 0.65 039*
10 0.26 0.13* 022 0.29 0.66 043 *
11 034 0.22* 0.30 0.29 047 036 *
12 0.37 0.31 0.27 0.22 0.50 031*
All 0.40 0.30* 0.37 0.37 0.61 041 *

1 Measures are proportions unless otherwise indicated. Entries marked “n/a’ indicate insufficient sample size for
estimation.

2 In 1994, refers to those using CHAMPUS. In 1997, refers to those using TRICARE Standard; or those whose
usual source of care was the MTF (space-available) but who were referred to a source of care outside the MTF;
or Prime enrollees seeing out-of -network providers.
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APPENDIX G: CHANGES IN ACCESS AND QUALITY-OF-
CARE OUTCOMES IN REGION 11: 1994, 1996, 1997

Table G-1 shows three-year trends for access and quality-of-care indicators, which
were estimated based on 1997 population characteristics. Entries marked with an a
indicste a ddidicdly ggnificant difference (p<0.05) between 1994 and 1996, those
marked with a b indicae a atigticaly sgnificant difference between 1996 and 1997, and
those marked with a ¢ indicate a datidicdly sgnificant difference between 1994 and
1997. The generd pattern of results is for a risng trend in percaved satisfaction with
access and qudity of care from the basdine year (1994). As Table G-1 shows, the
greatest increases occurred between 1994 and 1996.

Table G-1. Three-Year Trends for Access and Quality of Care

Measure FY AD Prime MTH SA clv Total Retired
Appointment gap (days)
A 902 1472 1512 74 108% 1092
% 6.1 85 104 6.7 76 81
97 6.2°¢ 77°¢ 94°¢ 71 74°¢ 80°¢
BP check past 12 months
A 084 % 0.76% 0.88 0.89° 0.80° 082%
% 093 0.90 090° 093 0.88° 087°
97 093° 090° 09%° 094 ° 091° 090°
Cholesterol check past 12
months
A 0.48 0.39 051 0.63 048 0.55
% 042 0.46 0.49 0.65 049 057
97 042 045 0.56 0.64 051 059°
Did not use MTF dueto
difficulty in getting
appointment
A 0382 0362 0472 024 0282 0.27
% 010 0.20 0.34 021° 0.22 0.23
97 0.10°¢ 0.20°¢ 032°¢ 0.27 0.25 0.26
ER use past 12 months
A 0442 0492 0522 0.36? 0442 041°
% 0.26 0.33 0.35 0.18 0.25 0.22
97 022° 027°¢ 032° 019° 022° 021°
Immunized past 12 months
A 0.81 0.36 043 0462 0452 0417
% 082 035° 045° 055° 051° 049°
97 087° 043° 053° 0.62° 059° 057°
Mammogram past 12
months (50+)
A n/a 0.67 0.77% 0.66 0.66 0.66
% n/a 0.68 0.65 0.67 0.65 0.65
97 n/a 0.72 0.68 0.71 0.67 0.67

Continued on next page



Table G-1—Continued

Measure AD Prime MTHSA Clv Total Retired
Minutes waited in office
94 2646 24.76 18.03 27.74 22.86 21.18
% 2748 2314 17.97° 2540 2246 2039°
97 2583 281 1981° 26.44 22.63 21.54
Number of callsto get
appointment
A 310 3.49 358 2252 2912 2672
9% 354 3.62 379 258° 3.19 3.02
97 351 359 3.60 290° 330° 318°
Pap test past 12 months
A 0.87 0.74 0.69 0722 070% 0672
9% 0.81 0.70 0.69 055 0.62 0.56
97 0.83 0.67 0.70 0.60 € 063° 058°
Physical exam past 12
months
A 0.58 0.48 0532 0.71 056 057¢
9% 053 056 0.61 0.70 058 0.62
97 051 058 °¢ 066 ° 0.68 059 062°
Prenatal care first
trimester
A n/a 0.96 n/a n/a n/a n/a
96 n/a 080" n/a n/a n/a n/a
97 n/a 0.96 n/a n/a 091 n/a
Received wellness advice
past 12 months
A 0.44 0322 0352 0502 0382 0402
9% 0.49 057 0.58 0.66 0.55 0.59
97 051 061° 059 © 0.66 ¢ 058 © 061°
Satisfaction with ability to
choose provider
A 0262 053 0.40 0.88 0.61 0.75
9% 041 056 0.44 0.86 0.64 0.75
97 038° 0.60 049° 0.88 066 ° 0.77
Satisfaction with ability to
diagnose
A 0.66 0.80 071 0.88 0.79 086¢
% 065° 0.79 0.77 091 081° 0.89
97 0.73 0.83 081° 092°¢ 084° 090°¢
Satisfaction with access to
care
A 0742 084 0.76 0912 0842 0872
9% 0.84 0.88 0.82 0.96 0.90 0.93
97 083° 0.87 0.76 096 °© 088 ° 091°¢
Satisfaction with access to
careif needed
A 0.60 0.72 057 0.92 0742 o8L?
9% 0.67 0.77 0.62 0.4 0.79 0.85
97 070 ¢ 0.78 0.63 0.4 080 °© 086 °©
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Table G-1—Continued

Measure FY AD Prime MTHSA Clv Total Retired
Satisfaction with access to
hospital care
A 0662 084 0.69 0.96 0.83? 0.88
9% 0.83 0.85 0.73 0.96 0.87 0.90
97 083° 0.88 0.74 0.96 0.89° 091
Satisfaction with access to
specialists
A 0.37 0.62 052 0.91 0.68 0.79
9% 0.46 0.65 057 0.90 071 0.80
97 054 °¢ 0.68 0.58 0.87 072° 0.79
Satisfaction with advice to
avoid illness
A 0.67 0.78 0.88 0.76 0.79 0.87
% 073 0.77 0.88 0.78 08L° 087
97 0.78°¢ 0.82 0.90 0.80 084 ° 0.88
Satisfaction with attention
given by provider
A 0.65 0.80 0.75 0.90 0.80 0.88
% 070 0.78 0.80 088" 081" 0.87
97 0.74°¢ 0.83 081 0.92 085 °¢ 0.89
Satisfaction with available
information by phone
A 0.36 0542 0432 0.86 063% 0.74
% 045 067 052° 083° 067° 0.76°
97 054°¢ 073°¢ 067° 0.89 076 ° 082°
Satisfaction with care
A 0.62 0.74 0.67 0.85 0.74 0.81
9% 0.64 0.76 0.65 0.88 0.75 0.81
97 0.68 0.72 0.67 0.89 ¢ 0.77°¢ 0.82
Satisfaction with choice
and continuity of care
A 031 0.59 047 0.85 0.63 0.75
9% 0.40 0.52 044 0.85 0.63 0.74
97 0.36 0.56 048 0.85 0.64 0.75
Satisfaction with
convenience of hours
A 0.64 0.83 078% 0932 0822 0.89¢
% 071 0.85 0.86 096 ° 087 094°
97 074°¢ 0.86 086° 0% 0.86° 0.92
Satisfaction with
convenience of treatment
location
A 0.80 0.82 0722 0.88 0822 083¢
9% 0.86 084° 0.79 0.91 0.87 0.89
97 087°¢ 0.89°¢ 082° 092°¢ 0.89° 089°
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Table G-1—Continued

