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Executive Summary
The Department of Defense’s (DoD) Fiscal Year (FY) 2016 Evaluation of the TRICARE
Program Report to Congress was submitted April 6, 2016. The report responded to the
requirements in section 717 of the National Defense Authorization Act (NDAA) for FY 1996
(Public Law 104–106), and was expanded to partially respond to section 713 of the NDAA for
FY 2016 (Public Law 114–92) requiring an assessment of, with respect to each military medical
treatment facility (MTF), information on the accreditation status, relevant policies and
procedures, and data on patient safety, quality of care, and access to care including surgical and
maternity outcomes.
This supplemental report summarizes Military Health System (MHS) initiatives since 2015
consistent with the requirements of section 713. The MHS began the journey of transforming
into a high reliability organization (HRO) by developing or refining internal processes and
structures; and collaborating with, and learning from, noted civilian health systems leaders who
have progressed in their own HRO journeys. This journey resulted in a governance structure for
leadership and execution; established a performance management system to assess and improve
MHS performance at all levels and improved public transparency of many of these measures.
As noted in the submission of the FY 2016 report, the evaluation was expanded from prior year
submissions to partially meet the requirements of section 713, within the limited time available
to meet the legislated annual due date, and given the extensive amount of detail not previously
required. The submitted report addressed each of the requirements of section 713 by reporting
an assessment of the data at the MHS enterprise-level, but not with respect to each MTF
worldwide. The report also presented our strategy for complying with section 713 in FY 2016
by also complying with the requirements of section 712—publishing on a publically available
Internet website (within 180 days of enactment of the NDAA) data at the MTF-level pertaining
to the accreditation status and findings, Service policies or procedures, and on patient safety,
quality of care, satisfaction and health outcomes.
The requirements of section 713 and MHS compliance to date are:
a) An identification of the number of practitioners providing health care in military MTFs
reported to the NCBD during the year. Response: This information was provided on
page 47 of the FY 2016 Report and will be updated in the FY 2017 report.
b) With respect to each military MTF, an assessment of:
1) The current accreditation status of each facility including recommendations for
corrective action. Response: This information was partially provided on page 47 of
the FY 2016 report by summarizing the number of accredited facilities in each
Service Department. Also, with deployment of the public-facing health.mil website
that became operational in May 2016, the accreditation status of each MTF, type of
accreditation and survey dates, and summary of the requirements for improvement
before accreditation status would be granted are provided at
www.health.mil/AccreditationandPolicy. The accreditation status of each MTF is
often displayed at the MTF’s website as well (e.g., Walter Reed National Military
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Medical Center’s site reflects over 19 program accreditations at
http://www.wrnmmc.capmed.mil/about%20us/QSPR/SitePages/Home.aspx).
2) Any policies or procedures implemented during the year by the Secretary of the
military department concerned, designed to improve patient safety, quality of care,
and access to care. Response: A consolidated summary of relevant HA and Service
Polices is provided at www.health.mil/AccreditationandPolicy. Appropriate HA and
Military Department level policies are also provided in their associated subject areas
related to access, patient safety, and quality of care at the public facing
www.health.mil.
3) Data on surgical and maternity care outcomes during the year. Response: MHS-level
data were presented on pages 47, 50, and 51 of this year’s report. MTF-level data
over time are publically available at www.health.mil in the “Health Outcomes”
section showing number of deliveries, percentage of deliveries to full term, and
complications related to surgery. Complications related to surgery are compared to
the top 10 percent of NSQIP rates among 600 leading hospitals in the U.S.
4) Data on appointment wait times during the year. Response: MHS-level data were
presented in the Access section of this year’s report, from pages 37 to 46. MTF-level
data over time are publically available at www.health.mil in the “Patient Satisfaction
and Access” section showing more detailed results for PCM continuity, access to
acute and primary care appointments, and patient engagement and self-reported
access to care data. Data presented for each MTF on the public website depict unique
measures of access, and are compared to the MHS-stated established standards.
5) Data on patient safety, quality of care, and access to care as compared with standards
established by DoD. Response: The MHS performance management system and the
MHS Dashboard present data at the MTF level aggregated upwards to the levels
relevant for leadership review (e.g., MTF level for local commanders and their
subject matter expert staff, or Service Intermediate Command-level (e.g., Army’s
Regional Health Command-C, or Navy Medicine- East), or the multi service market
area level, all the way to the Service and MHS levels. These data are routinely
monitored and assessed by the Service staff and their MTF leadership, as well as in
relevant Tri-Service working groups for assessment of policies or processes of high
performing MTFs that might be shared across the Services and/or standardized across
the MHS. Measures have established expected targets of performance based on
relevant and applicable civilian standards (e.g.,, comparing MHS results of the
Outcomes measure of complications related to surgery compared to top 10 percent of
the NSQIP-reporting hospitals in the nation, or MHS beneficiary ratings of their
willingness to recommend a hospital to others compared to the Hospital Consumer
Assessment of Healthcare Providers and Systems (HCAHPS) 50th percentile). Where
there are no relevant external benchmarks or standards, the MHS either uses
legislated standards (such as appointment availability) or targets based on
improvement from prior year results (such as patient reports of their ability to get care
when needed). Data are presented on the health.mil pubic-facing website to help our
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beneficiaries and constituency understand their health care capability in their local
areas.
Finally, this report presents our strategy for improving the data quality and analyses in the
forthcoming year. This includes public reporting on the MHS transparency website on
health.mil and the 2017 Evaluation of the TRICARE Program.
The MHS established, followed, and improved on a comprehensive set of enterprise-wide
performance measures that are aligned to the core MHS strategy of the Quadruple Aim:
Improved Readiness, Better Health, Better Care, and Lower Cost. The performance management
system--Partnership for Improvement, or P4I, was operational in January 2015. Within the P4I
performance management system, the MHS Core Dashboard was developed in January 2015
with 30 core measures reported at the MTF-level and aggregated upwards to the Services and
across the MHS enterprise. These measures are now formally reviewed by the Assistant
Secretary of Defense for Health Affairs (ASD(HA)), Surgeons General, and supporting leaders
on a quarterly basis. In March 2016, the Defense Health Agency (DHA) responded to a Service
leadership challenge to enhance visibility of P4I results enabling MTF leadership to quickly view
their overall performance on the dashboard core measures and to compare their progress relative
to their Service and to the enterprise overall, as well as to benchmarks or targets established by
MHS senior leaders. This performance management system revealed improvements in
performance in several of the measures supporting the Quadruple Aim; showed progress in
reducing variance, particularly in primary care access; and identified further opportunities to
reduce variance within the Services and National Capital Region Medical Directorate
(henceforth called the Services), and across the system. The P4I dashboard, and related
dashboards for higher levels of leadership, with support from senior leadership, established both
accountability for performance improvement at every level of the organization and identified
those areas where continued improvements are needed. In addition to assessing MTF and
aggregate performance through the dashboards, results of these and other measures are presented
on the ASD(HA) public-facing website, with respect to each MTF, the MHS collaborative
assessment of data on accreditation and findings, patient safety, quality of care, satisfaction,
health outcome measures, and relevant Service policies. Publication of these data complied with
the NDAA 2016 section 712 requirements and supported compliance with section 713 as
promised would happen in the FY 2016 Evaluation of the TRICARE Program report.
This supplement to the published FY 2016 Evaluation of the TRICARE Program reviews the
MHS Enterprise efforts to-date since the MHS Review. It specifically addresses the MHS
enterprise, Services, and MTF-level measures routinely monitored and assessed by the Services
and DoD leadership, as well as those measures and data at the MTF level posted on the
health.mil public website determined to be "appropriate" metrics of MTF performance on safety,
quality, and access helpful to our MHS beneficiaries. The FY 2017 Evaluation of the TRICARE
Program, due March 1, 2017, presents additional data on variability of measures at the MTF
level and specific assessment of MTF performance to-date by each of the Services.
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Introduction
The Department of Defense (DoD) Fiscal Year (FY) 2016 Evaluation of the TRICARE Program
Report was submitted April 6, 2016, responding to the requirements of section 717 of the
National Defense Authorization Act (NDAA) for FY 1996 (Public Law 104-106), and expanded
to partially respond to section 713 of the NDAA for FY 2016 (Public Law 114-92) requiring
information on patient safety, quality of care, and access to care at MTFs. Section 713 (provided
in Appendix A) required:
a) An identification of the number of practitioners providing health care in military medical
treatment facilities reported to the National Practitioner Data Bank during the year.
b) With respect to each MTF, an assessment of:
1) the current accreditation status of each facility and recommendations for corrective
action
2) any policies or procedures implemented during the year by the Secretary of the
military department concerned designed to improve patient safety, quality of care,
and access to care
3) data on surgical and maternity care outcomes during the year
4) data on appointment wait times during the year
5) data on patient safety, quality of care, and access to care as compared with standards
established by DoD
The April 2016 submission of the FY 2016 Evaluation of the TRICARE Program sought to
partially meet the intent of Congress by addressing each of the requirements of Section 713, by
reporting results at the MHS enterprise-level, but not with respect to MTF-level data. The April
2016 report was limited due to the extensive amount of detail associated with the new
requirements of section 713, the limited time available to meet the legislated due date, and the
limited amount of MTF-level data that had been collected at that time.
This supplemental report summarizes the MHS initiatives since 2015 consistent with the
requirements of section 713. MHS has begun the journey of transforming into a HRO by
developing internal processes and structures, collaborating with, and learning from, noted
civilian health systems leaders who have progressed in their own HRO journeys, and
emphasizing transparency of information with visibility internally and externally, especially to
DoD beneficiaries.

