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TRO-SOUTH MESSENGER
An Update for the Region

Issue 22
December 15, 2010
This publication can be viewed on the TRO-South website at www.tricare.mil/trosouth.

Previous editions can be found at www.tricare.mil/trosouth/newsletters.cfm.

Leaders.  

This issue of the TRO-South Messenger features articles from the Clinical Operations Division.  The choices of articles pertain to the TRICARE coverage for ambulance transportation, implementation of a Major Depression disease management program, and clinical quality in the purchased care sector. We have also included information on changes to the TRICARE Manuals.  A special note is included from the Medical Director addressing Quality.

As always, I hope you find the articles informational.  If there are any questions, please contact the POC listed for each article.

Best regards, Bill Thresher.

TRO-South POC: 210-292-3203


FROM THE MEDICAL DIRECTOR:  At times, MTF personnel ask us how they would know if our beneficiaries were receiving quality care in the network.  In this issue of the TRO-South Messenger, the Quality Management Chief describes Quality of Care in the context of our purchased care side. In answering MTF questions on Quality, we often point out that network facilities and providers are subject to the same accreditation and certification standards as the MTFs in the direct care system. If we are looking for specific disease treatments and surgical outcomes from network facilities, we will not find them unless they are reportable events. MTFs are very similar; there are no MHS wide reportable disease treatments or surgical outcome measures in the direct care system either. 

For our Managed Care Contractor (a health plan administrator), quality of care for managed TRICARE Prime beneficiaries is measured in terms of access, outcomes, and satisfaction.  Proxy measures for civilian care can be gleaned from national benchmarking data and study activities.  

The main function of the TRICARE Regional Office, as the TMA oversight body of the Managed Care Support Contract and Contractor, is to assess for the DoD that there is a set structure and processes in place to monitor outcomes, access, patient experience and to ensure that the care TRICARE beneficiaries are getting is consistent with current knowledge. Only in looking at the big picture can we suggest or draw conclusions about the quality of care provided to or received by the TRICARE beneficiaries.

TRO-South POC:  210-292-3218


CASE MANAGEMENT:  Here is what TRICARE covers regarding ambulance transportation.
TRICARE covers:

· Emergency transfers to or from a beneficiary's home, accident scene or other location to a hospital, and transfers between hospitals.
· Ambulance transfers from a hospital-based emergency room to a hospital more capable of providing the required care.
· Transfers between a hospital or skilled nursing facility and another hospital-based or freestanding outpatient therapeutic or diagnostic department/facility.
· Payment of services and supplies provided by ambulance personnel at an accident scene may be allowed when the patient's condition warrants transfer to an inpatient acute setting and medical services and/or supplies are provided solely to stabilize the patient's condition while awaiting the arrival of a more urgent means of transfer; e.g., air ambulance services. 

TRICARE does not cover:

· Ambulance service used instead of taxi service when the patient's condition would have permitted use of regular private transportation.
· Transport or transfer of a patient to be closer to home, family, friends or personal physician.
· Medicabs or Ambicabs that transport patients to and from medical appointments.

TRO-South POC: 210-292-3205
Disease Management:  The National Defense Authorization Act 2007 directed TRICARE Management Activity (TMA) to develop a fully integrated Disease Management and chronic care management program throughout the Military Healthcare System to include the following disease states:

Asthma and Heart Failure were implemented September 1, 2006; Diabetes was implemented June 1, 2007; Chronic Obstructive Pulmonary Disorder began October 1, 2009, and the latest program Major Depressive Disorder was implemented July 30, 2010.  There are two programs left to be implemented, Anxiety Disorder and Cancer Screening.  

