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SUBJECT:  Utilization Management Policy for the Direct Care System

The attached policy, which replaces HA 98-091, Revised Utilization Management (UM) Policy for the Direct Care System (April 1998), provides guidance on developing and implementing a UM Program within military treatment facilities in support of MHS optimization and population health.  UM provides important tools and strategies for improving the system of care and the health of our beneficiaries and should be included in a comprehensive population health improvement program. 

Our point of contact is Col Virginia Connelly at (703) 681-0064.

William Winkenwerder, Jr.

Assistant Secretary of Defense
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Section I – Introduction
1. Purpose:  This policy provides guidance on conducting Utilization Management (UM) activities within fixed military treatment facilities (MTFs).  The MHS Optimization Plan identifies effective UM as one of the key tasks for improving the quality and cost-effectiveness of services provided by the Military Health System (MHS).   

2. Framework:  One of the underlying tenets of MHS optimization is using evidence-based clinical practices and a population health approach to ensure consistently superior quality of services.  This policy supports best practices by providing a data-driven UM process to analyze outcomes, identify opportunities for improvement, and implement actions to reduce undesirable variation and optimize clinical quality.  This policy supports population health improvement (PHI) by outlining an array of strategies that can enhance beneficiary health, reduce the demand for services, improve efficiency, and enhance MTF productivity and capacity. 

2.1  In practicing UM, we must recognize the unique health benefit afforded military members, retirees, and their families, and the diverse settings in which we provide care.  We must tailor global strategies to our unique military mission.  Specifically, we must consider the distinct healthcare environments and medical needs of our primary beneficiary, the active duty force, and ensure that UM programs within an MTF or region do not compromise the readiness needs of referring operational forces.  We must develop local UM programs that support a facility’s strategic goals and the priorities defined by Service Commands and other higher levels. 

2.2  A central principle of this policy is that we must measure utilization to manage healthcare processes and improve performance.  Utilization data assists the MTF to forecast and manage demand; to identify undesirable variations in the system of care; to determine where management strategies might be applied; and to identify trends and areas for further study.  Utilization data is also employed by leadership to make business decisions and to facilitate the achievement of strategic goals within the MTF, within the Region, and throughout the MHS.

3. Intent:  This policy provides a framework, a process, and numerous strategies for conducting UM within the direct care system.  It is the intent of this policy to give MTF Commanders the utmost flexibility in using these tools.  It is specifically not the intent to dictate a UM prescription for an MTF.  While this policy describes basic requirements for a sound UM program, focus and execution should be consistent with MTF goals, regional business plans, and implementation policies defined by the Intermediate Service Command and Service instructions.

4. Goal:  The goal of utilization management for the direct care system is to support the MHS Strategic Plan by promoting accountability, efficiency, and high quality health care using best clinical and business practices.

5. Objectives 

5.1  Tailor global UM strategies to support readiness demands, MTF optimization, and population health improvement.

5.2  Use a systematic, data-driven UM process to proactively identify clinical and quality problems and define target populations for focused interventions.

5.3  Analyze utilization data, compare to best practice benchmarks, and identify opportunities for organizational improvement.

5.4  Promote an integrated system of UM practices between the direct and purchased care systems while acknowledging differences may exist due to the unique MTF military mission.

5.5  Transition from traditional UM with its focus on utilization review to a medical management model that promotes a targeted, coordinated care management approach to improving quality, efficiency, and population health. 

Section II – MTF Requirements

6. Confidentiality:  Utilization management activities, processes, documents, and procedures must meet all applicable confidentiality, privacy, security, and disclosure requirements described at Enclosure 1 and in all other applicable laws and regulations that might evolve.

7. Accreditation Standards:  Activities associated with the practice of UM must be consistent with standards defined by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO).  Standards developed by the National Committee for Quality Assurance (NCQA) and the American Accreditation HealthCare Commission may also be considered.
8. MTF UM Structure:  The MTF Commander will designate at least one individual who is responsible for coordinating UM activities for the facility.  This individual may be dedicated solely to UM or include UM in their range of responsibilities, as appropriate to the facility’s size and resources.  While organizational structure is determined by the MTF Commander, alignment of UM with PHI or performance improvement is recommended.

9. UM Process:  Each MTF will individualize the UM Process described at Enclosure 2 and use the process to address at least one actual or potential utilization problem area per fiscal year.   

10. MTF UM Plan:  Each MTF will develop a written UM Plan that includes the 12-step UM Process outlined at Enclosure 2.  The MTF UM Plan is an internal document approved by the MTF Commander.  The UM Plan may be incorporated into an existing MTF PHI Plan or stand alone.  The UM Plan of parent MTFs will include any UM activities required of subordinate facilities, such as branch clinics.  A blank template and an completed example of an MTF UM Plan based on the 12-Step UM Process are at Enclosure 3.

11.  MTF Appeal Process:  If there is the potential for denial of services based on medical necessity determinations, the MTF must develop written plans and implement an appeal system that incorporates the levels of review and requirements described at Enclosure 4.   In addition, the MTF Commander will designate at least one individual who is responsible for monitoring and coordinating the MTF appeal process.

12. MHS Standard Utilization Metrics:  

12.1  TMA has developed an MHS Standard Metric Set that all MTFs are required to monitor.  The metrics align with the MHS Strategic Plan and enable senior leaders to compare outcomes across the system.  The metrics are centrally calculated and posted on the TMA website for easy access.  Utilization metrics are included under the “Unit Cost and Productivity Metrics” category.   The MHS Standard Metric Set will continue to evolve as additional measures are added.  The first five standardized utilization metrics are listed at Enclosure 5, Part I.

12.2   MTFs will also monitor Preventable Admission Rates, a gauge of both quality performance and utilization management, found within the “Quality and Customer Responsiveness Metrics” category of the MHS Standard Metric Set.

13.  Role of the TRICARE Regional Office:  To promote integration of UM activities between the direct care and purchased care systems, the TRICARE Regional Office will:  

13.1  Designate a subject matter expert as Regional UM Coordinator to serve as advisor to the Regional Director and regional MTFs on DoD and Service policies regarding utilization management and population health.

13.2  Assist with development of the regional business plan that includes:

13.2.1 Strategies for appropriate referral procedures between the MTFs and between the MTFs and the purchased care system.

13.2.2 Strategies to assist the MTFs to align their UM practices with Managed Care Support Contract (MCSC) performance requirements.

13.3   Strategies for appropriate regional interfaces that support continuity of care as beneficiaries move between the direct and purchased care systems. 

Section III – Implementation Tools

14.   Additional Utilization Measures:  In addition to the standardized utilization metrics in Part I, Enclosure 5 provides a table of  “Additional Utilization Measures” in Part II.  Since these computations lack a performance target, they are referred to as "measures” rather than “metrics.”  These measures supplement the standardized metrics and assist an MTF to gather data for the UM Process and monitor facility-specific utilization patterns. All of the additional measures do not have to be used by every MTF; an MTF should select only those appropriate to its needs.  The measures are categorized as outpatient, inpatient, and ancillary data. The tables include corresponding data sources, suggested applications, and available benchmarks.  Additional information about using these measures precedes the table.

15.  Strategies:  Enclosure 6 describes an array of strategies an MTF might employ to effectively and efficiently manage the health and health care of its population.  An MTF is not expected to use every strategy.  Each MTF will select those most appropriate to its goals, resources, and population needs.

16. Utilization Review:  One particular strategy for managing utilization that warrants separate attention is utilization review (UR).  Utilization review is a criteria-based, systematic evaluation of the medical necessity, appropriateness, and efficiency of the use of healthcare services, procedures, and facilities.  Levels of review and reviewer qualifications are described with the Appeal Process at Enclosure 4.  Definitions and types of UR are explained at Enclosure 7.

16.1  Utilization review can be used prospectively or concurrently to control resource utilization as part of a demand management program.  This policy does not prescribe prospective or concurrent review for specific diagnoses or procedures.  However, as part of the medical management process, this application of UR can be useful for targeted populations if problem areas or undesirable variations have been identified.  

16.1.1 If an MTF elects to conduct UR to control utilization and there is the potential for denial of services based on medical necessity determinations, an appeal process must be in place to protect the rights of the beneficiary.  The DCS Appeal Process is described at Enclosure 4.

16.2  If an MTF analyzes utilization data without the potential to deny care, an appeal process is not required.  Analyzing utilization data for performance improvement is a basic UM activity and is incorporated into the 12-step UM Process outlined at Enclosure 2.  

17.  Decision Support Tools:  A variety of decision support tools are available to facilitate UM activities.  These include guidelines for referral and placement decisions and tools to screen cases for medical necessity determinations or to retrospectively evaluate cases against objective criteria.  These products, provided to MTFs through a central contract administered by the TRICARE Management Activity (TMA), are described at Enclosure 8.  Where more than one of these tools addresses the same issue, an MTF may select the one that best meets its needs.

18. Medical Management:  Medical management is a rapidly evolving concept in the managed care industry that integrates UM, case management, disease/condition management, and demand management in a targeted, care management approach.  The goal is to proactively identify clinical and quality risks and manage processes based upon evidence-based rules and care guidelines.  An overview of medical management is at Enclosure 9.

18.1  An underlying tenet of medical management is to provide communication links between individual functions so that information obtained through one process is channeled to others when appropriate.  For instance, utilization data should be used to identify potential candidates for case management and disease management.  Information obtained through demand management activities, such as nurse advise lines, may have implications for utilization management and also identify candidates for case management and disease management.  Case managers may refer beneficiaries for pre-authorization of certain high volume or high cost procedures that an MTF has elected to monitor.

18.2  Separately, each of the medical management functions can generate improvement, but integrated into a system of care coordination, the organization has a greater opportunity to improve quality of care and efficiency.

ENCLOSURE 1

CONFIDENTIALITY  

Records, documents, and data generated in the course of utilization management may contain information subject to the Privacy Act, to Medical Quality Assurance protection, and/or to regulations under the Health Insurance Portability and Accountability Act (HIPAA).  Below are general guidelines.  For guidance in dealing with specific information or if questions arise, consult the local general counsel or Quality Management Office.

19. Documents containing protected information must be maintained in accordance with applicable confidentiality and disclosure requirements set forth in DoD 5400.11R;  DoD Administrative Instruction No. 81; 10 U.S.C. 1102; and 42 U.S.C. 290dd.

20. Medical quality assurance records must display the following message: 

"Medical Quality Assurance records created by or for the Department of Defense as part of a medical quality assurance program are confidential and privileged, and may not be improperly disclosed when prohibited by 10 U.S.C. 1102.  Willful violation shall be punished by a fine not exceeding $3,000 for a first offense." 

21. Individually identifiable health information that is stored or transmitted electronically must meet the privacy and security standards of HIPAA.

22. Release of Information: In the course of the Appeal Process, if an inquiry is made by the beneficiary, the reply should be addressed to the beneficiary.  For inquiries or appeals by or in behalf of minors, consult the local Staff Judge Advocate (SJA) for guidance.

22.1  Even when the government or representative appropriately responds to a parent of a minor or the guardian of an incompetent beneficiary, the Privacy Act precludes disclosure of sensitive information or information, which if released, could have an adverse effect on the beneficiary. Government or contract personnel, at all levels of the MHS, must not provide information to parents/guardians of minors or incompetents when the services are related to the following diagnoses: Alcoholism; Abortion; Substance Abuse; Venereal Disease; and AIDS.

22.2  State law will control whether or not information can be released to parents in self-referral cases involving minors.  State law will also control who is a minor.  In the event the minor is located overseas, the law of the place controls the decision.  In these matters, the MTF should seek legal advice from the servicing Judge Advocate's office or local legal advisor.

Enclosure 2

UM Process

The following data-driven UM process provides a foundation for performance improvement and for developing and implementing an MTF UM Plan.  A blank template and a completed example of an MTF UM Plan based on this 12-step process appear at Enclosure 3.

1. Identify priorities for focus and examination.  

· Priorities also evolve from utilization data, suspected problem areas, MTF strategic goals, Command initiatives, and directives from the responsible Service and other higher authorities.  

· An MTF should solicit input from all product lines when defining priorities.

2. Select measures and collect data according to priorities. 

· Enclosure 5 lists utilization measures an MTF might select in collecting data. 

· Where applicable, as when examining enrollee-specific utilization, data collection should include services received both within the MTF and within the purchased care system (for example, when measuring emergency department visits by the enrolled population).

3. Evaluate the data.  Sort the data in order to distinguish high cost, high volume, or problem-prone diagnoses and procedures and beneficiaries who have demonstrated high cost, high volume, or highly complex utilization patterns (“high utilizers”).

· Identify undesirable trends, beneficiaries who might benefit from specific management strategies, variations from internal and external benchmarks and comparative data, and other potential areas for improvement.  

· When comparing MTF performance to national benchmarks, differences between the MHS and the civilian health system, notably the unique MHS benefit, funding structure, military mission, diverse healthcare environments, and population distribution, must be taken into account.  Risk adjustment and severity of illness (“case mix index”) must also be considered when comparing a military facility to a civilian facility or one MTF to another MTF.

4. Prioritize opportunities for improvement based on strategic goals, patient safety considerations, quality implications, and population needs.  Focus on areas that will have the greatest cost-to-benefit ratio and the highest probability of success.

