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Quote of the Month:  While attending a conference in a foreign country the Secretary of State was asked by a prominent dignitary whether our plans for Iraq were merely a ploy for empire building.  He answered thusly: 

"Over the years, the United States has sent many of its fine young men and women into great peril to fight for freedom beyond our borders.  The only amount of land we have ever asked for in return is enough to bury those that did not return." 




Colin Powell, 2003
Message from the Executive Medical Director, Office of the Chief Medical Officer:

Moving forward to TNEX, cautious steps, meeting timelines:

Our TRICARE-MHS is unique because it is both a purchaser of care through the TRICARE (formerly CHAMPUS) civilian sector and a provider of care through the MHS system of hospitals and clinics.  The goal has been, and remains, the development of an integrated health care delivery system via close liaison with our managed care contractor partners. Beginning next spring, and extending until later in the year, the current managed care support contracts and contractors will be replaced by new contract vehicles and, possibly, new contractors.  Healthcare regional business plans will be developed and implemented across three newly structured TRICARE regions (North, South and West).  The plans will specifically address issues such as optimizing services within the MTFs to accommodate both TRICARE Prime and non-Prime beneficiaries, implementation of appropriate and focused utilization management strategies linked to population health improvement, enhancing access to care (open-access appointing is a unique program which can facilitate this quickly), sustaining improvements in quality of care, and most importantly increasing beneficiary satisfaction with our health plan.  The military services and TMA are working diligently to put in place the structures and processes for success, and all of us have a role to play.

Each of the new TRICARE regions will be governed by a Flag rank TRICARE Regional Director (TRD) whose primary role will be the oversight of a region-wide business plan involving MTF distinct business plans integrated with the contractors’ proposals for healthcare purchasing.  The TRDs, not double-hatted as MTF commanders, will direct TRICARE Regional Office (TRO) staff located in Washington, DC, San Antonio and San Diego respectively.  The primary role of the TRO staff will be purchased care health plan administration with much-reduced emphasis on MTF liaison functions, where these now exist.  The TRD/TRO will be the regional presence for TRICARE management and contract oversight. 

Unique to health plan management under the next generation of TRICARE contracts (affectionately referred to as T-NEX), MTF Commanders will assume the role of market managers, responsible for all health care provided or purchased within their catchments and for the success of their local business plans.  In overlapping catchments there will be a senior market manager designated by the Surgeons General with these same responsibilities.  MTF‘s will assume more direct control over appointing services, utilization management services, demand management programs (such as healthcare information lines), and HEAR administration; either directly or via contracts.  

What this all means for those working in the direct care system is an important question, many are asking.  Over the next 6 months the Clin Ops Corner will devote some attention to examining aspects of healthcare 

delivery under T-NEX.  At the end of the day…. the patients will continue to come to us, and we will continue to provide them high quality health care with compassion and sensitivity, as we have always done.  

Keep up the great work out there!

DLC
Daniel L. Cohen Col., USAF, MC, FS
Executive Medical Director 


OASD/ (HA)/TMA
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A

bout a year ago the RFP (Request for Proposal) regarding the next generation TRICARE managed care support contract was released for public bid.  The contract requirements had been developed over the preceding several years based upon previous contract experience with considerable input from the military services.  The contract is a forward looking vehicle which permits the contractors to apply best commercial practices in the management and purchasing of health care.  The proposals from the bidders are currently being reviewed by the Source Selection Review Board.  Following negotiations around particular elements of proposals, the submission process will conclude with the bidders providing their best and final offers (BAFOs) and then the awarding of the contracts.  The specific details of the each final regional contract (essentially combining the Government’s requirements as reflected in the RFPP and contractor’s BAFO for each region) therefore are still to be determined.  Many of these details may impact directly on the ways that care is provided, but probably not to a great extent in the direct care system.




Certain programs will no longer be provided by the managed care support contractors.  While some of these tasks are already being performed by military treatment facilities (MTF) they will now likely fall on the Services and their MTFs even more exclusively.  Reallocation of resources to meet these needs is a topic of ongoing discussion.  These programs include demand management tools such as the health care information lines (HCIL), MTF appointing services, the expanded range of utilization management services including case management, referral management within the MTFs, administration of Health Enrollment Assessment Reports (HEAR) and transcription services.  All of these were variably provided by contractors based upon individual MTF requirements spelled out in previous contracts.