Measure FY AD Prime MTHSA Clv Total Retired
Satisfaction with courtesy
of admin staff
A 059¢ 0732 0742 0.96 079% 0.89%
9% 0.72 0.83 0.82 0.96 0.85 0.93
97 072°¢ 0.80°¢ 082° 0.96 085° 091
Satisfaction with courtesy
of providers
A 0.73 0.88 0.85 0.98 0.88 0.4
9% 0.79 091 0.88 0.97 0.90 0.96
97 085°¢ 091 0.87 0.97 091° 0.4
Satisfaction with dental
care
A 0.87 0842 0.83 0872 0862 0852
% 089 092 0.88 094 090" 091°
97 0.90 093° 092 ¢ 096 °© 093° 096 °©
Satisfaction with ease of
making appointments
A 0452 0562 0412 0.96 0672 0772
% 057 0.73 059 094 075° 082°
97 063° 0.76 ¢ 064 ° 0.96 079 °¢ 086 °
Satisfaction with ease of
seeing provider of choice
A 029¢ 053 041 0.90 0.62 0.75
9% 0.40 055 0.46 0.88 0.65 0.77
97 040° 059 050°¢ 0.87 066 ° 0.76
Satisfaction with health-
care-related financial
problems
A 0642 0.61 0.77 0.60 0.69 071
9% 0.75 0.63 0.74 051 0.68 0.68
97 0.68 0.68 0.78 0.56 071 0.72
Satisfaction with
interpersonal concern of
providers
A 0482 0.66 0.63 0.85 0.69 0.80
% 059 067° 0.66 085° 072" 080°
97 061° 0.74°¢ 071°¢ 0.89 077° 084°
Satisfaction with medical
financial hardship
protection
A 0612 0.64 0702 0.78 071 0742
9% 0.81 0.66 0.58 0.73 0.70 068°
97 074° 0.70 0.62 0.78 0.73 0.73
Satisfaction with outcome
of health care
A 0.65 0.83 0.76 0.92 0.81 0.88
96 0.72 0.80 0.79 0.91 0.82° 0.88
97 0.76 © 0.84 0.80 0.93 085 ¢ 0.90
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Table G-1—Continued

Measure FY AD Prime MTHSA Clv Total Retired
Satisfaction with overall
quality of health care
A 0.68 0.82 0.77 0.93 0.82 0.89
% 071" 0.83 0.80 094 o’ 091
97 078°¢ 0.86 085° 0.96 0.88° 093°
Satisfaction with
prescription services
available
A 0.75 0.84 0.75 0.94 0.85 0.90
% 075" 081 0.80 0.93 o84’ 0.89
97 082° 0.85 0.82 0.94 0.87°¢ 0.90
Satisfaction with provider
concern for privacy
A 0712 0.88 0.84 0.96 0862 0.93
9% 0.84 0.91 0.86 0.96 091 0.4
97 084° 093° 0.88 0.96 092 ¢ 0.4
Satisfaction with provider
explanation of medical
tests
A 0.64 0.83 0.77 0.91 0.82 0.88
% 072" 0.77° 0.83 0.90 083° 0.88
97 081° 0.84 0.81 0.92 086 °© 0.89
Satisfaction with provider
explanation of procedures
A 0662 0.83 0.76 0.94 0.83 0.90
9% 0.76 0.80 0.80 0.91 084 0.88
97 077°¢ 0.85 0.82 0.93 0.86° 0.90
Satisfaction with provider
interest in outcomes
A 052 0.69 0.65 0.87 0.72 0.83
% 060 0.72 0.68 087° 075" 082°
97 067° 0.76 € 073°¢ 0.91 0.80° 0.86
Satisfaction with provider
personal concern (for
patient)
A 0.65 0.78 0.78 0.90 0802 0.87
% 071 079" 0.83 0.92 083" 0.90
97 0.76 ¢ 085 ° 0.79 094 ° 0.86 ¢ 090 ¢
Satisfaction with provider
reassurance and support
A 0632 0.78 0.73 0.91 0.80 0.88
9% 0.74 0.78 0.79 0.91 0.83 0.88
97 0.76 © 0.82 0.79 0.92 085 °© 0.89
Satisfaction with
thoroughness of exam
A 0.67 0.80 0.92 0.74 0.81 0.88
% 071" 081 091 0.77 082° 0.88
97 0.79°¢ 0.86 ¢ 0.93 0.78 086 °© 0.90
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Table G-1—Continued

Measure FY AD Prime MTH A clv Total Retired
Satisfaction with
thoroughness of treatment
A9 0.71 0.82 0.77 0942 0.83 0.90
% 067" 079" 0.80 0.90 081" 0.88
97 0.77 0.85 0.82 0.93 0.86° 0.91
Satisfaction with time
from making to having
appointment
oY 0.55 0.66 0532 0.87 0692 0.77%
96 0.63 068° 0.63 0.89 0.75 0.81
97 0.60 0.75°¢ 065° 0.90 077°¢ 083°
Satisfaction with time
with provider
e 0602 0.73 0.70 0.89 0.76 0.84
% 070 072" 0.76 0.86° 078" 085°
97 0.67 079° 0.77°¢ 0.92 082° 088 °
Satisfaction with wait time
in office
A 042 0.64 0562 0.88 0672 0.78
% 051 0.70 0.65 086° 071° 081
97 057°¢ 0.74° 067°¢ 0.90 0.76 ¢ 084°
Times visited dentist past
12 months
e 231 2232 2442 2452 2292 2342
% 210 172" 151° 1.80° 172" 164°
97 2.28 245 2.19 241 2.34 2.34




APPENDIX H: SAMPLE SELECTION PROCEDURES

The evaduation of TRICARE cogs was conducted using independent random samples
of MHS-dligible beneficiaries sdected from FY 1994 and FY 1997 DEERS records. This
gppendix describes how the sample szes were determined and how the samples were
drawn.

The Individual Beneficiary Sample

The sample sizes in both years were based on estimating both CHAMPUS and MTF
inpatient costs with a given level of precison. Those costs were chosen because they
represent a gzable portion of totd MHS costs and because inpatient stays are reatively
rare events with large variations in cost that require large sample Szes to edtimate
accurately. Further, estimates of both MTF and CHAMPUS costs are necessary s0 that
adequate samples are drawn from both catchment and noncatchment areas (i.e, most
costs in caichment arees are generated from MTF stays and most costs in noncatchment
aress are generated from CHAMPUS stays).

To estimate the appropriate sample size, the following quantities must be specified:
d = the desired precision of the estimate, i.e., average cost (RWPs),
a =the probability that the actud error islarger than d,
t.,, = the dbscissa of the unit normd curve that cuts off an areaa /2 in eech tall,
S=the standard deviation of the cost (or RWP) of an inpatient stay,
Np = thetota number of discharges, and
p = the average number of discharges per beneficiary (total dischargesitotal population).

The estimated sample size is then determined as'

?a/Zng %_*_ga/ZSQZ/N 9
édg g &d g/ "}
n= .

p

For each region, a = 0.05 for MTF RWPs, and a = 0.10 for CHAMPUS costs (., = 1.96
and 1.64, respectively). The percentage error was set to 10 percent for MTF RWPs and to
15 percent for CHAMPUS costs, and d was set to the percentage error multiplied by the
average RWP (cost). Acceptable error levels were set higher for CHAMPUS costs
because of greater variability in the CHAMPUS data and the desire to keep the required
sample Szes a a manageable level. The quantities p, S and N, were determined from the
entire population of SIDRs, CHAMPUS clams, and DEERS data; their vaues and the
corresponding sample sizes for each region are shown in Tables A-1 to A-4.