5. Establish outcome goals.  Examples of outcome goals are included in the example of an MTF UM Plan at Enclosure 3.

6. Formulate an action plan by selecting appropriate strategies to address each priority.  Suggested strategies are at Enclosure 6.  The action plan should include milestones and process owners.

7. Implement action plan.

8. Re-measure and evaluate outcomes of the actions.

9. Monitor periodically to ensure the change is sustained if the desired outcome was achieved or refine or re-implement strategies if the desired result was not achieved, then re-measure at an appropriate interval.  Repeat this step until the desired outcome is achieved, then monitor periodically to ensure the change is sustained and there are no undesirable consequences. 

10. Report UM activities and results to MTF leadership as defined by MTF policy.

11. Communicate UM activities and results to all levels of the MTF. 

12. Evaluate and update the MTF UM Plan as necessary but at least annually.  Evaluate outcomes to determine if goals have been achieved; if goals have not been achieved, identify impediments such as resources, training, communication, etc.  Define recommendations for success and communicate results of the evaluation through channels to the MTF Commander.  Update the plan to ensure it continues to reflect current goals and mission needs; redefine priorities and begin a new cycle of performance improvement.

In summary, the 12 steps of the UM process are:

19. Identify priorities for focus and examination.

20. Select measures and collect data.

21. Evaluate the data.

22. Prioritize opportunities for improvement.

23. Establish outcome goals.

24. Formulate action plan.

25. Implement action plan.

26. Re-measure and evaluate outcome of action plan.

27. Monitor periodically if goal achieved or refine plan and remeasure until successful. 

28. Report results.

29. Communicate UM activities and results throughout the organization.

30. Evaluate and update the UM Plan as necessary, but at least annually.

Applying the UM Process  

The UM Process does not have to start only at Step 1.  For instance, if important data becomes available indicating a new priority, evaluate the data and continue the process.  

The UM Process is a systematic method for improving processes and a recurring cycle. Data may reveal unrecognized issues; obstacles may prevent full implementation of the action plan; the action plan may require further refinement.  Such events lead to new priorities for the next cycle of performance improvement toward MTF optimization.

ENCLOSURE 3

MTF UM Plan – Template

Below is a template of an MTF UM Plan using the 12-step UM Process as a framework.  In actual use, each step would be addressed sequentially as data becomes available.  This format is optional; the MTF may use whatever format best meets its needs, but all  steps of the UM process should be included. The number of goals and priorities will vary by MTF.

	MTF UM Coordinator:  ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________                                                               Date:  ___________________

MTF Goals established by MTF Commander: _____________________________________________



	UM PROCESS STEPS 
	PRIORITY #1


	PRIORITY #2
	PRIORITY #3

	1. Identify priorities for focus and examination.
	
	
	

	2. Select measures and collect data according to priorities.
	
	
	

	3. Evaluate the data.
	
	
	

	4. Prioritize opportunities for improvement.
	
	
	

	5. Establish outcome goals.
	
	
	

	6. Formulate an action plan.
	
	
	

	7. Implement action plan.
	
	
	

	8. Re-measure and evaluate outcomes.
	
	
	

	9. Monitor periodically to ensure change is sustained.
	
	
	

	10. Report UM activities and results.
	
	
	

	11. Communicate UM activities and results.
	
	
	

	12. Evaluate/update the MTF UM Plan.
	
	
	


MTF UM PLAN – EXAMPLE

Below is an example of an MTF UM Plan using the 12-step UM Process as a framework.  In actual use, each step would be addressed sequentially and as data becomes available.  This format is not required; the MTF may use whatever format best meets its needs, but all the steps of the UM process should be included when conducting UM. The number of goals and priorities will vary by MTF.

	UM Coordinator:  _____________________________                                                                                                    Date:  ______________________

MTF Goals established by MTF Commander: 

A. Optimize ambulatory care capacity in order to recapture care and reduce referrals to network.
B. Optimize outpatient referral management within direct care system.
C. Decrease ambulatory care demand in order to optimize utilization and improve access.

	UM PROCESS STEPS
	PRIORITY #1

Maximize OB capacity for Uncomplicated Pregnancy
	PRIORITY #2

Identify trends in referral management and define opportunities for improvement
	PRIORITY #3

Implement practice guidelines for highest utilizers in ambulatory care

	1. Identify priorities for focus and examination
	Rationale:

Uncomplicated pregnancy and normal newborn are the top inpatient diagnoses and are in the top 20 of all outpatient diagnoses for the MTF.   Optimizing this high volume care process could lead to decreased demand and improved access thus improving capacity and decreasing referrals to the network.
	Rationale:

Referral tracking affords the MTF an opportunity to identify trends (e.g., over and under utilization), and ensure referrals meet appropriate level of care, medical necessity, and access standards. It also allows an opportunity for the MTF to identify areas that need improvement and to provide education.
	Rationale:

Eighty per cent of MTF resources are expended on less than 20% of the MTF population.  Identification and proactive management of high-utilizers could effectively decrease utilization and improve access thus improving capacity and decreasing referrals to the network. 

	2. Select measures and collect data according   to priorities
	· Identify number of outpatient visits per each diagnosis of Uncomplicated Pregnancy for prior12 months.

· Number of OB non-availability statements (NAS) for prior 12 months.
· Perinatal, maternal, and neonatal mortality Morbidity and Mortality rates for Uncomplicated Pregnancy.
	· Identify trends and number of written referrals for services within the direct care system by     1) diagnosis;  2) requested procedure; and        3) provider requesting referral 
· Identify trends and number of written referrals for services outside the direct care system to the Network by 1) diagnosis; 2) requested procedure; and 3) provider requesting referral.
	· Identify patients with greater than 30 visits (inpatient, outpatient, emergency room combined) annually

· Identify volume of patients with greater than 30 visits annually
·  Identify diagnoses of patients with greater than 30 visits annually


	UM PROCESS STEPS
	PRIORITY #1
	PRIORITY #2
	PRIORITY #3

	3. Evaluate the data


	· Results:  Average 14 visits per Uncomplicated Pregnancy over past 12 months.

· Reports in the literature indicated a “reduced visits schedule” to 9 visits for Uncomplicated Pregnancy could be safely instituted.  Instituting a reduced visit schedule will open capacity 

· Results:  10% of all OB/GYN workload was referred to the network over the past 12 months. 10% network referral represents an opportunity to recapture care.

· Results:  Morbidity and mortality rates were at or below the MHS and civilian averages

· Low morbidity and mortality rates must be maintained or improved with the implementation of any OB optimization initiative.
	· Results: The prior 12-month trend analysis indicates an average of 15 emergent MRI per month from the Emergency Department (ED).
· The Network performs all MRIs since the MTF does not have MRI capability.
· The previous MTF emergent MRI referral benchmark averaged 4 referrals per month.
· Acute head injury is the primary reason for MRI requests.  Ten percent of the MRI results indicated an acute head injury was sustained.
· Ninety percent of the ED referrals were written by contract ED physicians.
· Contract ED physicians have been utilized in the Emergency Department for the past 4 months.
· No significant trend for the age of the patients requiring an MRI.
· Regional benchmark for same size MTF and same timeframe for an emergent MRI was an average of 5 referrals per month.
· Also, the patients were transported to the network facility for care and then the stable patients were transported back to the MTF for inpatient care. If the patient was unstable, the patient was admitted to the network facility. 
· Perform random focused medical record review of 20 percent of the patients receiving an MRI.
· Apply InterQual( procedure criteria to each patient record to determine medical necessity and appropriateness of the procedure.
· Apply referral criteria to the ED generated consult to determine medical necessity and appropriateness of the consult.
	· Results:  Greater than 2000 patients were identified as having greater than 30 visits annually with 500 patients having greater than 70 visits (inpatient, outpatient and ED) annually.

· Results:  After eliminating high risk OB and oncology patients from the high-utilizers, remaining diagnoses included depression, pediatric asthma, chronic pain and congestive heart failure.  



	4. Prioritize opportunities for improvement
	· Implement guideline-based reduced visit schedule for uncomplicated pregnant patients. 

· Reducing number of visits per patient for Uncomplicated Pregnancy should increase the number of available appointments and reduce the rate of referrals to network
	· Reduce number of emergent non-medically necessary MRI procedures.
· Evaluate feasibility, benefit, cost, and availability of portable MRI scanner.
· Assess education and training needs for ED contract providers and other ED staff.
	· It was decided that priority among high-utilizers should be 1) Pediatric Asthma, 2) Diabetes 3) Depression, and 4) Congestive Heart Failure due to the availability of DoD/VA Guidelines for those conditions and the estimated ease of implementation of each guideline.

	5. Establish outcome goals
	· Within 18 months, decrease number of visits per Uncomplicated Pregnancy to 11.

· Within 18 months, decrease network referrals to 5%
	· Within 3 months, the number of inappropriate MRIs will be zero.

	· Decrease the number of patients with greater than 30 visits annually by 50%

	6. Formulate an action plan
	· Implement reduced visit schedule guideline for the uncomplicated pregnant patient 

· Identify timelines and Action Officers

· Market reduced visit schedule to beneficiary population

· Develop process measures (i.e., percentage of patients with Uncomplicated Pregnancy who opt for reduced visit schedule; percentage of patients who do and do not continue each month) and evaluate progress monthly. 

· Monitor morbidity and mortality rates on a monthly basis to immediately identify any untoward impact of the reduced visit schedule


	· Identify timelines and Action Officers.
· Perform 100 percent prospective review for MRI referrals originating from the Emergency Department for the next 3 months and reassess.
· Based on medical record documentation, confirm appropriateness of the referral and medical necessity for the procedure with InterQual( and Milliman & Robertson criteria.
· Provide access of the Referral Criteria to the providers through the web and/or hardcopy.
· Provide training to the contract ED providers regarding referral process within the Direct Care system and to the Network.
· Develop clinical pathway for management of acute head injury within the ED.
	· Identify timelines/Action Officers.

· Implement VA/DoD Asthma Guideline ensuring that all persistent asthmatics are prescribed long-term controller medication and receive patient self-management education.  Implement case management of asthma patients with admissions or ER visits within the past 3 months and prospectively for any asthma patient with an ER visit or inpatient admission.

· The VA/DoD Diabetes Practice Guideline had already been implemented at this MTF, however diabetes patients comprised 10% of the high-utilizer population. As the facility had a limited number of case managers (4), Disease-Specific Group visits (Kaiser model) were to be implemented for the continued high-utilizer diabetics.




	UM PROCESS STEPS
	PRIORITY #1
	PRIORITY #2
	PRIORITY #3

	7. Implement action plan
	As above.
	As above.
	As above.

	8. Re-measure and evaluate outcomes
	Remeasure data elements and evaluate impact of actions. 
	· Remeasure data elements every 3 months and as necessary.

· Evaluate impact of actions.
	Remeasure data elements and evaluate impact of actions

	9. Monitor periodically to ensure change is sustained
	Monitor data to confirm goal is achieved.
	· Monitor data to confirm goal is achieved.
· Perform random focused review of medical records within 6 months of plan implementation to confirm documentation substantiates MRI referral.
	Monitor data to confirm goal is achieved.

	10. Report UM activities and results to all levels of the MTF
	Results will be reported to the QM/UM Committee on a quarterly basis and included in QM/UM Committee reports to the MTF Command leadership.
	Results will be reported to the QM/UM Committee on a quarterly basis and included in QM/UM Committee reports to the MTF Command leadership.
	Results will be reported to the QM/UM Committee on a quarterly basis and included in QM/UM Committee reports to the MTF Command leadership.

	11. Communicate UM activities and results to all levels of the MTF
	The quarterly QM/UM Committee reports containing the results would be disseminated to the affected departments/product lines.
	The quarterly QM/UM Committee reports containing the results would be disseminated to the affected departments/product lines.
	The quarterly QM/UM Committee reports containing the results would be disseminated to the affected departments/product lines.

	12. Evaluate and update the MTF UM Plan at least annually
	· Review and update UM plan annually.

· Establish timeline for review and update.
	· Review and update UM plan annually.

· Establish timeline for review and update.
	· Review/update UM plan annually.

· Establish timeline for review and update.


ENCLOSURE 4

MTF levels of review and APPEAL PROCESS 

If an MTF conducts formal utilization review and there is the potential for denial of care or services within an MTF, the MTF will develop written plans for and implement a formal appeal system that incorporates the levels of review and other requirements outlined below.  

Documentation:  Documentation is required at each step of the review process.  MTF Commanders will develop and implement a program for providing beneficiaries and providers with the written results of all review activities. 

At every level of the process, notification of review determinations must be in writing and maintained on file.  Notification will be completed and mailed within the time limits outlined below.  Notification must be individualized and include the beneficiary’s name and address; sponsor's name and social security number; attending provider; the service(s) under review; the clinical rationale for a denial determination; and the name and telephone number of the office from whom additional information may be obtained.  The notification must specify the right to appeal, how and where to appeal, and time limits for filing an appeal.

Confidentiality.  All documents related to the appeal process and levels of review are subject to the same prohibitions against disclosure of information and the same protections as other UM documents defined at Enclosure 1.