MHS Review
In May 2014, the Secretary of Defense (SECDEF) ordered a 90-Day comprehensive review of
the Military MHS. A working group chartered by the Deputy Secretary of Defense conducted
the review and summarized its findings in a final report (Military Health System Review, August
2014), which contained 82 action items. The Review focused on access to care, quality of care,
and patient safety within the MHS. In this review, key staff from all three Services and the DHA
conducted site visits at selected military hospitals in the U.S. and one overseas. The review
examined existing measures used to assess access, quality, and patient safety in MTFs. Data
were also provided by three top-performing civilian health care medical centers to establish a
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benchmark for what great performance looks like. The report concluded that, although the MHS
provides high quality care that is safe and timely and is comparable to that found in the civilian
sector, the MHS demonstrates wide performance variability with some areas better than civilian
counterparts and other areas below national benchmarks.
After examining the MHS Review, the SECDEF issued a follow-on memorandum in October
2014 ("Military Health System (MHS) Action Plan to Improve Access, Quality of Care and
Patient Safety", October 1, 2014). This memorandum established clear expectations and explicit
milestones for implementing his directed actions. Specifically, his memorandum mandated the
development of a plan for implementing changes necessary to becoming a top performing health
system and addressing all recommendations in the MHS Review. In addition, The Secretary
directed the Services and DHA to develop action plans to improve the performance of MTFs
identified during the MHS Review as outliers and for the MHS to take action to improve
transparency of performance data and to enhance patient engagement. He directed the MHS to
develop a plan to “provide all currently available aggregated statistical access, quality and safety
information for all MTFs on health.mil” and to “develop a mechanism through which patients
and stakeholders are engaged for ongoing and enduring input for access, quality and safety
issues.” The Secretary mandated three specific deliverables: (1) an MHS HRO Plan; (2) a
performance management system; and (3) a plan for a more comprehensive assessment of
quality and safety within purchased care.

Beginning the Journey to a High Reliability Organization
In response to the Secretary’s memo, staff from each of the Services, the DHA, and Health
Affairs was tasked to review the action items identified in the MHS Review and establish a
method for addressing them. The Action Officers established 41 Action Plans to accomplish the
82 action items in the areas of access, quality, safety, performance improvement, and purchased
care. These Action Plans were detailed in an Integrated Deliverable Document (December 30,
2014).
The MHS has made progress since the 2014 SECDEF-directed Review in establishing
organizational structure and codified processes to improve access, quality, patient safety and
patient experience. The following paragraphs describe two major initiatives in response to the
Review and implementation of the Action Plans, consistent with the requirements found in
section 713. This established the beginning of the long journey to becoming a HRO.