1 The rumerator of this expression is obtained from Cochran, W. G., Sampling Techniques, New
York: John Wiley and Sons, Third Ed., 1977, p.78, eq.4.3. The discharge rate p appears in the
denominator because beneficiaries rather than discharges were sampled.
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Table H-1. Determinants of FY 1994 Sample Size for Estimating MTF Inpatient RWPs

Discharges Standard Discharge Precision Sample

Region (Np) Deviation (S)  Rate (p) Leve (d) Size(n)
Southeast 66,158 1594 0.071 0.085 18,886
Gulf South 37,399 1.426 0.070 0.001 13,171
Southwest 88,017 1.726 0.102 0.095 12,227
S. Cdifornia 43,681 1325 0.071 0.086 12,565
N. Cdifornia 25,371 1.480 0.081 0.095 11,214
Northwest 30,024 1417 0.001 0.090 10,067
Hawaii 18,701 1.743 0.130 0.085 11,332

Table H-2. Determinants of FY 1994 Sample Size for Estimating CHAMPUS Inpatient Costs

Discharges  Standard Discharge Precision Sample

Region (Np) Deviation(S) Rate(p) Leve (d) Size(n)
Southeast 34,080 $14,985 0.055 $364 14,450
Gulf South 20,142 16,623 0.054 809 19,877
Southwest 25,260 14,370 0.043 913 15,220
S. Cdifornia 17,052 17,314 0.046 980 17,620
N. Cdifornia 8,632 18,220 0.044 1,077 16,283
Northwest 6,982 13,681 0.031 760 24,871
Hawaii 2,094 13,988 0.025 3,056 2211

Table H-3. Determinants of FY 1997 Sample Size for Estimating MTF Inpatient RWPs

Discharges  Standard Discharge Precision  Sample

Region (Np) Deviation(S) Rate(p) Level (d) Size(n)
Southeast 32,810 1.120 0.033 0.087 18,600
Gulf South 21,160 1114 0.038 0.090 15,059
Southwest 55,317 1375 0.063 0.097 12,152
S. Cdifornia 32,044 1.276 0.055 0.090 13,891
N. Cdifornia 10,381 1475 0.038 0.099 20,753
Northwest 20,159 1.189 0.059 0.093 10471
Hawaii 13,045 1375 0.089 0.084 10,844

Table H-4. Determinants of FY 1997 Sample Size for Estimating CHAMPUS Inpatient Costs

Discharges Standard Discharge Precision Sample

Region (Np) Deviation(S)  Rate (p) Level (d) Size(n)
Southeast 34,325 $12,055 0.053 $610 19431
Gulf South 22,395 10,784 0.059 551 16,872
Southwest 25,059 11,393 0.043 737 14,759
S. Cdifornia 12,981 17,763 0.037 824 31,391
N. Cdifornia 7,887 14,611 0.046 936 13,131
Northwest 5,726 8,056 0.025 713 12,992
Hawaii 813 27534 0.009 4,081 11,649

H-2



Although the estimates of average MTF RWPs and CHAMPUS inpdtient costs are
needed only & the region leve, gans in precison may be possble by dratifying the
population into roughly homogeneous subpopulations. To improve the precison of the
regiond edimates, the population within each region was further dratified by
catchment/noncatchment area (determined by the duty location for active-duty members
and the resdence address for dl other beneficiaries) and beneficiary group.

The catchment/noncatchment arees were defined using the FY 1994 definitions for
both sample years. Thus, for example, a ZIP code that was in a Sate noncatchment area
in FY 1997 but in a former catchment area in FY 1994 was assigned to the former
catchment area. This was done to control for the effect of BRAC and other Service-
initiated “rightszing” measures on utilization and cods. Eight beneficiary groups were
used for dretification within each catchment/noncatchment areax

(1) active-duty members,

(2) active-duty family members under age 18,

(3) active-duty family members age 18 and above,

(4) retirees under age 65,

(5) retirees age 65 and above,

(6) retiree family members under age 18,

(7) retiree family members ages 18 to 64, and

(8) retiree family members age 65 and above.

A totd of 1,280 drata were created as dl possble combinations of catchment
area/noncatchment area and beneficiary group.

The optimad dlocaion (in the sense of minimizing the variance of the regiond
estimates) of the ssmple to Stratais obtained from the following formula?

Ny
H
o]
& NowS,

h=1

where Npy, is the number of discharges in dratum h, S, is the standard deviation of RWPs
(cost) in gratum h, and H is the number of strata Once the sample dlocations were made
for both MTF RWPs and CHAMPUS inpatient costs, the number to be sampled in each
draum was determined as the maximum of the two dlocations. Findly, the samples
were drawn from FY 1994 and FY 1997 DEERS records usng a sysematic sampling
scheme where beneficiary records were sdected a fixed intervads (the interva lengths
varied by dtrata).

n, =

Sample Weights

Sample weights are used to make daidics obtained from a sample (eg., means,
totals, and ratios) gpproximately unbiased edtimaes of the corresponding population
guartities. The base weights are the inverse of the probabilities of sdection. For the

2 Cochran, W. G., op. cit., p. 98, eq. 5.26.



gratified sampling plan described above, the weights are equad to wi, = Ny/n, for each
member i of draum h, where N, and n, are the population Sze and sample sze,
respectively, in gratum h. The sample was then poddratified so that the sample weights
for beneficiaries who enrolled in Prime with a militasy PCM, with a cvilian PCM, and
who did not enroll sum to the number of beneficiaries in those categories in the
population for each hedth service region. To obtain the posdratified weights, the base
weights are multiplied by

NR NR

~ o O

Ne @ a Wy
i h

where the base weights are summed over dl beneficiaries in stratum h within region R

The Family Sample and Weights

Whereas the individud beneficiay is the unit of andyss for the evaduation of
government codts, the evauation of out-of-pocket costs considers the cost to beneficiary
families A family is sdected if a least one member of the family is sdected in the
dratified sampling scheme described aove. The family weights are determined as the
inverse of the probabilities of sdection. Because the probability of one or more family
members being sdected is equa to one minus the probability that no family members are
selected, the probabilities of selection are obtained as

oy, - th

~ n .

1- 0872
H s a\lhg
M @

where my, is the number of family members for beneficary i (from the individud sample)
in draum h, and S is the s&t of draa tha incdude dl members of the family.
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APPENDIX I: BENEFICIARY ACCESS MEASURES FOR
PREDICTING UTILIZATION

To hep improve the predictive abilities of the utilization models, severd measures of
beneficiary access were created for both FY 1994 and FY 1997. These measures were
used in a prior andysis of the Uniformed Sarvices Family Hedth Plat and proved to be
sgnificant predictors of utilization. The measures are described below.

Catchment area indicator. Usng unit ZIP codes for active-duty members and
residence ZIP codes for dl other beneficiaries, it was determined whether beneficiaries
resded in a catchment or noncatchment area.

Distance to nearest MTF or civilian medical facility. The distance to the nearest
MTF or civilian medicd fadlity was cdculated usng a formula for the digance (in
miles) between two points on a sphere. The formula requires the latitude and longitude of
the ZIP codes for both the beneficiary and the medica facility.

Beneficiary composition by access region. For the inpatient andyses, a 40-mile
radius region around the beneficiary’s ZIP code was determined. For every military

hospitd in this region®> another 40-mile radius region was determined, a shown in
Figurel-1.