Another pending change deals with advances in health care entering the TRICARE purchased care benefit.  The contractors will monitor advances in the science of health care.  They will determine when new technologies have advanced sufficiently to be considered proven, safe and effective, and the US standard of care (in accordance with our published hierarchy of reliable evidence; 32 CFR 199).  They then will forward the recommendations, with supporting documentation, to the TRICARE Management Activity which will review them for inclusion in the benefit.  When determined to be proven, safe and effective they will then become part of the benefit and the contractors will be responsible for administering the benefit.  This should speed the implementation of new purchased care benefits substantially.  

An area that will remain subject to contract negotiation involves programmatic changes, such as those currently limited by statute, regulation or policy, e.g., smoking cessation programs.  The TRICARE Management Activity will continue to develop such programs and will implement these programs through separate negotiations leading to contract modification.

For sure, the next 12-18 months will be challenging ones for all of us involved in the TRICARE MHS.  Suffice it to say, we will not have to worry about being busy.



O

n 22 April 2003, the Under Secretary of Defense for Personnel and Readiness, Dr. Chu, endorsed policy that now requires all commands to have an enhanced post-deployment health assessment process.  This policy also applies to all sea-based personnel in theater supporting deployed forces and to all National Guard and Reserve components.  Service-members may be retained on active duty while deployment-related medical concerns are assessed and treated.  Coordination of health care should be done with the Veterans Administration for those no longer on active duty, but having deployment-related concerns.

During the post-deployment process, each Military Department must ensure that each returning service-member has a face-to-face health assessment with a trained healthcare provider.  The assessment will include discussion of: (1) the individual’s self-reported responses to  health assessment questions on the revised DD Form 2796; (2) mental health or psychosocial issues; (3) special medications taken during the deployment; and (4) concerns about possible environmental or occupational exposures.  Positive responses or service-member concerns will require use of additional assessment tools (available at http://www.pdhealth.mil) and/or referrals for appropriate medical consultation.  The provider will document concerns and referral needs and discuss resources available to help resolve any post-deployment health concerns, both in the near-term and in the future, based upon DoD and VA guidance, such as those reflected in the DoD/VA Post-Deployment Health Clinical Practice Guideline (PDH-CPG).  Ideally, this evaluation should be conducted by the individual’s PCM team.  Additionally, within 30 days after arrival to a demobilization site or home station, a blood sample must be taken and appropriately shipped to the DoD Serum Repository.

The four-page Post-Deployment Health Assessment form (DD form 2796, Apr 2003) highlights the need for trained providers (preferably the PCM).  Each provider must be conversant in gender and service specific issues related to specific deployments.  Service-member self-reported responses will need to be addressed in a way that reflects caring and concern for the individual and competence in managing identified problems.  Service-members are asked about any changes in health status, sick call visits, deployment-related past or current symptoms, exposure to deployment-related traumatic events, deployment-related fear and stress problems, home-coming concerns, use of any mandated vaccines or medications, and exposures perceived to be associated with war-related illnesses. 

Medical documentation of encounters is an important part of the process.  Completed visits should be documented using the new PDH-CPG diagnostic code V70.5_6 (see following article in this publication).  The original DD Form 2796 will be part of each individual’s permanent medical record while a copy will also be sent to the Army Medical Surveillance Activity.  The medical record should also be checked to ensure it includes a copy of the pre-deployment form (DD form 2795) documentation of theater healthcare encounters, and any indication of significant theater environmental or occupational exposures. 

BOTTOM LINE: There will be some type of expected medical interaction with returning troops that will be triggered by self-report on the post deployment form.  First impressions mean a lot and varied stakeholders will be watching from the sidelines to gauge our success.  Returning service-members will expect providers within the MHS to be compassionate and knowledgeable when deployment-related concerns are raised. Become confident in managing questions that will come from responses documented on the DD form 2796. 

Prior to the arrival of your first post-deployment patient contacts, the following websites deserve study: 

1) Further information on DoD force health protection program can be found at http://www.ha.osd.mil/fhpr/. 

2) The Deployment Health Clinical Center website.  This is for clinicians. All necessary education connected with the PDH-CPG can be found here.  http://www.pdhealth.mil/main.asp.

3) The Deployment Health Support Directorate website is for anyone from active duty personnel  to news reporters and provides more details on specific deployment related risks and issues in the news http://deploymentlink.osd.mil/.

4) A state of the art website for PTSD from the VA's National Center for PTSD at Dartmouth.  It's been cleverly designed to meet the interests of clinicians, veterans, the general public, reporters, politicians and researchers by taking underlying research findings and projecting those findings through "windows" easily understood by the target user. http://www.ncptsd.org/.