Proper appealing party:  Participation in an appeal is limited to any party to the initial determination and authorized representatives of the parties.  Any party to the initial determination may appeal an adverse determination, including active duty members acting on behalf of themselves or as authorized representatives of family members. The appealing party is the party who actually files the appeal.  Essentially, a proper appealing party may be the beneficiary, the beneficiary’s authorized representative, or the attending provider.

Appealable issues:  The appeal process below addresses only medical necessity determinations.  This policy does not address factual determinations, which should be handled according to applicable local, Service, and/or other relevant DoD policy.

Levels of Review and Appeal Process.  Formal review procedures will contain the levels outlined below.  A flow diagram of this process and key decision points follows the text.

1.  First Level Review.  A screening process, usually performed by a non-provider, using approved criteria to render decisions as to the medical necessity and appropriateness of the level of care under review.  First level reviewers either authorize services or refer the case to second level review; they may never deny services.  

Qualifications for First Level Reviewers.  First level reviewers must be familiar with the criteria used by the facility; formal instruction is recommended.  First level review is usually performed by non-physicians, although, as stated below, physicians also qualify.  However, the same physician cannot serve as both the first and second level reviewer.

For medical and surgical cases, first level reviewers will be licensed physicians, licensed registered nurses (RNs), or certified physician assistants (PAs).  Licensed practical nurses or hospital corpsmen/technicians may serve as first level reviewers if directly supervised by a licensed physician, licensed RN, or certified PA; the MTF UM Plan will specify qualifications for these paraprofessionals such as experience, length of service, rank, etc.

For mental health cases, first level reviewers will be licensed psychiatrists, licensed registered mental health nurses, licensed clinical psychologists, or licensed clinical social workers.  Licensed practical nurses or hospital corpsmen/technicians may serve as first level reviewers if directly supervised by one of these licensed or certified professionals; the MTF UM Plan will specify qualifications for these paraprofessionals such as experience, length of service, rank, etc.  At a minimum, they must have formal training and experience in mental health.

1.1  Guidelines for First Level Review

· First level reviewers will never deny services or negotiate levels of service. 

· Second level review by a qualified practitioner (as defined below) is required for all cases not meeting the first level screening criteria. 

· Review can be conducted prospectively, before services are rendered; concurrently, as services are rendered (i.e., inpatient stay or home health care); or retrospectively, after services have been rendered.  These types of review are further defined at Enclosure 7.

1.2  Review Criteria.  For the following arenas of care, MTFs will use the below named products for first level review.  Where different products address the same topic (such as specialty referral addressed by both InterQual( and Milliman ), the MTF may select the product that best meets its needs.

· Medical/Surgical Arena:  InterQual( Clinical Decision Support Criteria, which include the following criteria sets:  Acute Care (adult and pediatric); Home Care (adult and pediatric); Subacute Care; Skilled Nursing Facilities (adult); Rehabilitation (adult); Procedures (adult and pediatric); Imaging; Specialty Referral; Long Term Care.  

· Behavioral Health Arena:  InterQual( Behavioral Health Level of Care Criteria 
· Substance-related Disorders:  ASAM Patient Placement Criteria for the Treatment of Substance-Related Disorders (current edition), published by the American Society for Addictive Medicine (ASAM). 

· Primary Care and Use of Pharmaceuticals:  Milliman Primary and Pharmaceutical Care Guidelines, which target conditions ordinarily seen by primary care providers and also include guidelines for specialty referrals and pharmaceutical management in the ambulatory care arena. 
If a procedure or service is not addressed by InterQual( or Milliman, then board certification specialty criteria, such as those published by the American College of Obstetrics & Gynecology (ACOG), may be used.  Applicable Medicare guidelines may also be used.

Further information on review criteria and guidelines is at Enclosure 8, Decision Support Tools.

2.  Second Level Review:  A level of review conducted to render medical necessity determinations based on the medical expertise of the reviewer.  The second level reviewer may authorize or deny services.  If services are denied, an initial denial determination is issued.  

Qualifications for Second Level Reviewers.  Second level reviewers must be licensed practitioners who possess a current, valid, unrestricted license in the U.S. and who meet the definition of a “Clinical Peer:”

Clinical Peer:  “A physician or other health professional who holds an unrestricted license and is in the same or similar specialty as typically manages the medical condition, procedures, or treatment under review.  Generally, as a peer in a similar specialty, the individual must be in the same profession, i.e., the same licensure category as the ordering provider” (URAC, 2002,  p. 15)

Medical and Surgical Cases:  Physicians must meet the above criteria and be board certified (by a specialty board recognized by the American Board of Medical Specialties or its osteopathic equivalent) and have their historical practice in the major clinical area (medicine, surgery, pediatrics, obstetrics/gynecology or psychiatry) being reviewed.

Behavioral Health/Mental Health Cases: Physicians must meet the above criteria with board certification by the American Board of Psychiatry and Neurology.

Further information on review criteria and guidelines, including distribution to MTFs and TRICARE Regional Offices, is at Enclosure 8, Decision Support Tools.

2.1  Guidelines for Second Level Review

Opportunity for Discussion of Proposed Denial Determination.  Before issuing an initial denial, the beneficiary's attending provider will be notified of the proposed determination and afforded an opportunity to discuss the matter with the reviewing physician. The purpose of this discussion is to allow further explanation of the nature of the beneficiary's need for healthcare services.  For inpatient care, this would include all factors, which preclude treatment of the beneficiary as an outpatient or in an alternative level of inpatient care. 

Specialty Consultation.  The reviewing physician will consult with a peer who is in the same discipline as the attending/treating provider (e.g. psychologist, anesthesiologist, pathologist, podiatrist, radiologist).  All consultations will be fully documented in the case file.  When this requirement cannot be met, the reason will be documented.

Conflict of interest.  Reviewers must excuse themselves from reviewing a case in which they feel an objective opinion cannot be rendered.  Reviewers will be excluded from reviews when the claim involves a case in which the reviewer participated in developing or executing the b

beneficiary's treatment plans or involves the reviewer or a member of the reviewer's family.

2.2  Initial Denial Determination

Initial Denial Determination. A determination by the second level reviewer that the healthcare services furnished or proposed to be furnished to a beneficiary are not medically necessary or are not at the appropriate level of care is an initial denial determination and is appealable through reconsideration review.  An initial denial determination is final unless the initial denial determination is appealed and reversed upon reconsideration.

Notice of Initial Denial Determination.  The MTF will ensure that a written notice of the initial denial determination is provided to the beneficiary and to the attending provider.  If the beneficiary is expected to be unable to comprehend the notice, subject to privacy concerns the written notice is provided to the beneficiary's next of kin, guardian, or other legal representative.  The notice shall include a statement of the beneficiary’s and provider’s right to appeal for reconsideration, the procedure for filing the appeal, and a deadline for filing the appeal. 

Timing of the Notices. A written notice of an initial denial determination will be mailed within the following timelines for: 

· Prospective review:  within five (5) business days of denial determination, except for prospective review for inpatient admission

· Admission:  within one business day of denial determination

· Concurrent review:  within three (3) business days of denial determination

· Retrospective review:  within three (3) business days of denial determination

3.  Third Level Review (Reconsideration):  Reconsideration review is conducted to determine whether the initial determination was made in accordance with law, regulation, policies, and guidelines in effect at the time the care was provided or requested.

Qualifications of Reconsideration Reviewers:  Reconsideration reviewers will only be licensed doctors of medicine, osteopathy, or oral surgery who possess a current, valid, unrestricted license in the United States and who have active staff privileges and patient care responsibilities in a medical treatment facility within the region. They will be board-certified (by a board recognized by the American Board of Medical Specialties or osteopathic equivalent) specialists in the specialty of the attending physician or the type of service under review. They will not be the reviewers who made the initial denial determination or be assigned as a staff physician in the facility involved in the reconsideration. 

If possible, the reviewer will practice in a setting similar to the provider whose services are being reviewed, unless meeting this requirement would compromise the effectiveness or efficiency of the review process.  If matching reviewers of similar practice settings is not possible, the reasons will be documented. 

If the services subject to review were rendered by a qualified healthcare provider other than a physician, every effort will be made for the reviewing physician to consult with a peer who is a similarly qualified healthcare provider. All consultations shall be fully documented. When this requirement cannot be met, the reasons will be documented. 

3.1  Guidelines for Third Level Review

Right to Reconsideration.  The MTF Commander will establish procedures to ensure that the beneficiary (or representative) and attending provider are notified in the initial denial notice of their right to reconsideration of the initial denial determination.

Request for Reconsideration.  A proper appealing party may submit a written request for initial reconsideration.  An appealing party may submit a written request for an expedited reconsideration of a determination related to pre-admission, pre-procedure, or for continued stay if the beneficiary is still an inpatient in the MTF.  The request shall state the specific matter in dispute and shall include a copy of the notice of the initial denial determination.
Timing of Reconsideration Requests.  An initial denial determination will be reconsidered if a written request is filed within the time frames described below.  

· Inpatient: by noon of the day following the day of receipt of the initial determination. 

· Expedited:  within three (3) calendar days following the day of receipt of the initial determination. 

· Non-expedited:  All other requests for reconsideration must be filed before expiration of the appeal filing deadline provided in the denial notification letter or within 90 calendar days of the date of the notification letter, whichever is later. 

Late Requests. Late or untimely requests for reconsideration will be considered only if extraordinary circumstances, over which the appealing party had no practical control, exist. Extraordinary circumstances are limited to:

· Administrative error (misrepresentation, mistake or other accountable action) of a staff member performing functions and acting within the scope of that individual's authority. 

· Inability of the appealing party to communicate (whether due to mental incompetence or because of physical disability). 

Provision of Reconsideration Information.  When reconsideration is requested, all parties will be provided an opportunity, prior to the reconsideration, to examine and obtain documents and information upon which the initial denial determination was made, subject to the Privacy Act.  In accordance with 10 U.S.C. 1102, the identity of review coordinators, physician reviewers, or consultants who assisted in the review of the case will not be disclosed. 

Reconsideration Proceedings.  All parties will be informed of their opportunity to present documenting material or additional information for consideration. MTF Commanders will follow the reconsideration procedures listed below: 

· Advance notice of the date of the reconsideration will be given to allow sufficient time for the preparation and submission of additional information. 

· A reconsideration will be rescheduled if a party submits a written request presenting a reasonable justification. 

· A reconsideration will be based on the information that led to the initial determination, all information found in the medical record, and additional information submitted by the beneficiary or provider. 

· The beneficiary and/or provider will be informed that additional information must be provided in writing and that they will receive written notification of the reconsideration determination after the reviewing physician has decided the case. 

Timing of Reconsideration Determination.  Results of the reconsideration will be issued to the appealing party within the following time frames: 

· Expedited/Pre-Procedure:  Within three (3) business days after receipt of a request for an expedited reconsideration if the initial denial determination involves preadmission, pre-procedures, or when the beneficiary is an inpatient. 

· Non-expedited:  Within thirty (30) calendar days after receipt of a request for reconsideration if the initial denial determination involves ambulatory or non-institutional care or services (except pre-procedure reviews); the beneficiary is no longer an inpatient in a hospital; or the request for expedited reconsideration was untimely.

Result of Reconsideration Review:  The reconsideration review may reverse the initial denial determination and authorize services or may uphold the denial.  If the denial is upheld and there is no appeal, the last reconsideration determination becomes final.

Notice of Reconsideration Determination. The written notice of the reconsideration determination will contain the following: 

· A statement of the issue or issues under appeal. 

· The provisions of law, regulation, policies, and guidelines that apply to the issue or issues under appeal.

· A discussion of the original and additional information that is relevant to the issue or issues under appeal.

· Whether the reconsideration determination upholds the initial determination or reverses it, in whole or in part, and the rationale for the action.

· A statement explaining the right of all appealing parties to appeal further when the reconsideration determination is less than fully favorable to the appealing party.  A request for appeal of the reconsideration determination will be forwarded and reviewed by the National Quality Monitoring Contractor (NQMC).

Contents of the Record.  The record of the reconsideration must include: 

· The initial determination and its basis. 

· Documentation of the date of receipt of the request for reconsideration. 

· The detailed basis for the reconsidered determination. 

· Evidence submitted by the parties. 

· A copy of the notice of the reconsidered determination provided to the parties. 

· Documentation of the delivery or mailing. 

· Receipt of the notice of the reconsidered determination by the parties (if appropriate). 

4.  Fourth Level Review. The NQMC is the external entity responsible for reviewing an appeal of the reconsideration determination if the initial denial was upheld. 

Timing of Appeals of Reconsideration Determinations.  NQMC will consider an appeal of a reconsideration denial determination if a written request is made by a proper appealing party within the following time frames:  

· A request for appeal of a reconsideration of a concurrent review denial (e.g., the beneficiary is currently receiving services or treatment) must be filed by noon of the day following the date of receipt of the reconsideration denial determination. 

· A request for an expedited appeal of a reconsideration of a pre-admission or pre-procedure denial must be filed within three (3) business days after the date of the receipt of the reconsideration denial determination. 

· All other requests for appeals of reconsideration denials must be filed within 90 calendar days after the date of the reconsidered denial determination. The request will be considered to be filed as of the date the request is postmarked, or, if the request does not have a postmark, it will be considered filed on the date it is received.  The date of receipt of the request for appeal of reconsideration denial will be considered as five (5) days after the date of mailing, unless the receipt date is documented. 