MHS Performance Management System - Partnership for Improvement
(P4I)
While the MHS has been committed to the Quadruple Aim (Improved Readiness, Better Health,
Better Care, and Lower Cost) as its strategic framework since 2010, consistent with the
Secretary's direction, an effort began in 2014 to develop an enterprise strategy with clear
objectives for each of the system-level aims. In October 2014, the MHS formed a DHA
TRICARE Service P4I Steering Committee (P4I-SC) and began development of an enterprise
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performance dashboard allowing senior medical leaders to track progress toward achieving the
Quadruple Aim.
On December 10, 2014, a P4I operating concept was approved by leadership at the MHS
Strategy Review and Analysis (R&A) meeting. 1 The overarching principle of this operating
concept is that DHA supports the Services and MHS Governance. DHA gathers performance
data, provides enterprise-level analysis, and supports improvement. Execution is the
responsibility of the Services, except for the National Capital Region Medical Directorate (NCR
MD), where DHA is responsible for execution.
The MHS also developed a set of leadership commitment statements for each area of
responsibility. These were approved at the December 2014 R&A meeting and emphasize
transparency, accountability, knowledge sharing, and continuous improvement.
In January 2015, the MHS developed a tool enabling users to view the measures at the MHS,
Service, and MTF-level of detail. Thirty core measures were preliminarily identified as being
the best initial enterprise-level measures, resulting in the P4I MHS Core Dashboard. Each
measure was developed to have performance thresholds enabling the system to have clear
performance targets. The P4I dashboard provides leadership with enterprise-wide information
on our system's progress in showing improvement. Today, most of these measures can be
viewed at an enterprise, Service, Service Intermediate Command, and MTF level. Continued
efforts will ensure that all measures, at all levels, are visible to all levels of management. As
reflected in the Core MHS Dashboard, shown in Figure 1 below, measures are grouped by
Quadruple Aim domains (Improved Readiness, Better Care, Better Health and Lower Cost), and
by key objectives (including safety, quality of care and patient engagement). Each measure is
classified by its developmental status relating to MHS experience with the measure and maturity
in application as follows:
1. Accountability (A): Mature and stable measure with identified targets. MHS Enterprise
commits to reaching a numeric target by a specific date.
2. Improvement (I): MHS has experience with measure, trusts algorithm for calculating
measure, and commits to improvement over baseline.
3. Exploratory (E): Organization has little experience with measure and/or is not confident
that measure is sound; learns about usefulness of measure then decides whether it should
be included as an accountability or improvement measure.

MHS senior leaders attending the R&A meeting include the Assistant Secretary of Defense for Health Affairs;
Principal Deputy Assistant Secretary of Defense for Health Affairs; Army, Navy, and Air Force Surgeons General and
Deputy Surgeons General, Director of the Defense Health Agency, Joint Staff Surgeon, and President of the
Uniformed Services University of the Health Sciences.

1
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Figure 1. MHS Enterprise Performance Management System- Partnership for
Improvement (P4I) Core Dashboard (May 2015)

The first review of these uniformly reported enterprise measures was presented to MHS senior
leadership at the March 18, 2015 R&A meeting and have continued on a quarterly basis. This
infrastructure for leadership reviews and ongoing monitoring fosters organizational learning as
senior leaders have more shared experience reviewing enterprise performance. It will also help
to answer system wide questions such as:
•
•
•
•

How are we doing as a system?
Are we improving fast enough?
How do we compare to external benchmarks?
Are there any areas of risk that top management needs to understand and be assured that
an appropriate action plan has been set in place?

In the March 18, 2015, quarterly R&A leadership identified four Process Improvement Priorities
(PIP) for focus: Improve Access; Increase Direct Care Primary Care Capacity; Improve Quality
Outcomes for Condition-Based Care; and Reduce Patient Harm. 2 Subsequently, nine measures
from the MHS Core Dashboard were associated with the four process improvement areas. These
areas are reviewed on a monthly basis with the Principal Deputy ASD(HA) and Service Deputy

2

Woodson, J. (2015). Military Health System Strategy Review and Analysis – 18 March 2015.
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Surgeons General to enhance knowledge sharing with regard to process improvement efforts
(Figure 2 below).