L egend

» residence ZIP code
i military hospital within 40 miles of a
- residence ZIP code

A military hospital within 40 miles of above
hospitals

boundary of 40-mile radius regionaoud
military hospital

boundary of 40-mileradiusregion around
residence ZIP code

Figure I-1. Construction of MTF Access Regions

The union of the later 40-mile radius regions (i.e, the union of the catchment aress
around the hospitals within 40 miles of the resdence ZIP code) will be referred to as an
access region (not to be confused with a Hedth Service Region). If no hospitas were
located within 40 miles of a beneficiary’s ZIP code, a 40-mile radius region was

1 Philip M. Lurie et a., “Summary of IDA’s Evaluation of the Uniformed Services Family Health
Plan,” Institute for Defense Analyses, Document D-1814, January 1996.

2 Only hospitals for which at least 10 percent of the total population served were non-active-duty
beneficiaries were considered.



determined around the closest military hospitd. For the outpatient and prescription
anayses, access regions were determined using a 20-mile radius around military hospitals
and dlinics.

The beneficary populations (active-duty members, active-duty family members,
retirees and family members) in an access region were determined by aggregeting the
populations across al ZIP codes within the region. Findly, the beneficiary counts over
the ZIP codes comprising each region were summed and divided by the total beneficiary
count to determine the proportion of each beneficiary type in the region.

Physician full-time equivalents per capita. Phyddan full-time equivdents (FTES)
are recorded in physcianrmonths by dinicd aea in MEPRS. The four-digit dinicd
codes identify both the clinicd area and the fadlity for which physcian FTEs were
recorded. FTEs were classfied into both emergency- and non-emergency-related
outpatient care and summed across dl military hospitds and clinics within an access
region. They were then divided by the totd beneficiary population in the region (in
thousands) to determine FTES per capita.

Military hospital beds per capita. The numbers of operating beds at military hospitas
are recorded in the Faciliies Anadyss and Planning Module of the Defense Medica
Information System. The DoD defines operating beds as beds currently set up and ready
for the care of a patient, including supporting space, equipment, and daff to operate
under norma circumgtances. The numbers of operating beds were summed across dl
military hospitals within an access region and divided by the tota beneficiary population
in the region (in thousands) to determine operating beds per capita.

Civilian hospital beds per capita. The numbers of operating beds at civilian hospitas
were obtained from the American Hospital Association (AHA), and data on civilian
population counts by ZIP code were obtaned from the Bureau of the Census. The
number of beds per capita was computed in a manner Smilar to that for military hospitas
except that the access regions and beneficiary populaions were defined differently. Each
ZIP code was first mapped into a Metropolitan Statisticd Area (MSA) as defined by the
Office of Management and Budget. ZIP codes that did not fal withn an MSA were
categorized into nontMSA regions by state. Then the numbers of operating beds were
summed across dl dvilian hospitas within the MSA containing the beneficiary’s ZIP
code and divided by the tota civilian population in the MSA (in thousands) to determine
operating beds per capita.

Civilian providers per capita. Daa on individud civilian providers and location ZIP
codes were obtained from the Provider Record Data file maintained by TMA—-Aurora
The ZIP codes were mapped into MSAs, and the tta number of providers in an MSA
were counted and divided by the civilian population in the MSA (in thousands) to
determine civilian providers per cepita.

Hospital emergency rooms per capita. Data on the presence of emergency rooms a
cvilian hospitas were obtained from the AHA. The number of hospitds within an MSA
having an emergency room was divided by the cvilian populaion in the MSA (in
thousands) to determine hospital emergency rooms per capita.



APPENDIX J: REGIONAL ANALYSIS OF UTILIZATION
AND GOVERNMENT COSTS

This appendix presents the results obtained from the utilization and cost modds a the
regiona levd. The following subsections present the andyses of purchased care
outpatient, inpatient, and prescription costs, followed by the anadyses of MTF outpatient
and inpatient cogts. No analysis of MTF prescription costs was performed because most
prescription costs in MEPRS are stepped down to the final operating accounts and are
aready accounted for in the outpatient and inpatient anayses.

Purchased Care Outpatient Utilization and Costs

The effects of TRICARE on purchased care outpatient utilization and costs were
estimated separately for Prime enrollees (differentiated by choice of PCM) and
nonenrollees. Outpatient utilization was measured as the number of vidts per digble
beneficiary. Because utilization is more easly contemplated in terms of annud rates, the
vigts for bendficiaies with less than a full year of digibility were scded up to ther
annua equivaents.

Table J1 shows the effect of TRICARE on purchased care outpatient utilization and
cogs. Note that the columns labeled “FY 1994” do not reflect actud utilization or codts in
that year. Rather, outpatient utilization rates were fird edimated from a Satisticd modd
that includes adjusments for the impact of BRAC and other Service rightszing
intiatives. These edtimated utilization rates were then gpplied to the FY 1997 sample of
CHAMPUS-digible beneficiaries. Thus, the FY 1994 basdine reflects changes in the
bendficiary sze and composition that occurred between FY 1994 and FY 1997, as well as
increased purchased care utilization resulting from MTF closings.

Outpatient utilization under TRICARE is 11 percent lower than under the traditiond
CHAMPUS benefit (225 visits per beneficiay in FY 1997 versus 254 vists in
FY 1994). The regiond declines in utilization dl have smilar magnitudes, except for a
amall increase in the Northwest region.

Overdl, enrollees with a military PCM showed a 28-percent decline in utilization.
With the exception of point-of-service vidgts and emergencies, these beneficiaries can
vigt cdvilian physdans only if refered by ther PCM. Enrollees with a civilian PCM
showed a 16-percent increese in utilization, reflecting the fact that these beneficiaries are
now receiving virtudly dl of their outpatient care from civilian physicians

There were a few regiona exceptions to these generd patterns. In Hawaii, utilization
by enrollees with a militay PCM sayed congant while utilization by enrollees with a
civilian PCM decreased by 26 percent. In the Southern Cdifornia, Golden Gate, and
Northwest regions, utilization incressed for enrollees with both militay and civilian
PCMs. In particular, vists by enrollees with a civilian PCM increased by 50 percent in
the Golden Gate region.
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Table J-1. Effect of TRICARE on Purchased Care Outpatient Utilization and Costs by Region

Annual Visits
per Beneficiary Cost ($millions)
Region Enrollment Status FY 1994 FY 1997 FY 1994 FY 1997
Southeast Military PCM 2.23 134 $39.49 $35.59
Civilian PCM 4.00 423 28.17 35.25
Nonenrolled 2.60 240 148.92 10157
Overdll 2.65 232 216.58 17242
Gulf South Military PCM 218 123 20.86 17.34
Civilian PCM 374 4.03 2394 34.60
Nonenrolled 255 244 91.53 54.82
Overdll 264 240 136.33 106.76
Southwest Military PCM 217 126 4272 2748
Civilian PCM 407 5.05 31.26 41.84
Nonenrolled 251 218 84.04 55.88
Overdll 2.56 214 158.02 12520
Southern California Military PCM 253 279 16.18 18.98
Civilian PCM 433 4.87 3721 42.38
Nonenrolled 283 171 75.89 34.93
Overdll 3.05 251 129.27 96.29
Golden Gate Military PCM 189 2.38 538 7.46
Civilian PCM 341 510 20.55 32.74
Nonenrolled 215 122 32.02 12.10
Overdll 240 231 57.95 52.29
Northwest Military PCM 123 142 6.22 8.60
Civilian PCM 224 2.72 11.43 14.15
Nonenrolled 150 172 1575 1325
Overdll 160 187 3340 36.00
Hawaii Military PCM 196 200 38 4.64
Civilian PCM 340 252 213 218
Nonenrolled 220 168 571 345
Overdll 224 190 11.69 10.28
Overdll Military PCM 211 152 134.84 12194
Civilian PCM 3.70 4.30 159.96 204.57
Nonenrolled 247 210 451.80 273.24
Overdll 254 2.25 746.60 590.76

Table J1 adso shows the effect of TRICARE on purchased care outpatient costs. For
this comparison, FY 1994 costs were edtimated by applying a unit cost modd to the
utilization esimates and inflating by the Medicare Economic Index (6.6 percent
cumulaive inflaion over the 3-year period). Outpatient costs declined in dl regions
except the Northwest, which experienced asmall increase.