Late Requests.  Late or untimely requests for appeal of reconsideration denials are considered only if there exist extraordinary circumstances over which the appealing party had no practical control.  Extraordinary circumstances are limited to administrative errors (misrepresentation, mistakes, or other accountable actions) of a staff member performing functions and acting within the scope of that individual's authority or the inability to communicate of the appealing party (whether due to mental incompetence or physical disability). 

Determination and Notification of Parties Appealing Reconsideration.  Following receipt of required documentation for review of reconsideration denial, the NQMC will make a determination and notify all parties to the determination within the following time frames: 

· Inpatient/Expedited:  Within three (3) business days after the request for an appeal of the reconsideration of a denial determination for prospective review or concurrent review for continued inpatient stay or if otherwise identified as an "expedited reconsideration." 

· Non-expedited:  Within thirty (30) calendar days after receipt of a request for an appeal of a reconsideration, if the initial determination involves ambulatory or non-institutional care or services (except preprocedure reviews); the beneficiary is no longer an inpatient in a hospital; the request for expedited reconsideration was untimely; or the request was filed by a provider. 

Information provided by the NQMC.  The following information will be included in the notice of the decision of an appeal of the reconsideration determination provided by the NQMC: 

· A clear, concise summary of the issue under review, stating the decision and whether the reconsideration upholds or reverses the initial determination in whole or in part. 

· An explanation of the reasons for the determination, including a narrative description of the medical facts and a detailed rationale for the determination. 

Changes to NQMC decision.  The NQMC decision is final and binding upon all parties unless: 

· Reopened and revised by the NQMC, either on its own motion or at the request of a proper appealing party, within one year from the date of the determination. 

· Reopened and revised by the NQMC after one (1) year but within four (4) years because: the NQMC receives new and material evidence; there is a clerical error in the statement of the NQMC's determination; the NQMC erred in an interpretation or application of any Service policy; or there is an error apparent on the face of the evidence upon which the NQMC's reconsideration was based. 

· Reopened and revised by the NQMC at any time if the reconsidered determination was obtained through fraud or an abusive practice, e.g., describing services in such a way that a wrong conclusion was reached. 

· The decision is reversed by the MTF Commander. 

23. Fifth Level Review (Appeal to MTF Commander).  Beneficiaries dissatisfied with the NQMC decision may appeal to the MTF Commander.  The request must be in writing, must state the specific matter in dispute, include copies of the NQMC decision being appealed, and must include any additional documents or information not previously submitted. The purpose of allowing appeal of the NQMC decision is to determine whether the initial determination or reconsideration determination was made in accordance with law, regulation, policies, and guidelines in effect at the time the care was requested or at the time of the initial determination or reconsideration.  The MTF Commander’s review will be based upon all information from previous reviews and any additional information the appealing party may submit or the MTF Commander may obtain.

5.1  Guidelines for Fifth Level Review

Limits of Time to File.  Appeals to the MTF Commander must be filed within the following time frames:

· Inpatient: by noon of the day following the day of receipt of the NQMC decision. 

· Pre-procedure or pre-admission:  within three (3) business days after the date of receipt of the NQMC decision. 

· All other requests: within ninety (90) calendar days after the date of receipt of the NQMC decision. 

Official Filing Date. A request for appeal of an NQMC decision will be deemed filed on the date it is postmarked.  If there is no postmark, it will be deemed filed on the date it is received. 

Consultation with TMA.  Before issuing a final determination, the MTF Commander may elect to consult with the TMA Office of the Chief Medical Officer (OCMO), especially if the case involves the resolution of TRICARE policy.   

Timeliness of Appeal Determination.  The MTF Commander will notify the appealing party of the appeal decision within the following time frames: 

· Inpatient/Expedited:  Within three (3) business days of the date of receipt of the request for expedited review,  pre-procedure, pre-admission, or concurrent inpatient review.   

· Non-expedited:  Within sixty (60) calendar days after receipt of the appeal request when the NQMC decision involves ambulatory or non-institutional services (except pre-procedure reviews). 

Notice of MTF Commander Appeal Determination.  The MTF Commander, or a designee, will issue a written notice of the appeal decision to the appealing party at his or her last known address. The notice must contain the following elements: 

· A statement of the issue or issues under appeal. 

· The provisions of law, regulation, policies, and guidelines that apply to the issue or issues under appeal. 

· A discussion of the original and additional information that is relevant to the issue or issues under appeal. 

· Whether the formal review upholds the NQMC decision, or reverses the NQMC determination or determinations in whole or in part and the rationale for the action. 

Final Decision: The MTF Commander is the final level of review and appeal for the direct care system.  The MTF Commander’s decision becomes the final determination in the process.  
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Enclosure 5

Utilization Metrics and Measures

PART I:  mhs STANDARD UTILIZATION METRICS 

The following are standardized utilization metrics which all MTFs are required to monitor.  These metrics will be centrally computed and available on the TMA website as part of the MHS Standardized Metric Set.  The website will include a Handbook that explains the data source, performance target, and metric calculation for each measure.

24. Outpatient Relative Value Units (RVUs) per 1000 MTF enrolled per month/per year.

25. Primary Care RVUs per 1000 MTF enrolled per month/per year.

26. The percentage of MHS Relative Weighted Product adjusted dispositions develier in the direct care system within United States catchment areas for beneficiaries under age 65.

27. The number of beddays per 1000 enrollees under age 65.

5.  The percentage of MHS visits delivered in the direct care system within the United States market areas for beneficiaries under age 65. 

PART II:  ADDITIONAL UTILIZATION MEasures

The following tables supplement the required standardized metrics and provide utilization measures which an MTF might select in monitoring facility-specific utilization patterns and in gathering data for the UM Process.  The tables include corresponding data sources, suggested applications, and available benchmarks.  The applications are provided to suggest “next steps” in using the data for population health and performance improvement.  Facilities are not required to follow the applications as written.  The term “benchmark” is used broadly to indicate resources where comparative data may be located.   Resources were not available for all measures.

The tables do not include every possible utilization measure but rather those most frequently used to provide a broad view of utilization patterns.  MTFs should use other measures to further “drill down” into the data as needed. 

Supporting Population Health Improvement

Utilization rates play a significant role in how organizations analyze historic demand and forecast future demand.  The DoD Population Health Improvement Plan and Guide discusses a model-based approach to forecasting demand:

The process begins by developing a projection of the sizes of future beneficiary and enrolled populations.  Historical utilization rates (such as average per capita numbers of visits and bed-days) by each demographic group in this population (grouped by age, gender, beneficiary category, etc.) are then established.  These historical rates are modified to account for the effects of changes in clinical capabilities and clinical and business practices.  Application of these utilization rates to the population results in an estimate of future demand (p 42).

Utilization data provides important information by revealing who uses the healthcare system, how often, and for what purpose.  By “drilling down” further, the MTF can identify individual beneficiaries with high utilization rates in addition to high volume diagnoses, procedures, and services.  The MTF can then define significant trends and determine where to focus primary, secondary, and tertiary preventive interventions.

Selecting measures for the UM Process 

The UM Process states, “based on priorities, select utilization measures and collect data.”  Typically, measures are selected that relate to high cost, high volume, or problem-prone diagnoses, procedures, and services and to beneficiaries who have demonstrated high cost, high volume, or highly complex utilization patterns (“high utilizers”).   High cost and high volume are self-explanatory.  “Problem-prone” can vary by setting.   For inpatient services, problem-prone diagnoses include those related to high mortality, high morbidity, high length of stay, high re-admission rates, and preventable admissions (identified and centrally reported by TMA).   For ambulatory services, problem-prone includes multiple visits for the same condition, multiple visits across various settings (primary care clinic, emergency room, specialty care), and unexpected admissions after ambulatory surgery. 

As the MTF develops its UM Plan, the measures may also assist the MTF to focus on service-specific areas for focused utilization review, to develop reports which display the applicable data elements for study, and to potentially “drill down” for patterns of care. 

NOTES:  

The term “top” is to be defined by each MTF.  It usually connotes rate of occurrence, such as the five procedures performed most often in a facility.  Even when studying occurrence, priorities will vary from facility to facility.  A smaller MTF may elect to focus on their “top” five high volume procedures, but a larger MTF might study their top 10 or even their top 25.  “Top” may also refer to level of significance, as the “top” problem-prone diagnoses.  In this case, an MTF might study diagnoses that are the most problematic rather than those that occur most often.

Categories are used for clarity in presenting the data.  The categories do not imply that ambulatory care facilities should only study outpatient data.  An ambulatory care facility might study selected inpatient patterns of its enrolled population if there is an opportunity for improvement, even though all admissions occur in the purchased care system.

ADDITIONAL UTILIZATION MEASURES

	OUTPATIENT 

MEASURES
	DATA SOURCES
	SUGGESTED APPLICATIONS
	AVAILABLE BENCHMARKS

	Ambulatory procedures (CPT) per 1000 MTF enrolled per month/year


	NED/DEERS = MTF enrolled

SADR = CPT codes
	· Identify procedures with highest frequency 

· Are highest frequencies within MTF or purchased care?  If higher in purchased care, is the procedure available within MTF?  If yes, identify causes for referral and consider strategies for recapturing care.

· Conduct focused retrospective review to determine if highest frequencies meet medical necessity criteria.  If high number do not, consider short-term prospective review for high frequency/high cost.
	www.tricare.osd.mil/Ambulatory/

www.pasba.amedd.army.mil/mhsutilization/mhsinit.html

	Emergency Department (ED) encounters per 1000 MTF enrolled per month/per year 


	NED/DEERS = MTF enrolled

SADR = ED encounters 
	· Identify high ED utilizers.  Consider case management, education, condition management, marketing of advice line. 

· Is there inappropriate or over-utilization of the ED? Is this an access issue?

· Are there implications for community outreach?   For instance, is there a high volume of fractures?  Is there a pattern to the cause?  What safety factors might be missing to prevent fractures?
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html

	High volume ICD-9-CM principal diagnoses for ED visits for MTF enrolled per month/per year
	SADR = ICD-9-CM diagnosis code for ED visit
	· Identify highest occurring principal diagnoses within ED. 

· Identify patterns by enrollee and by type of visit.  Consider case management, condition management, etc.

· Are there implications for community outreach?  i.e., is there a high volume of fractures?  Is there a pattern to the cause?  What safety factors might be missing?
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html


	OUTPATIENT

MEASURES
	DATA SOURCES
	APPLICATION
	AVAILABLE BENCHMARKS

	ICD-9-CM principal diagnoses seen within the outpatient setting for MTF enrolled per month/per year 


	NED/DEERS = MTF enrolled members

SADR = ICD-9-CM Principal Diagnosis
	· Identify highest occurring diagnoses 

· Stratify by medical, surgical, behavioral health and by adult/pediatrics.

· Would group visits for select diagnoses be appropriate?  

· Are CPGs in use?  Are they being used correctly?  Is provider education indicated?
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html

	Procedures (CPT):  Top high volume for MTF enrolled per month/per year
	SADR = Procedure codes
	· Identify the highest occurring procedures within the outpatient setting.

· Stratify by adult and pediatric.

· Conduct focused review to confirm the medical necessity and appropriateness of high volume procedures.
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html

	Specialty referrals per MTF enrolled per month/per year


	CHCS = Referrals

NED = MTF enrolled members

SADR = # Visits
	· Stratify by referrals within MTF and referrals to purchase care.

· If high volume of referrals are leaving MTF to purchased care, determine contributing factors:

· Reference Milliman Care Guidelines or InterQual referral guidelines.  Are these being used to assist PCM?

· Could the care be managed by the PCM?  Is education of PCM indicated?
	


	ANCILLARY

MEASURE
	DATA SOURCE
	APPLICATION
	AVAILABLE BENCHMARKS

	Radiology procedures per MTF enrolled per month/per year
	CHCS = Radiology procedures performed 
	· Identify highest volume procedures.

· Are criteria available that must be met prior to ordering a high cost radiological procedure? Are they being used?

· Identify referral rate to purchased care if the procedure is available in-house.  If unacceptable, and inappropriate procedures are being ordered, consider forming a team to develop criteria if not available.  If criteria are available, ensure all providers are educated in their use.


	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html


	INPATIENT

MEASURES
	DATA SOURCE
	APPLICATION
	AVAILABLE BENCHMARKS

	MTF* average length of stay (ALOS) per DRG per month/per year

*Bedded facilities only


	SIDR = LOS

SIDR = DRG assigned
	· Identify the overall MTF ALOS.

· Identify the highest frequency DRGs and compare to the overall MTF ALOS.  Are one or more DRGs skewing overall ALOS?  

· Compare MTF ALOS to external averages.  Is the MTF ALOS higher or lower?

· Stratify by product line (medical, surgical, maternity, newborn, behavioral health) and identify problem areas for further study.

· Conduct a DRG-specific retrospective focused review to determine if discharge planning, case management, clinical pathways, or other strategies are indicated for any aberrant DRGs

· Is concurrent review indicated for a brief period to pinpoint barriers to timely discharge?
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html

www.tricare.osd.mil/drgrates/

	Admission rate per 1000 MTF enrolled per month/per year


	NED/DEERS = MTF enrollees

SIDR = admissions
	· Stratify by MTF and purchase care and compare admission rates

· Identify the reasons for purchased care admissions if your MTF has the same inpatient resources.  Why are MTF beds unavailable? Can steps be taken to decrease MTF LOS and increase capacity?  