Figure 2. P4I Performance Management Process Improvement Priorities

The P4I operating concept has three interdependent parts: P4I Support, Execution, and
Governance.
P4I Support (DHA): DHA is responsible for supporting the performance management
processes and develops standard performance measures as directed by MHS Governance. It
collects, validates, and distributes performance information to the Services and DHA. In
addition, DHA provides analysis on enterprise trends and risks to MHS Governance.
Execution (Services and DHA): The Services and DHA (for the NCR MTFs) are responsible
for using the information provided by DHA to analyze and review performance, develop
strategies (to include resource allocation), and improve the performance of MTFs, along with
other operations under their authority, direction, and control. The Services also develop Servicespecific and local measures, which they can propose through Governance for inclusion in the set
of common refined or enterprise core measures.
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Governance (MHS): MHS Governance uses the information provided by DHA and other
sources to set the MHS enterprise strategy, provide oversight of MHS performance, and to
allocate resources.
As noted previously, in January 2015, the MHS developed a tool, which enabled users to view
the core measures at the MHS, Service, and MTF level of detail as requested by the Secretary.
This tool was developed in 60 days and was limited in its capability, not allowing an MTF or
Service the ability to see an aggregate view of all the measures on one screen. In November
2015, leaders challenged the DHA to develop an easy-to-use tool at the MTF level of detail for
each measure with the capability to aggregate the measures at the MHS, Service, Command,
MTF and enhanced Multi-Service Markets (eMSM) level of detail. In March 2016, working
with the Services to improve the tool’s functionality, the DHA deployed an improved Dashboard
with the ability for MTFs to select a view of their overall performance on the core measures
without having to navigate various screens. Figure 3 reflects a screen shot of the MHS
dashboard at the enterprise-level, providing the status of various measures supporting Increased
Readiness and Better Care, the general trending of the measure over time, and current state of the
measure against targeted performance. Users of the dashboard can hover over each measure
depiction to understand how the measure is defined, and the currency of the data represented on
the dashboard.
Figure 3. MHS Core Dashboard Updated Appearance with Visibility of All Measures and
Status, with Drill-down capability for Each Service Intermediate Command, eMSM Area
and MTF
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Dashboard users can drill down into each measure, as shown in the examples in Appendix B.
Appendix B-1 presents the overall Dashboard view, then an example of two “drill down” views
of the Access to Care measure “Getting Care When Needed” based on patient self-assessments
of their ability to get care when they feel they need it (B-2); and the flexibility in the Dashboard
by selecting a depiction of the variability in ratings across MTFs (B-3) using a box-and-whisker
trend chart showing change in the median of all MTFs, their interquartile range (difference
between the 25th and 75th percentiles), and extreme outliers.
As the MHS began to conduct performance reviews within all levels of governance, it became
apparent that depending upon the audience there was a need for different types of dashboards.
The measures chosen for these different dashboards all came from the existing core measures set.
In March 2016, leaders expressed a desire to have a tool that looked at readiness, access to care,
patient safety, outpatient clinical quality and cost in aggregate as well. The MHS Executive
Dashboard (Figure 4 below) was developed, creating roll-up or composite views where
appropriate. The details for each of the individual measures that make up the composites are still
viewable to the leaders as required.
Figure 4. MHS Executive Dashboard

ASD(HA), DHA Director and Service Surgeons General have been conducting performance
reviews on a quarterly basis since March 2015, having discussions surrounding policy, resource
implications and enterprise risk related to improvement efforts. Tri-Service working groups of
subject matter experts in each of the domains of access, quality, safety, patient satisfaction,
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readiness and cost continuously monitor the core measures as well as many others to assess
performance and advise on changes to process or policy. The first annual in-depth review of
these measures took place during the summer of 2016. In June 2016, leadership set a target date
of June 2017, for “going to green” on the PIP measures. If already “green,” on a particular
measure, a 30 percent reduction for those MTFs identified as “amber” or “red” was targeted.
Setting this additional threshold further illustrates MHS leadership commitment to reducing
variance and not being satisfied with just getting to “green”. Leadership requested a risk analysis
be presented at the December 2016 R&A identifying potential risks which could impede the
MHS in reaching the June 2017 green targets for each of the PIP measures. An annual review
was conducted of all the MHS Core measures, to include recommending new measures where
gaps were identified and removing some that were no longer relevant. At the September 28,
2016, Senior Military Medical Advisory Council Review and Analysis session, leaders approved
the FY 2017 Core Measure Set which now consists of 38 measures. Barring any unforeseen
issues, these measures will remain in place without changes until FY 2018.

Using the Performance Management System to Manage Performance
The accountability for the direct care system execution and improvement efforts continues to rest
with the Services. The DHA supports the Services by providing access to strategic partnerships
such as the Institute for Healthcare Improvement (IHI). In September 2016, the MHS embarked
on a collaborative regarding access to care and surgical quality to accelerate improvement
through learning, knowledge sharing, and spread of proven practices. These learning
collaboratives will take place over the course of the next year. MTF teams identified by the
Services will work with IHI faculty to solve problems, improve performance and increase the
spread of proven practices.
Knowledge Sharing
The R&A meetings have taken on a new dimension by engaging leading health system
executives to come and share their journey towards becoming a HRO. September 2016 was the
first such opportunity with a focus on improving patient safety. Leaders from Cincinnati
Children’s Hospital and each of the Services shared what each was doing to advance a culture of
safety and then discussed shared learnings from successes and failures.
Future Plans

The MHS is closely coordinating with the Centers for Medicare and Medicaid Services (CMS) to
add DoD MTFs to the Hospital Compare website, which will provide MHS staff and
beneficiaries with the ability to compare institutional performance between DoD and civilian
hospitals at a local level. With CMS support, MHS will introduce this capability in FY 2017.
Efforts will continue in FY 2017 and FY 2018 to align direct and purchased care data and align
with standard industry measures. The visibility of MHS MTF performance through Hospital
Compare complements the MHS performance management system, and supplements ongoing
efforts toward increased transparency of MHS performance.
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Transparency
A major directive stemming from the 2014 MHS Review was to emphasize transparency of
information, including from both the direct and purchased care venues, with visibility internally,
externally, and to DoD beneficiaries. Greater alignment of measures for purchased care with the
direct care should be incorporated into TRICARE regional contracts. To address transparency in
support of the journey to high reliability, the MHS Transparency Initiative Group (TIG) was
chartered to establish an MHS framework for transparency in the four domains identified by the
National Patient Safety Foundation: 1) between clinicians and patients, 2) among clinicians
within an organization, 3) between organizations and, 4) between organizations and the public.
To date, the MHS emphasizes transparency through at least the following actions:
•

•
•
•

Quality, patient safety and access to care data, as deemed appropriate, was consolidated
and published on the TRICARE.mil website in December 2014. To improve availability
and optimize content management, the information was moved and published to the
health.mil website (http://www.health.mil/Military-Health-Topics/Access-Cost-Quality
and-Safety/Patient-Portal-for-MHS-Quality-Patient-Safety-and-Access-Information) in
May 2016 with links to this information placed on every MTF website. Information on
the website includes MTF accreditation status, inpatient hospital quality measures (The
Joint Commission’s (TJC) ORYX® initiative), outpatient preventive care measures (e.g.,,
Health Effectiveness Data and Information Set (HEDIS)), CMS Hospital Compare data
for purchased care facilities, patient-centered medical home practices, and beneficiary
survey data.
The MHS shares information for quality and patient safety improvement by obtaining
accreditation by TJC (ORYX data) and participating in professional collaboratives (e.g.,,
the American College of Surgeons’ National Surgical Quality Improvement Program).
The P4I, as noted previously, was established as the MHS performance management
system, fostering internal discussions on achieving improved processes and outcomes.
A “Healthcare Resolutions” initiative to engage patients after unexpected outcomes met
with success in eight MTFs.

