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This report presents the overall performance of the TRICARE Program with respect to the Military Health System 
(MHS) Quadruple Aim of Improved Readiness, Better Care, Better Health, and Lower Cost. The MHS monitors 
various metrics to assess performance and, where possible, tries to compare MHS performance with relevant 
civilian health care performance. This report examines the effects of TRICARE on beneficiary utilization of 
inpatient, outpatient, and prescription services, as well as on MHS and beneficiary costs. Wherever feasible, 
the report contrasts various aspects of TRICARE and national health care trends. These include comparison of 
TRICARE utilization and cost measures with comparable civilian sector benchmarks derived from the Merative™ 
MarketScan® Commercial Database, trended changes in medical costs based on the national survey of nonfederal 
health plans and public employers conducted by the Kaiser Family Foundation and the Health Research and 
Education Trust, and national patient survey results from the consortium of the Agency for Healthcare Research 
and Quality (AHRQ) and the Consumer Assessment of Healthcare Providers and Systems (CAHPS), to include 
CAHPS Health Plan Survey, Hospital CAHPS (HCAHPS), and CAHPS Clinician & Group Survey (CAHPS-CG).

Notes on Methodology

	◆ Numbers in charts or text may not sum to the 
expressed totals due to rounding.

	◆ Unless otherwise indicated, all years referenced are 
federal fiscal years (FYs; October 1–September 30).

	◆ Unless otherwise indicated, all dollar amounts 
are expressed in then-year dollars for the fiscal 
year represented.

	◆ All photographs in this document were obtained 
from websites accessible by the public. The photos 
have not been tampered with other than to mask an 
individual’s name.

	◆ Differences between MHS survey-based data and 
the civilian benchmark, or the MHS over time, were 
considered statistically significant if the significance 
level was less than or equal to 0.05.

	◆ All workload and costs are estimated to completion 
based on separate factors derived from MHS 
administrative data for direct care and recent claims 
experience for private sector care.

	◆ Data were current as of:

•	 Surveys—Health Care Survey of Department 
of Defense (DoD) Beneficiaries (HCSDB) 
(11/17/2023); Joint Outpatient Experience 
Survey (JOES)/Joint Outpatient Experience-
CAHPS (JOES-C) (12/8/2023); TRICARE Inpatient 
Satisfaction Survey (TRISS) (12/8/2023)

•	 Eligibility/enrollment data—1/4/2024

•	 MHS workload/costs—1/24/2024

	◆ The Defense Health Agency (DHA) regularly updates 
its encounters and claims databases as more 
current data become available. It also periodically 
“retrofits” its databases as errors are discovered. 
The updates and retrofits can sometimes have 
significant impacts on the results reported in this 
and previous documents if they occur after the data 
collection cutoff date. The reader should keep this in 
mind when comparing this year’s results with those 
from previous reports.

Appendix

GENERAL METHOD
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DATA SOURCES
HCSDB

The HCSDB was developed by the DHA and its 
predecessor, the TRICARE Management Activity, 
to fulfill the 1993 National Defense Authorization 
Act (NDAA) requirements and to provide a routine 
mechanism to assess TRICARE-eligible beneficiary 
access to and experience with the MHS or with 
alternate health plans. Conducted continuously 
since 1995, the HCSDB was designed to provide a 
comprehensive look at beneficiary opinions about 
their DoD health care benefits. The HCSDB provides 
information on a wide range of health care issues, 
such as beneficiaries’ ease of access to health care, 
preventive care services, and healthy behaviors.

The worldwide multiple-mode Adult HCSDB has been 
conducted on a quarterly basis, three times a fiscal year, 
since FY 2013, and reported on a publicly accessible 
website (https://health.mil/hcsdb).

The CAHPS is a nationally recognized set of standardized 
questions and reporting formats that has been used to 
collect and report meaningful and reliable information 
about the health care experiences of consumers. It 
was developed by a consortium of research institutions 
and sponsored by AHRQ. It has been tested in the field 
and evaluated for validity and reliability. The questions 
and reporting formats have been tested to ensure 
that the answers can be compared across plans and 
demographic groups.

About three-fourths of HCSDB questions are closely 
modeled on the CAHPS Health Plan Survey in wording, 
response choices, and sequencing. The other one-fourth 
of HCSDB questions are designed to obtain information 
unique to TRICARE benefits or operations, and to solicit 
information about healthy lifestyles or health promotion, 
often based on other nationally recognized health care 
survey questions (e.g., the Centers for Disease Control 
and Prevention [CDC] Behavioral Risk Factor Surveillance 
System [BRFSS], National Health Interview Survey, or 
the National Health and Nutrition Examination Survey). 
Supplemental questions are added on a quarterly basis to 
explore specific topics of interest, such as the acceptance 
and prevalence of preventive services, including colorectal 
cancer screening and annual influenza immunizations; 
availability of other non-DoD health insurance; use 
of urgent care centers; Health-Related Quality of Life 
(HRQOL) measures; and special timely topics, such as 
COVID-19 vaccination opinions.

Because the HCSDB uses CAHPS questions, TRICARE can 
be benchmarked to civilian managed care health plans 
reporting CAHPS Health Plan results. More information 
on CAHPS can be obtained at www.cahps.ahrq.gov.