The cost per vidt increased by 24 percent for Prime enrollees with a military PCM
and by 5 percent for enrollees with a civilian PCM; however, the cost per vist declined
by 28 percent for nonenrollees. The decline for nonenrolled beneficiaries occurred
presumably because they are enjoying provider discounts by using the Extra network, and
because they are no longer using the emergency room for non-emergency acute care.
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There were a few notable differences among regions. For Prime enrollees with a
military PCM, the cost per vidt increased by 52 percent in the Southeast and by 51
percent in the Gulf South region. By contrast, the cost per vigt increased by only 3
percent in Southern Cdifornia and 4 percent in the Golden Gate region. For Prime
enrollees with a civilian PCM, the cost per vigt increased by 30 percent in the Gulf South
and by 39 percent in Hawaii.

Purchased Care Inpatient Utilization and Costs

In theory, managed care programs apply UM initiatives (such as prospective review
by physcians) to reduce the incidence of unneeded hospitdizations, and they apply
quality management to reduce the length of stay without compromising the hedth of the
patient. Therefore, much of saving expected from TRICARE should come from
containing the cods of expensve inpatient care. Additional saving may be generated not
only by reductions in bed days, but dso by discounts negotisted between the MCS
contractor and the civilian network hospitas and physicians.

Purchased care inpatient utilization was meesured as the number of hospitd
discharges per 1,000 digible beneficiaries. Again, the discharges for beneficiaries with
less than a full year of digibility were scaed up to ther annud equivdents. All of the
utilization and cost edimates shown in Table J-2 were computed relative to the FY 1997
sample of CHAMPUS-dligible beneficiaries.

Inpatient utilizetion under TRICARE is 11 percent lower than under the traditiond
CHAMPUS benefit (41.7 discharges per 1,000 beneficiaries in FY 1997 versus 46.9
discharges in FY 1994). The regiond dedines in utlization have dmilar magnitudes,
except for a amdl increase in the Golden Gate region and a dramatic 76-percent decrease
in Hawaii.*

Ovedl, enrollees with a military PCM showed a 20-percent decline in utilization but
enrollees with a civilian PCM showed a 10-percent increase. The increase for enrollees
with a dvilian PCM may reflect the fact that they are now receiving virtudly dl of therr
inpatient care a civilian network hospitals.

There were a few regiona exceptions to these genera patterns. The dramatic decline
in utilization in Hawaii has aready been noted. In the Gulf South and Northwest regions,
utilization decreased for enrollees with both military and civilian PCMs. In the Golden
Gae region, inpaient utilization increesed by 48 percent for enrollees with a military
PCM and by 71 percent for enrollees with a civiian PCM. Recal that outpatient
utilization aso increased for both types of enrolleesin the Golden Gate region.

In addition to the hospitdization rate, the average length of stay was consdered as a
measure of inpatient utilization. Table J3 reveds that the lengths of stay of purchased-
care hospitdizations decreased in every TRICARE region and by 21 percent overal.

! The drop in inpatient costs in Hawaii does not seem credible. Neither officials a2t TMA nor the
Region 12 Lead Agent has been able to offer a completely satisfying explanation for the drop. Because
Hawaii is by far the smallest Health Service Region in terms of MCS contract value, the impact of this
likely anomaly on the overall results (including all purchased-care and direct-care costs) isminimal.
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Table J-2. Effect of TRICARE on Purchased Care Inpatient Utilization and Costs by Region

Annual Discharges per

1,000 Beneficiaries Cost ($millions)
Region Enrollment Status FY 1994 FY 1997 FY 1994 FY 1997
Southeast Military PCM 47.19 38.80 $1.73 $40.17
Civilian PCM 71.30 71.96 30.88 3041
Nonenrolled 46.70 4507 161.59 7543
Overdl 49.28 46,18 244.19 146.01
Gulf South Military PCM 53.60 3351 3195 16.52
Civilian PCM 73.28 69.34 30.46 23.08
Nonenrolled 53.96 51.69 120.19 46.50
Overdll 56.52 50.23 182.60 86.11
Southwest Military PCM 43.73 35.37 50.98 32.00
Civilian PCM 61.38 81.36 28,55 30.26
Nonenrolled 4448 39.09 84.19 5345
Overdl 46.13 4248 163.71 115.72
Southern California Military PCM 50.86 49,69 18.79 24.03
Civilian PCM 7053 79.72 36.02 36.59
Nonenrolled 4872 27.20 73.87 30.95
Overdll 53.16 41.38 128.69 91.58
Golden Gate Military PCM 34.96 51.65 6.04 7.95
Civilian PCM 56.70 97.22 1957 32.03
Nonenrolled 38.49 24.86 32.68 17.75
Overdl 4219 46,08 58.29 57.74
Northwest Military PCM 30.49 27.25 6.44 11.72
Civilian PCM 39.83 2213 9.14 470
Nonenrolled 30.48 30.88 13.27 11.76
Overdl 32.63 2791 28.86 28.17
Hawaii Military PCM 2442 159 7.32 173
Civilian PCM 32.79 9.25 324 104
Nonenrolled 23.37 8.77 8.46 2.83
Overdll 24.85 5.89 19.02 5.60
Overdl Military PCM 4311 34.70 169.29 136.92
Civilian PCM 6147 67.67 157.26 156.10
Nonenrolled 4512 38.68 47348 236.93
Overdl 46.88 41.68 800.03 520.94

Table J-3. Effect of TRICARE on Purchased Care Lengths of Stay

Region FY 194 Fy 1997
Southeast 6.7 52
Gulf South 6.2 48
Southwest 73 55
Southern California 57 49
Golden Gate 48 44
Northwest 6.6 50
Hawaii 6.0 49
Overadl 6.4 51
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Table J-2 dso shows the effect of TRICARE on purchased care inpatient codts. For
this comparison, FY 1994 cods were inflated by the HCFA Hospitad Input Price Index
(8.1 percent cumulative inflation over the 3-year period). Inpatient costs declined in al
regions except Golden Gate and the Northwest, where they remained essentially constant.
The most dramatic decreases occurred in Hawaii and the Gulf South, where costs were
cut in haf.

Although enrollees with a civilian PCM had a 10-percent higher hospitdization rae
under TRICARE, ther totd costs are essatidly the same as under the traditiond
CHAMPUS benefit. The 11-percent reduction in the cost per discharge reflects the
provider discounts negotiated by the MCS contractor. Enrollees with a military PCM,
however, showed a 20-percent decline in both utilization and cost under TRICARE, S0
that the cost per discharge was unchanged. Offsetting the provider discounts is the fact
that the latter enrollees ae hospitdized in cvilian fadlites only if the required
procedures cannot be performed in the MTF. These procedures tend to be more complex
and cogtly than the typica procedures performed in civilian hospitas.

There were a few notable differences among regions. For Prime enrollees with a
military PCM, the cost per discharge doubled in the Northwest and nearly quadrupled (a
264-percent increase) in Hawali. By contrast, the cost per discharge declined by 16
percent in the Gulf South, by 22 percent in the Southwest, and by 13 percent in the
Golden Gate region. For Prime enrollees with a civilian PCM, the cogt per discharge
decreased by 20 percent in the Gulf South and the Southwest, but increased by 13 percent
in Hawaii.