The current focus of the TIG includes meeting the NDAA FY 2016 section 712 requirements,
publishing on a publically available Internet website of the DoD data on all measures the
Secretary considers appropriate that are used by the Department to assess patient safety, quality
of care, patient satisfaction, and health outcomes for healthcare provided under the TRICARE
program at each MTF. The April 6, 2016, submission of the annual Evaluation of the TRICARE
Program sought to partially meet the intent of Congress by addressing each of the requirements
of section 713, reporting results at the MHS enterprise level. The report summarized the
enterprise-level results on page 47 and provided greater detail on subsequent pages. The report
also presented the strategy for complying with section 713 by noting we would substantially
meet it by also responding to the requirements of section 712; that is, by publishing on a
publically available Internet website data pertaining to the accreditation status and findings,
Service policies or procedures, patient safety, quality of care, satisfaction and health outcomes at
the MTF level. Section 712 required publication on a public-facing website within 180 days of
enactment of the NDAA (see Appendix C for section 712 requirements). The health.mil publicfacing website went live on May 20, 2016, less than 180 days following enactment. Figure 5
presents the 24 MHS measures available on the www.health.mil website as of May 20, 2016.
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These 24 measures cover the domains of access, patient experience (satisfaction), health
outcomes, safety and quality of care (including accreditation status and major findings of all
MTFs, and appropriate Joint Commission Oryx and HEDIS measures). Data for the measures
are updated quarterly, semi-annually or annually, depending on the measure.
Figure 5. Transparency measures on www.health.mil May 2016

The Office of the Assistant Secretary of Defense for Health Affairs portal at www.health.mil,
offers a hyperlink titled “MHS Transparency” (http://www.health.mil/Military-Health
Topics/Access-Cost-Quality-and-Safety/Patient-Portal-for-MHS-Quality-Patient-Safety-and
Access-Information). This link opens a menu for visitors to select “Patient Satisfaction and
Access to Care”, “Health Outcomes”, “Patient Safety”, or “Quality of Care.” Within each of
these sections, the visitor is offered text explaining “What do we measure?”, “How do I read the
results?” and the ability to download the explanatory text and MTF-level data in two different
software versions to facilitate compatibility with various Internet readers or software. These data
are available at individual MTF websites as well, under the same or similar titles. The April 6,
2016 report, combined with the public-facing health affairs website and links to MTFs, extends
our efforts to comply with the requirements of section 713 of the NDAA 2016.
Screen shots from the www.health.mil public website are presented in Appendix D, providing
examples of the detail presented down to the MTF level for these 24 areas. Each access, quality,
safety and patient satisfaction measure presented on the website is accompanied by an
explanation to help our beneficiaries understand the data, the benchmark or the standard used for
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comparing results (e.g., national 90th percentile among civilian institutions, or MTF averages or
the MHS standard such as in third available acute and future appointments) as well as to offer
suggestions on how best to engage the MHS to improve their health and care. Also, the DHA
and Services will gather stakeholder input by soliciting from subject matter experts and
stakeholders their input in shaping priorities for transparency.