The South Region’s Managed Care Support Contractor implemented Major Depressive Disorder on July 30, 2010 and is utilizing the VA/DoD Clinical Practice Guideline for Management of Major Depressive Disorder (MDD).  Eligible beneficiaries are identified by TMA through an administrative data pull generated quarterly by Kennell & Associates.  Each patient is placed in 1 of 5 levels, based on their disease complexity and on prior history of outpatient visits, ED visits, and hospitalizations.  Levels 3-5 patients are targeted for intervention (see chart 1).  The program is an “opt out” EDUCATIONAL program and designed to enhance MTF Disease Management programs when there is overlap.  A comprehensive assessment is scripted to engage beneficiary and begin an assessment.  The beneficiary will have one primary registered nurse that provides professional support for optimal quality of life, education about disease state, risk factors, and symptom recognition, information on medications, treatments, newsletters, and support programs.

Major depression, including severe anxiety depression, is defined by meeting any one of the following criteria over the past 12 months:

· At least one principal (first listed) diagnosis with the below ICD-9 codes (outpatient, ED or inpatient). Outpatient and ED visits must have accompanying validating E&M code or psychiatric procedure code.

· Any inpatient hospitalization coded as DRG 426 or 881

· At least two secondary diagnoses with the below ICD-9 codes on separate encounter dates for any outpatient or ED visit, with an accompanying validating E&M code or psychiatric procedure code.

· At least one secondary diagnosis of the below ICD-9 codes associated with any inpatient discharge.
The definition is in accordance with the Military Health System Population Health Portal (MHSPHP), Healthcare Effectiveness Data Information Set (HEDIS) 2009 Technical Specifications, and TMA Office of the Chief Medical Officer.

The following codes have been included in the data pull: 

· ICD-9-CM: 296.20-296.25, 296.30-296.35, 298.0, 309.1, 300.4, 311

· DRG inclusion code (for inpatient stays):  426 or 881

· ED E&M codes: 99281-99285

· Outpatient E&M codes: 99201-99205, 99211-99215, 99217-99220, 99241-99245, 99271-99275

· Psychiatric procedure codes: 90804-90809, 90810-90815, 90816-90822, 90823-90829, 90862, 90870

	CHART 1

Risk Stratification                                                                                  

	Low

(Level 1)
	Medium

(Level 2)
	Medium-High

(Level 3)
	High 

(Level 4)
	Very High

(Level 5)

	No more than 0 ED visits, and 0 hospitalizations, and 9 outpatient visits and 10 antidepressant Rxs, but if ICD-9 E95x code for attempted suicide then increase to Level 5.
	No more than 1 ED visit, and 0 hospitalization, and 21 outpatient visits and 21 antidepressant Rxs, but if ICD-9 E95x code for attempted suicide then increase to Level 5.
	No more than 1 ED visits, and 1 hospitalizations, and 25 outpatient visits and 29 antidepressant Rxs,   but if ICD-9 E95x code for attempted suicide then increase to Level 5. 
	No more than 3 ED visits, and 1 hospitalization and 130 outpatient visits and 45 antidepressant Rxs,  but if ICD-9 E95x code for attempted suicide then increase to Level 5.
	Greater than 3 ED visits, or 1 hospitalization or 130 outpatient visits or 45 antidepressant Rxs, or any ICD-9 E95x code for attempted suicide.


Once a beneficiary has been identified, an initial assessment is completed to determine Tier leveling (see Chart 2).  During the assessment, the beneficiary is offered Educational Opportunities, clinical problem areas are identified, and goals are determined.  

	CHART 2

Tier 0
	Tier 1
	Tier 2
	Tier 3

	Introductory letter
	Introductory letter
	Introductory letter
	Introductory letter

	3 attempts to contact beneficiary
	Assessment call
	Assessment call
	Assessment call

	Unable to Reach You letter
	Welcome letter
	Welcome letter
	Welcome letter

	 
	Channing-Bete Clinical guide – Self Care Handbook “Hope and Help for Depression”
	Channing-Bete Clinical guide – Self Care Handbook “Hope and Help for Depression”
	Channing-Bete Clinical guide – Self Care Handbook “Hope and Help for Depression”

	 
	Beneficiary Rights and Responsibilities
	Beneficiary Rights and Responsibilities
	Beneficiary Rights and Responsibilities

	Audio library educational references
	Audio library educational references
	Audio library educational references
	Audio library educational references

	Newsletters
	Newsletters
	Newsletters
	Newsletters

	Unlimited inbound calls to clinicians
	Unlimited inbound calls to clinicians
	Unlimited inbound calls to clinicians
	Unlimited inbound calls to clinicians

	 
	Enrollment notification letter to attending MD
	Enrollment notification letter to attending MD
	Enrollment notification letter to attending MD

	 
	Clinician call quarterly
	Clinicians call monthly x 3 then quarterly
	Clinician call weekly post d/c x 4, then call monthly x3, then calls every quarter. Call daily if suicidal ideation with no plan or intent and not seeing a professional. If active suicidal ideation will assist in obtaining emergency care.

	Web resources
	Web resources
	Web resources
	Web resources


Outcome monitoring, evaluation of variance reasons, and continuous quality improvement information are collected by the Managed Care Support Contractor  to establish meeting accreditation requirements.  The Disease Management Program also notifies the PCM when a beneficiary enrolls in the program, contacts the MTF point of contact once a beneficiary enrolls, provides monthly interactive reports, and a summary report for the new PCM when beneficiary moves.  

TRO-South POC:  210-292-3260

Putting It All Together:  What is Quality of Care or Clinical Quality?  

“The degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge.”

· The Institute of Medicine (IOM)

The Military Healthcare System (MHS) is composed to two distinct medical components.  First, there is the direct care system that is essentially comprised of individual providers, hospitals and clinics that are DoD owned, Service driven and controlled.  Second, there is the purchased care or civilian sector comprised of civilian individual providers, hospitals, ambulatory facilities, clinics and other specialty type facilities – all independently owned and operated, driven and controlled by State and Federal laws, statutes, and professional organization standards of care and community standards of care.

Generally speaking, hospitals and ambulatory clinics in both the direct care system and purchased care system have many similar internal measures for monitoring quality of care.  However, the vast majority of the measures are INTERNAL and not reported to an outside entity.  In the direct care system, reporting to the facility leadership and Service and/or DoD healthcare leadership is an internal process.  External reporting is very limited with little to no visibility to the public at this time.

Regarding the purchased care sector, there are many of the same internal monitoring processes as for the direct care system; i.e., medication errors, nosocomial infections, falls, blood usage, medical errors, process improvement activities, etc. These are not reported outside of the facility with the exception of infection surveillance, accreditation reporting of national measures and sentinel events. If applicable, Centers of Medicare and Medicaid (CMS) reporting of quality measures for Medicare payment purposes, State law reporting requirements or other voluntary reporting – all with limited visibility to the public for provider specific outcomes except for State specific mandatory reporting.  
To read the entire article, please open the attached document. 
[image: image1.emf]Adobe Acrobat  Document


TRO-South POC: 210-292-3276 

Dot Mil Docs:  Located at http://www.health.mil/DotMilDocs , this site is part of the MHS’ ongoing effort to interact with service members and the general public.  It is a weekly DoD-hosted Internet radio show.  Military doctors and health care experts discuss a new topic each week.  Thousands listen.  Those who cannot listen when the show is live, can listen to archived broadcasts at health.mil's video and audio section. 

9/2/2010 Episode 128: Seasonal Influenza Vaccine Program: In this episode, Lt. Col. Susan Lahr, deputy director for scientific affairs at the Military Vaccine Agency, discusses the Department of Defense’s Seasonal Influenza Vaccine Program.

8/26/2010 Episode 127: Seasonal Influenza Vaccination Campaign: In this episode, Lt. Col. (Dr.) Greg Martin and Maj. (Dr.) Matthew Chambers from Madigan Army Medical Center discuss the seasonal influenza vaccination campaign. Martin is deputy director of Madigan’s Occupational Medicine Residency Program; Chambers is an Occupational Medicine Fellow at Madigan.

TRICARE Manual Changes:  please visit http://manuals.tricare.osd.mil/ to view all changes.
TRICARE Operations Manual, Change 24, September 8, 2010

Summary of Changes: This change implements Section 706 of the National Defense Authorization Act (NDAA) Fiscal Year (FY) 2010 that applies to disabled TRICARE beneficiaries under age 65 who were awarded Medicare Part B October 1, 2009 or later when Medicare Part A is effective at a minimum, six months prior to the Medicare Part B effective date. These beneficiaries remain eligible for TRICARE for the period in which they have Medicare Part A only. The benefit's effective date is October 28, 2009, but it applies to any timely claim submitted after that date, even if the date of care covered by the claim occurred prior to October 28, 2009. This change is published in conjunction with Feb 2008 TSM Change 21
Summary of Changes: This change package eliminates the $2,500 per month limit for the following ECHO benefits; diagnostic services, treatment, respite care, assistive services, and durable equipment. This change is published in conjunction with Aug 2002 TOM Change 106, Aug 2002 TRM Change 120, and Aug 2002 TSM Change 86.

TMA Press Releases:  Click on the hyperlink to view information or visit:

http://www.tricare.mil/pressroom
10/22/2010- Flu Shot Options are Many for TRICARE For Life Beneficiaries 
10/20/2010- TRICARE Urges Vigilance When Sharing Personal Information 
10/1/2010- TRICARE Focuses on Smoking and the Benefits of Quitting 
Flu Shot Options are Many for TRICARE For Life Beneficiaries
October 22, 2010- FALLS CHURCH, VA – TRICARE For Life (TFL) beneficiaries have a wealth of options when it comes to staying protected during the fall and winter flu season. 

Influenza vaccines are covered by Medicare at no cost to TFL beneficiaries as long as they are administered by a Medicare provider who agrees to accept the Medicare-approved amount as full payment.

Flu shots are also covered by TRICARE if obtained at participating TRICARE network pharmacies in the U.S. Beneficiaries should call ahead to their pharmacy to determine if it participates in the TRICARE program and has vaccine available. To find a participating pharmacy, go to www.express-scripts.com/TRICARE or call Express Scripts at 1-877-363-1303. 

Many military clinics or hospitals also offer flu shots to military retirees, often in conjunction with military retiree appreciation days. Other options may include local health departments and Veterans Administration medical centers. Always check ahead for availability before making the trip.  

For the rest of this article, please click here.
TRICARE Benefits Compare Favorably to New Patient Protection and Affordable Care Act Requirements

September 24, 2010- FALLS CHURCH, Va. – TRICARE already meets or exceeds most of the new health care provisions which took effect Sept. 23, 2010, under the Patient Protection and Affordable Care Act (PPACA). The PPACA provides new or expanded options and consumer protections for those with private health insurance coverage.

Most provisions under PPACA, such as restrictions on annual limits, lifetime maximums, “high user” cancellations, denial of coverage for pre-existing conditions, have not been a concern for the over 9.6 million active duty military and retiree families under TRICARE. 

Because TRICARE is an entitlement provided for by law, TRICARE’s coverage has no lifetime cap. Under the basic entitlement, TRICARE costs are determined by legislation and in general, active duty families and military retirees pay low, or no, annual or monthly fees, unlike coverage under most commercial health insurance plan. There is no cost for medical care for active duty service members.

One provision under PPACA that is not already addressed in the TRICARE entitlement is coverage for dependents up to the age of 26. TRICARE’s current age limit for dependent children is 21 or age 23, if the dependent child is a full time college student or has been determined to be incapable of self support. 

The recent PPACA requires civilian health plans that provide medical coverage to children to make that coverage available until the child turns 26 years of age. While the Act does not give the Department of Defense (DoD) the authority to offer this benefit through TRICARE, bills pending in the U.S. Senate and U.S. House of Representatives would extend dependent medical coverage up to age 26. It is not known yet whether there will be a charge or premium until the law is enacted. If enacted into law, DoD will make every effort to implement this provision as soon as possible.



Your feedback is very important to us and helps pave the way to enhancing the service we provide.
If you would like to provide comments or feedback on the TRO-South Messenger or the services provided by a TRO-South staff member, please access our online customer feedback section located on our website at TRO-South Comment Card.
If you need immediate assistance with this publication, please call 210-292-3265.
Thank you! 
DIRECTOR’S CORNER
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Putting It All Together: What is Quality of Care or Clinical Quality?
“The degree to which health services for individuals and populations increase the
likelihood of desired health outcomes and are consistent with current professional knowledge.”

- The Institute of Medicine (I0M)

The Military Healthcare System (MHS) is composed to two distinct medical components. First,
there is the direct care system that is essentially comprised of individual providers, hospitals and
clinics that are DoD owned, Service driven and controlled. Second, there is the purchased care
or civilian sector which is comprised of civilian individual providers, hospitals, ambulatory
facilities, clinics and other specialty type facilities. These are all independently owned and
operated, driven and controlled by State and Federal laws, statutes, and professional organization
standards of care and community standards of care.

Generally speaking, hospitals and ambulatory clinics in both the direct care system and
purchased care system have many similar internal measures for monitoring quality of care.
However, the vast majority of the measures are internal and not reported to an outside entity. In
the direct care system, reporting to the facility leadership and Service and/or DoD healthcare
leadership is an internal process. External reporting is very limited with little to no visibility to
the public at this time.

Regarding the purchased care sector, there are many of the same internal monitoring processes as
for the direct care system, i.e., medication errors, nosocomial infections, falls, blood usage,
medical errors, process improvement activities, etc. These are not reported outside of the facility
with the exception of infection surveillance, accreditation reporting of national measures and
sentinel events. If applicable, Centers of Medicare and Medicaid (CMS) reporting of quality
measures for Medicare payment purposes, State law reporting requirements or other voluntary
reporting — all with limited visibility to the public for provider specific outcomes except for State
specific mandatory reporting.

The Joint Commission (TJC) publishes some national quality measures but only for those
facilities that are TJC Accredited. Acute care hospitals in the civilian community can voluntarily
report national measures data to Hospital Compare for public reporting or voluntarily participate
in studies and projects.

Similarly, health insurance companies have no obligation to report any healthcare measures data
publically. Health plans that are accredited by the National Committee for Quality Assurance
(NCQA) monitor The Healthcare Effectiveness Data and Information Set (HEDIS) measures as a
requirement for those plan participating individual practitioners and the NCQA reports the
aggregate outcomes publically but not the individual practitioner outcomes. There is aggregate
reporting of measures and outcomes by divisions of the U.S. Health and Human Services
accessible through the National Quality Measures Clearinghouse that is voluntarily reported by
organizations and/or through study activities that can be used for benchmarking but are not
provider specific. Another source of data outcomes is from administrative data derived from
claims databases for all-payer national, regional and State-level hospital care from the Healthcare





Cost and Utilization Project (HCUP) sponsored by The Agency for Healthcare Research and
Quality (AHRQ).

Given the limitations of public visibility, what information and measures are available for
demonstrating the quality of care delivered to TRICARE beneficiaries? To understand this
question, one needs to understand the TRICARE Health Plan and the relationship to civilian
providers. TRICARE, the DoD health plan, is operated by the DoD Field Office TRICARE
Management Activity (TMA). To manage the medical benefits in the civilian sector, TMA
contracts with insurance companies to function as the Health Plan Administrator (known as the
Managed Care Support Contractors (MCSCs)) to administer the benefit and pay claims.
TRICARE essentially has two plan types — TRICARE Prime (managed care or an HMO type of
plan) and TRICARE standard (an indemnity type plan that is essentially unmanaged with
freedom of choice in selecting providers). There is a third option known as TRICARE Extra
however the enrollment type is still TRICARE Standard but out of pocket expense is less when
the TRICARE Prime provider network is utilized. TMA, via the managed care contract
delegates to the MCSC the responsibility for managing the benefit for TRICARE Prime
including a credentialing process to establish a network of civilian providers which is essentially
a process to validate licensure and credentials (for independent practitioners), regulatory and
statutory requirements for facilities, and to establish a financial agreement favorable to
TRICARE. The MCSC basically only pays claims for TRICARE standard with few exceptions.

An important requirement in the MCSC contract is to monitor the quality of care provided to
TRICARE beneficiaries by civilian providers. What complicates matters is that there are no laws
that require providers to report quality of care related data to insurance companies unless the
plan agreement with a provider specifies such, i.e., HEDIS measures. Currently, TRICARE has
no such requirements.

Common measures reported among the various health plans are: HEDIS or HEDIS like measures
and satisfaction scores. Proxy measures used by various health plans or health plan
administrators are the national core measures for their network facilities, national benchmarking
rates for utilization and for selected indicators such as the AHRQ patient safety indicators, U.S.
Preventive Task Force, Centers for Disease Control, and other national data sources or studies.
The ability to monitor, measure and collect health care data largely depends on the health plan or
health insurance company plan type (HMO, PPO, indemnity, etc.), products offered
(referral/preauthorization, utilization management, case management, disease management, etc.),
agreements with providers, and span of control. Again, whatever data is collected and/or
monitored is not typically available to the public concerning individual providers or data from
facilities specific to a particular insurance plan’s members. The information available is largely
for the population in general.

The MCSC contract for the TRICARE Prime program requires the following components or
products: establishment of a network including credentialing; medical management to include
referral/authorization, right of first refusal to the MTFs for specialty referrals, utilization review,
appeals; case management, disease management; and quality management including grievances
and complaint forums to identify care issues and processes to improve.





The National Quality Measures Clearinghouse, sponsored by the Agency for Healthcare
Research and Quality, U.S. Department of Health and Human Services, uses the IOM definition
and places quality measures in domains of measurement:
http://www.qualitymeasures.ahrg.gov/resources/measure_use.aspx , available 7/1/10:

“Access — an access measure assesses the patient's attainment of timely and appropriate
health care.”

“Outcome - an outcome of care is a health state of a patient resulting from health care. An
outcome measure can be used to assess quality of care to the extent that health care
services influence the likelihood of desired health outcomes. Outcome-based measures of
quality reflect the cumulative impact of multiple processes of care...” [may be process
specific].

“Patient Experience - a patient experience measure aggregates reports of patients about
their observations of and participation in health care. These measures provide the patient
perspective on quality of care.”

“Process - a process measure assesses a health care service provided to, or on behalf of, a
patient. Process measures are often used to assess adherence to recommendations for
clinical practice based on evidence or consensus. To a greater extent than outcome
measures, process measures can identify specific areas of care that may require
improvement.”

“Structure - a structure measure is a feature of a health care organization or clinician
relevant to its capacity to provide health care. Structure data describe the capability of
organizations or professionals rather than care provided to, or results achieved for, specific
patients or groups of patients. For example, nurse/patient ratio is a structure-based measure
because it does not describe care given to specific patients or specific groups of patients.”

Considering these domains to assess quality of care related to the MCSC, the following are
measures that demonstrate quality of care and the impact related to the above domains:

Access:

Referral/Authorization process and timeliness: Timely referrals and authorization promotes
early identification and treatment, assists in preventing progression of illness, and facilitates a
reduction in complications. Failure of these measures can result in poor quality outcomes due to
delays in treatment or non-medically necessary care.

Network Adequacy (including processes that assure provider availability): An adequate network
promotes access to effective and efficient providers. Failure of an adequate network can result in
lack of care and/or delays treatment resulting in poor outcomes.

Appeals process and timeliness: Processing appeals in a timely manner promotes access to care
that is a benefit or is medically necessary or is a combination of both - should the appeal be
overturned or justified. Failure to process an appeal that is justified can result poor quality of
care due to delays in care. Conversely, appropriate denials of care have the effect of protecting
patients by denying payment for unnecessary or non-medically necessary care and/or care that
has not been proven safe and effective.

Outcome:



http://www.qualitymeasures.ahrq.gov/resources/measure_use.aspx�



AHRQ Patient Safety Indicators (AHRQ PSIs): These are measures of healthcare quality from
the Agency for Healthcare Research and Quality (AHRQ) based on inpatient administrative data
to be used as a tool to help identify potential adverse events and take preventive and/or
improvement measures. As a contract requirement through the TRICARE Operations Manual,
MCSCs are required to assess the AHRQ PSls as a part of their clinical quality program and take
appropriate actions and interventions in an effort to improve quality of care and patient safety.
http://www.qualityindicators.ahrg.gov/psi_overview.htm
Case Management: Advocates for and provides a multitude of services to help patients and
families cope with complex and complicated conditions in the most effective and efficient
manner by providing resources and needed assistance. The Case Management Society of
America defines case management as:

“Case Management is a collaborative process of assessment, planning, facilitation and
advocacy for options and services to meet an individual‘s health needs through communication
and available resources to promote quality cost-effective outcomes.” http://www.cmsa.org

Patient Experience:

Satisfaction Surveys: Satisfaction surveys facilitate opportunities for process improvements in
multiple aspects of processes to improve the quality and access to health care. Failure to provide
surveys and/or to act on results potentially can result in poor processes or outcomes. The
surveys are TMA driven as the regulations do not allow the MCSC to administer surveys
however, the MCSC works in tandem with the TRICARE Regional Office to analyze the survey
results in an effort to identify improvement opportunities and act upon them accordingly.
Grievances/Complaints: Grievances and complaints processes to review and intervene are
important to identify quality, access, fraud and abuse, customer service and many other types of
issues for actions and/or improvements in care delivery or internal MCSC processes that touch
the above areas. These processes also provide an important avenue for feedback to the
organization regarding experiences and failures in the system. Failure in these processes could
result in harm to a beneficiary.

Process Measure:

Preventive Care Measures: Early identification and treatment potentially saves lives. Failure to
encourage members to obtain preventive care results in delays in identification and treatment.
Disease Management: Disease management provides coordination of care and education to
patients with chronic medical conditions to enable and empower self-management for the
purpose of prevention and progression which helps to improves quality of life and produces a
reduction of healthcare costs.

Structure:

Clinical staffing requirements: Hiring the right person for the job — enough said!

National Accreditations: Accreditations are important because they provide for an impartial
body to evaluate processes in accordance with minimum national quality standards. The south
MCSC is contractually obligated to have national accreditation in Health Network and Health
Utilization Management. In addition to the contractually obligated accreditations, Humana
Military opted and successfully obtained accreditations in Disease Management, Case
Management, Health Web Site and HIPAA Privacy Covered Entity.




http://www.qualityindicators.ahrq.gov/psi_overview.htm�
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The 10M defines quality as:
“The degree to which health services for individuals and populations increase the likelihood of
desired health outcomes and are consistent with current professional knowledge.”

Putting it all together...

For a health plan administrator, quality of care for the managed TRICARE Prime
beneficiaries is measured in terms of access, outcomes, and satisfaction. Proxy measures for
civilian care can be gleaned from national benchmarking data and study activities.

The main function of the TRICARE Regional Office, as the TMA oversight body of the MCSC
contract and contractor, is to assess for the DoD that there are set structures and processes in
place to monitor outcomes, access, patient experience and to ensure that the care TRICARE
beneficiaries are getting is consistent with current knowledge. Only by looking at the big picture
can we suggest or draw conclusions about the quality of care provided to or received by the
TRICARE beneficiaries.