Purchased Care Prescription Utilization and Costs

Table J4 shows the effect of TRICARE on presription utilization and codts. The
FY 1994 basdine estimates reved that even before TRICARE began, prospective Prime
enrollees with a civilian PCM were heavier users of purchased care prescription services
than were prospective enrollees with a militay PCM. Moreover, the former group’'s
prescription utilization nearly tripled under Prime, and the latter group’'s nearly doubled.
One possble explanation for these increases is that MTFs have redricted their
formularies under TRICARE, forcing some beneficiaries to fill ther prescriptions at
cdvilian phamacies. Note aso tha, under Prime, the paticipating phamecy files dl
prescription clams regardiess of cost. Under the traditiond benefit, if a prescription cost
did not meet the deductible, some beneficiaries may not have bothered to file a clam.
Consequently, the additiond utilization may be associated with low-cost prescriptions.

Ovedl, presription utilization doubled under TRICARE. A few regions deviaed
from the gened paten. In Southern Cdifornia, prescription utilization remained
congant for enrollees with a military PCM, but increased to 5.7 per year for enrollees
with a dvilian PCM. Prestription utilizetion for the later group was higher in the
Southwest region (6.8 prescriptions per year) and highest in the Golden Gate region (7.1
prescriptions per year).
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Table J-4. Effect of TRICARE on Purchased Care Prescription Utilization and Costs by Region

Annual Prescriptions

per Beneficiary Cost ($millions)
Region Enrollment Status FY 194 FY 1997 FY 194 FY 1997
Southeast Military PCM 0.27 0.63 $2.33 $2.50
Civilian PCM 1.07 342 354 447
Nonenrolled 0.68 241 2371 33.07
Overdl 0.62 2.06 2957 40.04
Gulf South Military PCM 0.38 0.85 156 210
Civilian PCM 1.30 435 3.40 459
Nonenrolled 0.93 285 17.36 18.77
Overdl 0.87 263 22.32 25.46
Southwest Military PCM 0.40 0.82 2.62 471
Civilian PCM 192 6.77 5.06 9.59
Nonenrolled 104 246 15.14 2207
Overdll 0.88 230 22.82 36.37
Southern California Military PCM 091 092 162 1.86
Civilian PCM 319 5.69 714 11.00
Nonenrolled 174 154 13.67 10.91
Overdl 184 218 2243 23.76
Golden Gate Military PCM 0.79 124 053 0.92
Civilian PCM 2.85 7.07 401 9.10
Nonenrolled 163 184 6.23 7.07
Overdl 1.78 297 10.78 17.10
Northwest Military PCM 0.14 0.43 0.49 0.67
Civilian PCM 055 262 2.00 259
Nonenrolled 0.38 1.46 3.62 556
Overdll 0.36 146 6.11 8.82
Hawaii Military PCM 0.17 0.13 0.17 0.16
Civilian PCM 0.81 112 0.24 0.33
Nonenrolled 0.37 0.66 0.62 0.89
Overdl 0.34 0.50 1.03 137
Overdl Military PCM 0.39 0.72 9.40 13.37
Civilian PCM 176 482 25.64 41.09
Nonenrolled 0.99 221 79.97 98.92
Overdl 0.93 216 115.02 153.38

Table 4 dso shows the effects of TRICARE on purchased care prescription codts.
FY 1994 costs were inflated by the Consumer Price Index (CPl) for prescription drugs
(7.8 percent). Overal, prescription costs increased by 33 percent under TRICARE. This
increese, though dggnificant, is much smdler than the overdl doubling in prescription
utiliztion, congsent with the earlier conjecture that the additiona utilization may be
associated with low-cost prescriptions.

MTF Outpatient Utilization and Costs

During FY 1997 there was no widdy available, centrdized, patient-level accounting
sysem with information on MTF outpatient workload and costs. The Ambulatory Data
Sysdem had been only patidly implemented by the end of FY 1997. Information on
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outpatient workload and costs are captured in MEPRS on an aggregate basis by clinica
area only. Therefore, there is no way to separate the costs generated by nonenrollees
during space-available vists from the costs generated by Prime enrolless. As a reault, it
was not possible to determine the effect of Prime enrollment on MTF outpatient costs.

Given the lack of detall in the MEPRS data, FY 1994 basdline costs were estimated
by applying the FY 1994 vist rate and the cost per vigt to the FY 1997 beneficiary
population and adjusting for inflation.? The results are shown in Table J-5.

Table J-5. Effect of TRICARE on MTF Outpatient Utilization and Costs by Region

Annual Visits

per Beneficiary Cost ($millions)
Region Fy 194 FY 1997 Fy 1994 Fy 1997
Southeast 432 392 $431.05 $462.46
Gulf South 415 3.80 266.14 27011
Southwest 5.28 4.98 438.30 502.10
Southern California 4,08 440 250.61 281.94
Golden Gate 248 295 81.66 110.08
Northwest 4.96 443 171.88 178.93
Hawaii 9.17 741 123.34 12254
Overal 460 434 $1,762.98 $1,928.16

It should be noted that MTF visits cannot be directly compared with purchased care
vidts because the two ae measured differently. An MTF vidt does not necessxily
involve a face-to-face contact with a physcian—it could be just a phone cal for medica
advice. As another example, if a physcd examination is accompanied by a series of
laboratory tests, each tet dation (eg., pathology, radiology) may clam a “vist” in
addition to the outpatient clinic itsdlf.

With this underganding, the number of MTF vidts declined in most regions, except
for increases of 8 percent in Southern Cdifornia and 19 percent in the Golden Gate
region. Hawaii experienced a 19-percent decline in utilization, the largest among al the
TRICARE regions. Although outpatient utilization decreased 6 percent overdl (from 4.60
vigts per bendficiary in FY 1994 to 4.34 vidts in FY 1997), outpatient costs increased by
9 percent.

The average cost per vigt increased in every TRICARE region and by 16 percent
ovedl. Southen Cdifornia had the smdlest incresse—only 4 percent. The largest
increases were found in the Southeast (18 percent), Southwest (21 percent), and Hawalii
(23 percent).

2 FY 1994 costs were nflated by the HCFA Hospital Input Price Index plus a factor for medical
intensity and technology. The 3year cumulative growth in the HCFA index was 8.1 percent. A 3year
allowance for intensity and technology was added to that factor at a rate of 0.7 percent per year, yielding a
total adjustment of 10.4 percent. The source for the intensity and technology factor is Matthew S. Goldberg
and Ravi Sharma, “Inflationin DoD Medical Care,” Institute for Defense Analyses, Paper P-3325, July 1997.
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MTF Inpatient Utilization and Costs

Under the traditional military hedth care benefit of direct care and CHAMPUS, there
was a priority system for access to the MTF. The group with the highest priority was (and
remans) eactive-duty service members. Next came active-duty family members and,
findly, retirees and ther family members. Because of this priority system, basdine
utilization and cost edimates should vary sgnificantly by beneficiary category. For this
reason, MTF inpatient utilization and cost were computed at a greater levd of detal than
their purchased care counterparts. These etimates are shown in Table J-6.

MTF inpatient utilization declined by 23 percent overdl. All of the regions showed
some decline, ranging from 8 percent in Southern Cdifornia to 32 percent in the Guif
South and 34 percent in the Southeast and Golden Gate regions.

Utilizetion declined for every beneficary group except retirees and thar family
members with a military PCM, who experienced a 26-percent increase. This group had
the lowest access to MTF care prior to TRICARE, and their access improved once they
evolled in Pime. Among the individud regions, only Golden Gae showed a smdl
decrease in MTF inpatient utilization for this group.