MHS Achievements since the 2014 MHS Review
In summary, the MHS Review provided impetus for envisioning and codifying an enterprise
strategy to achieve the Quadruple Aim by embarking on the journey toward becoming a HRO
dedicated to vigilance in preventing medical errors; accountability for performance; and
continuous improvement in structure, process, and outcomes of access, quality and safety.
Critical achievements have been in:
Access to Care: Primary care access has been uniformly enhanced by:
(1) expanding the 24 hour/7 days per week Nurse Advice line (NAL) for after-hours
health care expertise;
(2) simplifying appointment types across the MHS from 15 standard types to two;
(3) integrating the NAL with Patient Centered Medical Home clinics with ability to
schedule MTF appointments, transferring the caller to the MTF via telephone, or
providing information about MTF Urgent Care (UC) and Emergency Room (ER) Fast
Track options.
Access has been further enhanced by requiring first call resolution from MTF appointment
systems and monitoring patient access and satisfaction through a standardized outpatient survey
called the Joint Outpatient Experience Survey, consolidating disparate Service surveys while
capitalizing on the extensive depth of those surveys, allowing MTF management to assess their
providers’ performance on a routine basis from their beneficiary’s perspective. The MHS is
evaluating an Urgent Care Pilot across the US allowing expanded access for urgent care other
than through an emergency room and expanded policies governing more effective referrals for
specialty care as well as mandating standards of access. Expanding and promoting TRICARE
On Line has enhanced patient-provider communications via secure messaging, allowing
flexibility in making or cancelling MTF appointments by selecting preferred date and time
parameters and setting prescription reminders for themselves or family members to refill
prescriptions or check prescription status.
The three Services and the DHA have jointly aligned Tri-Service Telehealth initiatives to focus
current efforts on Telehealth to the Patient Location, Teleconsultations, and Remote Health
Monitoring. In May 2014, MHS leadership approved Project ECHO® (Extension for
Community Healthcare Outcomes), developed by the University of New Mexico, as a direct care
telehealth initiative. Project ECHO® uses a hub and spoke model to link a team of expert
clinicians with multiple Patient Centered Medical Home teams to consult on care for direct care
system enrollees. A recent focus for this initiative is Pain Management. Each of these telehealth
initiatives are deployed at varying levels across the MHS, but are centered on the goal of
providing access to quality care to direct care system enrollees. Telehealth, in many cases, is a
covered benefit in purchased care as well. Also, under the provisional coverage authority in the
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NDAA 2015, section 704, TRICARE can now review and cover emerging health care services
and supplies that do not meet TRICARE's reliable evidence criteria, which will provide greater
uniformity in the availability of emerging healthcare services across direct and private sector
care.
Quality of Care: The MHS continues to capitalize on the availability of standardized health
care measures for internal measurement of quality and safety, as well as for benchmarking.
MHS takes advantage of and emulates industry measures to mirror those of the industry at large.
The MHS must learn from, and be vigilant to emerging industry measures, and be flexible in IT
and clinical infrastructure capability to capture comparable data streams and produce reliable and
auditable measures for comparing to industry benchmarks. The MHS has developed and
reported a number of measures which, over time, have been retired or suspended at the national
level. For example, the FY 2014 TRICARE Evaluation Report reported several MHS enterprise
measures produced at the MTF level from 2009 to 2012, which were suspended in 2012 by CMS
and Hospital Compare (e.g., Acute Myocardial Infarction-AMI, measures 1, 3 and 5) and
subsequently retired by CMS and TJC (e.g., AMI 4, Pneumonia measures PN-2, 4, 5c and 7).
For many years, the MHS has been dedicated to external assessment of the quality and safety of
MTFs consistent with the health care industry standards. One mechanism relied on by both
civilian institutions and DoD treatment facilities to assess the performance is through onsite
surveys by nationally recognized accreditation organizations. MTFs are surveyed every three
years. These surveys look at our sites and deliver recommendations for improvement of the
delivery of healthcare at our facilities. MTFs address those recommendations to ensure sustained
compliance with standards. The accreditation process consists of an onsite survey, accreditation
body report, report to the facility, (including identifying areas for improvement) and MTF
documentation of compliance with requirements for improvement. The 2016 Evaluation of the
TRICARE Program (page 47) noted all inpatient (hospital) MTFs were accredited by TJC, an
independent, not-for-profit organization that accredits and certifies more than 20,500 health care
organizations and programs in the United States. Their accreditation and certifications are
recognized nationwide as symbols of quality. The report also noted that all uniquely governed,
free-standing ambulatory clinic MTFs (that are not subordinate to MTF hospitals) are accredited
separately by either TJC (Army and Navy clinics) or the Accreditation Association for
Ambulatory Health Care (AAAHC, for Air Force clinics that have not yet transitioned to TJC
accreditation).
Patient Safety: The direct care system deployed Essentris® 2.0 (Partnership for Improvement
requirements) and Essentris Newborn Note 1.0, prioritized DoD/Veterans Administration
clinical practice guidelines for MHS direct care, and contracted the Joint Commission “High
Reliability Self-Assessment Tool” (HRST) pilot (at four MTFs). The direct care system is
expanding its participation in the National Surgical Quality Improvement Program (NSQIP)
from 17 to 48 MTFs performing inpatient surgery. NSQIP is now available at 36 MTFs and
expansion will be complete by the end of calendar year 2016. NSQIP will provide MTFs with
data on the quality of surgical care delivered and help identify areas for improvement. The
NSQIP Work Group has aligned American College of Surgeons NSQIP resources to support the
IHI Surgical Quality collaborative and established the Tri-Service Ambulatory collaborative in
November 2015 with nine ambulatory surgery centers (ASCs). An ASC Benchmarking contract
is in procurement, pending award, to make quality data on ambulatory surgical care available to
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help identify areas for improvement in the ambulatory surgery setting. The MHS has published
and deployed the sentinel event policy; developed the Root Cause Analysis (RCA) Toolkit and
Web-based repository of RCA lessons learned; acquired a clinical obstetric (OB) emergency
simulator, standardizing OB simulation training across MHS; identified role-based competencies
and education for patient safety, quality, and process improvement (S/Q/PI); and acquired and
deployed the IHI Global Trigger Tool (GTT).
With respect to Infection Prevention and Control, an Infection Prevention Community of
Practice has been established, promoting continuing education and sharing best practices. Also,
the Infection Prevention and Control Work Group has expanded device-associated event
reporting to inpatient wards in the Centers for Disease Control & Prevention National Healthcare
Safety Network, while a DHA Procedural Instruction is in coordination with the Services to
implement a comprehensive infection prevention program at each MTF. The Institute for
Healthcare Improvement Industry’s benchmark GTT is in the process of being deployed, and
will provide a more intensive review of MTF safety concerns. The Learning Organization
Integrated Product Team (IPT) has validated a gap analysis in available patient safety, quality,
and Process Improvement learning resources. It is in the process of disseminating the
Leadership Engagement Toolkit and will support MTF implementation of the toolkit with
coaching resources. The IPT has started developing a roadmap for an MHS Learning
Organization.

MHS HRO Way Forward-Key Initiatives for 2017
Pursuant to the HRO strategy, infrastructure changes have been approved and are being
implemented across the Services and NCR-MD. The MHS will:
•
•
•

•
•

Continue HRO program implementation, support MHS Review Action Plan Initiatives,
and measure the effectiveness of these efforts;
Continue Service-specific training, while overall working toward MHS synchronization;
Capitalize on the experience of strategic partners to build improvement capability and
capacity such as through the IHI Improvement Collaborative and educational
opportunities. Learn from and leverage Service/NCR- MD successes in the journey to
high reliability and share best practices;
Continue to mature the P4I to drive system-wide improvements; and
Continue to promote transparency with beneficiary input to refine health info on a public
website. Develop Strategies for Patient Safety/Quality/Process Improvement (PS/Q/PI)
education as a learning organization.