· What are the preventable admission rates?  Are there indications for condition management, case management, etc. 

· Stratify data by product line.  Select priority and use the UM Process to form action plan

· Stratify by DRG and/or diagnoses to identify target population for intervention.
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html


	INPATIENT

MEASURES
	DATA SOURCES
	APPLICATION
	AVAILABLE BENCHMARKS

	Top diagnoses for Same-Day Surgeries with unplanned admissions for MTF enrolled per month/year
	SADR = Procedure performed and date performed

SIDR = Admission date
	· Consider reasons for the admissions.  Were any of these preventable? 

· Are there clusters or patterns to the preventable admissions?  Is a quality review indicated? 
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html

	Total discharges within 24 hours of an admission for MTF enrolled per month/year
	SIDR = Admission and discharges
	· Distinguish inappropriate admissions, i.e., those that did not meet medical necessity or level of care criteria 

· Conduct a focused review to identify underlying causes, and then select appropriate strategies.  For example:  Was the observation level of care more appropriate?  Is that level of care available within the MTF?  Is there a potential to designate certain beds as observation level?
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html 

	Top DRGs by RWP for all MTF enrolled per month/year  

(DRG Weight Table lists RWP for each DRG)
	SIDR = DRG assigned
	· Identify highest frequency DRGs for the date range.

· Identify the average length of stay for the individual DRGs.

· Utilize the DRG weight table to identify related relative weights and lengths of stay.

· Stratify by product line. 

· Are there patterns that warrant further investigation?  Are preventable admissions included in your top DRGs?  Are CM, DM, D/C planning or other strategies indicated?
	www.tricare.osd.mil/drgrates/

	Total MTF admissions for MTF enrolled by principal diagnosis per month/per year
	SIDR = Diagnosis codes

SIDR = Admit date
	· Stratify by product line and by key demographics.  Identify patterns and potential problem areas.

· Compare admission diagnosis to principal diagnosis to identify potential patterns (e.g.,  admission diagnosis is rule-out MI and discharge principal diagnosis is gastroenteritis)

· Conduct focused review to confirm appropriateness of targeted admissions.
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html

	MTF readmission rate for same or related diagnosis within 30 days of discharge for MTF enrolled per month/per year
	SIDR = Diagnosis codes

SIDR = Admit and discharge dates
	· Identify potential quality of care concerns. 

· Compare the first and second or subsequent discharges for a specific enrollee. Was the first discharge or subsequent discharges a potential premature discharge?

· Was the readmission related to insufficient discharge planning, patient education, or follow-up care?
	www.pasba.amedd.army.mil/mhsutilization/mhsinit.html


ENCLOSURE 6

STRATEGIES

Strategies for managing utilization and population health, summarized below, include a wide range of interventions to target gaps in healthcare delivery, to enhance performance and quality of care, and to assist in both managing resources and improving the health of beneficiaries.  An MTF would select the most appropriate interventions according to the results of data collection, the needs of the population, and the MTF’s capabilities, resources, and goals.  

MTFs are not expected to use every single strategy.  In some regions, the MCSC may already be performing some interventions.  This policy does not replace current contract requirements or MTF procedures.  The intention is to offer a menu of strategies for consideration and to educate the reader about the many strategies currently being practiced or developed within the healthcare industry, particularly as the industry shifts from prescriptive UR to a broader medical management model.  Due to space limitations, only brief descriptions are provided; where available, websites and references are included for further reading, if desired.

Benchmarking

Benchmarking is the continuous process of measuring processes, services, and practices against relevant industry standards in order to compare performance and gauge where and whether further efforts to improve might be applicable.  Benchmarking in the MHS must always be applied with consideration for our budget process, incentive structure, and, most importantly, our unique military mission that is unduplicated in the civilian sector.  Benchmarking resources are included with the utilization measures at Enclosure 5.

Care Coordination

The process of assisting individuals with complex personal circumstances (that place them at risk for diminished independence) to gain access to needed medical, social, educational, and other services across different organizations and providers.  Care coordination is often associated with individuals with special needs, especially children and the elderly.

Rosenbach, M. & Young, C. (2000).  Care Coordination and Medicaid Managed Care:  Emerging issues for States and Managed Care Organizations.  Princeton, NJ:  Mathematica Policy Research, Inc.  www.mathematica-mpr.com/pdfs/caresum.pdf.

See also the Policy Statement from the American Academy of Pediatrics at www.aap.org/policy/re9902.html.

Case Management (CM)

The MHS has adopted the following definition:  “Case management is a collaborative process under the population health continuum which assesses, plans, implements, coordinates, monitors, and evaluates options and services to meet an individual’s health needs through communication and available resources to promote quality, cost-effective outcomes.”  

Case management is but one tool for optimizing and operationalizing effective population health management.  As such, case management must be customized to the existing infrastructure and programs, population demographics, and mission of a healthcare organization.  Prescriptive practices which “require case management” services often miss the mark by focusing on individual conditions rather than reducing the severity of illness, meeting patient or family needs, and incorporating meaningful health outcome measures.  

Case management may be focused on individuals or populations.  In either case, it is critical to use appropriate evidence-based practice guidelines as the cornerstone of the CM program.  

See the DoD Case Management website:  www.tricare.osd.mil/ocmo/case_management.cfm

Clinical Pathways/Critical Pathways 

A clinical pathway is the optimal sequencing and timing of interventions by physicians, nurses, and other disciplines for a particular diagnosis or procedure designed to maximize the quality of care and to minimize delays and resource utilization.  A clinical pathway is the sequence of activities that can normally be expected to result in the most cost-effective clinical course of treatment.  The length of the pathway (or episode of care) is governed by the activity or intervention that takes the most time to complete.  

As stated in the DoD Population Health Plan and Guide, clinical pathways describe the local “who, where, when and how” for the implementation of the “what” in a Clinical Practice Guideline.  Other terms for clinical pathways include Critical Pathways and CareMaps.(
Clinical Practice Guidelines 

Clinical practice guidelines (CPGs) are systematically developed statements to assist practitioner and patient decisions about appropriate health care for specific clinical circumstances.  
Practice guidelines provide practitioners with a decision-making tool for determining appropriate evidence-based health care for specific clinical circumstances.  Guidelines offer an opportunity to improve healthcare delivery processes by reducing unwanted variation. As recommended by the Institute of Medicine, practice guidelines must meet the following criteria: they must be valid, reliable and reproducible, clinically applicable and flexible, a multidisciplinary process, reviewed on a scheduled basis and well documented.  CPGs are a key demand management tool.

The DoD has partnered with the Veteran’s Administration (VA) in the development of DoD/VA CPGs targeted at high-cost, high-volume conditions.  Tools have been developed to support MTF implementation of the CPGs.  

DoD/VA CPGs and tools:  www.cs.amedd.army.mil/Qmo
Army implementation:  http://www.cs.amedd.army.mil/qmo/Home.htm

Navy implementation:  https://bumed.med.navy.mil/med03/ebm

Air Force implementation:  https://phsd.afms.mil/phso/

Demand Management 

As stated in the DoD PHI Plan and Guide, “Demand management is a collection of proactive interventions focused on reducing unnecessary healthcare utilization while simultaneously encouraging the appropriate use of healthcare resources.  Demand management reflects the activities of a health system designed to create a healthy environment, decrease morbidity and mortality, and encourage the use of effective decision-support and self-management tools, thus enabling beneficiaries to use healthcare resources appropriately.  Use of demand management strategies will decrease the need for urgent, episodic care.  Its ultimate goal is to manage the health of individuals and populations with a focus on prevention of illness and injury.  Demand management includes primary prevention services [i.e., immunizations]for healthy people  and secondary prevention services [i.e., pap smears] for individuals who already have early disease” (DoD Population Health Improvement Plan and Guide, p. 43).

In addition to those discussed elsewhere in this document, there are a number of other demand management strategies briefly defined below.  These are examples of programs currently used within the healthcare industry and not MTF requirements.

a) Nurse or pharmacist-managed clinics allow these professionals to offer services within their scope of practice but with expanded roles and responsibilities compared to usual practice.  The provider of these services becomes the nurse or pharmacist, not the Primary Care Manager (PCM).  This model frees physicians and other traditional providers to see the more acute patients, improving access and resource utilization and enhancing patient satisfaction.  These clinics usually have a specific focus such as case management (cardiac rehab); condition management (low back pain); prevention screening (Pap Smears); health promotion (smoking cessation); drug therapy and education; or pre-hospitalization.  

b) Health and Wellness Centers augment medical treatment facilities by providing health promotion managers, exercise physiologists, nutrition specialists, medical technicians, and other support personnel to conduct various programs.  Topics include health promotion, wellness, lifestyle change, and fitness improvement for individuals, work sites, and the community. 

c) Health/nurse advice lines offer a toll-free number where a health professional can address a wide range of health concerns using approved protocols.  

d) High-risk intervention involves pro-active identification and contact (by phone or mail) of individuals at risk for one or more health issues.

e) Integrated clinical databases convert data from a variety of sources into longitudinal profiles and usually target high-risk patients.  Integrating information from the HEAR, SIDR, SADR, DEERS, and CHCS databases allows facilities to assess utilization or health patterns that can be better managed through patient education and early intervention.

f) Nurse triage systems employ a registered nurse to be responsible for determining the need for acute, routine, or other scheduled appointments in the ambulatory care arena.  In the emergency department, the triage nurse determines whether a presenting condition warrants a true emergency visit or whether referral to urgent care or a next-day appointment is more appropriate.

g) Preventive Health Assessment (PHA) is a critical component of force health protection.  PHA provides the PCM with the technology to measure the demand for annual evaluations performed on the active duty force by identifying the clinical preventive services, physical standards, and occupational health requirements that must be performed each year to assess a member’s medical status.  The PHA software also tracks disease processes common to the active duty force through the Physical Profile Serial Report capability.

h) Formal reminder systems notify beneficiaries of the need for healthcare visits, medication changes, or recommended behavior changes.  This type of system can be connected to electronic mail and notify an individual when a prescription renewal is due or send test results and appointment reminders.  The MHS already uses similar systems (such as sending pap smear results and notifying active duty by email when annual exams are required) and is further developing this capability using ehealth (see separate listing for ehealth below).  Such reminder systems are an important part of force health protection in addition to condition management.

i) Resource referral services help individuals make informed decisions in selecting resources and products within the military and surrounding community.

For more information on Demand Management, see the DoD Population Health Improvement Plan and guide, http://www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html.

Discharge Planning 

Discharge planning is that part of the continuity of care process which is designed to prepare the beneficiary for the next phase of care and to assist in making necessary arrangements.  The next phase of care might be self-management, care by family members, or care by an organized healthcare provider.  Discharge planning assists patients and their families to identify and resolve medical, social, financial, environmental, and other issues.  It should be designed to decrease or eliminate barriers that disrupt an individual’s timely progress and to facilitate a smooth transition to the next level.  In the inpatient setting, discharge planning must begin with pre-admission screening for elective admissions and upon admission for unplanned admissions and include appropriate follow-up care after discharge.  In the outpatient arena, “disposition planning” assists beneficiaries to identify and access community resources and services that are necessary for successful self-management in the home or other residential environment.  

Disease Management/Condition Management
Disease management (DM) is a prospective, condition-specific approach to delivering health care spanning all encounter sites.  The term “condition management” is also used to include non-disease states such as pregnancy or childhood developmental disorders.  Some models augment the physician’s visit with non-physician practitioners who specialize in target conditions.  These non-physician care managers provide patients with additional education and assistance in controlling or minimizing the effects of their conditions. 

A key to an effective condition management is establishing a partnership with the patient by developing and sustaining a systematic patient self-management program.  The literature has demonstrated that patient outcomes (i.e., blood pressure, HgA1C) only improve when the patient is involved in his or her own care.  Patient education at the appropriate level of patient understanding is a critical component of a condition management program.  

A significant component of an overall condition management approach is the use of CPGs. These VA/DoD CPGs should be considered first when instituting a coordinated condition management program.
Education 

Recognizing the narrow definition of traditional utilization management, which was often equated with utilization review, it is imperative to educate healthcare personnel about the many facets of UM within the framework of population health improvement.  Briefings could be included in MTF Orientation Programs, Commander’s Calls, Training Days, or other educational forums.  It is not necessary that everyone become an “expert” in UM, but it is important that personnel understand the basics of the MTF UM Plan and their role in its success.

Beneficiary education assists individuals to take appropriate advantage of health services, resources, and products and to effectively navigate the system of care.  Education should include information on appropriately accessing care; use of advice lines; use of self-care books; ehealth availability; referral procedures; case management services; and health promotion programs to reduce specific risks, such as smoking-cessation classes.  Specific programs such as well-baby classes and condition management groups can teach individuals to correctly interpret symptoms, perform home care, and understand when to seek timely medical advice.  The aim is to help beneficiaries understand how to be partners in their own health care and their role in promoting an efficient and effective system of care.