5) The Anthrax Vaccine Immunization Program (AVIP) and Military Vaccine Program (MIL VAX) websites for two deployment-related vaccines, anthrax and smallpox. These two sites tie together most of what is known about these two vaccines and concerns people have raised concerning their side-effects.  For anthrax http://www.anthrax.osd.mil and for smallpox http://www.smallpox.army.mil . 

D

oD and VHA jointly developed a Post-Deployment Health Evaluation and Management Clinical Practice Guideline (CPG) for use in primary care clinics.  Worldwide implementation of the CPG began in February 2002.  Development and fielding the CPG was specifically designed to :  

· Replace the Comprehensive Clinical Evaluation Program (CCEP)

· Address potential post-deployment concerns of service members and their families during every ambulatory health care encounter in the primary care setting

· Integrate evaluation and treatment of deployment related concerns into a routine health care framework

· Acknowledge the occupational hazards associated with military deployments

· Enhance availability of  services for deployment concerns 

· Increase healthcare provider awareness of the effects deployment on the fighting force

During FY03, TMA, with the assistance of ACS Federal Health Care, is conducting a follow up study to the Post-Deployment Health Care Clinical Practice Guideline (CPG) implementation study that was conducted during FY02.  The FY02 study found that about 56% of a sample of 119 MTFs had implemented the CPG, based on outpatient records review conducted at MTFs worldwide between July and September 2002.  In a follow up survey to the records review, virtually all responding MTFs reported planning to implement the CPG by January 2003, if they had not implemented already.  

The FY03 study will include a review of records for CPG implementation at those MTFs that were not reviewed during FY02 study.  Additionally, a sample of MTFs that were examined during FY02 will be examined again.  The outpatient records review will use the same outpatient records abstraction methods that were used in last year’s study.  The field abstractors are in the process of contacting MTF Points of Contact to schedule the records abstractions.  Site visits should be completed by 30 June 2003.

In addition to a records review to document the CPG implementation, this year’s study will also look at ICD-9-CM coding for deployment-related visits to see whether or not the post-deployment visit code (ICD-9-CM code V70.5_6) is being used.   The study will also examine the number and type of conditions that are reported as a result of deployments through diagnosis patterns and post-deployment health concern screening patterns.  Finally, the FY03 study will examine the timeliness of specialty referrals for service members with a recommendation for such referrals on return from deployment.

You may see what the records abstractors are looking for when they review outpatient records for CPG implementation by taking the following steps:

1.
Go to http://www.pdhealth.mil/clinicians/PDHEM/ToolKit/frameset.htm  

2.
Click on:  Guideline Metrics.
3.
Then click VIEW TMA National Quality Management Program Post-Deployment Health Guideline Monitoring Information.

For further information, contact CAPT Mark Paris at (703) 681-0064. 

T

he TRICARE Operations Center is a critical data analysis hub which serves as the foundation for important real time management decisions regarding access, availability of resources, demand management and utilization of resources.  It provides vital reports to the services and even to individual MTFs which are confronting the challenges of optimization.  The TOC’s newest tool set is a series of three reports on Access to Care (ATC) that were developed by TMA’s Access to Care Working Integrated Process Team (WIPT). 

Section 715 of the 1999 National Defense Authorization Act outlined the requirements for compliance of Access to Care Standards.  The Act outlined the ATC categories and the standards:  Acute appointments - 24 hours, Routine appointments - 7 days, Wellness appointments - 30 days, and Specialty appointments – 30 days.   The project “Access to Care” was designed and implemented in CHCS  to calculate the time elapsed between a beneficiary’s request for an appointment at the MTF, and the actual date/time of the scheduled appointment with a healthcare provider.  The ATC standards then measured whether an appointment either met or did not meet the requirements as set forth by Congress.  After the ATC initiatives where implemented in CHCS, the TRICARE Operations Center was asked to “webify” the data from CHCS into 3 reports that could be rolled up to all levels of the organization and ultimately be reflected in the Assistant Secretary of Defense(Health Affairs) Strategic Management Scorecard.

In looking at Access to Care, some of the questions being asked at the TMA and ASD(HA) levels are 1) How are the ATC standards being met by clinical product lines such as Obstetrics and Primary Care?  2) How do the Services compare with each other overall and by clinical product line?  3)  What areas in each MTF have the lowest ATC standards and why?  In order to answer these types of questions and more, the TOC has rolled up the ATC reports for the MHS overall, compared the product lines by MEPRS clinics for the entire MHS, broken out the reports by Services and Regions, and done comparisons of all MTFs or DMIS IDs together.  In addition to the rolled up reports, each MTF can look at their reports down to the individual clinic level or 4th level MEPRS code.