In furtherance of the above HRO strategy, the MHS has engaged the IHI in a collaborative
partnership involving all three Services, the NCR MD, and multiple MTFs to improve primary
and specialty care access and patient safety. These best practices will be shared across the MHS,
and the partnership offers the enterprise acceleration in engaging with strategic partner health
systems from around the world, setting up the framework to be a learning health system, training
to support improvement capability, and rapid cycle innovation.
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a) The MHS is rolling out two collaborative Learning Partnerships: Surgical Quality and
Access to Care, with 22 and 25 participating MTF teams, respectively, across the MHS
enterprise.
b) Team leads met with IHI faculty, including leading civilian health system executives, at
the end of September 2016 to kick-off the year-long Learning Partnerships in these two
improvement areas.
With respect to streamlining and enhancing further MTF primary and specialty care access, the
MHS will deploy the Direct Access Reporting Tool to allow MTFs to measure and address unmet
demand, fully leverage virtual health (Primary Care Manager (PCM) phone visits, the NAL and
secure messaging), and streamline specialty appointing and referral management.
In addition to engaging the Institute for Healthcare Improvement Surgical Quality collaborative
activities with key MTFs, MHS accountability for quality will be reinforced with development of
a perinatal dashboard of relevant metrics; while the P4I will be used to target areas to enhance
performance and expand and refine patient safety, quality, satisfaction, and health outcomes data,
as well as increase transparency on Health.mil.
Safety: Develop strategies for PS/Q/PI education as a learning organization; support MTF
leadership teams, implementing and sustaining leadership engagement practices; and roll-out OB
Emergency Simulators with standardized training across the MHS, and a GTT to monitor for
adverse events and improve safety.

Summary and Conclusions
The FY 2016 Evaluation of the TRICARE Program was more extensive than prior annual reports
to partially meet the intent of Congress by addressing each of the requirements of section 713,
and reporting results at the MHS enterprise level, but not at the detailed level of each MTF
worldwide. The report summarized the enterprise-level results on page 47 with greater detail on
subsequent pages and presented our strategy for subsequently complying with section 713 in FY
2016 by also complying with the requirements of section 712—publishing on a publically
available Internet website (within 180 days of enactment of the NDAA) data on patient safety,
quality of care, satisfaction and health outcomes at the MTF level. Our public-facing website
went live on May 20, 2016, ahead of the section 712 required deadline, and added additional
information required of section 713, pertaining to the accreditation status and findings of each
MTF, and relevant Service policies or procedures supporting access, quality, and safety. The
Office of the ASD(HA) portal at www.health.mil includes a hyperlink titled “MHS
Transparency” (http://www.health.mil/Military-Health-Topics/Access-Cost-Quality-and
Safety/Patient-Portal-for-MHS-Quality-Patient-Safety-and-Access-Information). These data are
available at individual MTF websites as well, under the same or similar titles. Therefore, in
response to section 713, requiring the Department to assess in the annual report, with respect to
each military MTF, patient safety, quality of care, and access to care, combined, the two sources
provided:
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a) An identification of the number of practitioners providing health care in military MTFs
reported to the NCBD during the year. Response: This information was provided on
page 47 of the FY 2016 Report and will be updated in the FY 2017 report.
b) With respect to each military MTF, an assessment of:
1) The current accreditation status of each facility including recommendations for
corrective action. Response: This information was partially provided on page 47 of
the FY 2016 report by summarizing the number of accredited facilities in each
Service Department. Also, the accreditation status of each MTF, type of accreditation
and survey dates, and summary of the requirements for improvement before
accreditation status would be granted are provided at
www.health.mil/AccreditationandPolicy. The accreditation status of each MTF is
often displayed at the MTF’s website (e.g., Walter Reed National Military Medical
Center’s site reflects over 19 program accreditations at
http://www.wrnmmc.capmed.mil/about%20us/QSPR/SitePages/Home.aspx.)
2) Any policies or procedures implemented during the year by the Secretary of the
military department concerned, designed to improve patient safety, quality of care,
and access to care. Response: A consolidated summary of relevant HA and Service
Polices is provided at www.health.mil/AccreditationandPolicy. Appropriate HA and
Military Department level policies are also provided in their associated subject areas
related to access, patient safety, and quality of care at the public facing
www.health.mil.
3) Data on surgical and maternity care outcomes during the year. Response: MHS-level
data were presented on pages 47, 50, and 51 of this year’s report. MTF-level data
over time are publically available at www.health.mil in the “Health Outcomes”
section showing number of deliveries, percentage of deliveries to full term, and
complications related to surgery. Complications related to surgery are compared to
the top 10 percent of NSQIP rates among 600 leading hospitals in the U.S.
4) Data on appointment wait times during the year. Response: MHS-level data were
presented in the Access section of this year’s report, from pages 37 to 46. MTF-level
data over time are publically available at www.health.mil in the “Patient Satisfaction
and Access” section showing more detailed results for PCM continuity, access to
acute and primary care appointments, and patient engagement and self-reported
access to care data. Data presented for each MTF on the public website depict unique
measures of access, and are compared to the MHS-stated established standards.
5) Data on patient safety, quality of care, and access to care as compared with standards
established by DoD. Response: As noted previously, the MHS performance
management system, P4I, and the MHS Dashboard, present data at the MTF level
aggregated upwards to the levels relevant for leadership review (e.g.,, MTF level for
local commanders and their subject matter expert staff, or Service Intermediate
Command-level (e.g., Army’s Regional Health Command-C, or Navy MedicineEast), or the multi service market area level, all the way to the Service and MHS
levels. These data are routinely monitored and assessed by the Service staff and their
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MTF leadership, as well as in relevant Tri-Service working groups for assessment of
policies or processes of high performing MTFs that might be shared across the
Services and/or standardized across the MHS. Measures have established expected
targets of performance based on relevant and applicable civilian standards (e.g.,,
comparing MHS results of the Outcomes measure of complications related to surgery
compared to top 10 percent of the NSQIP-reporting hospitals in the nation, or MHS
beneficiary ratings of their willingness to recommend a hospital to others compared to
the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
50th percentile). Where there are no relevant external benchmarks or standards, the
MHS either uses legislated standards (such as appointment availability) or targets
based on improvement from prior year results (such as patient reports of their ability
to get care when needed). Data are presented on the health.mil pubic-facing website
to help our beneficiaries and constituency understand their health care capability in
their local areas.
The FY 2017 Evaluation of the TRICARE Program, due March 1, 2017, includes a supplement
from each of the Services and the NCR MD addressing all assessments required of section 713 of
the 2016 NDAA with respect to each MTF. These assessments will present the progress by each
Service’s MTFs in improving access, quality and safety since the MHS review. The core report
will again present an assessment of related measures required of section 713 at the enterpriselevel, including additional data on MTF variability.
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APPENDIX A – SECTION 713. NDAA 2016

EXPANSION OF EVALUATION OF EFFECTIVENESS OF THE TRICARE PROGRAM TO
INCLUDE INFORMATION ON PATIENT SAFETY, QUALITY OF CARE, AND ACCESS
TO CARE AT MILITARY MEDICAL TREATMENT FACILITIES.
Section 717(a) of the National Defense Authorization Act for Fiscal Year 1996 (Public Law
104–106; 10 U.S.C. 1073 note) is amended—
(3) in paragraph (2), by striking the period at the end and inserting ‘‘; and’’; and
(4) by adding at the end the following new paragraph: ‘‘(3) address patient safety, quality of
care, and access to care at military medical treatment facilities, including—
(A) an identification of the number of practitioners providing health care in military
medical treatment facilities that were reported to the National Practitioner Data Bank
during the year preceding the evaluation; and
(B) with respect to each military medical treatment facility, an assessment of—
(i) the current accreditation status of such facility, including any
recommendations for corrective action made by the relevant accrediting body;
(ii) any policies or procedures implemented during such year by the Secretary of
the military department concerned that were designed to improve patient safety,
quality of care, and access to care at such facility;
(iii) data on surgical and maternity care outcomes during such year; ‘‘(iv) data on
appointment wait times during such year; and ‘‘(v) data on patient safety, quality
of care, and access to care as compared to standards established by the
Department of Defense with respect to patient safety, quality of care, and access
to care.’’
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APPENDIX B - MHS Dashboard
Figure B-1. Enterprise View of Core Measures & Status
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Figure B-2. MHS Dashboard- Drill-Down View to “Getting Care When Needed” Patient
Survey-Based Measures- Service Comparison View
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Figure B-3. MHS Dashboard- Drill-Down View to “Getting Care When Needed” Patient
Survey-Based Measures- Service Comparison View With Box-and-Whisker Chart showing
Variability in Service MTF Results over Time
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APPENDIX C - SECTION 712 OF NDAA 2016
SEC. 712. PUBLICATION OF DATA ON PATIENT SAFETY, QUALITY OF CARE,
SATISFACTION, AND HEALTH OUTCOME MEASURES UNDER THE TRICARE
PROGRAM.
Section 1073b of title 10, United States Code, is amended by adding at the end the following:
‘‘(c) PUBLICATION OF DATA ON PATIENT SAFETY, QUALITY OF CARE,
SATISFACTION, AND HEALTH OUTCOME MEASURES.—(1) Not later than 180 days after
the date of the enactment of the National Defense Authorization Act for Fiscal Year 2016, the
Secretary of Defense shall publish on a publically available Internet website of the Department
of Defense data on all measures that the Secretary considers appropriate that are used by the
Department to assess patient safety, quality of care, patient satisfaction, and health outcomes for
health care provided under the TRICARE program at each military medical treatment facility.
‘‘(2) The Secretary shall publish an update to the data published under paragraph (1) not less
frequently than once each quarter during each fiscal year.
‘‘(3) The Secretary may not include data relating to risk management activities of the
Department in any publication under paragraph (1) or update under paragraph (2).
‘‘(4) The Secretary shall ensure that the data published under paragraph (1) and updated under
paragraph (2) is accessible to the public through the primary Internet website of the Department
and the primary Internet website of the military medical treatment facility with respect to which
such data applies.’’
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APPENDIX D - TRANSPARENCY

Figure D-1. MHS Public Facing Transparency Portal (www.health.mil)

Figure D-2. MHS Transparency page (www.health.mil)
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Figure D-3. MHS Transparency- Patient Satisfaction and Access (www.health.mil)

Figure D-4. MHS Transparency- Primary Care Manager Continuity Data
(www.health.mil)
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Figure D-5. MHS Transparency- Access to Acute and Primary Care Appointments
(www.health.mil)

Figure D-5. (Continued) MHS Transparency- Access to Acute and Primary Care
Appointments (www.health.mil)

30

Figure D-6. MHS Transparency- Transparency- Able to See Provider When Needed (Get
Care) (www.health.mil)
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Figure D-7. MHS Transparency- Patient Engagement- Do Patients Recommend Their
Hospital (www.health.mil)
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Figure D-8. MHS Transparency- Patient Engagement- Do Patients Recommend Their
Hospital, Detail Data (www.health.mil)
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Figure D-9. MHS Transparency- Health Care Survey of DoD Beneficiaries Page
(www.health.mil)
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Figure D-10. MHS Transparency- Health Care Survey of DoD Beneficiaries- 2016 All
Users Army Regional Summary (www.health.mil)
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Figure D-11. MHS Transparency- Patient Safety (www.health.mil)
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Figure D-12. MHS Transparency- Patient Safety, MTF-level Sentinel Events Notification
(www.health.mil)
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Figure D-13. MHS Transparency Tab, Patient Safety, Catheter-Associated Urinary Tract
Infection in the ICU (CAUTI) (www.health.mil)
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Figure D-14. MHS Transparency- Patient Safety, Catheter-Associated Urinary Tract
Infection in the ICU (CAUTI) Detail Report (www.health.mil)
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Figure D-15. MHS Transparency- Quality of Care Opening Page (www.health.mil)
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Figure D-16. MHS Transparency- Quality of Care Page (www.health.mil)
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Figure D-17. MHS Transparency- Quality of Care, Accreditation Page (www.health.mil)
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Figure D-18. MHS Transparency- Quality of Care, Status of MTF Accreditation
(www.health.mil)
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Figure D-19. MHS Transparency- Quality of Care, Accreditation, Inpatient Quality
Measures (ORYX- Air Force MTFs (www.health.mil)
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Figure D-20. MHS Transparency-Quality of Care, HEDIS Outpatient Quality Measures
(www.health.mil)
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Figure D-21. MHS Transparency- Quality of Care, HEDIS Outpatient Quality Measures,
Detail Report (www.health.mil)
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