E-Health

E-health includes the use of electronic media and tools to obtain health information, supplement healthcare delivery, and provide supporting services.  E-health tools include patient surveys, informational and interactive websites, web-based enrollment and appointment systems, web-based prescription refills, and computer-based educational programs.  E-health can greatly reduce the administrative costs of healthcare delivery related to claims, enrollment, eligibility, and appointing.  It allows 24/7 access to services and benefits and promotes population health and condition management initiatives.  E-health builds a better relationship with beneficiaries by meeting their needs for improved access to services and benefits; access to high quality, personalized health information; and access and control of their case information.

The MHS e-health portal is TRICARE Online at http://www.tricareonline.com. 

Group Visits

Group visits are relatively new models in healthcare delivery where a number of patients meet on a weekly to monthly basis in an expanded physician’s office visit that includes care delivery, education, socialization, a question and answer session, and one to one physician-patient time as needed.  Group visits have been effective with chronically ill patients who traditionally have a high utilization rate, such as those with diabetes, congestive heart failure, and fibromyalgia.  There are several different models of group visits including cooperative health care clinics (CHCC) and drop-in group medical appointments (DIGMAs).  Group visits are not meant to replace individual appointments but to complement the judicious use of traditional office visits in order to achieve efficient use of resources. 

In 1992, the Kaiser Foundation Health Plan of Colorado developed a CHCC for senior patients; see http://www.rwjf.org/app/rw_grant_results_reports/rw_grr/024738.htm.  Other examples of the model can be found on the Internet by searching for “Cooperative Health Care Clinic.”  

Articles on DIGMAs can also be found on the Internet.  One report, published in The Permanente Journal (Fall 1999, Vol. 3, No. 3), discusses the DIGMA model in a medical practice and suggests how it can be employed at other health facilities.  See http://www.kaiserpermanente.org/medicine/permjournal/fall99pj/frdigma.html.

Improving Chronic Illness Care (ICIC) is a national program of The Robert Wood Johnson Foundation, dedicated to serving those with chronic illness.  Information on their website is in the public domain and includes a comparison of the various group visit models.

ICIC website:  http://www.improvingchroniccare.org/

Group visit models:  http://www.improvingchroniccare.org/tools/grpvst_modcompare.pdf.

Health Enrollment/Evaluation Assessment Review (HEAR)

The HEAR collects self-reported data from patients enrolled to a health plan and is a valuable resource when establishing condition management priorities. The data includes the member’s identification of chronic illnesses, contains predictors of healthcare utilization, provides the member’s perception of his/her health status, and other useful parameters.  This information can also be used to establish a baseline for individual coordination of care and the chronic disease burden for a patient panel.  It can provide insight on certain key parameters, such as those smokers who state they are ready to quit. 

Additional information regarding the HEAR can be found at https://phsd.afms.mil/phso/

Health Promotion 

DoD defines health promotion as “any combination of health education and related organizational, social, economic or healthcare interventions designed to facilitate behavioral and environmental alterations that will improve or protect health.  It includes those activities intended to support and influence individuals in managing their own health through lifestyle decisions and self-care” (DoDD 1010.10).  Health promotion is associated with three levels of prevention:  primary prevention to support and influence individuals in managing their own health (fitness, stress management, tobacco cessation); secondary strategies to ensure early detection and prompt treatment (screening, case finding); and tertiary prevention to treat and manage individuals with existing conditions (diabetes education, asthma care). 

See the DoD PHI Plan and Guide, www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html.

Medical Management

Medical management is an evolving model in the healthcare industry that integrates UM, CM, and DM into a hybrid approach to managing patient care.  It includes a shift to evidence-based, outcome-oriented UM and a greater emphasis on integrating clinical pathways into the medical management process, then holding the system accountable for patient outcomes.

Greenberg, L., Carneal, G., & Hattwick, M.  (2002). Trends and Practices in Medical Management: 2001 Industry Profile.  Washington DC:  URAC.  (For ordering information, see the publisher’s website, www.urac.org)
Population Health Improvement (PHI)

“The balancing of awareness, education, prevention and intervention activities required to improve the health of a specified population.  This model unites self-care, MTF, work site and community-based prevention and wellness activities, and medical interventions into a comprehensive paradigm centered on primary, secondary, and tertiary prevention to reduce morbidity and premature mortality and improve health.  The objective of population health improvement is to achieve measurable gains in the health of a defined population over some defined period of time” (DoD PHI Plan and Guide, 2001, IV).   

The DoD Population Health Improvement Plan and Guide is a comprehensive document that provides a conceptual framework and the tools for building healthy communities plus guidance for a uniform healthcare system based on systematic clinical and business decisions.  

See the DoD PHI Plan and Guide, www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html.

Put Prevention Into Practice (PPIP) 

PPIP was a national campaign initiated in 1995 to improve the delivery of clinical preventive services in primary care settings.  It was a comprehensive approach targeting health promotion and disease prevention throughout the life cycle.  These programs have since been absorbed into an overarching population health initiative.  

Profiling 

Profiling is the collection and analysis of clinical utilization data to produce specific information on resource consumption and outcomes of care.  These profiles can be used to examine the system of care and identify opportunities for improvement.  Profiling can be used to benchmark performance on quality indicators; identify best-practices; examine patterns of referrals and use of ancillary services; focus UM efforts; produce performance-based incentive systems; and perform resource or economic modeling.  Profiling may be performed on any healthcare entity, including a provider, clinic, healthcare team, MTF, region, or healthcare organization.

Profiling is discussed under “Analyzing Performance” (Section IV) in the DoD PHI Plan and Guide, http://www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html

Referral Management

Referral management is a process for managing internal and external patient referrals to specialists in either the direct or purchased care system.  The goals of referral management include:  promote continuity of care, ensure timely intervention, recapture care appropriately, and make informed decisions about the most effective utilization of resources.  

The two components of referral management are administrative and clinical.  The administrative component includes monitoring and tracking of referrals coming into and leaving the MTF, ensuring referrals meet access standards, and performing eligibility checks and benefit review.  The clinical component includes utilization review for medical necessity for specialty referrals and appropriate level of care by application of approved guidelines, proactive identification of patients for case management or condition management, and patient advocacy.  

The use of CPGs can facilitate the referral management process; recommended primary care referrals for specialty care are included within a CPG.  Clearly identifying recommended referral points can decrease inappropriate referrals, improve the timeliness of appropriate referrals, and assist in meeting TRICARE access standards, which state that “the wait time for an appointment for specialty care referral shall not exceed four weeks” [32 CFR 199.17].

TMA provides the Milliman Care Guidelines, (previously, Milliman & Robertson Care Guidelines), InterQual( Clinical Decision Support Criteria, and the American Society of Addiction Medicine (ASAM) Patient Placement Criteria for the Treatment of Substance-Related Disorders (2nd edition) to assist healthcare personnel to manage and evaluate specialty referrals.  These tools are discussed at Enclosure 4 and Enclosure 8.

Self-Care Programs

Self-care programs refer to the provision of information and services to members of a healthcare plan to assist them to maintain personal health and make appropriate decisions concerning medical care.  Examples of generic self-care guides include Taking Care of Yourself and The HealthWise Handbook.
Self-Management

While self-care programs refer to generic tools for healthy individuals, self-management programs refer to disease-specific tools to support beneficiaries in managing a diagnosed condition.  Examples of these tools are included in all DoD/VA Clinical Practice Guideline toolkits, which can be ordered from the website, www.cs.amedd.army.mil/qmo.

Self-management refers to activities that patients need to perform on a regular, often daily basis in order to control their illness(es), prevent future complications, and cope with the impact of illness and its treatment on themselves and others.  In general, it includes:  monitoring symptoms; goal-setting in collaboration with health care personnel; lifestyle behaviors, such as healthy eating, regular exercise, and smoking cessation; taking medication; ongoing problem solving to overcome barriers to access and resources; and communicating with the health care team, family members, and significant others.

Self-management support is not the same as didactic patient education.  The emphasis of self-management support is on behavior change, not increasing general knowledge about a disease and its treatment.  Beneficiaries are actively involved.  Interventions are directed at providing beneficiaries with the skills and confidence to set realistic behavior goals, develop action plans, and solve problems in meeting these goals.

The above information is from a presentation by Dr. Edward Wagner, director of the Seattle-based MacColl Institute for Healthcare Innovation.  Dr. Wagner is also director of the previously cited ICIC.  Information on the ICIC web site is in the public domain and includes a chronic care model and an array of clinical tools for managing chronic illness.

ICIC web site:  http://www.improvingchroniccare.org/change/index.html.

Utilization Review

 Utilization review (UR) is the systematic evaluation of the medical necessity, appropriateness, and efficiency of the use of healthcare services, procedures, and facilities.  Levels of review and reviewer qualifications are outlined with the Appeal Process at Enclosure 4.  Detailed definitions and types of utilization review are described at Enclosure 7.

Although not required within the MTF, UR is a valuable UM strategy when used selectively to target specific populations to improve appropriate resource utilization.  Utilization review is also useful for case finding by revealing where other strategies, such as case management, discharge planning, or condition management, might be indicated.

ENCLOSURE 7

UTILIZATION REVIEW

Utilization review (UR) is a criteria-based, systematic evaluation of the medical necessity, appropriateness, and efficiency of the use of healthcare services, procedures, and facilities.  It is criteria-based because objective criteria are applied in the first step of the evaluation process.  It is systematic because there is a prescribed sequence in applying the criteria and in further reviewing the case if criteria are not met.  Levels of review and reviewer qualifications are described with the Appeal Process at Enclosure 4.  

Utilization review can be conducted prospectively, concurrently, or retrospectively.
Prospective Review is designed to evaluate proposed treatment, determine medical necessity, and assess the appropriate level of care prior to the delivery of services.  Third-party payors may require completed prospective reviews from the MTF for elective surgeries (i.e., hysterectomy) before they will provide authorization and reimbursement for a surgical procedure performed within the MTF. 

Formal prospective review determinations require timely attention.  Traditional requirements state that at least 90% of all requests for prospective review should be issued within one working day following receipt of all required information and that 100% should be answered within five working days.  Prospective review is only valid for 30 days; if treatment was authorized but not initiated within the window, the review should be repeated.  

Concurrent Review is designed to evaluate care while it is being provided to validate medical necessity, appropriateness, and quality of care.  The reviewer also looks for delays in service or complications; assesses if tests are appropriate or if unrelated conditions that do not require intervention are being addressed; evaluates the status of discharge planning; and reviews information from any previous reviews. 

Inpatient Concurrent Review consists of two separate components: 

Admission review is conducted within 24 hours of admission to verify the appropriateness and medical necessity of the hospitalization.  Documentation in the medical record should justify the admission and include a supporting history and physical, a plan of care, and medical orders that demonstrate a correlation between the necessity for hospitalization and the plan of care.  

Continued stay review is conducted at regular intervals throughout hospitalization to assess the need for continued inpatient treatment.  Review is usually conducted at least every 72 hours throughout hospitalization or with a change in the level of care or the addition of procedures.

Outpatient Concurrent Mental Health Review:  Within the MHS purchased care system, mental health outpatient review has been conducted for every eight sessions because pre-authorization of the first eight visits was not required.  Within the direct care system, this pattern may be adopted if there is concern about resource utilization in this area.

Retrospective Review is conducted after treatment/discharge to determine trends in either the under-utilization or over-utilization of resources or undesirable trends in the sequencing of resources; as a performance review of the UR process; and to validate diagnostic and procedural codes.  Retrospective review may be used to identify targets for prospective or concurrent review and to identify including premature discharges.  Third-party payers may require retrospective review to verify that the care being billed was actually provided.
Focused Retrospective Review is a specialized retrospective review process that utilizes specific data elements to measure an outcome, identify areas of concern that may require implementation of a quality improvement project, and evaluate the effectiveness of the actions.
To distinguish between these two, focused retrospective review concentrates on one aspect of care, such as appropriateness of service, while general retrospective review examines the entire spectrum of care including quality, utilization, coding, appropriateness, necessity, and so forth.

Enclosure 8

DECISION SUPPORT TOOLS

Purpose

Utilization management decision support tools include criteria and guidelines to assist health professionals to make decisions about the most appropriate care for specific conditions and diagnoses.  They are used to prevent over-utilization, guard against under-utilization, facilitate utilization review activities, and manage financial risk via appropriate clinical means.  These tools are general in approach and are not intended as, nor should they be used as, a standard of care or prescription for treatment.  Determining the appropriate health care for any patient requires professional assessment of presenting symptoms and circumstances.  Guidelines cannot address all situations for all patients and must never replace clinical judgment.  

Review criteria can be employed as a screening tool during the first level of utilization review when UR is employed to manage resource utilization and there is a potential to deny services that are not medically necessary or at the most appropriate level of care.  Care is never denied for failure to meet criteria.  Failure to meet criteria is only an alert that the case requires further examination by a physician or other qualified second-level reviewer.

Review criteria can also be employed to evaluate care and services without the potential to deny services.  Rather, the criteria are used to assist the organization to identify areas for improvement within the system.  For instance, if a group of admissions are reviewed retrospectively using InterQual( criteria and a large number do not meet admission criteria, then further investigation is warranted to determine and resolve the underlying cause.  Similarly, if a group of cases referred for specialty care do not meet guidelines for referral, then there is a system issue; perhaps additional provider education is indicated.  In both instances, the criteria have been used to reveal potential areas for improvement but the admissions and referrals were not denied.  