By contrag, active-duty family membes with a military PCM, who enjoyed an
intermediate level of access prior to TRICARE, experienced an 18-percent decrease in
utilizetion. Apparently, the trend toward fewer hospitdizations more than offst the
increased access for this group of beneficiaries.

Table J6 aso shows the effect of TRICARE on MTF inpatient codts. For this
comparison, MTF inpatient cogts in FY 1994 were inflated usng the same index that was
previoudy applied to MTF outpatient costs. Inpatient costs declined by 23 percent
overdl, the same percentage decline as the hospitdization rate, so that the cost per
discharge remained congant. The only mgor exceptions are the Gulf South and Golden
Gate regions, where the cost per discharge decreased by 11 percent and 14 percent,
respectively; and Hawaii, where it increased by 11 percent.
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Table J-6. Effect of TRICARE on MTF Inpatient Utilization and Costs by Region

Annual Discharges per

1,000 Beneficiaries

Cost ($millions)

Region Beneficiary Group Enrollment Status FY 194 FY 1997 FY 1994 FY 1997
Southeast Active Duty Members Military PCM 74.45 69.84 $54.52 $54.38
Active-Duty Family Members Military PCM 180.79 120.20 47.98 3481

Civilian PCM 128.78 67.39 897 4.28

Nonenrolled 126,91 70.08 34.78 1899

Retirees and Family Members Military PCM 96.63 106.63 22.18 271.04

Civilian PCM 5594 35.81 6.78 5.09

Nonenrolled 48.63 26.86 121.44 66.29

Overal Overal 83.57 58.46 296.64 210.88

Gulf South Active Duty Members Military PCM 7942 66.69 32.06 2356
Active-Duty Family Members Military PCM 19051 13140 2844 18.36

Civilian PCM 14315 7351 10.01 5.70

Nonenrolled 123.26 7392 19.70 959

Retirees and Family Members Military PCM 101.07 127.63 14.95 19.44

Civilian PCM 62.95 3711 823 3.60

Nonenrolled 51.56 30.92 86.10 41.89

Overall Overall 89.79 60.77 199.49 122,14

Southwest Active Duty Members Military PCM 97.45 7159 79.76 58.63
Active-Duty Family Members Military PCM 219.79 168.45 98.98 73.86

Civilian PCM 146.45 76.92 11.62 7.05

Nonenrolled 18451 15322 47.17 39.24

Retirees and Family Members Military PCM 128.26 180.45 4258 58.84

Civilian PCM 62.44 4229 12.80 7.07

Nonenrolled 61.03 50.68 107.18 89.17

Overadl Overal 132.68 109.28 400.08 333.86

Southern California  Active Duty Members Military PCM 70.32 63.62 59.99 50.92
Active-Duty Family Members Military PCM 170.18 208.76 21.69 27.30

Civilian PCM 124.95 86.84 1304 7.68

Nonenrolled 12285 100.96 36.75 27.75

Retirees and Family Members Military PCM 79.56 87.18 7.76 9.00

Civilian PCM 48.86 44.33 10.77 858

Nonenrolled 51.06 41.96 72.27 5459

Overal Overal 83.15 80.83 22228 185.82

Continued on next page
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Table J-6—Continued

Annual Discharges per

1,000 Beneficiaries

Cost ($millions)

Region Beneficiary Group Enrollment Status FY 194 FY 1997 FY 1994 Fy 1997
Golden Gate Active Duty Members Military PCM 80.88 7951 $16.42 $14.05
Active-Duty Family Members Military PCM 226.85 18525 11.83 854

Civilian PCM 121.10 27.86 6.17 185

Nonenrolled 136.06 82.76 1291 6.64

Retirees and Family Members Military PCM 104.78 98.07 6.23 442

Civilian PCM 60.41 35.35 171 5.58

Nonenrolled 59.73 36.33 65.14 3350

Overal Overal 90.58 59.63 13040 74.58

Northwest Active Duty Members Military PCM 87.05 66.07 23.64 20.30
Active-Duty Family Members Military PCM 216.77 199.89 22,06 23.88

Civilian PCM 161.66 87.39 12.06 6.08

Nonenrolled 166.64 106.97 1394 8.75

Retirees and Family Members Military PCM 112.47 13024 10.77 1579

Civilian PCM 7145 4153 817 451

Nonenrolled 59.33 38.08 33.20 23.99

Overall Overall 11831 87.62 12884 10331

Hawaii Active Duty Members Military PCM 106.13 87.09 30.30 31.38
Active-Duty Family Members Military PCM 260.34 263.84 2712 28.09

Civilian PCM 21522 11365 533 335

Nonenrolled 23164 150.32 18.65 1336

Retirees and Family Members Military PCM 139.44 169.42 335 427

Civilian PCM 83.20 109.90 162 155

Nonenrolled 95.76 62.14 17.88 1281

Overadl Overdll 181.94 149.32 104.25 94.82

Overdl Active Duty Members Military PCM 82.90 69.32 296.78 252.75
Active-Duty Family Members Military PCM 200.98 17151 25856 216.17

Civilian PCM 14157 75.46 67.34 36.31

Nonenrolled 149.76 105.26 18331 124.74

Retirees and Family Members Military PCM 111.84 141.16 108.13 140.18

Civilian PCM 59.50 4021 59.07 35.65

Nonenrolled 53.56 36.22 499.40 319.59

Overal Overal 106.83 8197 1,472.60 112541




In addition to the hospitdization rate, the average length of stay was consdered as a measure
of inpatient utilizetion. Table J-7 reveds that MTF lengths of stay decreased in every TRICARE
region and by 19 percent overall.

Table J-7. Effect of TRICARE on MTF Lengths of Stay by Region

Region FY 194 FY 1997
Southeast 41 34
Gulf South 42 34
Southwest 4.6 36
Southern California 37 33
Golden Gate 4.6 39
Northwest 39 33
Hawaii 58 45
Overal 43 35
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APPENDIX K: EFFECT OF TRICARE ON OTHER
INSURANCE COVERAGE

Beginning with the 1997 Hedth Care Survey of DoD Bendficiaries, two questions
were asked of respondents to ascertain the affect of TRICARE on ther private hedth
insurance coverage. Respondents were asked whether they added or dropped private
insurance coverage because of TRICARE, or whether TRICARE had no effect on ther
insurance coverage decison. The firg question pertained to TRICARE or Medicare
supplementa insurance coverage and the second to other private hedth insurance or an
HMO. Tables K-1 and K-2 show the impact of TRICARE on beneficiaries insurance
coverage decisions.