The HCSDB is sent by postal mail to all beneficiaries and 
also by e-mail to Active Duty members, with responses 
accepted via web and, for a random sample of initial 

nonrespondents, by postal mail. The HCSDB is fielded 
to a stratified random sample of beneficiaries. In order 
to calculate representative rates and means from their 
responses, sampling weights are used to account for 
different sampling rates and different response rates 
in different sample strata. Beginning with the FY 2006 
report, weights were adjusted for factors such as 
age, sex, and rank that do not define strata but make 
some beneficiaries more likely to respond than others. 
Because of the adjustment, rates calculated from the 
same data differ from past evaluation reports and 
are more representative of the population of TRICARE 
users. The DHA HCSDB is sent to a random sample of 
all MHS-eligible users and nonusers. In FY 2023, there 
were 23,198 annual responses from the sample of 
301,500, resulting in a raw response rate of 7.7 percent. 
This is relatively unchanged from FY 2022. Results can 
be estimated from the HCSDB for all beneficiary groups 
eligible for MHS benefits, whether they use direct care, 
private sector care, or other health insurance available 
to them, and are compared with benchmark results from 
a national sample of commercial civilian health plans 
administering the CAHPS Health Plan Survey.

Results provided from HCSDB in FYs 2020–2023 were 
based on questions taken from the CAHPS Version 5.0. 
As CAHPS versions change, the HCSDB results will be 
compared to the like-CAHPS version results each year 
because changes in the questionnaires and changes in 
rates are only meaningful when compared with changes in 
the relevant benchmark. CAHPS Version 5.0 benchmark 
micro data were obtained from the National Committee 
for Quality Assurance (NCQA).

NCQA collects responses to the survey from a national 
sample of health plans that serve the civilian population. 
Results from each plan for beneficiaries who responded 
by mail or Internet are averaged together, weighted 
equally. The benchmarks are adjusted to correspond to 
the age and health status of TRICARE users.

Differences between the MHS and civilian benchmark 
were considered significant at less than or equal to 0.05, 
using the normal approximation. The significance test 
for a change between years is based on the change in 
the MHS estimate minus the change in the benchmark, 
which is adjusted for age and health status to match the 
MHS. T-tests measure the probability that the difference 
between the change in the MHS estimate and the change 
in the benchmark occurred by chance.

Tests are performed using a Z-test, and standard errors 
are calculated using SUDAAN®to account for the complex 
stratified sample and unequal weights. If p is less than 
0.05, the difference is significant.

Within the context of the HCSDB, Prime enrollees are 
defined as those enrolled at least six months.

https://health.mil/hcsdb
http://www.cahps.ahrq.gov
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DATA SOURCES (CONT.)

TRISS

The purpose of the TRISS is to monitor and report on 
the experience and satisfaction of MHS beneficiaries 
who have been admitted to military medical treatment 
facilities (MTFs) and civilian hospitals. The survey 
instrument incorporates the questions developed by 
AHRQ and the Centers for Medicare & Medicaid Services 
(CMS) for the HCAHPS initiative. The goal of the HCAHPS 
initiative is to measure uniformly and report publicly 
patient experiences with inpatient care through the use 
of a standardized survey instrument and data collection 
methodology. The information derived from the survey 
can be useful for internal quality improvement initiatives, 
to assess the impact of changes in policy, and to provide 
feedback to providers and patients.

The TRISS is a 41-item survey instrument. The survey 
includes HCAHPS questions asking how often or whether 
patients experienced a critical aspect of hospital care, 
rather than whether they were “satisfied” with their care, 
and DoD-specific questions, including an open-ended 
question to solicit location-specific comments from 
our beneficiaries.

The TRISS questionnaire is sent to all (census) adult MTF 
inpatients worldwide between 48 hours and six weeks 
after discharge. The TRISS survey is also administered 
to a random sample of adult MHS inpatients discharged 
from civilian network/private sector care hospitals. The 
TRISS follows the HCAHPS protocols developed by CMS. 
HCAHPS protocols for sampling, data collection, and 
coding can be found in the HCAHPS Quality Assurance 
Guidelines manual on the official HCAHPS website, 
www.hcahpsonline.org. The overall FY 2023 Q1–Q3 
response rate for direct care was 31 percent and 
29 percent for private sector care.

JOES/JOES-C 

The JOES continues to focus on the beneficiary 
experience with care received in MTFs, and is centrally 
managed under the direction of Service and DHA survey 
leads. JOES results are reported centrally, and reported 
for each Service, multi-Service Market area, and down 
to each MTF and provider. The JOES-C is a companion 
survey to the JOES, measuring outpatient care at 
military and civilian facilities. The JOES-C is based on 
the CAHPS-CG, as was the predecessor to the JOES-C: 
the TRICARE Outpatient Satisfaction Survey (TROSS). 
JOES-C allows the MHS to compare beneficiary results to 
the civilian benchmark results.

Quality

Military hospital inpatient quality measures were 
abstracted from clinical records by trained specialists 
and reported to The Joint Commission (TJC) for national 
benchmarking. The data for direct care hospitals 
participating in the National Surgical Quality Improvement 
Program (NSQIP) are abstracted by trained surgical case 

reviewers and submitted to the American College of 
Surgeons (ACS). The perinatal data are obtained from 
the electronic data system through an administrative 
data pull and are submitted to the National Perinatal 
Information Center (NPIC) to support comparison with 
other participating organizations across the nation. 
The availability of data for MHS providers continues to 
increase through the MHS Population Health Portal in 
CarePoint via a streamlined access process, registry 
development for population management, and improved 
data displays. The CarePoint portal includes a discharge 
tool to ensure that patients at high risk for readmission 
are identified during hospitalization. This facilitates 
continuity of care and provides caregivers with time for 
patient education and follow-up appointment scheduling 
to reduce the risk of readmissions.

Utilization and Costs

Data on MHS beneficiary utilization came from several 
sources. We obtained the health care experience of 
eligible beneficiaries by aggregating Standard Inpatient 
Data Records (SIDRs—MTF hospitalization records), 
Comprehensive Ambulatory/Professional Encounter 
Records (CAPERs—MTF outpatient records), TRICARE 
Encounter Data (TED—private sector care claims 
information) for institutional and noninstitutional services, 
and Pharmacy Data Transaction Service (PDTS) claims 
within each beneficiary category.

Inpatient utilization was measured using dispositions 
(direct care)/admissions (private sector care) and Medical 
Severity Diagnosis Related Group (MS-DRG) relative 
weighted products (RWPs), the latter being a measure 
of the intensity of hospital services provided. Outpatient 
utilization for both direct and private sector care was 
measured using encounters and an MHS-derived 
measure of intensity called Enhanced Total Relative Value 
Units (RVUs).

The MHS uses several different RVU measures to 
reflect the relative costliness of the provider effort 
for a particular procedure or service. Enhanced Total 
RVUs were introduced by the MHS in FY 2010 and 
subsequently revised in FY 2016 to account for units 
of service (e.g., 15-minute intervals of physical therapy) 
and better reflect the resources expended to produce an 
encounter. The word “Total” in the name reflects that it 
is the sum of Work RVUs and Practice Expense RVUs. 
Work RVUs measure the relative level of resources, skill, 
training, and intensity of services provided by a physician. 
Practice Expense RVUs account for nonphysician clinical 
labor (e.g., a nurse), medical supplies and equipment, 
administrative labor, and office overhead expenses. In 
the private sector, Malpractice RVUs are also part of 
the formula used to determine physician reimbursement 
rates, but since military physicians are not subject to 
malpractice claims, they are excluded from Total RVUs

http://www.hcahpsonline.org
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DATA SOURCES (CONT.)

to make the direct and private sector care workload 
measures more comparable. For a more complete 
description of enhanced as well as other RVU measures, 
see https://www.milsuite.mil/video/watch/video/9653 (a 
milSuite account and DoD-issued Common Access Card 
[CAC] are required to access this site).

By the end of FY 2023, the DoD’s new electronic 
health record, MHS GENESIS, had been deployed at 
all military hospitals and clinics in the United States. 
The data feed from MHS GENESIS does not currently 
include the information needed (which provider worked 
on which procedure) to compute RVUs. Additionally, 
the algorithms and data needed by the Medical 
Expense and Performance Reporting System Program 
Office to allocate costs within its data capture system 
are not built into MHS GENESIS, which is based on 
a commercial off-the-shelf product. Consequently, 
patient-level costs are currently unavailable for 
GENESIS facilities. However, the DHA Resources & 
Management Directorate (J-8)/Business Integration 
Division was able to provide total DoD inpatient costs 
and total outpatient costs for all facilities, which were 
allocated to beneficiary groups where necessary.

In the past, we simply excluded MHS GENESIS facilities 
from most of our direct care utilization and cost analyses 
because their impact was only modest. However, 
because all stateside MTFs had transitioned to GENESIS 
by the end of FY 2023, excluding GENESIS facilities 
was no longer tenable. Consequently, we developed 
algorithms to estimate outpatient RVUs (inpatient RWPs 
are available for GENESIS facilities) for the period of time 
each facility was utilizing MHS GENESIS regime. Prior to 
transitioning to MHS GENESIS, actual RVUs and costs 
were available and reported for each facility under the 
legacy system (the Composite Health Care System).

Costs recorded on TEDs were broken out by source 
of payment (DoD, beneficiary, or private insurer). 
Although SIDR and CAPER data indicate the enrollment 
status of beneficiaries, the Defense Enrollment 
Eligibility Reporting System (DEERS) enrollment 
file is considered to be more reliable. We therefore 
classified MTF discharges as Prime or space-available 
by matching the discharge dates to the DEERS 
enrollment file. Final data pulls used for this report were 
completed in January 2024, as referenced above.

The Merative database contains the health care 
experience of several million individuals (annually) 
covered under a variety of health plans offered by large 
employers, including preferred provider organization (PPO) 
plans, point-of-service (POS) plans, health maintenance 
organization (HMO) plans, and indemnity plans.

The database links inpatient services and admissions, 
outpatient claims and encounters, and, for most 
covered lives, outpatient pharmaceutical drug data 
and individual-level enrollment information.

We tasked Merative to compute quarterly benchmarks 
for HMOs and PPOs, broken out by product line (i.e., 
medical/surgical [MED/SURG], obstetrics/gynecology 
[OB/GYN], mental health [PSYCH]), and several sex/age 
group combinations. The quarterly breakout, available 
through the second quarter of FY 2023, allowed us 
to derive annual benchmarks by fiscal year and to 
estimate FY 2023 data to completion. Product lines were 
determined by aggregating Major Diagnostic Categories 
(MDCs) as follows: OB = MDC 14 (Pregnancy, Childbirth, 
and Puerperium) and MDC 15 (Newborns and Other 
Neonates with Conditions Originating in Perinatal Period), 
PSYCH = MDC 19 (Mental Diseases and Disorders) 
and MDC 20 (Alcohol/Drug Use and Alcohol/Drug 
Induced Organic Mental Disorders), and MED/SURG = 
all other MDCs. The breakouts by gender and age group 
allowed us to apply DoD-specific population weights 
to the benchmarks and aggregate them to adjust for 
differences in DoD and civilian beneficiary populations.

We excluded individuals aged 65 and older from 
the calculations because most of them are covered 
by Medicare and Medigap policies rather than by 
a present or former employer’s insurance plan.

Diagnosis Related Group (DRG) Grouping Methodology

In the section that displays the “Top 25” inpatient 
diagnosis groups, DRGs are grouped into descriptively 
(but not necessarily clinically) similar categories using 
a code set available on http://www.findacode.com/code-set.
php?set=DRG, an online database of medical billing codes 
and information. The site lists DRGs within each MDC, 
with headings above diagnostically related DRGs. These 
headings provide a broad description of the DRGs 
underneath and distinguish between medical and surgical 
DRGs, but do not distinguish among DRGs with different 
(or any) levels of complications and comorbidities. For 
the purposes of this report, the DRGs were too detailed 
and the MDCs too broad to provide the reader with a 
general sense of the most common inpatient diagnoses 
the MHS confronts; therefore, the headings were used 
as the basis for broadening the groupings in this report 
into descriptively related categories, without regard for 
whether they are medical or surgical, whether there are 
complications, or which parts of the body are affected. 
For example, the “ECMO or Tracheostomy” group includes 
DRGs 003, 004, 011, 012, and 013. The description 
for each of those DRGs includes the words “ECMO” 
or “Tracheostomy”—some with complications, some 
without; some for face, mouth, and neck; and some for 
other parts of the body. Once all the groups were formed, 
they were numbered sequentially following the order in 
which they were presented on the website. This resulted 
in a reduction from 818 DRGs to 284 DRG groups.

https://www.milsuite.mil/video/watch/video/9653
http://www.findacode.com/code-set.php?set=DRG
http://www.findacode.com/code-set.php?set=DRG
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AABB	 American Association of Blood Banks  |  87

ABA 	 applied behavior analysis  |  104

AC 	 Active Component  |  2

AC	 Accreditation and Compliance  |  83

ACC	 Acute Concussion Care  |  97

ACD	 Autism Care Demonstration  |  104

ACE	 Acute Concussion Evaluation  |  97

ACOG	 American College of Obstetricians 
  and Gynecologists  |  98

ACS	 American College of Surgeons  |  40

AD	 Active Duty  |  15

ADC	 administration, direction, and control  |  10

ADDP	 Active Duty Dental Program  |  188

ADFM	 Active Duty family member  |  3

ADSM	 Active Duty Service member  |  3

AE	 adverse event  |  73

AHRQ	 Agency for Healthcare Research 
  and Quality  |  75

AIM	 Alliance for Innovation on Maternal Health  |  98

AMC	 Army Medical Center  |  108

AO	 accrediting organization  |  83

APLSS	 Army Provider Level Satisfaction Survey  |  64

ASBP	 Armed Services Blood Program  |  87

ASC	 ambulatory surgery center  |  89

ASD	 autism spectrum disorder  |  104

ASD(HA)	 Assistant Secretary of Defense for 
  Health Affairs  |  39

ASP	 Antimicrobial Stewardship Program  |  74

ASSET+	 Advanced Surgical Skills for 
  Exposure in Trauma+  |  39

AUR	 antimicrobial use and resistance  |  76

BDC	 blood donor centers  |  87

BH	 behavioral health  |  2

BHCC	 Behavioral Health Clinical Community  |  101

BHDP	 Behavioral Health Data Portal  |  101

BMI	 body mass index  |  144

BRAC	 Base Realignment and Closure  |  18

BRFSS	 Behavioral Risk Factor 
  Surveillance System  |  148

BZD	 benzodiazepine  |  103

CA	 corrective action  |  45

CAC	 common access card  |  40

CAHPS	 Consumer Assessment of Healthcare 
  Providers and Systems  |  47

CAHPS-CG	 CAHPS Clinician & Group Survey  |  64

CAP	 College of American Pathologists  |  86

CAPER	 Comprehensive Ambulatory/Professional 
  Encounter Record  |  179

CAUTI	 catheter-associated urinary tract infection  |  76

CCDR	 Combatant Commander  |  7

CCQAS	 Centralized Credentialing and 
  Quality Assurance System  |  82

CCSR	 Clinical Classifications Software Refined  |  162

CDC	 Centers for Disease Control 
  and Prevention  |  74

CHAMPUS	 Civilian Health and Medical Program 
  of the Uniformed Services  |  184

CHCS	 Composite Health Care System  |  26

CLABSI	 central line–associated 
  bloodstream infection  |  76

CLIA	 Clinical Laboratory Improvement 
  Amendment  |  86

CLIP	 Clinical Laboratory Improvement Program  |  86

CLMS	 Joint-Service Center for Laboratory 
  Medicine Services  |  87

CM	 clinical measurement  |  46

CMS	 Centers for Medicare & 
  Medicaid Services  |  23

COBRA	 Consolidated Omnibus Budget 
  Reconciliation Act  |  3

CONUS	 contiguous United States  |  75

CP	 Credentialing and Privileging  |  82

CPG	 clinical practice guideline  |  47

CPI	 continuous process improvement  |  8

CQI	 clinical quality improvement  |  90

CQIS	 Clinical Quality Improvement Studies  |  91

CQM	 clinical quality management  |  43

CQM E&T	 Clinical Quality Management 
  Education and Training  |  91

CQMC	 Core Quality Measures Collaborative  |  45

CSA	 comprehensive systematic analysis  |  76

CSD	 Clinical Support Division  |  75

CY	 calendar year  |  2

DART	 Direct Access Reporting Tool  |  60

DCC	 Dental Clinical Community  |  105

DEERS	 Defense Enrollment Eligibility 
  Reporting System  |  11

DHA	 Defense Health Agency  |  b

DHA PI	 DHA Office of Program Integrity  |  151

DHA-IPM	 DHA Interim Procedures Memorandum  |  49

DHA-PI	 DHA Procedural Instructions  |  43

DHA-PM	 DHA Procedures Manual  |  45

DHN	 Defense Health Network  |  8

DHP	 Defense Health Program  |  11

DMIS	 Defense Medical Information 
  System Identifiers  |  11

DoD	 Department of Defense  |  b

DoDI	 Department of Defense Instruction  |  82

DoDM	 DoD Manual  |  65

DTF	 dental treatment facility  |  3

DTM	 Directive-Type Memorandum  |  103

DVPRS	 Defense and Veterans Pain Rating Scale  |  110

EBPWG	 Evidence-Based Practice Work Group  |  91

ECHO	 Extended Care Health Option  |  3

ED	 emergency department  |  12

EHR	 electronic health record  |  26

EIC	 external independent contractor  |  152

ABBREVIATIONS



ESP	 Expeditionary Scope of Practice  |  40

EWSC	 Emergency War Surgical Course  |  41

FDA	 Food and Drug Administration  |  33

FEDVIP	 Federal Employees Dental and 
  Vision Insurance Program  |  3

FEHB	 Federal Employees Health Benefits  |  167

FY	 fiscal year  |  1

GPS	 global positioning system  |  b

GTT	 Global Trigger Tool  |  74

HAI	 health care–associated infection  |  74

HCAHPS	 Hospital Consumer Assessment of 
  Healthcare Providers and Systems  |  2

HCO	 Health Care Operations  |  10

HCSDB	 Health Care Survey of DoD Beneficiaries  |  63

HEART	 Healthcare Event Analysis Response Team  |  80

HEC	 Health Executive Committee  |  91

HEDIS 	 Healthcare Effectiveness Data and 
  Information Set  |  2

HGB	 Humana Government Business  |  10

HIPAA	 Health Insurance Portability and 
  Accountability Act  |  65

HMO	 health maintenance organization  |  3

HNFS	 Health Net Federal Services  |  10

HQ	 headquarters  |  8

HRM	 Healthcare Risk Management  |  82

HRO	 high reliability organization  |  43

HRQOL	 Health-Related Quality of Life  |  148

HVBP	 Hospital Value-Based Purchasing  |  9

ICU	 intensive care unit  |  76

IDA	 Institute for Defense Analyses  |  168

IHI	 Institute for Healthcare Improvement  |  77

IMR	 Individual Medical Readiness  |  37

IPC	 Infection Prevention and Control  |  74

JIF	 Joint Incentive Fund  |  75

JKSA PMO	 Joint Knowledge, Skills, and Abilities Program 
  Management Office  |  39

JOES	 Joint Outpatient Experience Survey  |  2

JOES-C	 Joint Outpatient Experience 
  Survey-CAHPS  |  64

JOTS+	 Joint Operational Trauma 
  Surgical Skills  |  39

JPSR	 Joint Patient Safety Reporting  |  74

JTS	 Joint Trauma System  |  10

LBP	 low back pain  |  9

LDSB1	 Leader Daily Safety Briefs – 
  Safety Messages  |  77

LDSB2	 Leader Daily Safety Briefs – Safety Alerts  |  77

LOS	 length of stay  |  52

M2	 MHS Management Analysis and 
  Reporting Tool  |  58

MACE2	 Military Acute Concussion Evaluation  |  97

MBSAQIP	 Metabolic and Bariatric Surgery Accreditation 
  and Quality Improvement Program  |  89

MCP	 military-civilian partnership  |  39

MCSC	 managed care support contractor  |  11

MDC	 major diagnositc category  |  180

MDD	 major depressive disorder  |  101

MDR	 MHS Data Repository  |  49

MED/SURG	 medical/surgical  |  153

MEPS	 Medical Expenditure Panel Survey  |  168

MERHCF	 Medicare-Eligible Retiree Health Care Fund  |  2

MFLC	 military and family life counselors  |  103

MH	 mental health  |  2

MHS	 Military Health System  |  2

MILCON	 military construction  |  22

MILDEP	 military department  |  39

MILPERS	 military personnel  |  22

MOU	 Memorandum of Understanding  |  86

MRI	 Medical Readiness Indeterminate  |  37

MS-DRG	 Medicare Severity Diagnosis 
  Related Group  |  155

MTF	 military medical treatment facility  |  2

NAL	 nurse advice line  |  28

NAS	 non-availability statement  |  184

NCHS	 National Center for Health Statistics  |  29

NCQA	 National Committee for Quality Assurance  |  63

NCR	 National Capital Region  |  68

NDAA	 National Defense Authorization Act  |  9

NH	 Naval Hospital  |  106

NHE	 National Health Expenditures  |  23

NHSN	 National Healthcare Safety Network  |  74

NIH	 National Institutes of Health  |  110

NMC	 Naval Medical Center  |  108

NMSKCC	 Neuromusculoskeletal Clinical Community  |  97

NPDB	 National Practitioner Data Bank  |  82

NPI	 National Provider Identifier  |  136

NPIC	 National Perinatal Information Center  |  89

NQF	 National Quality Forum  |  45

NSQIP	 National Surgical Quality 
  Improvement Program  |  89

O&M	 operation and maintenance  |  22

OASD(HA)	 Office of the Assistant Secretary of Defense 
  for Health Affairs  |  b

OB/GYN	 obstetrics/gynecology  |  39

OCO	 overseas contingency operations  |  22

OCONUS	 outside the contiguous United States  |  46

OHI	 other health insurance  |  15

OOC	 overseas operations costs  |  22

OPM	 Office of Personnel Management  |  191

ORDIT	 Operating Room Debrief Issue Tracker  |  77

P&T	 Pharmacy & Therapeutics  |  33

PASTOR	 Pain Assessment Screening Tool and 
  Outcome Registry  |  110

PC	 perinatal care  |  85

PCCOB	 Patient Centered Care Operations Board  |  48

PCM	 primary care manager  |  3

PCMH	 Patient-Centered Medical Home  |  2
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PDTS	 Pharmacy Data Transaction Service  |  179
PFPWD	 Program for Persons with Disabilities  |  185
PHI	 protected health information  |  65
PHI	 private health insurance  |  154
PMR	 Partially Medically Ready  |  37
POAM	 Plan of Action and Milestones  |  83
POS	 point of service  |  3
PP	 Performance Planning  |  90
PPM	 provider-performed microscopy  |  87
PPO	 preferred provider organization  |  3
PR	 practice recommendations  |  107
PSA	 Prime Service Area  |  18
PSAW	 Patient Safety Awareness Week  |  77
PSC	 private sector care  |  3
PSC BAG	 Private Sector Care Budget Activity Group  |  24
PSP	 Patient Safety Program  |  74
PSPC	 Patient Safety Professional Course  |  80
PSS	 Navy Patient Satisfaction Survey  |  64
PSYCH	 mental health  |  153
PT	 physical therapy  |  9
PTSD	 post-traumatic stress disorder  |  101
QA	 quality assurance  |  45
R&A	 review and analysis  |  48
RC	 Reserve Component  |  2
RDT&E	 research, development, 

  test, and evaluation  |  22
RE	 reportable event  |  2
RETFM	 retiree and family member  |  13
RFI	 requirements for improvement  |  45
RMWG	 Risk Management Working Group  |  82
RN	 registered nurse  |  58
ROR	 Return to Operating Room  |  107
RRC	 Ready Reliable Care  |  43
RVU	 relative value unit  |  2
RWP	 relative weighted product  |  2
SAAR	 standardized antibiotic 

  administration ratio  |  76
SAS	 Space Aggressor Squadron  |  b
SCB	 Safety Communication Bundle  |  77
SDA	 Air Force Service Delivery Assessment  |  64
SECDEF	 Secretary of Defense  |  45
SelRes	 Selected Reserve  |  3
SERCA	 Safety Event and Root Cause Analysis  |  78
SIDR	 Standard Inpatient Data Record  |  179
SLR	 Safety Leadership Rounds  |  77
SME	 subject-matter expert  |  48
SMS	 short message service  |  64
SOP	 standard operating procedure  |  91
SRV	 survivors  |  33
SSI	 surgical site infections  |  107
SSO	 Small Market and Stand-Alone MTF Office  |  81

TAC	 TBI Advisory Committee  |  97

TAMP	 Transitional Assistance 
  Management Program  |  3

TBI	 traumatic brain injury  |  97

TC	 targeted care  |  103

TCC	 Tele-Critical Care  |  63

TDP	 TRICARE Dental Program  |  3

TeamSTEPPS	 Team Strategies and Tools to Enhance 
  Performance and Patient Safety  |  80

TED	 TRICARE Encounter Data  |  96

TES	 Test and Evaluation Squadron  |  b

TFL	 TRICARE for Life  |  2

THP	 TRICARE Health Plan  |  10

TIB	 targeted immunological biologic  |  33

TJC	 The Joint Commission  |  2

TOL	 TRICARE Online  |  48

TOP	 TRICARE Overseas Program  |  10

TPR	 TRICARE Prime Remote  |  3

TPRADFM	 TRICARE Prime Remote for 
  Active Duty Family Members  |  3

TQIP	 Trauma Quality Improvement Program  |  89

TRDP	 TRICARE Retiree Dental Program  |  185

TRISS	 TRICARE Inpatient Satisfaction Survey  |  65

TRR	 TRICARE Retired Reserve  |  2

TRS	 TRICARE Reserve Select  |  2

TSS	 TRICARE Select Survey  |  137

TYA	 TRICARE Young Adult  |  2

UBH	 Unit-Based Huddles  |  77

UC	 urgent care  |  28

UMP	 Unified Medical Program  |  2

UP	 Universal Protocol  |  77

URFO	 unintended retained foreign object  |  76

URI	 upper respiratory infection  |  94

USD(P&R)	 Under Secretary of Defense for 
  Personnel and Readiness  |  37

USFHP	 Uniformed Services Family Health Plan  |  2

USTRANSCOM	 U.S. Transportation Command  |  75

USUHS	 Uniformed Services University 
  of the Health Sciences  |  41

UTI	 urinary tract infection  |  107

VA	 Department of Veterans Affairs  |  11

VH	 virtual health  |  10

VHA	 Veterans Health Administration  |  10

VRC	 Verification, Review, and Consultation  |  89

WG	 working group  |  40

WHCMT	 Women’s Health Clinical 
  Management Team  |  98

WICC	 Women and Infant Clinical Community  |  98

WiCS	 walk-in contraception services  |  98

WSS	 wrong-site surgery  |  2
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	◆ Provided beneficiaries with greater choice, access 
to care, and coverage of preventive services 
through restructuring the MHS with publication 
of the TRICARE final rule (October 5, 1995; 
60 FR 52078-52103) to implement managed care 
legislation of 1993

	◆ TRICARE overlaid the CHAMPUS Program 
established in 1966

	◆ Established cost-neutral TRICARE triple option 
(TRICARE Prime, Extra, and Standard)

	◆ Started nationwide rollout of managed care 
support contracts (seven contracts) across 
12 regions, each headed by a lead agent (five 
Army, two Navy, four Air Force, one rotating)

	◆ Built a TRICARE provider network to wrap around 
the MTFs

	◆ Increased beneficiary access to pharmacy options 
by adding home delivery and retail pharmacy 
points of service as a result of Base Realignment 
and Consolidation (BRAC) commission

	◆ Preventive services first offered exclusively under 
TRICARE Prime

	◆ Reduced catastrophic cap for non-Active Duty 
enrollees from $7,500 to $3,000

	◆ Expanded Active Duty Dental Benefit Plan begins

TRICARE PROGRAM AND BENEFITS EVOLUTION OVER THE YEARS

1988–
1995

1993–
1994

TRICARE Managed Care Legislation 
	◆ Administered under CHAMPUS fiscal 
intermediary contracts with oversight by the 
Office of CHAMPUS at Fitzsimmons Army 
Hospital installation in Aurora, Colo.

	◆ Non-availability statements (NASs) for civilian 
inpatient care in MTF catchment areas

	◆ Program for Persons with Handicaps 
supplements basic program with nonmedical 
benefits for Active Duty family members (ADFMs) 
with serious disabilities

	◆ Demonstration program to cover CHAMPUS 
Breast Cancer Treatment Clinical Trial; access to 
high-dose chemotherapy with stem-cell rescue; 
beginning of a partnership between CHAMPUS 
and the National Cancer Institute

	◆ Added coverage of screening mammography and 
Pap tests, added Certified Marriage and Family 
Therapists as TRICARE-authorized providers

	◆ Added Continued Health Care Benefit 
Program for certain former Department of 
Defense (DoD) beneficiaries at full-cost 
premiums, providing beneficiaries with an 
option comparable to COBRA coverage to 
continue health care coverage for a limited 
period after leaving military service

	◆ Reduced the catastrophic cap from 
$10,000 to $7,500 per year for retirees and 
their family members, capping their out-of-pocket 
expenses for any given fiscal year

1995

Civilian Health and Medical Program of the Uniformed Services (CHAMPUS) 
Era Leading to TRICARE 

	◆ Managed care demonstrations—mental health 
review, contracted provider arrangement 
for mental health, home health care/case 
management, catchment area management 
projects including the Tri-Service TRICARE 
Tidewater demonstration, the inaugural 
use of TRICARE branding

	◆ CHAMPUS Reform Initiative demonstration 
contract for California and Hawaii offered 
CHAMPUS Prime, CHAMPUS Extra, and standard 
CHAMPUS (basis of later TRICARE triple option)



Evaluation of the TRICARE Program FY 2024	 185

Appendix

	◆ Expanded beneficiary access 
to additional options for cancer 
treatment with a demonstration

	− Expanded coverage to all Phase II and III 
cancer clinical trials sponsored by the National 
Cancer Institute

	− Widened access to promising cancer 
therapies, and contributed to the NCI’s efforts 
to further the science of cancer treatment

	− Eventually became a permanent TRICARE 
Basic benefit available to all beneficiaries

	◆ �Dropped requirement for outpatient 
non-availability statement (NAS)

	◆ �Increased beneficiary access to preventive 
services by expanding access in TRICARE 
Standard/Extra (expanded further in 1997 to be 
very similar to TRICARE Prime)

	◆ Launched TRICARE website

	◆ Began National Mail Order Pharmacy Program

	◆ Improved access to services for families 
with a disabled family member through the 
implementation of the Program for Persons with 
Disabilities (PFPWD), simplifying the process 
and making access easier for families

	◆ Expanded comprehensive preventive benefits to 
TRICARE Standard/Extra

	◆ Began TRICARE Retiree Dental Program 
(TRDP)—full-cost premiums with no 
DoD subsidy

1996

1997

	◆ Completed TRICARE rollout 
with 11 regions operational 
(regions 7 and 8 consolidated)

	◆ Removed TRICARE Prime copayments for 
ancillary services (radiology, laboratory, and 
diagnostic testing) conducted as a result of 
an outpatient visit

	◆ �Began TRICARE Senior Prime demonstration

	◆ Increased beneficiary access to more 
providers by adding Corporate Services 
Provider Class

	− Allowed provider groups and foundations 
to become TRICARE-authorized providers; 
the care rendered by these providers was 
previously not cost-shared

	− Included freestanding corporations or 
foundations that rendered professional 
ambulatory care (e.g., physical 
therapy), in-home care, or technical 
diagnostic procedures

	◆ Began TRICARE Prime Remote benefit

	◆ NASs are required for maternity care

1998

1999
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	◆ Expansion of TRDP to 
dependents begins

	◆ Reduced catastrophic cap for retirees, 
their family members, and survivors under 
TRICARE Standard/Extra 
from $7,500 to $3,000

	◆ The DoD waives charges for Active Duty 
Prime Remote family members through 
August 31, 2000

	◆ Expanded TRICARE benefits to cover 
school physicals

	◆ Eliminated TRICARE 
Prime copayments 
for ADFMs

	◆ Began TRICARE for Life (TFL) benefit, 
superseding TRICARE Senior Prime 
Demonstration; TFL is Medicare wraparound 
coverage for TRICARE beneficiaries who have 
Medicare Part A and Medicare Part B; TRICARE 
pays after Medicare and other health insurance 
for TRICARE-covered health care services

	◆ Began TRICARE Senior Pharmacy benefit, 
adding pharmacy benefits for retirees over 
65 years of age who formerly lost all TRICARE 
benefits upon becoming eligible for Medicare 
at age 65

	◆ Reduced and simplified TRICARE copayment 
structure for prescription drugs

	◆ Began permanent chiropractic care 
benefit in MTFs for Active Duty Service 
members (ADSMs) 

	◆ Began TRICARE Prime travel benefit to 
reimburse travel expenses when an enrollee 
has to travel more than 100 miles for referred 
specialty care

	◆ Improved beneficiary access to needed care by 
revising the Coverage Criteria for Transplants 
and Cardiac and Pulmonary Rehabilitation
	− Added coverage of heart-lung, 
single or double lung, and combined 
liver-kidney transplants
	− Added coverage of pulmonary rehabilitation
	− Enhanced access to life-saving treatments 
for seriously ill TRICARE beneficiaries
	− Expanded coverage for pulmonary 
rehabilitation services to additional 
diagnoses as determined by the 
Director or designee

	◆ Demonstration that waived NASs and annual 
TRICARE Standard/Extra deductible for family 
of mobilized Reserve Component (RC) sponsor 
(extended five times until made permanent 
in 2008)

	◆ Deployed PDTS—improving patient safety—an 
online, real-time worldwide prospective drug 
utilization review (clinical screening) against 
a patient’s complete medication history for 
each new or refilled prescription; these clinical 
screenings identify potential medication issues, 
which are immediately resolved to ensure the 
patient receives safe and quality care

	◆ Began TRICARE Prime 
Remote for Active Duty 
family members  
(TPRADFM) benefit

	◆ Awarded TRICARE Mail Order Pharmacy 
contract (formerly managed by Defense 
Logistics Agency as the National  
Mail Order Program) 

	◆ Began TRICARE Global Remote Overseas 
contract, providing cashless/claimless health 
care to overseas ADSMs/ADFMs assigned to 
Prime Remote locations

	◆ Created Individual Case Management Program 
for Persons with Extraordinary Conditions—a 
discretionary program for beneficiaries 
with extraordinary medical or psychological 
conditions, providing coverage of care normally 
excluded by law or regulation, as long as the 
benefit was cost effective

	◆ Created Custodial Care Transition Policy 
to cover new cases of custodial care for 
beneficiaries entitled to expanded benefits

2000

2002

2001

TRICARE PROGRAM AND BENEFITS EVOLUTION OVER THE YEARS (CONT.)
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