Products, Licensing and Distribution

The TRICARE Management Activity (TMA) maintains a centralized, external contract to license and distribute specific criteria and guidelines to TRICARE Regional Offices and MTFs.  While not the only products available in the industry, those selected are believed to be the best choices for the MHS.  These include InterQual( clinical indicators that cover a broad spectrum of medical/surgical and behavioral health care and Milliman Care Guidelines that address the ambulatory care arena.  Criteria developed by the American Society of Addiction Medicine (ASAM), which assist in placement of patients with substance abuse disorders, are recommended for this population, but a central license is neither required nor maintained. 

InterQual( Clinical Decision Support Criteria

InterQual( Clinical Decision Support Criteria, owned by McKesson Health Solutions, are sets of measurable, objective, clinical indicators reflecting the need for hospitalization and for diagnostic and therapeutic services in both the medical/surgical and behavioral health arenas. InterQual( criteria are not based on diagnosis but rather consider the severity of the illness of the patient and the intensity of the services required; thus they serve as criteria for all hospital care, regardless of location or size of the facility. 

InterQual( products are packaged in criteria sets that are continuously evolving; at the time this policy was published, the following sets were available (or planned for future release):

· Level of Care Criteria:  Acute, Subacute & Skilled Nursing Facilities, Long-Term Care, Rehabilitation, Home Care, Outpatient Rehabilitation & Chiropractic 
· Behavioral Health Criteria:  Adult, Adolescent, Child, Chemical Dependence & Dual Diagnosis, Geriatric, and Residential Treatment (March, 2003) 
· Care Planning Criteria:  Specialty Referral, Procedures, Imaging, Workers’ Compensation, and Durable Medical Equipment (DME) 

· Retrospective Monitoring Criteria: Surgical & Invasive Procedure Monitoring tools, known as SIM( plus, which are used for retrospective reviews of the quality of care

The InterQual( licensing agreement provides access to the automated criteria using specialized software for client-server or stand-alone use, datasets for linkage to enterprise-wide systems, Alliance Partner software with integrated criteria, and one set of the hard-copy books for each MTF.  Updated editions are published annually. 

InterQual( maintains a website at http://www.interqual.com

Milliman Care Guidelines 

The Milliman Care Guidelines are published by Milliman USA.  Although Milliman offers a variety of products, the central TMA contract only provides the guidelines for Primary and Pharmaceutical Care in a web-based format accessed through their site called “CareWeb.”   Primary and Pharmaceutical Care contains guidelines that target conditions ordinarily seen by primary care physicians in the ambulatory care arena.  According to Milliman, “it provides clinical detail about diagnostic and therapeutic approaches; guidelines about referral, procedures, and hospitalization; and introduces and integrates pharmaceutical considerations and management” (p. 1).  The guidelines depict the most effective treatment for a given condition and the typical progress toward recovery that patients can expect. They define the assessment and treatment modalities that should occur at the primary care level prior to referral for specialty care.  They assist the Primary Care Manager to provide the fullest spectrum of care at the most appropriate level and assist the MTF to conserve specialist resources.

Access to Milliman Care Guidelines via CareWeb requires an account (user name and password).  Each MTF has an account, controlled locally by the MTF POC, who provides log-on instructions and the password to MTF users.  Milliman Care Guidelines are updated every one to two years.

The Milliman website is at http://www.milliman.com/.  The portal for the guidelines is at http://careweb.mnr.com/

ASAM Patient Placement Criteria 

The American Society of Addiction Medicine (ASAM), Inc. develops and publishes “ASAM Patient Placement Criteria (ASAM PPC) for the Treatment of Substance-Related Disorders.”  The current edition, ASAM PPC-2R (second edition – revised), published in 2001, is only available in hard copy, although ASAM is planning an automated version in the future.

The ASAM criteria are clinical guides to be used in making placement decisions about the most appropriate level of care for patients with substance abuse problems.  The criteria contain descriptions of treatment programs at each level of care, including the setting, staffing, therapies, and treatment plans usually found at that level.  These descriptions are not requirements but are useful in making placement decisions.  Criteria exist for both adults and adolescents.

The criteria address the following levels of care for substance abuse:  Early Intervention; Outpatient Treatment; Intensive Outpatient/Partial Hospitalization Treatment; Residential/Inpatient Treatment; and Medically Managed Intensive Inpatient Treatment. 

Management of detoxification is included.  ASAM PPC-2R describes five levels of detoxification:  ambulatory without extended on-site monitoring; ambulatory with extended on-site monitoring; clinically managed residential detoxification; medically monitored inpatient detoxification, and medically managed intensive inpatient detoxification.  There are six assessment dimensions to be evaluated in making placement decisions: Acute Intoxication and/or Withdrawal Potential; Biomedical Conditions and Complications; Emotional, Behavioral or Cognitive Conditions and Complications; Readiness to Change; Relapse, Continued Use, or Continued Problem Potential; and Recovery/Living Environment.

A central license is not required nor maintained by TMA for use of the ASAM criteria.  A bulk purchase to supply MTFs with the ASAM placement criteria was accomplished by TMA in 2002.  Replacement and additional copies must be purchased locally by each MTF. 

The ASAM website is: http://www.asam.org/Frames.htm

enclosure 9

Medical management

Medical management is an evolving model in managed care that refers to the integration of utilization management (UM), case management (CM), and disease management (DM)1.  It signals a shift from the pre-authorization and denial model of UM to a proactive approach of continuous quality improvement and evidence-based practice. 

A number of pressures are driving this change.  These include:  multiple stakeholders concerned with rising costs, gaps in quality, and limited resources; the inefficiency of traditional UM approaches; fragmentation of UM, CM, and DM; informed and empowered consumers, fueled by vast amounts of information available on the internet; and changing provider expectations1,2.

Maher2  presented three core medical management processes in the following model:


1. The first step is to “Identify Problems and Predict Risk.”  This involves the use of predictive modeling tools , health risk assessments, and rule-based data mining tools.  For instance, rule-based systems can be programmed to select all health plan members with more than five healthcare visits within the past six months.  Decision support tools analyze the data to identify the members and conditions that drive the majority of visits and the providers who treat these conditions and appear to be ineffective or inefficient related to system and peer benchmarks.  Once problem areas are identified, specific members and providers are targeted for intervention.  Health Risk Assessments can also be used to identify lifestyle risks and target specific members for health promotion and condition management programs.

2. The next step is to employ “Provider and Member Focused Interventions.”  This is where case management, condition management, self-management support, provider education, clinical practice guidelines, and other strategies are used in a collaborative quality improvement effort.  These strategies, which require intense resources, are focused on the targeted populations, not on all members or all providers. 

3. The final step is to “Measure and Monitor Outcomes” in order to determine if these interventions made a difference.   Population, program, and provider-focused outcomes are assessed via clinical quality, patient satisfaction, and financial measures.  

In addition to this three-step process, medical management includes the integration of demand management, utilization management, case management, and disease/condition management programs to improve coordination of care.  For instance, records of calls to nurse advise lines (demand management) are analyzed and multiple uses by a single member triggers a referral to case management.  An asthmatic who refills a beta agonist more than two times in two months is identified by utilization management and triggers a referral to a condition management program.  Integration of these various programs leads to more effective and efficient case finding; reduces gaps in quality of care; and improves overall savings2.

1 Greenberg, L,  G. Carneal and M. Hattwick.  2002.  Trends and Practices in Medical Management:  2001 Industry Profile.  URAC:  Washington, DC.
2 Maher, Kevin.  “Using Technology to Improve Medical Management Practices.”  A presentation for the URAC 3rd Annual Quality Summit, Raising the Bar of Excellence.     October 8, 2002. Washington, DC.  Medical Management Model used with permission.

ENCLOSURE 10

Definitions and resources

	TERM
	DEFINITION
	RESOURCES & REFERENCES 

	American Society of Addiction Medicine (ASAM) Patient Placement Criteria
	Developed and published by the ASAM, these are clinical guides for making placement decisions about the most appropriate level of care for patients with substance abuse problems. 


	American Society of Addiction Medicine (2001).  ASAM Patient Placement Criteria for the Treatment of Substance-Related Disorders (2nd ed., Revised).  Chevy Chase, MD: American Society of Addiction Medicine, Inc. 

http://www.asam.org

Enclosure 8, Decision Support Tools

	American Accreditation HealthCare Commission, Inc.  (“URAC”)
	A nonprofit organization whose mission is to promote greater uniformity in healthcare operations through accreditation programs (including UM, CM, and DM), educational workshops, research, and publications. Commonly known as “URAC” (Utilization Review Accreditation Commission).
	www.urac.org

The website includes information on accreditation programs, workshops, and medical management research.

	Benchmarking
	The comparison of like provider's performance.  It is a standard from which to establish what is "quality" medical care and develop measurement from which to evaluate providers and patient outcomes.
	DoD 6015.1-M

	Case Management (CM)
	A collaborative process under the population health continuum which assesses, plans, implements, coordinates, monitors, and evaluates options and services to meet an individual’s health needs through communication and available resources to promote quality, cost-effective outcomes.
	See DoD Case Management website, www.tricare.osd.mil/ocmo/case_management.cfm


	TERM
	DEFINITION
	RESOURCES & REFERENCES 

	Clinical Pathways
	An optimal sequencing and timing of interventions by providers of health care for a particular diagnosis or procedure designed to minimize delays and resource utilization and maximize quality of care.  
	Enclosure 6, Strategies



	Clinical Practice Guidelines (CPG)


	Decision-making tools for determining appropriate, evidence-based health care for specific clinical circumstances.


	DoD/VA CPGs, www.cs.amedd.army.mil/qmo.

Service implementation:

Army: www.cs.amedd.army.mil/qmo/Home.htm

Navy: https://bumed.med.navy.mil/med03/ebm

Air Force: https://phsd.afms.mil/phso/

	Clinical Peer
	“A physician or other health professional that holds an unrestricted license and is in the same or similar specialty as typically manages the condition, procedures, or treatment under review.  Generally, as a peer in a similar specialty, the individual must be in the same profession, i.e., the same licensure category as the ordering provider” (p. 15).
	URAC (2002).  Accreditation Program Guide for Health Utilization Management Standards, Version 4.0.  URAC: Washington, DC.



	Cooperative Health Care Clinic (CHCC)
	A newer model of healthcare delivery which uses a multidisciplinary team approach to serve a specific group of patients, such as the chronically-ill elderly or cancer patients.
	Enclosure 6, Strategies - Group Visits 

	Current Procedural Terminology (CPT)
	A coding system that describes the procedures, services, or supplies provided to patients within the outpatient setting.
	American Medical Association (2002).  Current Procedural Terminology, CPT( 2002,  4th ed.  Chicago:  AMA Press.


	TERM
	DEFINITION
	RESOURCES & REFERENCES 

	Demand Management
	A collection of proactive interventions focused on reducing unnecessary healthcare utilization while simultaneously encouraging the appropriate use of healthcare resources.
	Enclosure 6, Strategies

DoD PHI Plan & Guide:

http://www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html



	Diagnosis-Related Group

(DRG)
	A patient classification system that relates demographic, diagnostic, and therapeutic characteristics of patients to length of inpatient stay and amount of resources consumed. It provides a framework for specifying hospital case mix and identifies classifications of illnesses and injuries for which payment is made under prospective pricing programs.
	DOD 6015.1-M

	Discharge Planning
	That part of the continuity of care process designed to prepare the patient for the next phase of care and to assist in making necessary arrangements.  The next phase of care may be self-care or care provided by family or by an organized healthcare provider.
	Brown, J.A. (2001).  The Healthcare Quality Handbook:  A Professional Resource and Study Guide, 16th ed. Pasadena, CA:  JB Quality Solutions.

	Disease Management (DM)
	A prospective, condition-specific approach to delivering health care spanning all encounter sites.  The term “condition management” is also used to include non-disease states such as pregnancy or childhood developmental disorders.
	Enclosure 6, Strategies


	TERM
	DEFINITION
	RESOURCES & REFERENCES 

	Factual (non-medical necessity) Determinations
	Factual determinations are issued in cases involving: coverage issues, provider authorization (status) requests, hospice care, foreign claims, denials based on sections other than 32 CFR 199.4, and both medically necessity and factual determinations. 
	MCSC Operations Manual 6010.49-M, Chapter 13, Section 5, Mar 2001.



	Group Visit
	A relatively new model in healthcare delivery where a number of patients meet on a prescribed basis in an expanded office visit that includes care delivery, education, socialization, and one to one physician-patient time as needed.
	Enclosure 6, Strategies

	Health Care Information Line (HCIL)
	A service offered by a health plan to provide information to its members and which may assist a member to access the healthcare system.  May also use standardized protocols to triage members to the most appropriate level of care. 
	TRICARE uses the term “After-hours Nurse Advice Line.”  Phone numbers vary by Region.  Go to www.tricare.osd.mil/regionalinfo/, click Region, scroll to "Important Phone Numbers."