The ATC reports consist of: 

1) Access to Care Summary:  A monthly report that shows the distribution of appointments booked for each TRICARE program category and which enables MTF's to assess patient access to each clinic's services.  This report will show the clinic manager the percent of time appointments meet the Access  Standards for Acute, Routine, Specialty, and Wellness categories.  It also shows the manager information on consults for the reporting period.

2) Access Management:  A monthly report that shows the total number of booked appointments for each of the following appointment statuses:  total schedule, appointments kept, LWOBS, canceled by the clinic, canceled by the patient, no show, walk-in, sick call, and a total of all encounters (scheduled and unscheduled visits).  This report will assist clinic managers in assessing what proportion of their appointments are utilized by Active Duty, TRICARE Prime enrollees, TRICARE Plus enrollees, Non-Prime patients; and their respective appointment statuses by group.  Additionally, this report will show decision makers at all levels of the organization the proportion of planned appointments vs. booked appointments vs. actual encounters. 

3) Detail Usage Code:  A weekly report which shows the level of usage and degree of change of individual detail codes for a facility at the clinic level.  This report will give clinic managers the ability to compare the degree of change among detail codes, comparing planned appointments to what was actually booked for the same appointments for the same time period in clinic schedules.  One of the guiding principles of appointment standardization is to encourage appointment personnel to use detail codes to track what the appointment slot was actually used for.  In other words, if a planned appointment has a detail code that does not match what the appointment is actually going to be used for, then appointment personnel should change that appointment slot’s detail code to reflect the actual usage.  If this practice is followed on a regular basis, clinic managers will be able to more accurately establish schedules and predict demand for particular services ahead of time and decrease the need to change detail codes when the appointments are actually booked.

All of these reports can be found on the TRICARE Operations Center web page at http://www.tricare.osd.mil/tools under Access to Care Reports.   

I

n 1996, Congress created the Designated Providers (DP) program, also known as the Uniformed Services Family Health Plan (USFHP) and stated in the public law that DPs were to be included as part of the Department of Defense’s healthcare program.  The USFHP provides the TRICARE Prime benefit with associated cost-shares, except there is no point of service option.  The DPs operate eight former Public Health Service hospitals or clinics providing a comprehensive managed healthcare services to approximately 88,000 enrolled uniformed services beneficiaries under a capitated financing model.

This USFHP is not an enrollment option for active duty service members who should enroll with military resources or in the TRICARE Prime Remote program instead; however active duty dependents, retirees, retiree dependents, and survivors may enroll in the USFHP.  Medicare-eligible military health service beneficiaries are also eligible to enroll in the USFHP.  For retirees and retiree family members the enrollment fee is $230 for single or $460 for family membership.  This enrollment fee is waived for individuals who are also Medicare eligible and actively enrolled in Medicare Part B.

Each DP is paid a capitation payment to provide for each enrollee’s comprehensive care.  The enrollee obtains all healthcare services within a closed network operated by the DP and must receive referrals from an assigned primary care manager, as is common in most managed care plans.  This program has some unique features, requiring Medicare eligible enrollees to elect Medicare or the USFHP at the time of enrollment, meaning that if an individual elects to enroll, they can no longer use Medicare for services provided by the USFHP.  Individuals with Office of Personnel coverage through the Federal Employees Health Benefit Plan (FEHBP) may elect to suspend their FEHB plan without penalty while enrolled in the USFHP.

Enrollment in the USFHP is open to eligible uniformed services beneficiaries who reside in specific zip codes defining the geographic area of each designated provider.  Geographic service areas providing care under the USFHP are located adjacent to the Designated Provider sites as follows: 

· Pacific Medical Clinics, Seattle, Washington 

· CHRISTUS Health, Houston, Texas 

· Martin’s Point Health Care, Portland, Maine 

· Brighton Marine Health Center, Boston, Massachusetts 

· Johns Hopkins Medical Services Corporation, Baltimore, Maryland  

· Sisters of Charity Health System, Staten Island, New York 

For more information on the USFHP, visit their web site at www.USFHP.org. 

All of us in the TRICARE Military Health System can be proud of our efforts on 

behalf of our over-65 beneficiaries.

A

bout 1.5 million military retirees, their family members and survivors became entitled to new coverage from DoD to supplement their Medicare benefits, effective October 1, 2001.  For these beneficiaries, the new benefits largely eliminate the need to purchase Medicare supplemental healthcare insurance coverage.  The new benefits are worth about $4,000 per year or more for a military retiree and spouse, since they cover the out-of-pocket costs for healthcare services and provide a comprehensive pharmacy benefit.

In the first year of the program, nearly $1 billion in healthcare claims payments were made, and nearly the same amount for prescriptions.  Since program inception, over 50 million claims for healthcare services have been processed.  The program will continue to grow for the next several years.  Overall, the start-up period has proceeded in accordance with expectations, although there have been some interesting challenges that may be instructive.  

Eligibility Issues

The implementation of TRICARE For Life meant that many beneficiaries who had not been in contact with DoD for years had a very good reason to get back in touch – to restore their health benefit.  DoD conducted an extensive outreach campaign to contact all affected individuals and inform them of the need to update their eligibility.  TRICARE claims were paid for a limited time for TRICARE For Life (TFL) beneficiaries who were on the books but with expired eligibility, to give beneficiaries added time to reestablish their eligibility.

TFL and Telephones

In implementing TRICARE For Life, DoD relied heavily on direct mail, communications through beneficiary groups (and their publications), and word of mouth.  A critical component was assuring that beneficiaries could obtain reliable information about the program by telephone.  Toll-free telephone lines at TRICARE contractors were supplemented by a national call center for TRICARE For Life, fielding hundreds of thousands of calls.  As an example of how important the telephone service became, the TFL telephone line at one of our subcontractors did experience isolated instances of excessive busy signals in January 2002.  Upon learning of this problem, TMA immediately directed a fix, including 69 new telephone lines, diverting calls to the prime contractors, increasing staff, reducing lunch breaks, et cetera.  The problem was resolved quickly.  

TFL and Other Health Insurance

The law establishing TRICARE and TRICARE for Life stipulates that TRICARE is last payer when other health insurance (OHI) is involved.  Most Medicare-eligible beneficiaries purchase additional health insurance to supplement their Medicare entitlement, so we expected there to be a transition period as beneficiaries made decisions on dropping their OHI and relying on TRICARE.  To deal with the transition, TRICARE claims for beneficiaries with OHI were processed, and an informational explanation of benefits issued rather than a check.  The explanation of benefits told the beneficiary how much TRICARE would have paid if they dropped their premium based OHI.  This procedure continued until October 1, 2002. 
TRICARE Plus Program

The TRICARE Plus Program is a primary care enrollment program which welcomes TFL beneficiaries back into the MTF medical home on a space-available basis.  This program provides management of primary care needs and coordination of care while still relying on specialty services in the purchased care sector when appropriate, and for which Medicare is primary payer.  

Ms. King is the Program Manager for the Healthcare Team Coordination Program in the Patient Safety Division at TRICARE Management Activity (TMA) in the Office of the Chief Medical Officer (OCMO).  As the Program Manager, Ms. King oversees the development and implementation of teamwork in patient safety programs and is a member of the DoD Patient Safety Planning and Coordination Committee. As well, Ms. King is the Budget Analyst for the Directorate of the Office of the Chief Medical Officer.  Prior to joining the Patient Safety Division, Ms. King was the Project Manager for the Education Division in the TMA Office of the Special Assistant for Optimization.

Before joining TMA, Ms. King worked in a variety of medically related management positions at the Children’s National Medical Center, DC and was the Program Manager for Clinical Support Services, which included 17 departments.  

Ms. King has a Masters in Health Administration from the University of Pittsburgh.  She is Board Certified in Health Care Management and is a Diplomat of the American College of Healthcare Executives.  



D

uring the past six months, the DoD Patient Safety Program (PSP) has experienced significant growth and maturation, the highlight of which is the first detailed portrayal of data and analysis of medical errors and near misses from MTF’s.  The preliminary data, displayed below represent data accumulated between January 2002 – September 2002.  The data serves as a useful baseline prior to further system maturation.  

The total number of near miss events and the total number of events in each severity code (SAC 1 No-Harm, SAC 1 Harm, SAC 2, SAC 3, and SAC 3 Sentinel Event) were calculated and entered into a database to allow for analysis of the data over the past ten months.  The SAC, or Severity Assessment Code, is the method to determine whether further action is required based on the severity of the event and its probability of occurrence (frequency).  Severity is divided into four categories-catastrophic, major, moderate, and minor.  Probability is also divided into four categories- frequent, occasional, uncommon, and remote.  For a detailed discussion of the Severity Assessment Category system the reader is referred to the Patient Safety DoDI accessed via the hyperlink below.

Nearly 60% of the events reported to the DoD PSC by October 2002 were medication related events.  Medication related events also made up 78% of the near misses.  Medication events are collected by MedMARx, an internet accessible, anonymous medication error database.  MedMARx further stratifies events by the National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) Error Category Index and provides thorough reports on each event.  The dispensing step of the medication process accounted for 43% of the medication events, the prescribing step 30%, and the administration and documenting steps each accounted for 12% of the medication events.  Overall 54% of reported DoD medication events occurred in outpatient pharmacies, 18% in outpatient clinics, and only 10% in the nursing (patient care) units.  This is in contrast to most civilian hospitals, which typically do not have high volume outpatient pharmacies associated with their facilities.  National civilian data shows that the majority of medication events occur in the nursing (patient care) units, followed by the inpatient pharmacies. 

The second most frequently reported discrete category of events (excluding the miscellaneous) was laboratory, which made up 12% of the events reported.  Less than 2% of the laboratory events caused harm, over 98% of the events were near misses and SAC 1, no harm.  The majority of the laboratory events were order entry errors, incorrect container/tube utilization, or specimen from wrong site incidents.

	Categories 

of Events
	Near Miss
	Adverse
	Event
	SAC
	Reports
	# Grand
	% Grand
	% Category
	% Total 

	 
	
	SAC 1
	SAC 2
	SAC 3
	Sentinel
	Total
	Total 
	Near Miss
	Near Miss

	Medication 

Errors
	2031
	676
	31
	0
	0
	2738
	59.47%
	74.18%
	77.82%

	Miscellaneous (varied, not below)
	24
	121
	0
	0
	0
	150
	3.26%
	16.00%
	0.92%

	Assault
	0
	3
	0
	0
	 
	3
	0.07%
	 
	 

	Consent Issues
	15
	5
	0
	0
	 
	20
	0.43%
	 
	 

	Delay in Diagnosis or Treatment
	34
	150
	12
	2
	0
	198
	4.30%
	 
	 

	Documentation
	17
	13
	1
	0
	0
	31
	0.67%
	 
	 

	Elopement
	15
	51
	0
	0
	0
	56
	1.22%
	 
	 

	Environment of Care
	14
	20
	0
	0
	0
	34
	0.74%
	 
	 

	Equipment Related
	18
	62
	0
	0
	0
	80
	1.74%
	 
	 

	Identification Problems
	4
	8
	0
	0
	0
	12
	0.26%
	 
	 

	Infant to Wrong Family
	0
	1
	0
	0
	0
	1
	0.02%
	 
	 

	Infant Abduction
	0
	0
	0
	0
	0
	0
	0.00%
	 
	 

	Laboratory
	365
	167
	5
	0
	0
	537
	11.66%
	 
	 

	Nosocomial Infection
	1
	11
	0
	0
	0
	12
	0.26%
	 
	 

	Obstetrics
	1
	17
	6
	0
	0
	24
	0.52%
	 
	 

	Unanticipated Full-term Infant Death
	0
	0
	0
	0
	0
	0
	0.00%
	 
	 

	Operative/Other Procedure Related
	27
	157
	14
	0
	1
	199
	4.32%
	 
	 

	Patient Falls
	6
	199
	17
	0
	0
	222
	4.82%
	 
	 

	Patient Injury in Restraints
	0
	2
	0
	0
	0
	2
	0.04%
	 
	 

	Patient Suicides/Attempts
	12
	3
	0
	0
	0
	15
	0.33%
	 
	 

	Patient Suicide*
	0
	0
	0
	2
	0
	2
	0.04%
	 
	 

	Policy and Procedures
	6
	47
	10
	0
	0
	63
	1.37%
	 
	 

	Radiology
	8
	9
	1
	0
	0
	18
	0.39%
	 
	 

	Rape
	0
	0
	0
	0
	0
	0
	0%
	 
	 

	Staff Injuries
	13
	109
	8
	0
	0
	130
	2.82%
	 
	 

	Transfusion Errors
	6
	39
	2
	0
	0
	47
	1.02%
	 
	 

	Hemolytic Reaction
	0
	0
	0
	0
	0
	0
	0%
	 
	 

	Visitor Injuries
	0
	5
	0
	0
	0
	5
	0.11%
	 
	 

	Wrong Site Surgery
	3
	1
	1
	0
	0
	5
	0.11%
	 
	 

	Total Events Minus Med Errors & Misc
	555
	1079
	77
	4
	1
	1716
	37.27%
	32.34%
	21.26%

	GRAND TOTALS
	2610
	1876
	113
	4
	1
	4604
	100%
	56.69%
	100%


*Patient suicides reported as non-sentinel because these were events originating outside of military hospitals.

The other top reported events were patient falls, operative/procedure related events, and delays in diagnosis.  Just over half of the events reported, 57%, were near misses with the vast majority of SAC events being No-Harm events.
Though not reflected above, as of December 2002, 33 Root Cause Analyses (RCA) had been received at the DoD PSC from the three Services.  The RCA event dates ranged from September 2000 to September 2002.  Of the 33 RCA’s reviewed, the three leading event categories were delay in treatment (24%), medication related errors (18%), and wrong site/person surgery (18%).  Inadequate communication, inadequate documentation, no policy and procedure in place, policy and procedure not followed, and lack of training are the lead contributing factors. These factors were consistent with the factors from the previously reported RCAs.

The PSC will continue to collect and analyze data on a quarterly basis.  The ongoing study of this data will enable the DoD PSP to pinpoint training opportunities such as Team Training to improve communication and develop tailored curriculum aimed at both healthcare providers and patients.  If you wish to learn more about the DoD Patient Safety Program please visit our website at http://patientsafety.ha.osd.mil. 
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ccreditation, Certification, Professional Societies!  What do these it all mean?  In the pursuit of delivering (and seeking) quality health care, these terms become important to understand.

Accreditation is a process of verifying that an organization meets a certain set of standards.  It is a formal review process to certify that an organization has the necessary structures and processes to provide quality health care and preserve the rights of patients and providers.  

Certification is the act of confirming that someone has met a certain set of predetermined criteria by the certifying body. It is a process by which a government or a non-government agency grants recognition to an individual who has met certain predetermined qualifications set by the certifying body.  In the healthcare industry, licensed professionals demonstrate higher levels of skill and proficiency in specialty areas by attaining national or board certification.  The logical next step is active involvement in organizations that reflect the community of professionals with similar skills and certifications.
There are several professional organizations which offer certification vehicles for professionals in the field.  Examples of certifications available to case management professionals include:

· AAOHN - American Association of Occupational Health Nurses

· A-CCC - Continuity of Care Certification--Advanced 

· CCM - Certified Case Manager 

· CMAC - Case Management Administrator Certification. 

· CDMS - Certified Disability Management Specialist 

· CMCN - Certified Managed Care Nurse 

· COHN - Certified Occupational Health Nurse 

· CPHQ - Certified Professional in Health Care Quality 

· CRRN - Certified Rehabilitation Registered Nurse 

· CMC - Care Manager Certified 

· CRC - Certified Rehabilitation Counselor 

· CSWCM - Certified Social Work Case Manager 

· HCQM - Health Care Quality and Management 

· RNCM - Registered Nurse Case Manager 

Involvement in organizations such as the Case Management Society of America (CMSA), and specifically in local chapters of organizations such as this, provides an avenue for grassroots involvement and collegial collaboration with case managers practicing in specific locales.  Many military case managers are active in both local and national chapters of professional societies.  Military case manager involvement in professional societies provides a vehicle for information sharing and futuristic planning across the boundaries of military and civilian healthcare systems.  The experience is enrichment for both military and civilian case managers, and this keeps us on the cutting edge of our industry.  Benefits of professional organization membership and local involvement include:

· Case management-specific events/activities

· Educational programs

· Opportunities for continuing education credits (a requirement to maintain certification)

· Job recruitment and advertising

· Professional networking

· Career development

· Opportunities to hold for office


"Coming Soon!" A call to MTFs for abstracts on disease management programs . . . to be submitted to the Disease Management Association of America (DMAA) for its annual DMAA Awards Program.  The Awards program recognizes organizations who demonstrate achievement and excellence in disease management.  


Please feel free to send additional articles/WebSites of general interest to our group.

Articles:

1. Iglehart J, The Dilemma of Medicaid. NEJM 2003; 348:2140-2148.

2. Prchal J, Delivery on Demand—A New Era of Gene Therapy. NEJM 2003; 248:1282-1283.

3. Kimm S, Childhood Obesity: A New Pandemic of the New Millennium. Pediatrics 2002; 110:1003-1007.

4. Leape L, Patient Safety: Reporting of Adverse Events. NEJM 2002; 347:1633-1638.

5. Vincent C, Patient Safety: Understanding and Responding to Adverse Events. NEJM 2003; 348:1051-1056.

6. Fontaine K, Years of Life Lost Due to Obesity. JAMA 2003; 289:187-193.

7. Manson J, Obesity in the United States: A Fresh Look at its High Toll. JAMA 2003; 289:229-230.

8. Jencks S, Change in the Quality of Care Delivered to Medicare Beneficiaries, 1998-1999 and 2000-2001. JAMA 2003; 289:305-312.

9. Hsia D, Medicare Quality Improvement: Bad Apples or Bad Systems? JAMA 2003; 289:354-356.
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“There’s lots going on in our corner of the world…and we want to tell it ALL!”




















Resource Articles for the Month:


























Note from the Editor… Thanks for your contributions and continued feedback on  Clin Ops Corner.  If there are subjects you would like to see covered, please let me know.  Also, continue sending WebSites and articles that would benefit our MHS community.  Keep the cards, letters, and emails coming!  Let us know what you think and share with us what you know.  Email:  � HYPERLINK mailto:frank.little@tma.osd.mil ��frank.little@tma.osd.mil�


If you would like to subscribe to Clin OpsCorner simply send an email to � HYPERLINK "mailto:listserv@listserver.tma.osd.mil" ��listserv@listserver.tma.osd.mil� and put “subscribe clinicalquality” in the subject line (clinicalquality is ONE word.)
































The annual Military Special Interest Group (SIG) forum for case managers practicing in a military setting will be on Tuesday, June 24, at the National CMSA Conference in San Antonio, Texas.  TMA will host a Tri-Service forum to discuss issues facing military case managers and collaborate to create solutions to challenges we face in our unique environment.  Forum highlights include:


A meeting filled with actionable information to take back to your facilities


The launch of the web-based case management learning module


Copies of your case management newsletter:  Bridge Crossings


A patriotic salute to case management of our war veterans


A case management software demonstration


Door prizes (come early, the first drawing is promptly at 1600!)


The Military SIG will be held in the San Antonio Convention Center in Room 207A from 1600 -1800.  All are welcome to attend!  Admission to the Military SIG is free.


There is also a military track during the conference on June 26, dedicated to military-specific case management issues.  Featured speakers include:  Ms. Kathy Hanchek, Managing Challenging Patients in Primary Care Clinic, Ms. Kathleen Sobera and Stephanie Weiss, Meeting Population Health Directives, and Ms. Linda Brown, Navy Global Case Management Program. 








For more information contact  the Director of the DoD PSP, CAPT Debbie McKay NC, USN , � HYPERLINK "mailto:deborah.mckay@tma.osd.mil" ��deborah.mckay@tma.osd.mil�  or the Program Manager for HCTCP, Ms. Heidi King  � HYPERLINK "mailto:heidi.king@tma.osd.mil" ��heidi.king@tma.osd.mil�





TRICARE Operations Center (TOC)


Access to Care Reports


Tonya Hall, LCDR, MSC, USN


Director, TRICARE Operations Center








That said, we do know what was specified in the RFP.  We know the regional structure and we know the number of beneficiaries who will require services.  This includes active duty service members and all beneficiary categories other than active duty, collectively referred to as TRICARE-MHS beneficiaries.
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Post-Deployment Health Evaluation and Management


Clinical Practice Guideline Implementation:


Study Update


CAPT Mark Paris, USPHS,  Deputy Director for Performance Improvement 


Joe Kelly, Ph.D., ACS Federal Health Care








Case Management Bridge Crossings


Bridging the Chasms of Case Management . . . making it a reality


Melanie Prince, Maj., USAF, NC





The DoD Patient Safety Program Update


Deborah McKay, CAPT, NC, USN; Director, Patient Safety Division


Heidi King, GS-14, Program Mgr, Healthcare Team Coordination Programs








During the post-deployment process, each Military Department must ensure that each returning service-member has a face-to-face health assessment with a trained health care provider.  








This Month’s Who’s Who:


Ms. Heidi King


Program Manager,


Healthcare Team Coordination Program




















The Contract Procurement Process and Evolution 


of TRICARE Benefits Under T-NEX


Col Geoffrey Rake, MC, USAF


Director, Clinical Quality Division




















TRICARE For Life After 18 Months


A Status Report


 Steve Lillie, GS-15


Director, Program Development Division








Uniformed Services Family Health Plan


Earl Hansen, GS-15


Chief, USFHP Program Office








Get Ready for Post-Deployment:


A Clinical “Heads-Up”


Col Kenneth Hoffman, MC, USA 


Medical Director for Population Health








This issue expands on one of the case management trends described in the last Bridge Crossings – advancing the body of knowledge and standards for practice.  The focus is on certification and benefits of involvement in professional organizations. 
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