Table K-1. TRICARE Effect on Supplemental Insurance Coverage by Region

Region Beneficiary Group Enroliment Status  No Effect ~ Added Dropped

Southeast Active Duty Family Members Military PCM 9.1 20 28
Civilian PCM 9.0 54 4.6

Not Enrolled 899 78 23

Retirees and Family Members<65  Military PCM 80.6 6.3 131

Civilian PCM 84.3 54 104

Not Enrolled 85.0 141 09

Retirees and Family Members3 65  Ineligible 914 75 11

Gulf South Active Duty Family Members Military PCM 944 24 32
Civilian PCM 945 24 31

Not Enrolled 879 117 04

Retirees and Family Members<65  Military PCM 771 7.8 152

Civilian PCM 745 173 82

Not Enrolled 831 16.0 0.9

Retirees and Family Members3 65  Ineligible 88.2 111 0.7

Southwest Active Duty Family Members Military PCM 95.6 11 33
Civilian PCM 970 30 01

Not Enrolled 93.1 6.8 01

Retirees and Family Members<65  Military PCM 854 3.7 109

Civilian PCM 780 27 193

Not Enrolled 86.6 12.6 09

Retirees and Family Members® 65  Indligible 914 7.2 14

S. Cdifornia  Active Duty Family Members Military PCM 940 30 30
Civilian PCM 91.8 39 43

Not Enrolled 9.7 7.3 20

Retirees and Family Members<65  Military PCM 90.1 49 49

Civilian PCM 80.3 10.7 90

Not Enrolled 92.6 6.9 05

Retirees and Family Members3 65  Ineligible 9.7 43 10

K-1

Continued on next page



Table K-1—Continued

Region Beneficiary Group Enroliment Status  No Effect Added Dropped

Golden Gate  Active Duty Family Members Military PCM 95.6 13 31
Civilian PCM 93.1 0.0 19

Not Enrolled 89.5 84 21

Retirees and Family Members<65  Military PCM 87.0 51 7.8

Civilian PCM 833 120 4.8

Not Enrolled 89.0 10.7 0.2

Retirees and Family Members3 65  Indligible 20.8 82 11

Northwest Active Duty Family Members Military PCM 94.6 2.7 28
Civilian PCM 9.8 16 16

Not Enrolled 94.0 43 17

Retirees and Family Members<65  Military PCM 83.7 41 122

Civilian PCM 843 59 9.8

Not Enrolled 93.6 5.6 09

Retirees and Family Members3 65  Ineligible 9.4 44 12

Hawaii Active Duty Family Members Military PCM 96.6 16 18
Civilian PCM 994 0.6 0.0

Not Enrolled 99.8 0.2 0.0

Retirees and Family Members<65  Military PCM 92.2 52 26

Civilian PCM 804 3.6 159

Not Enrolled 88.8 11.2 0.0

Retirees and Family Members3 65  Indligible 92.8 6.9 03

Overdl Active Duty Family Members Military PCM 94.9 25 26
Civilian PCM 93.1 40 29

Not Enrolled 935 5.7 0.8

Retirees and Family Members<65  Military PCM 82.0 6.7 112

Civilian PCM 789 101 110

Not Enrolled 88.6 10.7 0.7

Retirees and Family Members3 65  Indligible 92.6 6.6 08

Table K-2. TRICARE Effect on Private Insurance Coverage by Region
Region Beneficiary Group Enrollment Status  No Effect ~ Added Dropped

Southeast Active Duty Family Members Military PCM 95.2 13 35
Civilian PCM 894 58 48

Not Enrolled 83.3 115 52

Retirees and Family Members<65  Military PCM 85.8 40 10.2

Civilian PCM 822 72 105

Not Enrolled 80.7 174 19

Retirees and Family Members3 65  Ineligible 921 6.8 11

Gulf South Active Duty Family Members Military PCM 923 40 3.7
Civilian PCM 922 0.9 6.9

Not Enrolled 91.2 7.0 18

Retirees and Family Members<65  Military PCM 73.7 91 172

Civilian PCM 85.8 5.0 9.2

Not Enrolled 78.8 19.8 14

Retirees and Family Members3 65  Indligible 90.6 91 04

K-2
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Table K-2—Continued

Southwest

S. Cdifornia

Golden Gate

Northwest

Hawaii

Overal

Active Duty Family Members

Retirees and Family Members<65

Retirees and Family Members3 65

Active Duty Family Members

Retirees and Family Members<65

Retirees and Family Members3 65

Active Duty Family Members

Retirees and Family Members<65

Retirees and Family Members3 65

Active Duty Family Members

Retirees and Family Members<65

Retirees and Family Members3 65

Active Duty Family Members

Retirees and Family Members<65

Retirees and Family Members3 65

Active Duty Family Members

Retirees and Family Members<65

Retirees and Family Members3 65

Military PCM
Civilian PCM
Not Enrolled
Military PCM
Civilian PCM
Not Enrolled
Indigible

Military PCM
Civilian PCM
Not Enrolled
Military PCM
Civilian PCM
Not Enrolled
Ineligible

Military PCM
Civilian PCM
Not Enrolled
Military PCM
Civilian PCM
Not Enrolled
Indigible

Military PCM
Civilian PCM
Not Enrolled
Military PCM
Civilian PCM
Not Enrolled
Ineligible

Military PCM
Civilian PCM
Not Enrolled
Military PCM
Civilian PCM
Not Enrolled
Indigible

Military PCM
Civilian PCM
Not Enrolled
Military PCM
Civilian PCM
Not Enrolled
Ineligible

95.5
9.1
9.2
87.6
810
813
920

914
824
91.6
85.2
76.6
86.4
93.6

93.3
89.4
91.6
84.5
79.8
822
870

95.0
92.8
92.6
839
780
84.0
912

95.2
813
89.0
95.9
713
80.0

93.0

949
885
92.8
86.4
781
833
925

12
26
50
27
35
179
6.8
36
39
6.4
17
74
111
6.1
12
59
6.3
38
75
178
129
23
18
44
39
89
144
72

30
05
110
25
189
200
70

22
42
6.0
39
84
158
70

33
33
0.7
9.7
155
08
12

50
137
20
131
16.0
24
03

55
4.7
22
117
127
0.0

01

2.7
54
30
122
131
16
16

18
182
0.0
16
9.8
0.0

0.0

30
73
12
9.7
135
10
05
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ABBREVIATIONS

AD
ADFM
ADS
AHA
APO
BPA
BRAC
CHAMPUS
CMAC
CMIS
CPI
CRI
DEERS
DHHS
DME
DoD
DRG
ER
FEHBP
FI

FPO
FTE
FY
FYDP
HCF
HCFA
HMO
HS
IDA
MCS

Active Duty

Active-Duty Family Members

Ambulatory Data System

American Hospital Association

Army Post Office

Bid Price Adjustment

Base Redignment and Closure

Civilian Hedlth and Medica Program of the Uniformed Services
CHAMPUS Maximum Allowable Charge
CHAMPUS Medicd Information System
Consumer Price Index

CHAMPUS Reform Initiative

Defense Enrollment Eligibility Reporting System
Department of Health and Human Services
Direct Medica Educetion

Department of Defense

Diagnosis Relaed Group

Emergency Room

Federd Employees Hedlth Benefits Program
Fiscd Intermediary

Fleet Pogt Office

Full-Time Equivaent

Fiscal Year

Future Y ears Defense Program

Hedlth Care Finder

Hedlth Care Financing Adminigtration
Hedlth Maintenance Organization

High School

Ingtitute for Defense Analyses

Managed Care Support
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MEPRS
MHS

MilCon

MSA

MTF

NMOP

o&M
OASD(HA)
OCHAMPUS

OHI
OPE
PCM
RWP
SA
SADR
SIDR
TMA
UM
USUHS

Medica Expense and Performance Reporting System
Military Hedlth System

Military Congruction

Metropolitan Statistica Area

Military Trestment Fecility

Nationd Mail Order Pharmacy

Operations and Maintenance

Office of the Assstant Secretary of Defense (Hedth Affairs)
Office of the Civilian Hedth and Medicd Program of the Uniformed
Services

Other Hedlth Insurance

Out-of- Pocket Expenses

Primary Care Manager

Relative Weighted Product

Space-Avalldble

Standard Ambulatory Data Record

Standard Inpatient Data Record

TRICARE Managemert Activity

Utilization Management

Uniformed Services University of the Hedth Sciences

L-2