HA HCIL Policy: http://www.tricare.osd.mil/policy/fy97/hcil9749.html

	Health Promotion
	Any combination of health education and related organizational, social, economic, or health care interventions designed to facilitate behavioral and environmental alterations that will improve or protect health.  Includes those activities intended to support and influence individuals in managing their own health through lifestyle decisions and self-care. 
	DoDD 1010.10

See also:  DoD PHI Plan & Guide:

http://www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html

	TERM
	DEFINITION
	RESOURCES & REFERENCES 


	International Classification of Diseases - 9th Revision -Clinical Modification (ICD-9-CM)
	A coding system that identifies the patient's disease or physical state.  ICD-9 codes describe why something is done for the patient.
	Medicode (2001).  International Classification of Diseases, Ninth Revision, Clinical Modification, Sixth Edition (ICD-9-CM). Volumes 1 & 2.  Salt Lake City:  Medicode.



	Medical Management
	An evolving model in the managed care industry that integrates UM, CM, and DM into a hybrid approach to managing patient care. 
	Enclosure 9, Medical Management

Greenberg, L., Carneal, G., & Hattwick, M.  (2002). Trends and Practices in Medical Management: 2001 Industry Profile.  Washington DC:  URAC.

- Ordering information: www.urac.org

	Medical Necessity Determination
	Decisions based on whether medical services and supplies are appropriate and adequate for the diagnosis and treatment of illness, injury, pregnancy, or mental disorder, or adequate for well-baby care.
	CFR, Title 32, part 199, Section 2.

	Milliman Care Guidelines
	These Guidelines span the continuum of patient care and describe the best practices for treating common conditions in a variety of settings.  
	website:  http://www.mnr.com/

Enclosure 8, Decision Support Tools

	Population Health 
	“The aggregate health outcome of health adjusted life expectancy (quantity and quality) of a group of individuals, in an economic framework that balances the relative marginal return from the multiple determinants of health” (Kindig 1997).
	Kindig, DA.  (1997).  Purchasing Population Health.  Ann Arbor, MI: The University of Michigan Press.

DoD PHI Plan & Guide:

http://www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html




	TERM
	DEFINITION
	RESOURCES & REFERENCES 

	Population Health Improvement (PHI)
	The balancing of awareness, education, prevention and intervention activities required to improve the health of a specified population.
	DoD PHI Plan & Guide:

http://www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html

Service PHI websites: 

MEDCOM: www.cs.amedd.army.mil/qmo.

Army: http://chppm-www.apgea.army.mil/dhpw/

Navy: http://www-nehc.med.navy.mil/hp/

Air Force: https://www.afms.mil/op_prev/

	Referral Management
	A process for managing and tracking patient referrals, both internal and external to the healthcare facility, in order to identify trends, recapture care, and promote continuity of care.  
	Referral guidelines can be found in the Milliman Care Guidelines via their website at:  www.milliman.com.  See Enclosure 8, Decision Support Tools, for instructions on access.

	Utilization Management (UM)
	An organization-wide, interdisciplinary approach to balancing cost, quality, and risk concerns in the provision of patient care.  UM is an expansion of traditional UR activities to encompass the management of all available healthcare resources.
	Brown, J.A.  (2001).  The Healthcare Quality Handbook:  A Professional Resource and Study Guide.  16th ed. Pasadena, CA:  JB Quality Solutions.



	Utilization Review (UR)
	A systematic evaluation of the necessity, appropriateness, and efficiency of the use of healthcare services, procedures, and facilities. 
	Enclosure 4, Levels of Review and Appeal Process 

Enclosure 7, Utilization Review 


Additional terms and acronyms are on the TRICARE website under “Links/References” at http://www.tricare.osd.mil/.  

See also  DoD 6015.1-M, Glossary of Healthcare Terminology, especially for terms related to data elements such as bed day, days per thousand, etc.

ENCLOSURE 11

ACRONYMS

	ACRONYM
	COMPLETE NAME

	ADM
	Ambulatory Data Module (formerly ADS)

	ADS
	Ambulatory Data System (now ADM)

	ALOS
	Average Length of Stay

	ASAM
	American Society of Addiction Medicine

	CM
	Case Management

	CHCC
	Cooperative Health Care Clinic

	CHCS
	Composite Health Care System

	CMI
	Case Mix Index

	CPG
	Clinical Practice Guideline

	CPT
	Current Procedural Terminology

	DCS
	Direct Care System

	DEERS
	Defense Enrollment Eligibility Reporting System

	DIGMAS
	Drop-in Group Medical Appointments

	DM
	Disease Management

	DRG
	Diagnostic Related Group

	HCIL
	Health Care Information Line

	HCPCS
	Health Care Financing Administration Common Procedure Coding System

	HEAR
	Health Enrollment Assessment Review

	HIPAA
	Health Insurance Portability and Accounting Act of 1996

	ICD-9-CM
	International Classification of Diseases - 9th Revision - Clinical Modification

	M2
	MHS Management Analysis and Reporting Tool (formerly ARS Bridge)

	NED
	National Enrollment Database

	NMIMC
	Navy Medical Information Management Center

	OPHSC
	MHS Optimization and Population Health Support Center 

	PASBA
	Patient Administration Systems and Biostatistical Activity

	PDTS
	Pharmacy Data Transaction Service

	PEC
	Pharmacoeconomic Center 

	PHI
	Population Health Improvement

	PHSD
	Population Health Support Division

	RVU
	Relative Value Units

	RWP
	Relative Weighted Product

	SADR
	Standard Ambulatory Data Record

	SIDR
	Standard Inpatient Data Record

	TMA
	TRICARE Management Activity

	UM
	Utilization Management

	UR
	Utilization Review

	URAC
	Formerly, an acronym for the Utilization Review Accreditation Commission.  After changing its name to the American Accreditation HealthCare Commission, the organization continues to also use the name URAC, but no longer as an acronym.


ENCLOSURE 12

Quick-Guide to Websites

	TERM
	URL

	American Society of Addiction Medicine (ASAM)
	http://www.asam.org/Frames.htm

	Case Management


	DoD Broad-Spectrum Case Management Program:

http://www.tricare.osd.mil/ocmo/case_management.cfm

Case Manager’s Society of America:  http://www.cmsa.org



	Clinical Practice Guidelines (CPG)


	DoD/VA CPGs: www.cs.amedd.army.mil/qmo.

Army: http://www.cs.amedd.army.mil/qmo/Home.htm

Navy: https://bumed.med.navy.mil/med03/ebm

Air Force: https://phsd.afms.mil/phso/

	Clinical Process Reengineering
	Crossing the Quality Chasm: www.nap.edu.

Institute for Healthcare Improvement: www.ihi.org.

	Condition Management 

(Disease Management)
	DoD PHI Plan & Guide:

http://www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html

Institute for Healthcare Improvement: www.ihi.org.

Robert Woods Johnson Foundation: www.rwjf.org

	Cooperative Health Care Clinic (CHCC)
	Report of CHCC study: http://www.rwjf.org/app/rw_grant_results_reports/rw_grr/024738.htm

	Defense Enrollment Eligibility Reporting System (DEERS)
	http://www.tricare.osd.mil/factsheets/index.cfm?fx=showfs&file_name=DEERS.htm

	Demand Management
	DoD PHI Plan & Guide:

http://www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html

	Deployment Health Clinical Center
	http://www.PDHealth.mil

	DRG Weight Tables
	http://www.tricare.osd.mil/drgrates/

	Drop-in Group Medical Appointments (DIGMAs)
	DIGMAs study:

http://www.kaiserpermanente.org/medicine/permjournal/fall99pj/frdigma.html


	TERM
	URL

	Health Care Information Line (HCIL)
	HCIL by Region: www.tricare.osd.mil/regionalinfo/

HA HCIL Policy:  www.tricare.osd.mil/policy/fy97/hcil9749.html



	Health Insurance Portability and Accountability Act (HIPAA)
	http://www.tricare.osd.mil/hipaa/

	Health Promotion
	DoD PHI Plan & Guide: http://www.tricare.osd.mil/mhsophsc/DoD_PHI_Plan_Guide.html

	Improving Chronic Illness Care

(ICIC) 
	http://www.improvingchroniccare.org/

	InterQual(
	http://www.interqual.com

	MHS Management Analysis and Reporting Tool [“M2”]
	http://www.eids.ha.osd.mil, Click “Products”

To become a user, see instructions at: http://eidsportal.ha.osd.mil

	MHS Optimization and   Population Health Support Center (OPHSC)
	http://www.tricare.osd.mil/mhsophsc/mhs_supportcenter/

	Milliman Care Guidelines
	http://www.careweb.mnr.com/

	Milliman USA 
	www.milliman.com

	Pharmacy Data Transaction Service (PDTS)
	http://www.tricare.osd.mil/pharmacy/data_trans.cfm

	Pharmacoeconomic Center (PEC) 
	http://www.pec.ha.osd.mil/

	Population Health Improvement (PHI) Plan and Guide
	DoD PHI Plan & Guide: http://www.tricare.osd.mil/mhsophsc/ DoD_PHI_Plan_Guide.html

	Population Health Support Center, MHS level
	http://www.tricare.osd.mil/mhsophsc/mhs_supportcenter/



	Population Health Support Divisions, Service level
	Army:  http://chppm-www.apgea.army.mil/dhpw/

Navy:  http://www-nehc.med.navy.mil/hp/

Air Force: https://phsd.afms.mil/phso/ 

	TRICARE Management Activity (TMA)
	http://www.tricare.osd.mil/

	TRICARE Online


	http://www.tricareonline.com


Provider and Consumer Focused Interventions





Identify Population and Predict Risk





Measure and Monitor Outcomes
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_1100687145.vsd
First level review performed, usually by non-provider reviewer�

Case referred to second level reviewer (clinical peer of attending provider).  
First level findings, medical record documentation, and any additional information  
must be provided to second level reviewer.  �

Criteria 
met?�

Services authorized�

Medical 
necessity 
met?�

Services authorized�

Note:   Before issuing denial, second 
level reviewer contacts attending provider to discuss case �

Initial denial determination mailed to beneficiary, or beneficiary's legal 
representative, and to attending provider �

Time limit:  From time determination made, mail notice as follows:  
-  Admission - within 1 business day
-  Prospective - within  5 business days
-  Concurrent - within 3 business days 
-  Retrospective - within 3 business days �

Reconsideration review reverses denial?�

Reconsideration denial determination mailed to all appealing  parties �

See 
Next Page�

All parties notified that  services authorized�

Reconsideration review performed by board certified specialist 
of  like specialty of the attending provider or type of service under review�

Appealing party defined as:
- Beneficiary
- Beneficiary's representative
- Attending provider�

Note:  First Level reviewer may authorize but will never deny services or negotiate level of services�

Appealing 
party requests 
reconsideration ?
�

Initial denial becomes final�

Time Limit:  From date receives notification, appealing party must submit reconsideration request:
- Inpatient:  by noon of the day following  	receipt of the determination 
- Expedited:  within 3 calendar days 
- Non-expedited:  within 90 days maximum�

Note:  Reconsideration reviewer may 
not be reviewer who made initial determination or assigned as staff  in MTF involved in reconsideration�

Time limit:  From date received 
request for reconsideration, must issue reconsideration determination:
- Expedited:  within 3 business days
- Non-expedited:  within 30 calendar days �

Clinical Peer:   A health professional that holds an unrestricted license in the same or similar specialty as the attending provider�


_1100687710.vsd
See Previous Page�

Reconsideration denial determination mailed to all appealing  parties  �

Appealing 
party requests MTF Commander review?
�

Notification that services are not authorized mailed to all parties 
within 60 days of receipt of appeal request �

Time Limit:  From receipt of reconsideration determination, appealing party must submit appeal:
- Inpatient:  by noon of the day 
following receipt of the determination 
- Expedited:  within 3 calendar days 
- Non-expedited:  within 90 days�

Note:  Before upholding denial, MTF Commander may consult with TMA Office of the Chief  Medical Officer for assistance, especially if  issue  
involves resolution of TRICARE policy �

MTF COMMANDER'S DECISION IS FINAL.
MTF COMMANDER IS LAST LEVEL OF APPEAL FOR DCS. �

Time Limit:  After receipt of request, MTF Commander must mail determination :
- Inpatient - within 3 business days 
- Expedited  - within 3 business days  
- Non-expedited  - within 60 calendar days   �

Last reconsideration decision
becomes final�

Last reconsideration decision
becomes final�

Appealing 
party requests appeal 
of reconsideration?  
�

NQMC receives copy of initial and reconsideration documentation from MTF  POC and performs review of reconsideration denial�

Time Limit:  After receipt of request, NQMC must mail determination :
- Inpatient - within 3 business days 
- Expedited  - within 3 business days  
- Non-expedited  - within  30 days   �

NQMC appeal determination completed and notification mailed to all parties  �


NQMC 
reverses reconsideration denial?
�

All parties notified that  services authorized�


Time limit:  Request for Commander review must be submitted
- Inpatient:  by noon of the day after 
following receipt of the determination 
- Expedited:  within 3 business days 
- Non-expedited:  within 90 calendar days 

Request must:
- Be in writing 
- State specific matter in dispute 
- Include copies of the NQMC decision 
- Include any additional documents or     information not previously submitted
�

Written request for Appeal of NQMC denial received  by MTF Commander 
Initial, reconsideration, and NQMC decisions reviewed by MTF Commander�

MTF 
Commander 
reverses NQMC denial?�

All parties notified that  services authorized�


