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What GAO Found 
The National Defense Authorization Act for fiscal year 2016 (NDAA 2016) 
directed the Department of Defense (DOD) to align its measures of health care 
quality used in the Military Health System (MHS) to improve beneficiary 
experience and reduce variation in the quality of care. GAO reviewed the quality 
measures DOD identified in March 2017 in response to the NDAA 2016; DOD 
senior leadership tracks these measures on dashboards to gauge progress on 
MHS strategic goals. GAO found that DOD does not use a common set of 
measures on its dashboards to assess the quality of care provided by either 
military hospitals and clinics—known as direct care—or networks of civilian 
hospitals and other providers, known as purchased care.  (See figure.) As a 
result, DOD’s senior leadership has limited information on the extent to which 
MHS beneficiaries receive consistently high quality care across the MHS.  

Figure: Number of Core Direct Care Dashboard and Purchased Care Dashboard Measures 
Used in the Military Health System, as of March 31, 2018 

Furthermore, for both direct and purchased care, DOD uses measures on its 
dashboards that track a limited range of quality care areas and medical 
conditions compared to the measures adopted by Medicare and by private health 
insurers. For example, whereas civilian hospitals report to Medicare information 
on 11 measures of patients’ self-reported experience in hospitals, Military 
hospitals report only 1 such measure. By using a limited range of quality 
measures, DOD may not detect key quality issues. Further, when selecting 
quality measures, the MHS does not prioritize using common measures across 
direct and purchased care or expanding the range of measures it uses. 

GAO also found that for direct care DOD has established performance standards 
and corrective action requirements for military hospitals or clinics that do not 
meet those standards in direct care. The performance standards indicate the 
level of performance providers should meet on the various quality measures 
DOD tracks on its dashboards, and the corrective action requirements instruct 
providers to take steps to improve care. However, for purchased care, DOD has 
not established similar performance standards for individual providers. Without 
consistent performance standards and corrective action requirements, DOD is 
limited in its ability to address variation in the quality of care delivered and help 
ensure that its beneficiaries receive consistent high quality care across the MHS.

View GAO-18-574. For more information, 
contact Sharon Silas at (202) 512-7114 or 
silass@gao.gov. 

Why GAO Did This Study 
The National Defense Authorization 
Act for fiscal year 2016 contains 
provisions for GAO to review DOD’s 
plans to (1) improve the experience of 
beneficiaries who receive care through 
military hospitals and clinics or from 
civilian providers and (2) reduce 
variation in the quality of care.  

In this report, GAO examines (1) 
measures DOD uses to assess the 
quality of direct and purchased care, 
and (2) the extent to which DOD has 
established performance standards 
related to the measures and corrective 
action requirements for providers who 
do not meet those standards.   

GAO reviewed the measures in DOD’s 
Core Dashboard for direct care and 
Purchased Care Dashboard for 
purchased care. It also reviewed DOD 
documents and reports to Congress, 
and interviewed MHS officials, 
including officials from the Army, Navy, 
and Air Force. GAO also compared the 
quality measures DOD uses to those 
used in Medicare and by private 
insurers, which have been vetted by 
multiple stakeholders. GAO assessed 
DOD’s use of performance standards 
and corrective action requirements in 
the context of federal internal control 
standards. 

What GAO Recommends 
The MHS should (1) prioritize, as 
appropriate, selecting quality measures 
common for both direct and purchased 
care that expand the range of quality 
areas covered by the measures and 
(2) establish consistent performance 
standards and corrective action 
requirements for direct and purchased 
care providers. DOD concurred with 
both recommendations. 
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441 G St. N.W. 
Washington, DC 20548 

Letter 

September 17, 2018 

The Honorable Jim Inhofe 
Chairman 
The Honorable Jack Reed 
Ranking Member 
Committee on Armed Services 
United States Senate 

The Honorable Mac Thornberry 
Chairman 
The Honorable Adam Smith 
Ranking Member 
Committee on Armed Services 
House of Representatives 

The Department of Defense’s (DOD) Military Health System (MHS) offers 
a full range of health care services to over 9 million eligible beneficiaries, 
including active duty servicemembers and their dependents, medically-
eligible National Guard and Reserve members and their dependents, and 
retirees and their dependents and survivors, among others. These 
beneficiaries may receive care from military treatment facilities (MTFs)—
known as direct care—or from civilian hospitals, physicians, and other 
clinicians participating in DOD-sponsored health plans that are 
administered by contractors—known as purchased care.1 While MTFs 
take the lead in delivering health care to active duty servicemembers, 
eligible beneficiaries can receive a wide array of primary and specialty 
care from the MTFs, purchased care providers, or both. Overall, about 60 
percent of all the health care services that beneficiaries received in 2017 
were delivered through purchased care. 

In 2014, the Secretary of Defense ordered a comprehensive review of the 
MHS that found considerable variation in the quality of care delivered. For 

                                                                                                                     
1The program through which the MHS administers these health care services using direct 
and purchased care providers is called TRICARE. DOD reported that for fiscal year 2018, 
the direct care providers included 51 inpatient hospitals and medical centers located at 
military installations distributed across the U.S. and abroad, plus another 381 ambulatory 
care clinics and 247 dental clinics. There are 3,664 civilian hospitals, over 600,000 civilian 
clinicians, and over 76,000 dentists participating in the MHS’s purchased care networks.  
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example, the review found that 8 of 17 MTFs with high volume surgery 
programs had higher than expected rates of surgical complications. 
Furthermore, in the case of purchased care, the review found that DOD 
had limited information on the quality of care delivered by those civilian 
providers.
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The information DOD has on the quality of care in the MHS comes from 
what it collects on various quality measures. In general, health care 
quality measures are standard, evidence based metrics—such as the 
percentage of patients receiving a screening or the rate of hospital 
readmissions or surgical complications—that health care systems such as 
the MHS use to quantify health care processes, outcomes, and other 
aspects of care. Health care quality measures can be linked to 
performance standards established for providers. For example, a quality 
measure may indicate the percentage of patients who receive a diabetes 
screening, while a related performance standard may be that providers 
are expected to ensure that at least a certain percentage of applicable 
patients receive the screening each year. 

Section 730 of the National Defense Authorization Act for Fiscal Year 
2016 (NDAA 2016) directed DOD to develop plans to enhance the 
experience of beneficiaries receiving care under the MHS and eliminate 
variation in the quality of care that beneficiaries receive across direct and 
purchased care. The Act stipulated that DOD align the measures used to 
assess the quality of direct and purchased care to improve care across 
the MHS as a whole.3 In March 2017, DOD issued its response to section 
730, reporting that it had established two sets of quality measures— a set 
of measures for direct care described as “core measures” and another set 
of measures for purchased care. The MHS reported to Congress that the 
core direct care measures and purchased care measures are the key 
quality measures DOD’s senior health care leadership use to track DOD’s 
progress towards achieving the department’s overall strategic goals of 
providing high quality care across the MHS as a whole.4 DOD reported 

                                                                                                                     
2Department of Defense, Final Report to the Secretary of Defense, Military Health System 
Review (August 2014).  
3Pub. L. No. 114-92, § 730(a), 129 Stat. 726, 874 (2015).  
4DOD describes these overall strategic goals for the MHS as its “Quadruple Aim”: 
improved readiness, better health, better care, and lower cost. This builds on the “Triple 
Aim” widely adopted by civilian health care providers, with the addition of readiness.  



 
Letter 
 
 
 
 

that it aligned these quality measures across direct and purchased care 
where possible.
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Section 730 of the NDAA 2016 also includes a provision for us to assess 
the strengths and limitations of DOD’s plans for achieving the Act’s 
objectives.6 In this report, we examine 

1. the core direct care measures and purchased care measures DOD 
uses to assess the quality of care in the MHS; and 

2. the extent to which DOD has established performance standards 
related to its core direct care measures and purchased care measures 
and corrective action requirements for providers that do not meet 
these performance standards. 

To examine the core direct care measures and purchased care measures 
DOD uses to assess the quality of care in the MHS, we focused our 
review on the measures listed on the Core Dashboard and Purchased 
Care Dashboard, which are used in direct care and purchased care, 
respectively.7 We focused on the dashboard measures because the MHS 
reported to Congress that these are the measures that DOD health care 
leaders rely on to establish accountability throughout the MHS and 
identify areas where quality improvement is needed. The measures on 
the dashboards are periodically updated, and we examined the measures 
included on the dashboards as of March 31, 2018 and the extent to which 
the measures on one dashboard aligned with those on the other. We also 
examined the range of quality care areas and medical conditions 
assessed by the dashboard measures and compared these to the range 
of quality care areas and medical conditions assessed by the measures 
included in the Hospital Compare measure set for inpatient care and the 
Core Quality Measure Collaborative (CQMC) measure sets for outpatient 

                                                                                                                     
5U.S. Department on Defense, Response to Section 730 of the National Defense 
Authorization Act for Fiscal Year 2016 (Public Law 114-92): Report on Plans to Improve 
Experience with and Eliminate Performance Variability of Health Care Provided by the 
Department of Defense, Mar. 13, 2017. 
6Pub. L. No. 114-92, § 730(b), 129 Stat. 726, 874 (2015). 
7Officials told us and our review of MHS documents confirmed that the MHS tracks other 
quality measures not on the dashboards as part of various initiatives for direct care, and 
the MHS’s purchased care contractors monitor quality measures as part of their quality 
improvement activities. These measures were outside the scope of our review.  
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care.
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8 Because the Hospital Compare and CQMC measures for inpatient 
and outpatient care have been vetted and reviewed by multiple health 
care stakeholders and widely adopted, we determined that they 
represented appropriate benchmarks for assessing the scope of the 
MHS’s quality assessment.9 We also reviewed DOD documents to 
understand DOD senior health leadership’s decisions to select and track 
the measures on the Core and Purchased Care Dashboards and not 
others. Specifically, we systematically reviewed minutes from 335 
meetings of the MHS governance bodies—which represent the three 
military services that provide health care services under the MHS (Army, 
Navy, and Air Force) and other components of the MHS—that make final 
decisions on the measures to be included on the Core and Purchased 
Care Dashboards.10 We supplemented this document review with 
interviews of the MHS officials responsible for managing direct care as 
well as those responsible for overseeing the MHS’s contracting of 
purchased care. We also interviewed representatives of the medical 
commands for each of the three military services to obtain their 
perspectives on the measures that the MHS had selected to assess the 
quality of care provided to their active duty members and other 
beneficiaries. In addition, we interviewed the Chair of the Health Care 
Subcommittee of the Military Coalition, a group of 32 military, veterans, 
and uniformed services organizations. Although not representative, this 

                                                                                                                     
8The Hospital Compare website provides publicly available information on the quality of 
care at hospitals and is maintained by the Centers for Medicare & Medicaid Services 
(CMS). The website can be found at 
https://www.medicare.gov/hospitalcompare/search.html, accessed on May 1, 2018. The 
CQMC is a multi-stakeholder voluntary effort on quality measure alignment that includes 
representatives from CMS, major private health insurers, and medical specialty societies. 
The CQMC has developed multiple measure sets for outpatient care—the CQMC 
measure sets—which are available at https://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/QualityMeasures/Core-Measures.html, accessed on May 
1, 2018. 
9Hospital Compare, and to a lesser extent, the CQMC measure sets, have been widely 
adopted by 4,000 Medicare hospitals and by major private insurers to assess the quality of 
inpatient and outpatient care. 
10These governance bodies are the Senior Military Medical Action Council, the Medical 
Deputies Action Group, and the Medical Operations Group, which each include 
representatives from the Army, Navy, and Air Force. The Navy also provides health care 
services for the Marine Corps. We reviewed the minutes of these governance bodies for 
the period starting January 1, 2015, which coincided with the initiation of the MHS’s 
Partnership for Improvement performance management system following the release of 
the MHS’s 2014 comprehensive review. We completed our review on March 31, 2018.  

https://www.medicare.gov/hospitalcompare/search.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityMeasures/Core-Measures.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityMeasures/Core-Measures.html
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allowed us to obtain the perspectives of beneficiaries on the MHS’s 
quality measurement efforts. 

To examine the extent to which DOD has established performance 
standards related to its core direct care measures and purchased care 
measures and corrective action requirements for providers that do not 
meet performance standards, we reviewed policies related to the MHS’s 
oversight of provider performance on the measures on its Core and 
Purchased Care Dashboards. We also interviewed MHS officials and 
reviewed relevant MHS documents to determine whether the MHS sets 
specific performance standards for MTFs and civilian providers related to 
the quality measures on the Core and Purchased Care Dashboards. We 
also examined whether or to what extent MHS has established 
requirements for initiating corrective actions when providers do not meet 
those performance standards. The relevant documents we reviewed 
include the minutes of the MHS governance body meetings noted above; 
the MHS reports to Congress on direct and purchased care; documents 
related to the purchased care contracts; and reports that contractors 
submitted to the MHS for purchased care.
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11 Additionally, in our review of 
the MHS governance body meeting minutes, we examined MHS officials’ 
decisions, their rationale, and any actions taken in response to the trends 
being monitored on the Core and Purchased Care Dashboard quality 
measures. We compared these MHS efforts to federal standards for 
internal control related to monitoring.12 

We conducted this performance audit from June 2017 to September 2018 
in accordance with generally accepted government auditing standards. 
Those standards require that we plan and perform the audit to obtain 
sufficient, appropriate evidence to provide a reasonable basis for our 

                                                                                                                     
11U.S. Department on Defense, Response to Section 730. Response to Section 713 of the 
National Defense Authorization Act for Fiscal Year 2016 (Public Law 114–92): Expansion 
of Evaluation of Effectiveness of the TRICARE Program to Include Information on Patient 
Safety, Quality of Care, and Access to Care at Military Treatment Facilities, May 22, 2017. 
Report to the Armed Services Committees on Pilot Program on Incorporation of Value-
Based Health Care in Purchased Care Component of TRICARE Program, Section 
701(h)(3) National Defense Authorization Act for Fiscal Year 2017 (Public Law 114-328), 
and Implementation Plan – Value-Based Incentives, Section 705(d) National Defense 
Authorization Act for Fiscal Year 2017 (Public Law 114-328), January 31, 2018.  
12Internal control is a process effected by an entity’s oversight body, management, and 
other personnel that provides reasonable assurance that the objectives of an entity will be 
achieved. See GAO, Standards for Internal Control in the Federal Government, 
GAO-14-704G (Washington, D.C.: Sept. 2014). 

https://www.gao.gov/products/GAO-14-704G
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findings and conclusions based on our audit objectives. We believe that 
the evidence obtained provides a reasonable basis for our findings and 
conclusions based on our audit objectives. 

Background 
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Health Care Quality Measures 

As we have previously reported in reviews of health care quality outside 
of the MHS, health care quality measures are standard, evidence-based 
metrics designed to assess the extent to which patients receive health 
care that increases the likelihood of desired health outcomes and are 
consistent with current professional knowledge.13 These measures may 
be used to assess the quality of care in various settings, including 
hospitals and physician offices. Health care quality measures are 
intended to (1) inform providers about opportunities for potential 
improvements in their delivery of care, (2) encourage or incentivize 
providers to consistently provide high quality care, and (3) inform 
consumers about which providers are most likely to deliver high quality 
care. There are broad categories of clinical quality measures that address 
various aspects of quality of care. See table 1 for a description of these 
broad categories of quality measures. 

Table 1: Categories of Health Care Quality Measures 

Measure category Description Examples 
Process Shows whether steps or processes 

of care that have been proven to 
benefit patients are followed 
correctly 

The measures indicate whether an action was completed—such 
as writing a prescription, administering a drug, or having a 
conversation. 

Outcome Reports the actual results of care  The measures indicate a change in patient health status, such as 
lower blood pressure, for a patient who is hypertensive. They also 
include patient safety measures, which monitor the incidence of 
adverse events such as infections or complications. 

Structural Reflects the conditions in which 
providers care for patients. 

The measures indicate staffing levels or the volume of procedures 
performed by a provider.  

                                                                                                                     
13See GAO, VA Health Care Quality: VA Should Improve the Information It Publicly 
Reports on the Quality of Care at Its Medical Facilities, GAO-17-741, (Washington, D.C.: 
Sept. 2017) and GAO, Health Care Quality: HHS Should Set Priorities and 
Comprehensively Plan Its Efforts to Better Align Health Quality Measures, GAO-17-5, 
(Washington, D.C.: Oct. 2016). 

https://www.gao.gov/products/GAO-17-741
https://www.gao.gov/products/GAO-17-5
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Measure category Description Examples
Patient experience Records patients’ perspectives on 

their care. 
The measures reflect patient reports on their care, often obtained 
through surveys, such as patient responses to a question about 
whether their pain was always well controlled during a hospital 
stay. 

Access Assesses a patient’s ability to obtain 
timely and appropriate care 

The measures indicate the difficulty or length of time it takes for 
patients to receive health care services, such as an office visit with 
a physician. 

Resource use Assesses amount of resources 
expended to treat patients 

The measures indicate the quantity of health care services used, 
such as the number of days in the hospital, or the average amount 
paid to treat certain conditions. 

Source: GAO summary of information from the Agency for Health Care Research and Quality. | GAO-18-574 

The data used to calculate the results of health care quality measures can 
come from a number of different sources. Some measures often require 
detailed clinical information obtained from patient medical records, such 
as process measures that indicate whether timely and effective care was 
provided in a specific situation, for example, or whether stroke patients 
received clot-dissolving medication appropriately. Other measures are 
designed to use information on patient demographics and diagnoses that 
can be obtained from more readily accessible sources, such as claims 
data or other administrative data that have already been collected for 
other purposes such as billing. In addition, patients can be asked directly, 
usually through surveys, to report on their experiences receiving care. 

The MHS Structure and Administration of Direct and 
Purchased Care 

The MHS is a complex organization in which responsibility for the delivery 
of health care is primarily shared among the military services—Army, 
Navy, and Air Force—and the Defense Health Agency (DHA).14 The 
Army, Navy and Air Force medical commands report through their service 
chiefs to their respective military department Secretaries and then to the 
Secretary of Defense. DHA reports through the Office of the Assistant 
Secretary of Defense for Health Affairs and the Under Secretary of 
Defense for Personnel and Readiness to the Secretary of Defense. The 
Office of the Assistant Secretary of Defense for Health Affairs manages 
the Defense Health Program appropriation, which funds the medical and 
health care programs at the medical commands of the military services. 
As of fiscal year 2018, most of the MTFs, including military hospitals and 
clinics, were under the direction and control of the military services, which 
                                                                                                                     
14The Navy is also responsible for delivery of health care services to the Marine Corps. 
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are responsible for staffing, training, and equipping those MTFs to meet 
mission requirements. DHA has responsibility for the managed care 
support contracts through which the MHS administers its purchased care, 
and DHA also administers several MTFs in the vicinity of Washington, 
DC. Figure 1 depicts the MHS organizational structure. 

Figure 1: Organization of the Military Health System (MHS), as of Fiscal Year 2018 
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aThe Navy is also responsible for delivery of health care services to the Marine Corps. 
bStarting October 1, 2018, the Defense Health Agency will begin to assume responsibility for 
administering all military treatment facilities. 

Recently enacted changes will affect the administration of the MTFs in 
future years. Most notably, DOD will alter administration of the MTFs, 
shifting responsibility from the military services to DHA. Section 702 of the 
National Defense Authorization Act for Fiscal Year 2017 (NDAA 2017) 
directed DOD to give DHA responsibility for the administration of all 
MTFs, including budgetary matters, information technology, and health 
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care administration and management.
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15 In the conference report for 
NDAA 2017, Congress stated its intention that the creation of a single 
agency responsible for all MTFs would improve and sustain readiness, 
reduce costs, and increase efficiency. DOD has since prepared a series 
of implementation plans as it works to develop the specific policies and 
procedures to enable this change to take effect starting October 1, 2018. 
The most recent plan issued by DOD in June 2018 envisions a 3-year 
transition to be completed October 1, 2021.16 

For purchased care, DOD contracts with civilian health care contractors to 
manage its civilian providers on a regional basis. The primary 
responsibilities of these managed care support contractors include the 
following: 

· developing civilian provider networks, which include hospitals and 
clinicians; 

· ensuring adequate access to health care; 

· enrolling beneficiaries; 

· referring and authorizing beneficiaries to receive health care; 

· processing health care claims; 

· educating providers and beneficiaries; and 

· conducting utilization management and quality management 
programs. 

There have been several generations of multi-year contracts since 1996. 
In July 2016, DOD awarded its fourth generation of managed care 
support contracts to two regional contractors, and on January 1, 2018, the 
MHS began health care delivery under these contracts.17 

                                                                                                                     
15Pub. L. No 114-328, § 702, 130 Stat. 2000, 2193 (2016). 
16Department of Defense, Final Plan to Implement Section 1073c of Title 10, United 
States Code, Report to the Armed Services Committees of the Senate and House of 
Representatives (June 30, 2018). 
17A third contractor administers purchased care outside of the United States and the 
Uniformed Services Family Health Plan provides purchased care services under a 
separate capitated program in six designated locations. 
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Selection of Measures to Assess Quality of Direct and 
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Purchased Care 

According to our review of DOD documents, the MHS uses a structured 
process to select the measures on its dashboards that are used to assess 
the quality of direct and purchased care. Specifically, DOD documents 
state that the core direct care measures that are on the Core Dashboard 
are selected through the MHS’s performance management system called 
Partnership for Improvement (P4I), which began in 2015.18 The 
documents show that proposals for potential quality measures are 
developed by work groups that focus on different specialized areas, such 
as maternity care or mental health. These proposals are reviewed and 
approved by the Steering Committee for P4I, which develops the list of 
core quality measures for direct care. The Steering Committee then 
presents the list of core quality measures to a succession of governance 
bodies—each of which incorporates representation from the three military 
services plus DHA—for review and approval.19 DOD documents indicate 
that the MHS repeats this process annually as it decides which quality 
measures to add, drop, or modify for the coming fiscal year from the Core 
Dashboard.20 

The DOD documents we reviewed lay out a parallel process that the MHS 
follows to select which purchased care quality measures will be tracked in 
the Purchased Care Dashboard. A work group that specializes on 
purchased care issues with representation of DHA and the three military 
services develops the proposed list of quality measures for the Purchased 
Care Dashboard. This list is then reviewed and approved by the same 

                                                                                                                     
18The impetus for creating P4I was the finding of the 2014 comprehensive review of the 
MHS that MTFs delivered care of inconsistent quality. See Department of Defense, Final 
Report to the Secretary of Defense, Military Health System Review (August 2014). In 
response to the comprehensive review, the Secretary of Defense issued a memorandum 
that directed the MHS to develop a performance management system to manage and 
monitor the performance of all of the MTFs. Secretary of Defense, Memorandum: Military 
Health System Action Plan for Access, Quality of Care, and Patient Safety, Oct. 1, 2014. 
19The governance bodies collaborate to develop various strategies to meet health policy 
directives and targets, and they oversee all of the MHS’s health care policy decisions. 
They are, in order of increasing seniority, the Medical Operations Group, the Medical 
Deputies Action Group, and the Senior Military Medical Action Council. 
20The MHS also selects from the full set of P4I measures a subset of measures on which 
to focus its quality improvement efforts. The MHS selected 13 such Process Improvement 
Priorities for fiscal year 2018. 
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succession of governance bodies that decide on the Core Dashboard 
measures. 

Officials told us and DOD documents confirmed that the MHS and the 
purchased care contractors also track additional quality measures that 
are not included in the Core and Purchased Care Dashboards. For 
example, MHS clinicians who provide maternity care track a set of 
measures developed by the National Perinatal Information Center.
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21 
Similarly, a number of military hospitals report on surgical quality 
measures to the National Surgical Quality Improvement Program.22 The 
MHS also conducts surveys of MHS beneficiaries from which it obtains 
data for patient experience measures for both direct and purchased care. 
Additionally, the MHS requires the managed care support contractors that 
administer the MHS’s networks of civilian providers for purchased care to 
monitor several different sets of quality measures or indicators, many of 
which focus on patient safety. These include patient safety indicators, 
hospital acquired conditions, and serious reportable events.23 They also 
analyze measures selected from Hospital Compare and the Healthcare 
Effectiveness Data and Information Set (HEDIS), some of which 
correspond to measures included in the Core and Purchased Care 
Dashboards.24 

                                                                                                                     
21The National Perinatal Information Center is a not-for-profit organization with expertise 
analyzing large data sets and developing comparative benchmarking quality measures, 
particularly for perinatal care. Perinatal care refers to both maternity care, which includes 
care provided to the mother before birth, care provided during labor and delivery, and care 
provided after birth; and neonatal care, which is care provided to the newborn. 
22The National Surgical Quality Improvement Program uses measures that focus on 
complications or unintended events, such as morbidity, mortality, or readmission to the 
hospital, that occur within a 30-day period following hospitalization for different types of 
surgery. It is managed by the American College of Surgeons, a medical specialty society. 
23Quality indicators, such as hospital acquired conditions and serious reportable events, 
typically identify individual instances of patient harm or inappropriate care. 
24The National Committee for Quality Assurance created the HEDIS measure set to 
assess the performance of health plans. 
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The Hospital Compare and Core Quality Measures 
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Collaborative Measure Sets Adopted by Medicare and 
Private Health Insurers 

While health care systems in the United States can use a variety of 
measures to assess the quality of care, two of the most widely adopted 
sets of quality measures include the Hospital Compare measure set 
developed by Centers for Medicare & Medicaid Services (CMS) for 
inpatient care and the CQMC measure sets jointly developed by CMS 
and major private health insurers for outpatient care. Since 2005, CMS 
has collected results for individual hospitals on a specific list of health 
care quality measures that are posted on a website known as Hospital 
Compare. CMS does this to make comparable information on the quality 
of care provided by different hospitals publicly available. Hospital 
Compare currently covers more than 4,000 hospitals that participate in 
the Medicare program. These hospitals supply data to CMS for quality 
measures of inpatient and emergency department care.25 These data 
reflect the care provided to all patients treated at these hospitals, not just 
those covered by Medicare. Each year CMS goes through a formal 
process, including receiving input from experts and stakeholders, to 
review and revise the mix of quality measures that these hospitals are 
expected to report. The purpose of this review, according to CMS, is to 
ensure that the set of measures reported on Hospital Compare provides 
meaningful information for quality improvement while reducing 
unnecessary administrative burden.26 

Initiated in 2014, the CQMC is a multi-stakeholder voluntary effort 
focused on quality measure alignment that has developed eight sets of 
measures for outpatient primary and specialty care, known as the CQMC 
measure sets.27 In developing the measure sets, CMS and private health 

                                                                                                                     
25Hospitals report information for the inpatient Hospital Compare measures under the 
Medicare Hospital Inpatient Quality Reporting Program. Hospitals report information for 
emergency department care under the Medicare Hospital Outpatient Quality Reporting 
Program.   
26Recently, the Department of Veterans Affairs also started supplying data to CMS for 
public reporting of quality measures of its hospitals.  
27In February 2016, seven CQMC core measure sets were released that focused on 
primary care, cardiology, orthopedics, medical oncology, obstetrics and gynecology, 
gastroenterology, and HIV/hepatitis C. In July 2017, an eighth measure set focused on 
pediatrics was released. 
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insurers negotiate sets of core measures on which they agree to focus on 
measuring care quality for certain conditions. Physician specialty 
societies, employer groups, consumer groups, and regional collaboratives 
also participate in the negotiations. The CQMC measure sets have been 
adopted by CMS for Medicare and by 15 major private health insurers for 
commercial health plans. Additionally, section 728 of the NDAA 2017 
directs the MHS to use, to the extent appropriate, these quality measures 
to assess the quality of direct and purchased care.
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28 CQMC documents 
show that the members of the CQMC intend to continually update these 
core measure sets as more meaningful measures are developed over 
time. CMS and the private health insurers plan to expand their application 
of these measures incrementally, as CMS conducts its annual reviews of 
Medicare’s quality measures and the insurers update or renew their 
contracts with different providers. 

The MHS Does Not Use a Common Set of 
Quality Measures for Direct and Purchased 
Care, and the Measures It Uses Assess a 
Limited Range of Quality Areas 
The MHS does not use a common set of measures on its Core and 
Purchased Care Dashboards to assess the quality of care provided 
through direct and purchased care. In addition, for both direct and 
purchased care, the MHS uses measures on its dashboards that assess 
a more limited range of quality care areas and medical conditions as 
compared to the Hospital Compare and CQMC measures adopted by 
Medicare and private health insurers. 

The MHS Does Not Use a Common Set of Quality 
Measures for Direct and Purchased Care 

Although the NDAA 2016 directed the MHS to align its quality measures 
for direct and purchased care, we found that as of March 31, 2018, the 
MHS used separate sets of measures on the Core and Purchased Care 
Dashboards to assess the quality of care delivered in direct and 
purchased care, respectively. To assess the quality of direct care, the 

                                                                                                                     
28Pub. L. No. 114-328, § 728(a)(1), 130 Stat. 2000, 2233-2234 (2016). 



 
Letter 
 
 
 
 

MHS tracks 43 measures on its Core Dashboard, and to assess the 
quality of purchased care, the MHS tracks 18 measures on its Purchased 
Care Dashboard. The MHS tracks 8 measures that are the same for both 
dashboards, leaving 35 measures tracked only on the Core Dashboard 
for direct care and 10 measures tracked only on the Purchased Care 
Dashboard for purchased care. (See fig. 2.) 

Figure 2: Number of Core and Purchased Care Dashboard Quality Measures for 
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Direct and Purchased Care in the Military Health System (MHS), as of March 31, 
2018 

Notes: Direct care refers to the care beneficiaries receive in the MHS’s military treatment facilities. 
The quality measures for direct care are those that the MHS includes on its Core Dashboard. 
Purchased care refers to the care beneficiaries receive in civilian hospitals and by civilian clinicians 
that participate in health plans sponsored by the Department of Defense (DOD). The quality 
measures for purchased care are those that the MHS has selected to track on a separate Purchased 
Care dashboard. The MHS reported to the Congress that the measures on the Core and Purchased 
Care dashboards are the key measures that the Department of Defense’s senior health care 
leadership uses to track progress in achieving overall strategic goals to provide high quality care. 

According to MHS officials, since launching the P4I performance 
management system in 2015, the MHS has focused on making 
systematic improvements in the quality of care across the MTFs in direct 
care. As a result, the 43 measures they have chosen for the Core 
Dashboard reflect their priorities for quality improvement within direct care 
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only. In the case of purchased care, MHS officials stated that requiring 
civilian providers to report on the same 43 measures that are used on the 
Core Dashboard for direct care would add burden, and the MHS had 
concerns that this would make civilian providers less likely to participate 
in purchased care.
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29 Instead, the MHS tracks 18 measures on the 
Purchased Care Dashboard that rely on information sources other than 
provider reporting, such as claims that the providers submit in the normal 
course of receiving payment for their services and surveys that the MHS 
conducts of its beneficiaries.30 MHS officials explained that they try to 
minimize the reporting burden for purchased care providers because for 
most of these civilian providers, eligible MHS beneficiaries represent only 
a small proportion of their patient population. 

We also found that for direct care, the MHS uses its quality measures on 
the Core Dashboard to assess the quality of care delivered to 
beneficiaries served by individual MTFs, such as hospitals or clinics. 
However, for purchased care, the MHS uses its quality measures on the 
Purchased Care Dashboard to assess the quality of care delivered to the 
beneficiary population served by each contractor’s network as a whole–
not the quality of care delivered by individual civilian hospitals, clinicians, 
or other providers in the network. Specifically: 

· In direct care, the MHS uses the 43 measures on the Core Dashboard 
to track the quality of care delivered by individual MTFs. For example, 
on a measure of central line-associated bloodstream infections, the 
MHS tracks the incidence of such infections by individual MTF and by 
military service (i.e., the incidence of such infections in Army, Navy 
and Air Force MTFs). 

· In contrast, in purchased care, the MHS assesses information on the 
18 measures on the Purchased Care Dashboard for all beneficiaries 
in each of the networks administered by the two managed care 

                                                                                                                     
29Recent research indicates that the overall burden placed on U.S. health care providers 
by multiple quality reporting programs is substantial and increasing, leading many 
providers to be skeptical about the value of reporting larger numbers of quality measures. 
See, for example, L.P. Casalino, et al., “U.S. Physician Practices Spend More Than $15.4 
Billion Annually to Report Quality Measures”, Health Affairs, 35:3 (2016) 401-406. 
30For example, the MHS assesses outpatient care from purchased care providers using 
several HEDIS measures that are designed to determine if certain processes that 
represent good quality of care, such as testing the hemoglobin levels of diabetic patients 
annually, were or were not provided, based on the claims that providers submit for 
payment.  



 
Letter 
 
 
 
 

support contractors. For example, on a measure of the percentage of 
beneficiaries with diabetes who have their hemoglobin level tested 
annually, the MHS calculates an overall rate of hemoglobin testing 
across all the diabetic patients that receive care in each contractor’s 
network. 

The beneficiary population-level reporting on quality measures on the 
Purchased Care Dashboard reflects the nature of the MHS’s relationship 
with its managed care support contractors for purchased care. Under the 
terms of the contracts that the MHS has negotiated with the contractors 
that administer the networks of civilian providers to care for eligible 
beneficiaries, the contractors bear responsibility for ensuring the quality of 
care delivered by those providers. While the MHS requires the managed 
care support contractors to monitor different sets of quality measures or 
indicators, such as patient safety indicators, hospital acquired conditions, 
and serious reportable events to identify possible cases of individual 
patient harm and determine appropriate interventions, the contractors 
report this information in annual reports to the MHS for their network as a 
whole, as opposed to reporting on individual providers. 

Because the MHS largely uses separate measures for direct and 
purchased care on its dashboards and tracks the quality of care delivered 
by civilian providers in purchased care in the aggregate rather than 
individually, the MHS lacks the information it needs to make comparable 
assessments of the quality of care delivered across the MHS as a whole. 
This, in turn, limits the MHS’s ability to ensure it has the information 
needed to determine whether it is achieving the department’s overall 
strategic goals of providing high quality care across the MHS as a whole 
and ensuring that beneficiaries receive a consistent level of high quality 
care regardless of whether that care is delivered in direct or purchased 
care. Moreover, using a different set of quality of measures on the 
dashboards for direct and purchased care is inconsistent with section 730 
of the NDAA 2016, which directs the MHS to align its measures for direct 
and purchased care so it can reduce performance variation across the 
MHS. MHS officials acknowledge in principle the value of using aligned 
measures to assess quality of care in direct and purchased care, but the 
officials cited a range of factors that pose challenges to achieving this 
objective, such as the large number of civilian providers and the lack of 
common health information technology systems. 

Based on our review, we found that one way the MHS could have a 
common set of quality measures for both direct and purchased care, 
without increasing the reporting burden on civilian providers, would be to 
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use, as appropriate, Hospital Compare and CQMC quality measures. 
Notably, the MHS states on its website that almost all of the civilian 
hospitals that are in the contractors’ networks for purchased care already 
report information on the measures posted on the Hospital Compare 
website. As a result, there potentially would be no additional burden for 
these purchased care providers to report information on the Hospital 
Compare quality measures. Similarly, major health plans report that they 
have begun implementing the CQMC measure sets in their contracts with 
physicians, meaning that physicians participating in those plans already 
report information on CQMC outpatient quality measures. To the extent 
that those physicians are also in the MHS contractors’ networks for 
purchased care, the information the physicians report on the CQMC 
measures could be used by the MHS.
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31 

We found the MHS is already using some Hospital Compare and CQMC 
measures for inpatient and outpatient care. There are a total of 76 
measures that Medicare and private health insurers report to Hospital 
Compare and a total of 60 CQMC outpatient measures. Besides the 
measures used in the Core and Purchased Care Dashboards, MHS also 
collects 24 of 76 Hospital Compare measures and 10 of the 60 CQMC 
outpatient measures. For the most part, these measures are not part of 
the direct and purchased care dashboards that MHS leadership uses to 
assess the performance of direct and purchased care. Furthermore, MHS 
officials told us that they have no specific plans to increase the number of 
measures that the MHS uses from Hospital Compare for inpatient care 
delivered in its hospitals. In the case of outpatient care, our review of 
DOD documents shows that the MHS plans on expanding reporting to 
only 5 more CQMC quality measures, in large part to minimize its 
reporting burden.32 

The MHS Uses Quality Measures that Assess a Limited 
Range of Quality Care Areas and Medical Conditions 

                                                                                                                     
31Section 728 of the NDAA 2017 directs the MHS to use to the extent appropriate CQMC 
quality measures to assess the quality of direct and purchased care. Pub. L. No. 114-328, 
§ 728(a)(1), 130 Stat. 2000, 2233-2234 (2016). 
32For example, the MHS work group that recommended the MHS’s approach for 
implementing Section 728 rejected adoption of CQMC measures that would require 
abstraction of clinical data from patient medical records, because, according to the group, 
such abstraction was expensive and time consuming. 
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Compared to Measures Adopted by Medicare and Private 
Health Insurers 

We found that the measures the MHS uses on its Core and Purchased 
Care Dashboards to assess the quality of direct and purchased care 
address only a limited range of quality areas and medical conditions when 
compared with the Hospital Compare and CQMC measure sets that are 
adopted by Medicare and private health insurers. According to the 
National Quality Forum, which plays a central role in developing and 
annually reassessing the Hospital Compare measure set and also was 
consulted in the development of the CQMC measure sets, the measures 
used to assess quality of care should comprise an appropriate mix of 
recognized measure types, including outcome measures, process 
measures, experience of care measures, and cost and structure 
measures.
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33 These measures should cover a broad enough range of 
measure types and medical conditions so that they provide an accurate 
overall assessment of the quality of care patients receive. 

Based on our analysis, Table 2 below shows the limited range of 
measures on the Core and Purchased Care dashboards used by the 
MHS to assess inpatient care, as compared to the range of inpatient 
measures that Medicare hospitals report for Hospital Compare. In 
general, each of the five types of measures shown in the table below 
addresses different aspects of health care quality in hospital settings. For 
direct care, the MHS uses no more than one measure on its Core 
Dashboard for all of these five measure types except for “Outcome” 
measures; for purchased care, the MHS does not use any inpatient care 
measures on its Purchased Care Dashboard. 

Table 2: Inpatient Quality Measures Used by the Military Health System (MHS) on Its Core and Purchased Care Dashboards as 
Compared with Measures on Hospital Compare, as of March 31, 2018  

n/a Number of inpatient measures 
Measure typea MHS’s Core Dashboard 

for direct careb 
MHS’s Purchased Care 

Dashboard for 
purchased carec 

Medicare hospitals report to 
Hospital Compared 

                                                                                                                     
33National Quality Forum, “NQF Report on 2017 Activities to Congress and the Secretary 
of the Department of Health and Human Services,” (Washington, DC: March 1, 2018), 80-
81. The National Quality Forum is a nonprofit organization that serves as the lead entity in 
the United States for endorsing health care quality measures and determining which 
measures should be recognized as national standards.  
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n/a Number of inpatient measures
Measure typea MHS’s Core Dashboard 

for direct careb
MHS’s Purchased Care 

Dashboard for 
purchased carec

Medicare hospitals report to 
Hospital Compared 

Process (timely & effective care) 1 0 20 
Outcome 9 0 26 
Structural 0 0 8 
Patient experience 1 0 11 
Resource use 1 0 11 
Total 12 0 76 

Source: GAO analysis of information from the MHS and the Centers for Medicare & Medicaid Services | GAO-18-574 
aMeasures are categorized according to the Agency for Healthcare Research and Quality’s Measure 
Domain Framework. 
bDirect care refers to the care beneficiaries receive in the MHS’s military treatment facilities. The MHS 
reported to the Congress that the measures on the Core Dashboard are the key measures that the 
Department of Defense’s (DOD) senior health care leadership uses to track progress in achieving 
overall strategic goals to provide high quality care. 
cPurchased care refers to the care beneficiaries receive in civilian hospitals and by civilian clinicians 
that participate in DOD-sponsored health plans. The MHS reported to the Congress that the 
measures on the Purchased Care Dashboard are the key measures that the Department of Defense’s 
senior health care leadership uses to track progress in achieving overall strategic goals to provide 
high quality care. 
dThe Centers for Medicare & Medicaid Services’ Hospital Compare website provides consumers with 
information on the quality of care at over 4,000 hospitals that participate in Medicare. 

Similarly, based on our analysis, Table 3 below shows the limited range 
of measures on the Core and Purchased Care Dashboards used by the 
MHS to assess outpatient care, as compared to the range of outpatient 
measures that are part of the CQMC measure sets adopted by Medicare 
and private health insurers. The MHS uses measures on its dashboards 
that assess fewer clinical focus areas and medical conditions as 
compared with those measures included in the CQMC measure sets.34 As 
with hospital care, the difference is greatest with respect to purchased 
care. 

Table 3: Outpatient Quality Measures Used by the Military Health System (MHS) on Its Core and Purchased Care Dashboards 
as Compared with Measures Included in the Core Quality Measures Collaborative (CQMC) Measure Sets, as of March 31, 2018 

n/a Number of outpatient measures 

                                                                                                                     
34For example, measures in the clinical focus area of cardiology would address such 
medical conditions as heart failure, hypertension, and recuperation from a heart attack. 
Measures in the area of medical oncology would address therapies provided for different 
types of cancer, such as breast cancer or colorectal cancer. 
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Clinical focus areas of measures MHS’s Core Dashboard  
for direct carea 

MHS’s Purchased Care 
Dashboard for 

purchased careb 

Included in the CQMC 
measure setsc 

Behavioral health 1 1 0 
Cardiovascular 0 0 8 
Dental 0 1 0 
Gastroenterology 0 0 8 
HIV/Hepatitis C 0 0 8 
Medical oncology 0 0 12 
Obstetrics and gynecology 2 0 6 
Orthopedic 0 0 1 
Pediatric 2 3 5 
Primary care 12 4 19 
Totald 15 9 60 

Source: GAO analysis of information from the MHS and the Centers for Medicare & Medicaid Services | GAO-18-574 
aDirect care refers to the care beneficiaries receive in the MHS’s military treatment facilities. The MHS 
reported to the Congress that the measures on the Core Dashboard are the key measures that the 
Department of Defense’s (DOD) senior health care leadership uses to track progress in achieving 
overall strategic goals to provide high quality care. 
bPurchased care refers to the care beneficiaries receive in civilian hospitals and by civilian clinicians 
that participate in DOD-sponsored health plans. The MHS reported to the Congress that the 
measures on the Purchased Care Dashboard are the key measures that the Department of Defense’s 
senior health care leadership uses to track progress in achieving overall strategic goals to provide 
high quality care. 
cThe Core Quality Measure Collaborative is a multi-stakeholder voluntary effort on quality measure 
alignment that includes representatives of the Centers for Medicare & Medicaid Services, major 
private health insurers, and medical specialty societies that has led to the development of eight sets 
of measures for outpatient care. Each of the eight CQMC measure sets is focused on a specific 
clinical focus area. 
dThe total may be less than the sum of the rows above because specific measures were only counted 
once even if they were used in measure sets for multiple clinical focus areas. 

The limitations we found in the quality measures used by the MHS—the 
relatively narrow range of measures as well as the relatively few 
measures used across direct and purchased care—reflect the MHS’s 
priorities in selecting quality measures. In short, the MHS focuses on the 
value and impact of implementing individual measures, but does not 
prioritize aligning the measures used across direct and purchased care or 
expanding the range of medical conditions and quality areas covered in 
the aggregate by the measures. The MHS’s annual assessment of quality 
measures focuses only the Core Dashboard measures. For each Core 
Dashboard measure for which a change is under consideration—such as 
dropping, modifying, or adding another quality measure to the Core 
Dashboard—MHS officials apply a standard set of criteria involving both 
the feasibility of collecting the data needed for that measure and the utility 
of that measure for addressing a strategic priority or promoting 
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performance improvement.
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35 When asked about the potential value of 
increasing the number of Hospital Compare measures, MHS officials said 
they need to make a value-based determination of whether the benefits of 
obtaining results for any given Hospital Compare measure justified the 
costs of collecting and transmitting the data required for that measure. In 
discussions about potential measures for the Purchased Care 
Dashboard, MHS officials also focused on the characteristics of specific 
measures being considered for inclusion in the dashboard. 

Because the MHS does not prioritize expanding the range of medical 
conditions and quality areas covered by common measures across direct 
and purchased care, the measures the MHS uses provide DOD’s senior 
health care leadership with an incomplete picture of the quality of care 
across the MHS. As we have noted, the MHS has reported to the 
Congress that its DOD health care leaders rely on the Core and 
Purchased Care Dashboard measures to establish accountability 
throughout the MHS and identify areas where quality improvement is 
needed. However, the current approach may not lead to the selection of 
quality measures for the two dashboards that would enable MHS officials 
to identify the most critical quality of care issues in the MHS. The lack of 
that information, in turn, limits the ability of DOD’s senior health care 
leadership to target their performance improvement efforts most 
effectively in support of DOD’s overall strategic goals of providing high 
quality care across the MHS as a whole. 

The MHS Has Established Performance 
Standards and Related Corrective Action 
Requirements for Individual Providers in Direct 
Care but Not in Purchased Care 
The MHS has established performance standards in direct care related to 
the Core Dashboard measures and has corrective action requirements for 
MTFs that do not meet the standards. However, the MHS has not 
established performance standards related to the Purchased Care 
Dashboard measures for individual civilian providers in purchased care 

                                                                                                                     
35The initial set of measures for the Purchased Care Dashboard was formally adopted by 
the MHS in September 2017. The MHS has announced that it expects to add and remove 
measures from the Dashboard sometime in the future. 
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and therefore does not have related corrective action requirements for 
these providers. 

The MHS Has Established Direct Care Performance 
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Standards and Related Corrective Action Requirements 
for Military Treatment Facilities 

As part of its P4I performance management system for direct care, the 
MHS has established specific performance standards that each MTF 
must meet in delivering quality care to MHS beneficiaries. These 
standards—some of which are under development—specify a minimum 
level of performance that each MTF should achieve related to the Core 
Dashboard quality measures tracked in direct care.36 For example, in the 
case of the HEDIS All Cause Readmission measure on the Core 
Dashboard, the MHS’s performance standard is that MTFs should have a 
rate of unplanned acute readmissions within 30 days of an initial hospital 
admission that is as good as or better than the national 75th percentile.37 
This performance standard is based on the readmission rates that the 
National Committee for Quality Assurance, the lead entity for that 
measure, has observed across U.S. hospitals. 

During regularly recurring governance meetings throughout the year, 
MHS governance bodies review how MTFs have performed relative to the 
performance standards for the Core Dashboard measures.38 Our review 
found that during these meetings, the governance bodies generally do not 
examine the circumstances of MTFs that do not perform well on the 
                                                                                                                     
36The MHS has established performance standards related to 37 of the 43 quality 
measures it tracks on the Core Dashboard for direct care. For the remaining 6 measures, 
performance standards were under development as of March 31, 2018. The performance 
standards are the same for all MTFs across the different military services. The MHS 
establishes its performance standards through the same process that it uses for selecting 
its Core Dashboard measures for direct care. The P4I Steering Committee proposes 
performance standards, along with associated rationales, to the governance bodies for 
review and approval. The governance bodies then have the opportunity to discuss the 
specific values of the proposed thresholds, asking questions or voicing concerns about the 
particular methodology underpinning a measure. 
37The National Committee for Quality Assurance benchmarks the performance of the 
plans that report on the HEDIS measures in terms of percentiles. Performance at the 75th 
percentile represents the level that is as good or better than that reported by 75 percent of 
health plans submitting data for this measure. 
38These governance meetings take place weekly, monthly, or quarterly, depending on the 
governance body. 
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performance standards related to the Core Dashboard measures. 
Consequently, DOD’s senior health care leadership within the 
governance bodies may receive limited information on the challenges 
faced by low-performing individual MTFs. However, during these 
meetings, officials from the military services and DHA highlight MTFs that 
are performing well on the established performance standards, and the 
officials share best practices and specific strategies used to achieve high 
performance.
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39 

We also found that in direct care, the MHS requires MTFs that do not 
meet the MHS’s performance standards related to its Core Dashboard 
measures to take corrective actions to improve the quality of care they 
deliver. The military services—Army, Navy and Air Force—and DHA have 
been responsible for implementing this requirement. For example, Navy 
officials explained that they periodically review information collected on 
the MHS’s Core Dashboard quality measures to analyze areas where 
MTFs do not meet established performance standards tied to these 
measures and to oversee MTFs’ efforts to correct these deficiencies.40 
Officials told us that each of the services exercises its discretion to 
independently develop and implement the corrective actions that the 
service determines best address the performance issues identified 
through the use of the MHS’s quality measures.41 For example, to help 
reduce the number of Central Line-Associated Bloodstream Infections 
(CLABSI), the Army began financially awarding MTFs that performed well 
on the CLABSI measure, whereas the Air Force developed a toolkit to 
help providers prevent CLABSI. 

As the MHS moves to transfer administration of the MTFs from the 
individual military services to DHA as directed by section 702 of the 
NDAA 2017, the approach for assessing performance and implementing 
corrective actions is likely to change. The MHS’s recently issued 

                                                                                                                     
39The emphasis on high performance reflects the MHS’s effort, highlighted in the MHS 
2014 Review and other MHS documents, to establish an organizational culture that 
promotes open discussion of quality and safety issues without fear of blame or reprisal. 
40Navy officials told us and our review of Navy documents shows that the Navy monitors 
its MTFs’ performance on the Core Dashboard measures as well as on quality measures 
that the Navy independently decided to track. For example, the Navy monitors Navy 
enrollment per full time employee, no show rates, and the percentage of patients asked to 
call back for an appointment.  
41For the MTFs that DHA administers, DHA also uses its discretion to determine 
corrective actions to address quality performance issues. 
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implementation plan as of June 2018 outlines some alterations to the 
current performance assessment process.
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42 Specifically, MTFs will create 
and submit a performance plan that will be reviewed and approved by 
DHA. DHA will host monthly review sessions with MTFs to track 
performance on the plan. MTFs will be evaluated using a set of measures 
aligned to the Quadruple Aim that will include many but not all of the Core 
Dashboard measures. 

The MHS Has Not Established Performance Standards 
and Related Corrective Action Requirements for Individual 
Civilian Providers in Purchased Care 

The MHS has not established performance standards related to the 18 
Purchased Care Dashboard measures for individual civilian hospitals, 
clinicians, or other providers in purchased care. Instead, the MHS has 
established performance standards related to the 18 Purchased Care 
Dashboard measures that MHS officials use to track the performance of 
each of the two managed care support contractors.43 According to MHS 
officials, the MHS does not require the contractors to ensure that each 
individual hospital, physician, or other provider in these networks meets 
the performance standards related to the Purchased Care Dashboard 
measures. For example, in the case of a measure on the use of imaging 
for low back pain, the MHS has set a performance standard for each 
managed care support contractor, one that aims at avoiding excessive 
imaging across the beneficiary population in the contractor’s network. 
However, officials told us that the information that the MHS collects on the 
measure—the number of beneficiaries in each of the contractors’ 
networks who receive imaging services for low back pain—does not 
indicate the extent to which each individual civilian provider in the 
contractor networks meets or fails to meet the performance standard. 
Thus, the information the MHS obtains on the quality measure and its 
related performance standard does not identify which hospitals, clinicians, 
or other providers need to improve their performance in order for all 

                                                                                                                     
42Department of Defense, Final Plan to Implement Section 1073c of Title 10, United 
States Code, Report to the Armed Services Committees of the Senate and House of 
Representatives (June 30, 2018). 
43As we have noted, the MHS assigns broad responsibility to the managed care support 
contractors to help ensure the quality of care provided by their individual network 
providers. 
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beneficiaries to receive the expected level of care quality that the 
performance standard represents. 

Because the MHS has not established performance standards related to 
the Purchased Care dashboard measures for individual civilian hospitals, 
clinicians, or other providers in purchased care, there are no related 
requirements for corrective action. Instead, the MHS requires its 
managed care support contractors to undertake other activities to 
promote improved quality of care across civilian providers in their 
networks. These include investigations of quality issues, focused reviews, 
analyses of Hospital Compare data, and value-based purchasing pilots, 
as discussed further below. However, our review found that these efforts 
are not applied comprehensively across all individual purchased care 
providers. 

Investigations of Quality Issues. One approach the MHS uses to promote 
improved quality of care across purchased care providers is to direct its 
managed care support contractors to investigate whether individual 
beneficiaries have experienced what the MHS refers to as a quality issue. 
Potential quality issues are defined by the MHS as any instance when 
there are indications that a purchased care provider has deviated from 
what the managed care support contractors deem acceptable standards 
of professional practice. The contractors can identify these potential 
quality issues through beneficiary complaints; analyses of patient safety 
indicators, hospital acquired conditions, and serious reportable events; or 
by the MHS or contractor staff. Once potential quality issues are 
identified, they are investigated by a clinician, who reviews the patient’s 
complete medical record. Based on the clinician’s review of the patient’s 
medical records, the clinician verifies whether or not a quality issue has 
occurred and, if so, assigns the quality issue a severity level.
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44 To 
address the quality issue, the managed care support contractors may 
take a range of steps, including educating the provider, monitoring the 
provider, notifying the appropriate state or federal bodies, and removing 
the provider from the MHS’s purchased care provider network. In 
practice, however, MHS officials said and documents we reviewed show 

                                                                                                                     
44The severity of the quality levels are rated 1-4 or are classified sentinel events. Severity 
level 1 represents a quality issue with minimal potential for significant adverse effects on 
the patient, whereas severity level 4 represents a quality issue with the most severe 
adverse effect and warrants exhaustive review. A sentinel event is a quality issue that 
results in death, permanent harm, severe temporary harm, or intervention required to 
sustain life. 
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that providers are rarely removed from the network. For example, MHS 
officials reported that one contractor estimated that one provider was 
removed from its network over quality issues every 1 to 2 years. 

Focused Reviews. Another way the MHS uses its managed care support 
contractors to promote improved quality of care across purchased care 
providers is through focused reviews. During these reviews, the managed 
care support contractors review the medical records for a selected patient 
population to determine the extent to which a specified quality concern is 
a widespread problem. For example, in 2015 one contractor reviewed the 
medical records of 96 beneficiaries to determine the frequency of 
obstetric trauma, an injury related to vaginal deliveries. If a focused 
review determines that there is a widespread quality problem, the 
contractor may implement a quality improvement initiative designed to 
prompt all of its network providers to address that concern, as opposed to 
targeting specific providers. 

Analyses of Hospital Compare Data. The MHS also requires the 
contractors to conduct an annual examination of the performance of 
hospitals in their networks on the different quality measures reported on 
Medicare’s Hospital Compare. However, the managed care support 
contractors have considerable flexibility in deciding how to structure these 
analyses and how to follow-up on results. Consequently, the two 
managed care support contractors have adopted different analytical 
approaches to define and identify hospitals with relatively low 
performance.
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45 For example, the managed care support contractors 
chose to examine different quality measures and use different criteria to 
identify hospitals with relatively low performance. In their most recent 
annual reports issued during 2017, both managed care support 
contractors indicated that they were considering contacting the lower 
performing hospitals to prompt remedial action, but because no action 
had yet occurred, the reports leave open what steps were ultimately taken 
and how these hospitals responded. Nonetheless, these activities 
suggest that the managed care support contractors have the ability to use 
Hospital Compare to analyze and address individual provider 
performance on a standard set of quality measures. However, the MHS 
has not specified how this process should proceed, leaving it to the 

                                                                                                                     
45The Hospital Compare analyses conducted by the managed care support contractors 
identify hospitals that perform less well than other hospitals in their networks, but the 
analyses do not indicate whether hospitals have met a set performance standard.  
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managed care support contractors to decide what and how much they will 
do in conducting these analyses of individual hospitals. 

Value-Based Purchasing Pilots. The MHS has recently begun to test 
different approaches to incentivize purchased care providers to deliver 
high quality care through several value-based purchasing pilots.
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46 For 
example, in February 2018 the MHS launched a maternity care pilot that 
pays providers more for better performance on specified quality 
measures. The pilot also implements a ‘steerage model’ approach that 
identifies higher performing providers in directories provided to patients 
by indicating providers as “Gold Stork” or “Silver Stork.” These pilots may 
provide the MHS another way to influence the quality of care provided by 
certain subsets of its purchased care providers. MHS officials stated that 
although DOD has not arrived at specific goals, it plans to expand these 
pilots to cover around 20 to 25 percent of its purchased care services by 
2020. 

The use of performance standards and corrective action requirements for 
individual hospitals, clinicians, or other providers who serve MHS 
beneficiaries is consistent with federal internal control standards for 
monitoring, which state that management should establish monitoring 
activities, evaluate the results, and remediate any deficiencies.47 While 
the MHS has established performance standards related to its Core 
Dashboard measures in direct care and has corrective action 
requirements for MTFs that do not meet those standards, it has not done 
so for individual civilian hospitals, clinicians, or other providers in 
purchased care related to its Purchased Care Dashboard measures. 
Additionally, if the MHS aligned quality measures on the Core and 
Purchased Care Dashboards at the provider level, the MHS could require 
its managed care support contractors to monitor the performance of 
individual civilian providers relative to set performance standards 
comparable to the ones that the MHS has established for MTFs. This 
approach would allow the MHS to determine the extent of performance 
variability, both among individual civilian providers and across MTFs and 
individual civilian providers. By not establishing consistent performance 
standards at the provider-level for direct and purchased care and 
                                                                                                                     
46NDAA 2017 directed the Secretary to carry out pilot programs to demonstrate and 
assess the feasibility of incorporating a value-based health care methodology into 
purchased care no later than January 1, 2018. NDAA 2017, Pub. L. No. 114-328, § 
701(h), 130 Stat. 2000, 2188 (2016). 
47See GAO-14-704G. 
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requiring corrective action requirements to ensure that these standards 
are met by providers in both direct and purchased care, the MHS is 
limited in its ability to address variation in the quality of care delivered. 
This further limits the MHS’s ability to ensure that it is achieving the 
department’s overall strategic goals of providing high quality care across 
the MHS as whole and ensuring that beneficiaries receive a consistent 
level of high quality care regardless of whether that care is delivered in 
direct or purchased care. 

Conclusions 
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Congress directed DOD to reduce variation in the quality of care 
beneficiaries receive through the MHS. DOD has taken important steps 
towards this goal by identifying a set of core measures that DOD senior 
health care leadership use to assess quality of care in direct care and 
another set of measures that they use to assess quality in purchased 
care. DOD health care leaders rely on these measures on their Core and 
Purchased Care Dashboards to establish accountability throughout the 
MHS and identify areas where quality improvement is needed. However, 
with few exceptions, the MHS uses different measures on its Core and 
Purchased Care Dashboards to assess the quality of direct and 
purchased care, making it difficult to determine the extent to which it is 
ensuring consistent quality across the MHS as a whole. Furthermore, for 
both direct and purchased care, the MHS uses measures on its 
dashboards that assess a limited range of quality areas and medical 
conditions when compared to the widely used quality measure sets 
adopted by Medicare and private insurers. Without using a broader range 
of available quality measures available—measures that many purchased 
care providers already report to CMS and private health insurers—DOD is 
missing an opportunity to better target the most critical quality of care 
issues in the MHS. The limitations we identified in the MHS’s Core and 
Purchased Care Dashboard quality measures reflect the fact that in its 
annual measure selection process, the MHS does not prioritize aligning 
the quality measures across direct and purchased care and expanding 
the range of measures it uses across the two systems of care. 

Finally, our review shows that while DOD has established performance 
standards for the core measures in direct care and corrective action 
requirements for MTFs that do not meet these standards, DOD has not 
done so for individual purchased care providers. Notably, DOD does not 
set clear expectations that individual purchased care providers should 
meet the performance standards related to the quality measures on the 
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Purchased Care Dashboard. Performance standards and related 
corrective action requirements are critical for holding both MTFs and 
individual civilian providers accountable for providing quality care. Without 
consistent standards and related corrective action requirements across 
the MHS, DOD is limited in its ability to ensure that beneficiaries 
consistently receive high quality care, regardless of whether they receive 
that care in the direct or purchased care systems. 

Recommendations for Executive Action 

Page 29 GAO-18-574  Defense Health Care 

We are making two recommendations to the Assistant Secretary of 
Defense for Health Affairs. 

As MHS governing bodies conduct their recurring reviews of quality 
measures selected for MHS’s Core Dashboard and Purchased Care 
Dashboards, the Assistant Secretary of Defense for Health Affairs should 
direct those bodies to prioritize, as appropriate, the selection of measures 
that apply to both direct and purchased care at the provider level and that 
expand the range of quality measure types and medical conditions that 
are assessed. (Recommendation 1) 

The Assistant Secretary of Defense for Health Affairs should establish, as 
appropriate, performance standards related to the Purchased Care 
Dashboard measures that are consistent with the MHS’s performance 
standards for direct care; ensure they are applied to individual purchased 
care providers; and take steps, such as amending its managed care 
support contracts, if necessary, to require corrective actions to be taken 
when providers do not meet those standards. (Recommendation 2) 

Agency Comments and Our Evaluation 
We provided a draft of this report to DOD for review, and DOD provided 
written comments, which are reprinted in appendix I. In its written 
comments, DOD concurred with both of our recommendations. With 
regards to the first recommendation, DOD stated that it plans to enhance 
the process for selecting quality measures that apply to both direct and 
purchased care; optimize use of data on Hospital Compare to expand the 
types and medical conditions evaluated; augment their governance 
reporting structure so that senior leadership can review quality measures 
included on the Core Dashboard and Purchased Care Dashboard; and 
implement the CQMC measure sets for outpatient care. Additionally, DOD 
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stated that it has efforts underway to create a library of all quality 
measures used across direct and purchased care.   

With regards to the second recommendation, DOD acknowledged the 
need to strengthen accountability for meeting performance standards that 
apply to both direct and purchased care providers.  It also agreed that 
measures of individual provider performance in purchased care should be 
augmented and consistent with measures in direct care, where possible. 
DOD noted, however, that because it works through managed care 
support contractors for purchased care, it can hold the contractors 
accountable for meeting performance standards but cannot currently take 
action against individual providers based solely on performance. Instead, 
DOD stated that rather than taking a corrective action approach, it plans 
to expand its value-based purchasing efforts and incentivize providers 
that meet and exceed certain quality standards.  This raises concerns, as 
DOD’s current plans to expand its value-based purchasing efforts would 
only be applicable for between 20 and 25 percent of the services MHS 
beneficiaries receive from purchased care providers by 2020, as we 
noted in our report. Without having all providers managed consistently 
and subject to prompt remediation of deficiencies, DOD is missing an 
opportunity to improve the quality of purchased care, and it increases the 
risk that not all beneficiaries will receive a consistent level of high quality 
care across the MHS. Acknowledging DOD’s comment that it cannot 
currently take action against individual providers based solely on 
performance, we have modified our recommendation to clarify that DOD 
should take the steps it determines are necessary, such as amending its 
managed care support contracts, to institute corrective action 
requirements for purchased care providers.      

We are sending copies of this report to the Secretary of Defense and 
appropriate congressional committees. The report is also available at no 
charge on GAO’s website at http://www.gao.gov. 

If you or your staff has any questions regarding this report, please contact 
me at (202) 512-7114 or silass@gao.gov. Contact points for our Offices 
of Congressional Relations and Public Affairs may be found on the last 
page of this report. GAO staff who made key contributions to this report 
are listed in appendix II. 
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Sharon M. Silas 
Acting Director, Health Care 
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Agency Comment Letter 

Accessible Text for Appendix I Comments from the 
Department of Defense 

Page 1 

AUG 31 2018 

Ms. Sharon Silas 

Acting Director, Health Care 

U.S. Government Accountability Office  

441 G Street, NW 

Washington, DC 20548  

Dear Ms. Silas: 

The enclosed is the Department of Defense (DoD) response to the 
Government Accountability Office (GAO) Draft Report GAO-18-574, 
"Expanded Use of Quality Measures Could Enhance Oversight of 
Provider Performance". 

My point of contact is Dr. Jill Sterling who can be reached at 
jill.l.sterling.civ @ mail.mil or at (703) 681-5163. 

Sincerely, 

Tom McCaffery 

Principal Deputy Assistant Secretary of Defense for Health Affairs 

Enclosure: 

As stated 
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GOVERNMENT ACCOUNTABILITY OFFICE (GAO) DRAFT REPORT 
DATED JULY 27, 2018 

GAO-18-574 (GAO CODE 102107) 

“DEFENSE HEALTH CARE: EXPANDED USE OF QUALITY 
MEASURES COULD ENHANCE OVERSIGHT OF PROVIDER 
PERFORMANCE” 

DEPARTMENT OF DEFENSE COMMENTS TO THE GAO 
RECOMMENDATION 

RECOMMENDATION 1: The GAO recommendation for the Assistant 
Secretary of Defense for Health Affairs (ASD(HA)) as follows: As Military 
Health System (MHS) governing bodies conduct their recurring reviews of 
quality measures selected for MHS’s Core Dashboard and Purchased 
Care Dashboards, the ASD(HA) should direct those bodies to prioritize, 
as appropriate, the selection of measures that apply to both direct and 
purchased care at the provider level and that expand the range of quality 
measure types and medical conditions that are assessed. 
(Recommendation 1) 

Department of Defense (DoD) RESPONSE: The Department concurs 
with the recommendation. 

The Defense Health Agency (DHA) has recently developed a High 
Reliability Organization Operating Model, leveraging subject matter 
expertise in Clinical Communities to establish overarching care pathways 
for patient experience that will eliminate harm, reduce unwarranted 
variation, improve patient outcomes and increase value for all 
stakeholders, regardless of the environment the patient used to access 
the MHS for an episode of care (direct, purchased, deployed). With the 
Readiness mission as the priority, Clinical Communities (with 
representation from DHA Purchased Care) are working to establish 
standards for patient outcomes and improvements to processes to 
achieve those outcomes. Though data capture analysis of clinical process 
improvement is anticipated to be more streamlined for direct care through 
configuration of DoD’s new Electronic Medical Record, Purchased Care 
supports this work investigating alternative means to show alignment with 
strategic and clinical analysis of patient care priorities. The DHA is 
continuously improving the means by which care pathways are aligned 
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and resourced per strategic guidance in the MHS Quadruple Aim 
Performance Plan. Accordingly, this will improve the review process of 
measures that apply to both direct and Purchased Care at the provider 
level, with a specific focus on expanding the range of quality measure 
types and medical conditions that are assessed by: 

1. Enhancing process for selection of measures reported to MHS 
Leadership, to include prioritization of measures by applicability to 
both direct and Purchased Care; availability of provider level data; 
quality measure types; and medical condition focus. 

2. Optimizing the National Hospital Quality Measures (NHQM) data 
available on Hospital Compare to expand the types and medical 
conditions that are evaluated through quality measures for both direct 
and Purchased Care. 
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3. Augmenting the governance reporting structure to allow for senior 
leadership to review additional quality measures to those included on 
the MHS’s Core and Purchased Care Dashboards. 

4. Collaborating with Centers for Medicare and Medicaid (CMS) and 
National Quality Forum (NQF) in the development phase of 
implementing Core Quality Measures Collaborative (CQMC) measure 
sets. 

Quality measures currently reported on MHS’s Core and Purchased Care 
Dashboards represent only a subset of data collected to assess the 
quality of care delivered in the MHS. The Purchased Care Dashboard 
represents only one method of communicating quality performance to 
leadership. A limited number of measures on the Purchased Care 
Dashboard is intentional to be manageable in scope. Additionally, several 
measures on the Core Dashboard, such as the force readiness and 
medical skills readiness measures, are not applicable to individual 
Purchased Care providers. 

Current efforts are underway to create a library of all clinical measures 
used by DHA (to include measures on the Dashboards) for knowledge 
management - a means to provide reference on what measure was used, 
and why it was developed (i.e. what strategic question was it answering 
or supporting). Analysis of these measures and their applicability to both 
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direct and purchased care can support strategic guidance and future 
selection of measures for the Core and Purchased Care Dashboards. 

In addition to the above, measures from the DoD’s Health and Human 
Services federal partner, and measures from national professional 
organizations, can provide benchmarks for both direct and Purchased 
Care. In particular, NHQM data available on the CMS Hospital Compare 
website is collected for all participating Purchased Care facilities similar to 
data collected for direct care. NHQM data is currently used to benchmark 
Purchased Care and direct care hospital quality performance for the 
Timely and Effective Care measures against CMS’ best performers. Data 
is reviewed semiannually at a working group and the data files are 
available to the Managed Care Support Contractors (MCSCs) for 
additional analysis. Measures used in NHQM comparison contain 
process, outcome and experience of care measures, as well as several 
medical conditions. NHQM data is an existing resource that can be 
leveraged to compare direct and Purchased Care hospital quality 
performance. 

CMS is also in a transitional period for adoption of the CQMC measures. 
Network providers are not yet required to submit CQMC measures to 
CMS, although there is much overlap between CQMC measures and 
measures required through the CMS Quality Payment Program. DHA is 
coordinating with CMS and the NQF on DoD implementation of CQMC 
measures. As CQMC measures are adopted, the DHA can remain 
proactive and strategic in selection of measures for both direct and 
Purchased Care comparison. 
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RECOMMENDATION 2: The GAO recommends that the ASD(HA) should 
establish, as appropriate, performance standards related to the 
Purchased Care Dashboard measures that are consistent with MHS’s 
performance standards for direct care, ensure they are applied to 
individual purchased care providers and require corrective actions to be 
taken when providers do not meet those standards. (Recommendation 2) 

DoD RESPONSE: The Department concurs with the recommendation. 

The DHA agrees with the need to improve accountability of MCSCs to be 
compliant with established performance standards specific to a set of 
measures that are collected for both direct and Purchased Care. The 
DHA plans to improve accountability and promote clinical excellence 
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across both parts of the integrated healthcare delivery system. However, 
as Purchased Care is a contractual arrangement with the MCSCs, the 
DHA will hold the contractor to the contractual performance standards, 
but currently cannot take action against individual providers based solely 
on performance. 

The DHA agrees that measures of individual provider performance should 
be augmented, and consistent with measures in direct care, where 
possible. The MCSCs do already collect and use Hospital Compare data. 
We are committed to a consistent level of high quality care in both the 
direct and Purchased Care systems. The DHA also concurs with 
standardizing the use of this data across the system, and collaborating 
with MCSCs to incentivize high performing facilities and assist those 
underperforming to improve quality performance. Purchased Care is 
considering using other sources of quality data such as Leapfrog® data, 
which is available for a significant majority of private sector hospitals that 
are utilized by TRICARE beneficiaries. 

For individual outpatient provider practices in the Purchased Care 
network, collecting and utilizing quality performance data that is not 
reflected in claims in a systematic manner is exceedingly difficult. 
Although the report recommends using CQMC data, CMS is in the early 
stages of implementing the program. Once further guidance from CMS is 
known regarding the reporting structure of CQMC data, TRICARE will 
work together with the MCSCs to identify prevalence of network providers 
who report CQMC data to CMS as another method for measuring 
TRICARE provider performance. Rather than the corrective action 
approach (except in cases where there is a serious quality event already 
managed with MCSC-imposed corrective actions), the Department plans 
to expand its value-based efforts and incentivize providers who meet and 
exceed quality standards. 
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	Letter
	September 17, 2018
	The Honorable Jim Inhofe Chairman The Honorable Jack Reed Ranking Member Committee on Armed Services United States Senate
	The Honorable Mac Thornberry Chairman The Honorable Adam Smith Ranking Member Committee on Armed Services House of Representatives
	The Department of Defense’s (DOD) Military Health System (MHS) offers a full range of health care services to over 9 million eligible beneficiaries, including active duty servicemembers and their dependents, medically-eligible National Guard and Reserve members and their dependents, and retirees and their dependents and survivors, among others. These beneficiaries may receive care from military treatment facilities (MTFs)—known as direct care—or from civilian hospitals, physicians, and other clinicians participating in DOD-sponsored health plans that are administered by contractors—known as purchased care.  While MTFs take the lead in delivering health care to active duty servicemembers, eligible beneficiaries can receive a wide array of primary and specialty care from the MTFs, purchased care providers, or both. Overall, about 60 percent of all the health care services that beneficiaries received in 2017 were delivered through purchased care.
	In 2014, the Secretary of Defense ordered a comprehensive review of the MHS that found considerable variation in the quality of care delivered. For example, the review found that 8 of 17 MTFs with high volume surgery programs had higher than expected rates of surgical complications. Furthermore, in the case of purchased care, the review found that DOD had limited information on the quality of care delivered by those civilian providers. 
	The information DOD has on the quality of care in the MHS comes from what it collects on various quality measures. In general, health care quality measures are standard, evidence based metrics—such as the percentage of patients receiving a screening or the rate of hospital readmissions or surgical complications—that health care systems such as the MHS use to quantify health care processes, outcomes, and other aspects of care. Health care quality measures can be linked to performance standards established for providers. For example, a quality measure may indicate the percentage of patients who receive a diabetes screening, while a related performance standard may be that providers are expected to ensure that at least a certain percentage of applicable patients receive the screening each year.
	Section 730 of the National Defense Authorization Act for Fiscal Year 2016 (NDAA 2016) directed DOD to develop plans to enhance the experience of beneficiaries receiving care under the MHS and eliminate variation in the quality of care that beneficiaries receive across direct and purchased care. The Act stipulated that DOD align the measures used to assess the quality of direct and purchased care to improve care across the MHS as a whole.  In March 2017, DOD issued its response to section 730, reporting that it had established two sets of quality measures— a set of measures for direct care described as “core measures” and another set of measures for purchased care. The MHS reported to Congress that the core direct care measures and purchased care measures are the key quality measures DOD’s senior health care leadership use to track DOD’s progress towards achieving the department’s overall strategic goals of providing high quality care across the MHS as a whole.  DOD reported that it aligned these quality measures across direct and purchased care where possible. 
	Section 730 of the NDAA 2016 also includes a provision for us to assess the strengths and limitations of DOD’s plans for achieving the Act’s objectives.  In this report, we examine
	the core direct care measures and purchased care measures DOD uses to assess the quality of care in the MHS; and
	the extent to which DOD has established performance standards related to its core direct care measures and purchased care measures and corrective action requirements for providers that do not meet these performance standards.
	To examine the core direct care measures and purchased care measures DOD uses to assess the quality of care in the MHS, we focused our review on the measures listed on the Core Dashboard and Purchased Care Dashboard, which are used in direct care and purchased care, respectively.  We focused on the dashboard measures because the MHS reported to Congress that these are the measures that DOD health care leaders rely on to establish accountability throughout the MHS and identify areas where quality improvement is needed. The measures on the dashboards are periodically updated, and we examined the measures included on the dashboards as of March 31, 2018 and the extent to which the measures on one dashboard aligned with those on the other. We also examined the range of quality care areas and medical conditions assessed by the dashboard measures and compared these to the range of quality care areas and medical conditions assessed by the measures included in the Hospital Compare measure set for inpatient care and the Core Quality Measure Collaborative (CQMC) measure sets for outpatient care.  Because the Hospital Compare and CQMC measures for inpatient and outpatient care have been vetted and reviewed by multiple health care stakeholders and widely adopted, we determined that they represented appropriate benchmarks for assessing the scope of the MHS’s quality assessment.  We also reviewed DOD documents to understand DOD senior health leadership’s decisions to select and track the measures on the Core and Purchased Care Dashboards and not others. Specifically, we systematically reviewed minutes from 335 meetings of the MHS governance bodies—which represent the three military services that provide health care services under the MHS (Army, Navy, and Air Force) and other components of the MHS—that make final decisions on the measures to be included on the Core and Purchased Care Dashboards.  We supplemented this document review with interviews of the MHS officials responsible for managing direct care as well as those responsible for overseeing the MHS’s contracting of purchased care. We also interviewed representatives of the medical commands for each of the three military services to obtain their perspectives on the measures that the MHS had selected to assess the quality of care provided to their active duty members and other beneficiaries. In addition, we interviewed the Chair of the Health Care Subcommittee of the Military Coalition, a group of 32 military, veterans, and uniformed services organizations. Although not representative, this allowed us to obtain the perspectives of beneficiaries on the MHS’s quality measurement efforts.
	To examine the extent to which DOD has established performance standards related to its core direct care measures and purchased care measures and corrective action requirements for providers that do not meet performance standards, we reviewed policies related to the MHS’s oversight of provider performance on the measures on its Core and Purchased Care Dashboards. We also interviewed MHS officials and reviewed relevant MHS documents to determine whether the MHS sets specific performance standards for MTFs and civilian providers related to the quality measures on the Core and Purchased Care Dashboards. We also examined whether or to what extent MHS has established requirements for initiating corrective actions when providers do not meet those performance standards. The relevant documents we reviewed include the minutes of the MHS governance body meetings noted above; the MHS reports to Congress on direct and purchased care; documents related to the purchased care contracts; and reports that contractors submitted to the MHS for purchased care.  Additionally, in our review of the MHS governance body meeting minutes, we examined MHS officials’ decisions, their rationale, and any actions taken in response to the trends being monitored on the Core and Purchased Care Dashboard quality measures. We compared these MHS efforts to federal standards for internal control related to monitoring. 
	We conducted this performance audit from June 2017 to September 2018 in accordance with generally accepted government auditing standards. Those standards require that we plan and perform the audit to obtain sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions based on our audit objectives. We believe that the evidence obtained provides a reasonable basis for our findings and conclusions based on our audit objectives.
	Background
	Health Care Quality Measures
	As we have previously reported in reviews of health care quality outside of the MHS, health care quality measures are standard, evidence-based metrics designed to assess the extent to which patients receive health care that increases the likelihood of desired health outcomes and are consistent with current professional knowledge.  These measures may be used to assess the quality of care in various settings, including hospitals and physician offices. Health care quality measures are intended to (1) inform providers about opportunities for potential improvements in their delivery of care, (2) encourage or incentivize providers to consistently provide high quality care, and (3) inform consumers about which providers are most likely to deliver high quality care. There are broad categories of clinical quality measures that address various aspects of quality of care. See table 1 for a description of these broad categories of quality measures.
	Table 1: Categories of Health Care Quality Measures
	Measure category  
	Description  
	Examples  
	Process  
	Shows whether steps or processes of care that have been proven to benefit patients are followed correctly  
	The measures indicate whether an action was completed—such as writing a prescription, administering a drug, or having a conversation.  
	Outcome  
	Reports the actual results of care   
	The measures indicate a change in patient health status, such as lower blood pressure, for a patient who is hypertensive. They also include patient safety measures, which monitor the incidence of adverse events such as infections or complications.  
	Structural  
	Reflects the conditions in which providers care for patients.  
	The measures indicate staffing levels or the volume of procedures performed by a provider.   
	Patient experience  
	Records patients’ perspectives on their care.  
	The measures reflect patient reports on their care, often obtained through surveys, such as patient responses to a question about whether their pain was always well controlled during a hospital stay.  
	Access  
	Assesses a patient’s ability to obtain timely and appropriate care  
	The measures indicate the difficulty or length of time it takes for patients to receive health care services, such as an office visit with a physician.  
	Resource use  
	Assesses amount of resources expended to treat patients  
	The measures indicate the quantity of health care services used, such as the number of days in the hospital, or the average amount paid to treat certain conditions.  
	The data used to calculate the results of health care quality measures can come from a number of different sources. Some measures often require detailed clinical information obtained from patient medical records, such as process measures that indicate whether timely and effective care was provided in a specific situation, for example, or whether stroke patients received clot-dissolving medication appropriately. Other measures are designed to use information on patient demographics and diagnoses that can be obtained from more readily accessible sources, such as claims data or other administrative data that have already been collected for other purposes such as billing. In addition, patients can be asked directly, usually through surveys, to report on their experiences receiving care.

	The MHS Structure and Administration of Direct and Purchased Care
	The MHS is a complex organization in which responsibility for the delivery of health care is primarily shared among the military services—Army, Navy, and Air Force—and the Defense Health Agency (DHA).  The Army, Navy and Air Force medical commands report through their service chiefs to their respective military department Secretaries and then to the Secretary of Defense. DHA reports through the Office of the Assistant Secretary of Defense for Health Affairs and the Under Secretary of Defense for Personnel and Readiness to the Secretary of Defense. The Office of the Assistant Secretary of Defense for Health Affairs manages the Defense Health Program appropriation, which funds the medical and health care programs at the medical commands of the military services. As of fiscal year 2018, most of the MTFs, including military hospitals and clinics, were under the direction and control of the military services, which are responsible for staffing, training, and equipping those MTFs to meet mission requirements. DHA has responsibility for the managed care support contracts through which the MHS administers its purchased care, and DHA also administers several MTFs in the vicinity of Washington, DC. Figure 1 depicts the MHS organizational structure.


	Figure 1: Organization of the Military Health System (MHS), as of Fiscal Year 2018
	aThe Navy is also responsible for delivery of health care services to the Marine Corps.
	bStarting October 1, 2018, the Defense Health Agency will begin to assume responsibility for administering all military treatment facilities.
	Recently enacted changes will affect the administration of the MTFs in future years. Most notably, DOD will alter administration of the MTFs, shifting responsibility from the military services to DHA. Section 702 of the National Defense Authorization Act for Fiscal Year 2017 (NDAA 2017) directed DOD to give DHA responsibility for the administration of all MTFs, including budgetary matters, information technology, and health care administration and management.  In the conference report for NDAA 2017, Congress stated its intention that the creation of a single agency responsible for all MTFs would improve and sustain readiness, reduce costs, and increase efficiency. DOD has since prepared a series of implementation plans as it works to develop the specific policies and procedures to enable this change to take effect starting October 1, 2018. The most recent plan issued by DOD in June 2018 envisions a 3-year transition to be completed October 1, 2021. 
	For purchased care, DOD contracts with civilian health care contractors to manage its civilian providers on a regional basis. The primary responsibilities of these managed care support contractors include the following:
	developing civilian provider networks, which include hospitals and clinicians;
	ensuring adequate access to health care;
	enrolling beneficiaries;
	referring and authorizing beneficiaries to receive health care;
	processing health care claims;
	educating providers and beneficiaries; and
	conducting utilization management and quality management programs.
	There have been several generations of multi-year contracts since 1996. In July 2016, DOD awarded its fourth generation of managed care support contracts to two regional contractors, and on January 1, 2018, the MHS began health care delivery under these contracts. 
	Selection of Measures to Assess Quality of Direct and Purchased Care
	According to our review of DOD documents, the MHS uses a structured process to select the measures on its dashboards that are used to assess the quality of direct and purchased care. Specifically, DOD documents state that the core direct care measures that are on the Core Dashboard are selected through the MHS’s performance management system called Partnership for Improvement (P4I), which began in 2015.  The documents show that proposals for potential quality measures are developed by work groups that focus on different specialized areas, such as maternity care or mental health. These proposals are reviewed and approved by the Steering Committee for P4I, which develops the list of core quality measures for direct care. The Steering Committee then presents the list of core quality measures to a succession of governance bodies—each of which incorporates representation from the three military services plus DHA—for review and approval.  DOD documents indicate that the MHS repeats this process annually as it decides which quality measures to add, drop, or modify for the coming fiscal year from the Core Dashboard. 
	The DOD documents we reviewed lay out a parallel process that the MHS follows to select which purchased care quality measures will be tracked in the Purchased Care Dashboard. A work group that specializes on purchased care issues with representation of DHA and the three military services develops the proposed list of quality measures for the Purchased Care Dashboard. This list is then reviewed and approved by the same succession of governance bodies that decide on the Core Dashboard measures.
	Officials told us and DOD documents confirmed that the MHS and the purchased care contractors also track additional quality measures that are not included in the Core and Purchased Care Dashboards. For example, MHS clinicians who provide maternity care track a set of measures developed by the National Perinatal Information Center.  Similarly, a number of military hospitals report on surgical quality measures to the National Surgical Quality Improvement Program.  The MHS also conducts surveys of MHS beneficiaries from which it obtains data for patient experience measures for both direct and purchased care. Additionally, the MHS requires the managed care support contractors that administer the MHS’s networks of civilian providers for purchased care to monitor several different sets of quality measures or indicators, many of which focus on patient safety. These include patient safety indicators, hospital acquired conditions, and serious reportable events.  They also analyze measures selected from Hospital Compare and the Healthcare Effectiveness Data and Information Set (HEDIS), some of which correspond to measures included in the Core and Purchased Care Dashboards. 

	The Hospital Compare and Core Quality Measures Collaborative Measure Sets Adopted by Medicare and Private Health Insurers
	While health care systems in the United States can use a variety of measures to assess the quality of care, two of the most widely adopted sets of quality measures include the Hospital Compare measure set developed by Centers for Medicare & Medicaid Services (CMS) for inpatient care and the CQMC measure sets jointly developed by CMS and major private health insurers for outpatient care. Since 2005, CMS has collected results for individual hospitals on a specific list of health care quality measures that are posted on a website known as Hospital Compare. CMS does this to make comparable information on the quality of care provided by different hospitals publicly available. Hospital Compare currently covers more than 4,000 hospitals that participate in the Medicare program. These hospitals supply data to CMS for quality measures of inpatient and emergency department care.  These data reflect the care provided to all patients treated at these hospitals, not just those covered by Medicare. Each year CMS goes through a formal process, including receiving input from experts and stakeholders, to review and revise the mix of quality measures that these hospitals are expected to report. The purpose of this review, according to CMS, is to ensure that the set of measures reported on Hospital Compare provides meaningful information for quality improvement while reducing unnecessary administrative burden. 
	Initiated in 2014, the CQMC is a multi-stakeholder voluntary effort focused on quality measure alignment that has developed eight sets of measures for outpatient primary and specialty care, known as the CQMC measure sets.  In developing the measure sets, CMS and private health insurers negotiate sets of core measures on which they agree to focus on measuring care quality for certain conditions. Physician specialty societies, employer groups, consumer groups, and regional collaboratives also participate in the negotiations. The CQMC measure sets have been adopted by CMS for Medicare and by 15 major private health insurers for commercial health plans. Additionally, section 728 of the NDAA 2017 directs the MHS to use, to the extent appropriate, these quality measures to assess the quality of direct and purchased care.  CQMC documents show that the members of the CQMC intend to continually update these core measure sets as more meaningful measures are developed over time. CMS and the private health insurers plan to expand their application of these measures incrementally, as CMS conducts its annual reviews of Medicare’s quality measures and the insurers update or renew their contracts with different providers.


	The MHS Does Not Use a Common Set of Quality Measures for Direct and Purchased Care, and the Measures It Uses Assess a Limited Range of Quality Areas
	The MHS does not use a common set of measures on its Core and Purchased Care Dashboards to assess the quality of care provided through direct and purchased care. In addition, for both direct and purchased care, the MHS uses measures on its dashboards that assess a more limited range of quality care areas and medical conditions as compared to the Hospital Compare and CQMC measures adopted by Medicare and private health insurers.
	The MHS Does Not Use a Common Set of Quality Measures for Direct and Purchased Care
	Although the NDAA 2016 directed the MHS to align its quality measures for direct and purchased care, we found that as of March 31, 2018, the MHS used separate sets of measures on the Core and Purchased Care Dashboards to assess the quality of care delivered in direct and purchased care, respectively. To assess the quality of direct care, the MHS tracks 43 measures on its Core Dashboard, and to assess the quality of purchased care, the MHS tracks 18 measures on its Purchased Care Dashboard. The MHS tracks 8 measures that are the same for both dashboards, leaving 35 measures tracked only on the Core Dashboard for direct care and 10 measures tracked only on the Purchased Care Dashboard for purchased care. (See fig. 2.)
	Figure 2: Number of Core and Purchased Care Dashboard Quality Measures for Direct and Purchased Care in the Military Health System (MHS), as of March 31, 2018
	Notes: Direct care refers to the care beneficiaries receive in the MHS’s military treatment facilities. The quality measures for direct care are those that the MHS includes on its Core Dashboard. Purchased care refers to the care beneficiaries receive in civilian hospitals and by civilian clinicians that participate in health plans sponsored by the Department of Defense (DOD). The quality measures for purchased care are those that the MHS has selected to track on a separate Purchased Care dashboard. The MHS reported to the Congress that the measures on the Core and Purchased Care dashboards are the key measures that the Department of Defense’s senior health care leadership uses to track progress in achieving overall strategic goals to provide high quality care.
	According to MHS officials, since launching the P4I performance management system in 2015, the MHS has focused on making systematic improvements in the quality of care across the MTFs in direct care. As a result, the 43 measures they have chosen for the Core Dashboard reflect their priorities for quality improvement within direct care only. In the case of purchased care, MHS officials stated that requiring civilian providers to report on the same 43 measures that are used on the Core Dashboard for direct care would add burden, and the MHS had concerns that this would make civilian providers less likely to participate in purchased care.  Instead, the MHS tracks 18 measures on the Purchased Care Dashboard that rely on information sources other than provider reporting, such as claims that the providers submit in the normal course of receiving payment for their services and surveys that the MHS conducts of its beneficiaries.  MHS officials explained that they try to minimize the reporting burden for purchased care providers because for most of these civilian providers, eligible MHS beneficiaries represent only a small proportion of their patient population.
	We also found that for direct care, the MHS uses its quality measures on the Core Dashboard to assess the quality of care delivered to beneficiaries served by individual MTFs, such as hospitals or clinics. However, for purchased care, the MHS uses its quality measures on the Purchased Care Dashboard to assess the quality of care delivered to the beneficiary population served by each contractor’s network as a whole–not the quality of care delivered by individual civilian hospitals, clinicians, or other providers in the network. Specifically:
	In direct care, the MHS uses the 43 measures on the Core Dashboard to track the quality of care delivered by individual MTFs. For example, on a measure of central line-associated bloodstream infections, the MHS tracks the incidence of such infections by individual MTF and by military service (i.e., the incidence of such infections in Army, Navy and Air Force MTFs).
	In contrast, in purchased care, the MHS assesses information on the 18 measures on the Purchased Care Dashboard for all beneficiaries in each of the networks administered by the two managed care support contractors. For example, on a measure of the percentage of beneficiaries with diabetes who have their hemoglobin level tested annually, the MHS calculates an overall rate of hemoglobin testing across all the diabetic patients that receive care in each contractor’s network.
	The beneficiary population-level reporting on quality measures on the Purchased Care Dashboard reflects the nature of the MHS’s relationship with its managed care support contractors for purchased care. Under the terms of the contracts that the MHS has negotiated with the contractors that administer the networks of civilian providers to care for eligible beneficiaries, the contractors bear responsibility for ensuring the quality of care delivered by those providers. While the MHS requires the managed care support contractors to monitor different sets of quality measures or indicators, such as patient safety indicators, hospital acquired conditions, and serious reportable events to identify possible cases of individual patient harm and determine appropriate interventions, the contractors report this information in annual reports to the MHS for their network as a whole, as opposed to reporting on individual providers.
	Because the MHS largely uses separate measures for direct and purchased care on its dashboards and tracks the quality of care delivered by civilian providers in purchased care in the aggregate rather than individually, the MHS lacks the information it needs to make comparable assessments of the quality of care delivered across the MHS as a whole. This, in turn, limits the MHS’s ability to ensure it has the information needed to determine whether it is achieving the department’s overall strategic goals of providing high quality care across the MHS as a whole and ensuring that beneficiaries receive a consistent level of high quality care regardless of whether that care is delivered in direct or purchased care. Moreover, using a different set of quality of measures on the dashboards for direct and purchased care is inconsistent with section 730 of the NDAA 2016, which directs the MHS to align its measures for direct and purchased care so it can reduce performance variation across the MHS. MHS officials acknowledge in principle the value of using aligned measures to assess quality of care in direct and purchased care, but the officials cited a range of factors that pose challenges to achieving this objective, such as the large number of civilian providers and the lack of common health information technology systems.
	Based on our review, we found that one way the MHS could have a common set of quality measures for both direct and purchased care, without increasing the reporting burden on civilian providers, would be to use, as appropriate, Hospital Compare and CQMC quality measures. Notably, the MHS states on its website that almost all of the civilian hospitals that are in the contractors’ networks for purchased care already report information on the measures posted on the Hospital Compare website. As a result, there potentially would be no additional burden for these purchased care providers to report information on the Hospital Compare quality measures. Similarly, major health plans report that they have begun implementing the CQMC measure sets in their contracts with physicians, meaning that physicians participating in those plans already report information on CQMC outpatient quality measures. To the extent that those physicians are also in the MHS contractors’ networks for purchased care, the information the physicians report on the CQMC measures could be used by the MHS. 
	We found the MHS is already using some Hospital Compare and CQMC measures for inpatient and outpatient care. There are a total of 76 measures that Medicare and private health insurers report to Hospital Compare and a total of 60 CQMC outpatient measures. Besides the measures used in the Core and Purchased Care Dashboards, MHS also collects 24 of 76 Hospital Compare measures and 10 of the 60 CQMC outpatient measures. For the most part, these measures are not part of the direct and purchased care dashboards that MHS leadership uses to assess the performance of direct and purchased care. Furthermore, MHS officials told us that they have no specific plans to increase the number of measures that the MHS uses from Hospital Compare for inpatient care delivered in its hospitals. In the case of outpatient care, our review of DOD documents shows that the MHS plans on expanding reporting to only 5 more CQMC quality measures, in large part to minimize its reporting burden. 

	The MHS Uses Quality Measures that Assess a Limited Range of Quality Care Areas and Medical Conditions Compared to Measures Adopted by Medicare and Private Health Insurers
	We found that the measures the MHS uses on its Core and Purchased Care Dashboards to assess the quality of direct and purchased care address only a limited range of quality areas and medical conditions when compared with the Hospital Compare and CQMC measure sets that are adopted by Medicare and private health insurers. According to the National Quality Forum, which plays a central role in developing and annually reassessing the Hospital Compare measure set and also was consulted in the development of the CQMC measure sets, the measures used to assess quality of care should comprise an appropriate mix of recognized measure types, including outcome measures, process measures, experience of care measures, and cost and structure measures.  These measures should cover a broad enough range of measure types and medical conditions so that they provide an accurate overall assessment of the quality of care patients receive.
	Based on our analysis, Table 2 below shows the limited range of measures on the Core and Purchased Care dashboards used by the MHS to assess inpatient care, as compared to the range of inpatient measures that Medicare hospitals report for Hospital Compare. In general, each of the five types of measures shown in the table below addresses different aspects of health care quality in hospital settings. For direct care, the MHS uses no more than one measure on its Core Dashboard for all of these five measure types except for “Outcome” measures; for purchased care, the MHS does not use any inpatient care measures on its Purchased Care Dashboard.
	Table 2: Inpatient Quality Measures Used by the Military Health System (MHS) on Its Core and Purchased Care Dashboards as Compared with Measures on Hospital Compare, as of March 31, 2018
	n/a  
	Measure typea  
	0  
	Process (timely & effective care)  
	1  
	20  
	Outcome  
	9  
	0  
	26  
	Structural  
	0  
	0  
	8  
	Patient experience  
	1  
	0  
	11  
	Resource use  
	1  
	0  
	11  
	Total  
	12  
	0  
	76  
	aMeasures are categorized according to the Agency for Healthcare Research and Quality’s Measure Domain Framework.
	bDirect care refers to the care beneficiaries receive in the MHS’s military treatment facilities. The MHS reported to the Congress that the measures on the Core Dashboard are the key measures that the Department of Defense’s (DOD) senior health care leadership uses to track progress in achieving overall strategic goals to provide high quality care.
	cPurchased care refers to the care beneficiaries receive in civilian hospitals and by civilian clinicians that participate in DOD-sponsored health plans. The MHS reported to the Congress that the measures on the Purchased Care Dashboard are the key measures that the Department of Defense’s senior health care leadership uses to track progress in achieving overall strategic goals to provide high quality care.
	dThe Centers for Medicare & Medicaid Services’ Hospital Compare website provides consumers with information on the quality of care at over 4,000 hospitals that participate in Medicare.
	Similarly, based on our analysis, Table 3 below shows the limited range of measures on the Core and Purchased Care Dashboards used by the MHS to assess outpatient care, as compared to the range of outpatient measures that are part of the CQMC measure sets adopted by Medicare and private health insurers. The MHS uses measures on its dashboards that assess fewer clinical focus areas and medical conditions as compared with those measures included in the CQMC measure sets.  As with hospital care, the difference is greatest with respect to purchased care.
	Table 3: Outpatient Quality Measures Used by the Military Health System (MHS) on Its Core and Purchased Care Dashboards as Compared with Measures Included in the Core Quality Measures Collaborative (CQMC) Measure Sets, as of March 31, 2018
	n/a  
	Clinical focus areas of measures  
	Behavioral health  
	1  
	1  
	0  
	Cardiovascular  
	0  
	0  
	8  
	Dental  
	0  
	1  
	0  
	Gastroenterology  
	0  
	0  
	8  
	HIV/Hepatitis C  
	0  
	0  
	8  
	Medical oncology  
	0  
	0  
	12  
	Obstetrics and gynecology  
	2  
	0  
	6  
	Orthopedic  
	0  
	0  
	1  
	Pediatric  
	2  
	3  
	5  
	Primary care  
	12  
	4  
	19  
	Totald  
	15  
	9  
	60  
	aDirect care refers to the care beneficiaries receive in the MHS’s military treatment facilities. The MHS reported to the Congress that the measures on the Core Dashboard are the key measures that the Department of Defense’s (DOD) senior health care leadership uses to track progress in achieving overall strategic goals to provide high quality care.
	bPurchased care refers to the care beneficiaries receive in civilian hospitals and by civilian clinicians that participate in DOD-sponsored health plans. The MHS reported to the Congress that the measures on the Purchased Care Dashboard are the key measures that the Department of Defense’s senior health care leadership uses to track progress in achieving overall strategic goals to provide high quality care.
	cThe Core Quality Measure Collaborative is a multi-stakeholder voluntary effort on quality measure alignment that includes representatives of the Centers for Medicare & Medicaid Services, major private health insurers, and medical specialty societies that has led to the development of eight sets of measures for outpatient care. Each of the eight CQMC measure sets is focused on a specific clinical focus area.
	dThe total may be less than the sum of the rows above because specific measures were only counted once even if they were used in measure sets for multiple clinical focus areas.
	The limitations we found in the quality measures used by the MHS—the relatively narrow range of measures as well as the relatively few measures used across direct and purchased care—reflect the MHS’s priorities in selecting quality measures. In short, the MHS focuses on the value and impact of implementing individual measures, but does not prioritize aligning the measures used across direct and purchased care or expanding the range of medical conditions and quality areas covered in the aggregate by the measures. The MHS’s annual assessment of quality measures focuses only the Core Dashboard measures. For each Core Dashboard measure for which a change is under consideration—such as dropping, modifying, or adding another quality measure to the Core Dashboard—MHS officials apply a standard set of criteria involving both the feasibility of collecting the data needed for that measure and the utility of that measure for addressing a strategic priority or promoting performance improvement.  When asked about the potential value of increasing the number of Hospital Compare measures, MHS officials said they need to make a value-based determination of whether the benefits of obtaining results for any given Hospital Compare measure justified the costs of collecting and transmitting the data required for that measure. In discussions about potential measures for the Purchased Care Dashboard, MHS officials also focused on the characteristics of specific measures being considered for inclusion in the dashboard.
	Because the MHS does not prioritize expanding the range of medical conditions and quality areas covered by common measures across direct and purchased care, the measures the MHS uses provide DOD’s senior health care leadership with an incomplete picture of the quality of care across the MHS. As we have noted, the MHS has reported to the Congress that its DOD health care leaders rely on the Core and Purchased Care Dashboard measures to establish accountability throughout the MHS and identify areas where quality improvement is needed. However, the current approach may not lead to the selection of quality measures for the two dashboards that would enable MHS officials to identify the most critical quality of care issues in the MHS. The lack of that information, in turn, limits the ability of DOD’s senior health care leadership to target their performance improvement efforts most effectively in support of DOD’s overall strategic goals of providing high quality care across the MHS as a whole.


	The MHS Has Established Performance Standards and Related Corrective Action Requirements for Individual Providers in Direct Care but Not in Purchased Care
	The MHS has established performance standards in direct care related to the Core Dashboard measures and has corrective action requirements for MTFs that do not meet the standards. However, the MHS has not established performance standards related to the Purchased Care Dashboard measures for individual civilian providers in purchased care and therefore does not have related corrective action requirements for these providers.
	The MHS Has Established Direct Care Performance Standards and Related Corrective Action Requirements for Military Treatment Facilities
	As part of its P4I performance management system for direct care, the MHS has established specific performance standards that each MTF must meet in delivering quality care to MHS beneficiaries. These standards—some of which are under development—specify a minimum level of performance that each MTF should achieve related to the Core Dashboard quality measures tracked in direct care.  For example, in the case of the HEDIS All Cause Readmission measure on the Core Dashboard, the MHS’s performance standard is that MTFs should have a rate of unplanned acute readmissions within 30 days of an initial hospital admission that is as good as or better than the national 75th percentile.  This performance standard is based on the readmission rates that the National Committee for Quality Assurance, the lead entity for that measure, has observed across U.S. hospitals.
	During regularly recurring governance meetings throughout the year, MHS governance bodies review how MTFs have performed relative to the performance standards for the Core Dashboard measures.  Our review found that during these meetings, the governance bodies generally do not examine the circumstances of MTFs that do not perform well on the performance standards related to the Core Dashboard measures. Consequently, DOD’s senior health care leadership within the governance bodies may receive limited information on the challenges faced by low-performing individual MTFs. However, during these meetings, officials from the military services and DHA highlight MTFs that are performing well on the established performance standards, and the officials share best practices and specific strategies used to achieve high performance. 
	We also found that in direct care, the MHS requires MTFs that do not meet the MHS’s performance standards related to its Core Dashboard measures to take corrective actions to improve the quality of care they deliver. The military services—Army, Navy and Air Force—and DHA have been responsible for implementing this requirement. For example, Navy officials explained that they periodically review information collected on the MHS’s Core Dashboard quality measures to analyze areas where MTFs do not meet established performance standards tied to these measures and to oversee MTFs’ efforts to correct these deficiencies.  Officials told us that each of the services exercises its discretion to independently develop and implement the corrective actions that the service determines best address the performance issues identified through the use of the MHS’s quality measures.  For example, to help reduce the number of Central Line-Associated Bloodstream Infections (CLABSI), the Army began financially awarding MTFs that performed well on the CLABSI measure, whereas the Air Force developed a toolkit to help providers prevent CLABSI.
	As the MHS moves to transfer administration of the MTFs from the individual military services to DHA as directed by section 702 of the NDAA 2017, the approach for assessing performance and implementing corrective actions is likely to change. The MHS’s recently issued implementation plan as of June 2018 outlines some alterations to the current performance assessment process.  Specifically, MTFs will create and submit a performance plan that will be reviewed and approved by DHA. DHA will host monthly review sessions with MTFs to track performance on the plan. MTFs will be evaluated using a set of measures aligned to the Quadruple Aim that will include many but not all of the Core Dashboard measures.

	The MHS Has Not Established Performance Standards and Related Corrective Action Requirements for Individual Civilian Providers in Purchased Care
	The MHS has not established performance standards related to the 18 Purchased Care Dashboard measures for individual civilian hospitals, clinicians, or other providers in purchased care. Instead, the MHS has established performance standards related to the 18 Purchased Care Dashboard measures that MHS officials use to track the performance of each of the two managed care support contractors.  According to MHS officials, the MHS does not require the contractors to ensure that each individual hospital, physician, or other provider in these networks meets the performance standards related to the Purchased Care Dashboard measures. For example, in the case of a measure on the use of imaging for low back pain, the MHS has set a performance standard for each managed care support contractor, one that aims at avoiding excessive imaging across the beneficiary population in the contractor’s network. However, officials told us that the information that the MHS collects on the measure—the number of beneficiaries in each of the contractors’ networks who receive imaging services for low back pain—does not indicate the extent to which each individual civilian provider in the contractor networks meets or fails to meet the performance standard. Thus, the information the MHS obtains on the quality measure and its related performance standard does not identify which hospitals, clinicians, or other providers need to improve their performance in order for all beneficiaries to receive the expected level of care quality that the performance standard represents.
	Because the MHS has not established performance standards related to the Purchased Care dashboard measures for individual civilian hospitals, clinicians, or other providers in purchased care, there are no related requirements for corrective action. Instead, the MHS requires its managed care support contractors to undertake other activities to promote improved quality of care across civilian providers in their networks. These include investigations of quality issues, focused reviews, analyses of Hospital Compare data, and value-based purchasing pilots, as discussed further below. However, our review found that these efforts are not applied comprehensively across all individual purchased care providers.
	Investigations of Quality Issues. One approach the MHS uses to promote improved quality of care across purchased care providers is to direct its managed care support contractors to investigate whether individual beneficiaries have experienced what the MHS refers to as a quality issue. Potential quality issues are defined by the MHS as any instance when there are indications that a purchased care provider has deviated from what the managed care support contractors deem acceptable standards of professional practice. The contractors can identify these potential quality issues through beneficiary complaints; analyses of patient safety indicators, hospital acquired conditions, and serious reportable events; or by the MHS or contractor staff. Once potential quality issues are identified, they are investigated by a clinician, who reviews the patient’s complete medical record. Based on the clinician’s review of the patient’s medical records, the clinician verifies whether or not a quality issue has occurred and, if so, assigns the quality issue a severity level.  To address the quality issue, the managed care support contractors may take a range of steps, including educating the provider, monitoring the provider, notifying the appropriate state or federal bodies, and removing the provider from the MHS’s purchased care provider network. In practice, however, MHS officials said and documents we reviewed show that providers are rarely removed from the network. For example, MHS officials reported that one contractor estimated that one provider was removed from its network over quality issues every 1 to 2 years.
	Focused Reviews. Another way the MHS uses its managed care support contractors to promote improved quality of care across purchased care providers is through focused reviews. During these reviews, the managed care support contractors review the medical records for a selected patient population to determine the extent to which a specified quality concern is a widespread problem. For example, in 2015 one contractor reviewed the medical records of 96 beneficiaries to determine the frequency of obstetric trauma, an injury related to vaginal deliveries. If a focused review determines that there is a widespread quality problem, the contractor may implement a quality improvement initiative designed to prompt all of its network providers to address that concern, as opposed to targeting specific providers.
	Analyses of Hospital Compare Data. The MHS also requires the contractors to conduct an annual examination of the performance of hospitals in their networks on the different quality measures reported on Medicare’s Hospital Compare. However, the managed care support contractors have considerable flexibility in deciding how to structure these analyses and how to follow-up on results. Consequently, the two managed care support contractors have adopted different analytical approaches to define and identify hospitals with relatively low performance.  For example, the managed care support contractors chose to examine different quality measures and use different criteria to identify hospitals with relatively low performance. In their most recent annual reports issued during 2017, both managed care support contractors indicated that they were considering contacting the lower performing hospitals to prompt remedial action, but because no action had yet occurred, the reports leave open what steps were ultimately taken and how these hospitals responded. Nonetheless, these activities suggest that the managed care support contractors have the ability to use Hospital Compare to analyze and address individual provider performance on a standard set of quality measures. However, the MHS has not specified how this process should proceed, leaving it to the managed care support contractors to decide what and how much they will do in conducting these analyses of individual hospitals.
	Value-Based Purchasing Pilots. The MHS has recently begun to test different approaches to incentivize purchased care providers to deliver high quality care through several value-based purchasing pilots.  For example, in February 2018 the MHS launched a maternity care pilot that pays providers more for better performance on specified quality measures. The pilot also implements a ‘steerage model’ approach that identifies higher performing providers in directories provided to patients by indicating providers as “Gold Stork” or “Silver Stork.” These pilots may provide the MHS another way to influence the quality of care provided by certain subsets of its purchased care providers. MHS officials stated that although DOD has not arrived at specific goals, it plans to expand these pilots to cover around 20 to 25 percent of its purchased care services by 2020.
	The use of performance standards and corrective action requirements for individual hospitals, clinicians, or other providers who serve MHS beneficiaries is consistent with federal internal control standards for monitoring, which state that management should establish monitoring activities, evaluate the results, and remediate any deficiencies.  While the MHS has established performance standards related to its Core Dashboard measures in direct care and has corrective action requirements for MTFs that do not meet those standards, it has not done so for individual civilian hospitals, clinicians, or other providers in purchased care related to its Purchased Care Dashboard measures. Additionally, if the MHS aligned quality measures on the Core and Purchased Care Dashboards at the provider level, the MHS could require its managed care support contractors to monitor the performance of individual civilian providers relative to set performance standards comparable to the ones that the MHS has established for MTFs. This approach would allow the MHS to determine the extent of performance variability, both among individual civilian providers and across MTFs and individual civilian providers. By not establishing consistent performance standards at the provider-level for direct and purchased care and requiring corrective action requirements to ensure that these standards are met by providers in both direct and purchased care, the MHS is limited in its ability to address variation in the quality of care delivered. This further limits the MHS’s ability to ensure that it is achieving the department’s overall strategic goals of providing high quality care across the MHS as whole and ensuring that beneficiaries receive a consistent level of high quality care regardless of whether that care is delivered in direct or purchased care.


	Conclusions
	Congress directed DOD to reduce variation in the quality of care beneficiaries receive through the MHS. DOD has taken important steps towards this goal by identifying a set of core measures that DOD senior health care leadership use to assess quality of care in direct care and another set of measures that they use to assess quality in purchased care. DOD health care leaders rely on these measures on their Core and Purchased Care Dashboards to establish accountability throughout the MHS and identify areas where quality improvement is needed. However, with few exceptions, the MHS uses different measures on its Core and Purchased Care Dashboards to assess the quality of direct and purchased care, making it difficult to determine the extent to which it is ensuring consistent quality across the MHS as a whole. Furthermore, for both direct and purchased care, the MHS uses measures on its dashboards that assess a limited range of quality areas and medical conditions when compared to the widely used quality measure sets adopted by Medicare and private insurers. Without using a broader range of available quality measures available—measures that many purchased care providers already report to CMS and private health insurers—DOD is missing an opportunity to better target the most critical quality of care issues in the MHS. The limitations we identified in the MHS’s Core and Purchased Care Dashboard quality measures reflect the fact that in its annual measure selection process, the MHS does not prioritize aligning the quality measures across direct and purchased care and expanding the range of measures it uses across the two systems of care.
	Finally, our review shows that while DOD has established performance standards for the core measures in direct care and corrective action requirements for MTFs that do not meet these standards, DOD has not done so for individual purchased care providers. Notably, DOD does not set clear expectations that individual purchased care providers should meet the performance standards related to the quality measures on the Purchased Care Dashboard. Performance standards and related corrective action requirements are critical for holding both MTFs and individual civilian providers accountable for providing quality care. Without consistent standards and related corrective action requirements across the MHS, DOD is limited in its ability to ensure that beneficiaries consistently receive high quality care, regardless of whether they receive that care in the direct or purchased care systems.

	Recommendations for Executive Action
	We are making two recommendations to the Assistant Secretary of Defense for Health Affairs.
	As MHS governing bodies conduct their recurring reviews of quality measures selected for MHS’s Core Dashboard and Purchased Care Dashboards, the Assistant Secretary of Defense for Health Affairs should direct those bodies to prioritize, as appropriate, the selection of measures that apply to both direct and purchased care at the provider level and that expand the range of quality measure types and medical conditions that are assessed. (Recommendation 1)
	The Assistant Secretary of Defense for Health Affairs should establish, as appropriate, performance standards related to the Purchased Care Dashboard measures that are consistent with the MHS’s performance standards for direct care; ensure they are applied to individual purchased care providers; and take steps, such as amending its managed care support contracts, if necessary, to require corrective actions to be taken when providers do not meet those standards. (Recommendation 2)

	Agency Comments and Our Evaluation
	We provided a draft of this report to DOD for review, and DOD provided written comments, which are reprinted in appendix I. In its written comments, DOD concurred with both of our recommendations. With regards to the first recommendation, DOD stated that it plans to enhance the process for selecting quality measures that apply to both direct and purchased care; optimize use of data on Hospital Compare to expand the types and medical conditions evaluated; augment their governance reporting structure so that senior leadership can review quality measures included on the Core Dashboard and Purchased Care Dashboard; and implement the CQMC measure sets for outpatient care. Additionally, DOD stated that it has efforts underway to create a library of all quality measures used across direct and purchased care.
	With regards to the second recommendation, DOD acknowledged the need to strengthen accountability for meeting performance standards that apply to both direct and purchased care providers.  It also agreed that measures of individual provider performance in purchased care should be augmented and consistent with measures in direct care, where possible. DOD noted, however, that because it works through managed care support contractors for purchased care, it can hold the contractors accountable for meeting performance standards but cannot currently take action against individual providers based solely on performance. Instead, DOD stated that rather than taking a corrective action approach, it plans to expand its value-based purchasing efforts and incentivize providers that meet and exceed certain quality standards.  This raises concerns, as DOD’s current plans to expand its value-based purchasing efforts would only be applicable for between 20 and 25 percent of the services MHS beneficiaries receive from purchased care providers by 2020, as we noted in our report. Without having all providers managed consistently and subject to prompt remediation of deficiencies, DOD is missing an opportunity to improve the quality of purchased care, and it increases the risk that not all beneficiaries will receive a consistent level of high quality care across the MHS. Acknowledging DOD’s comment that it cannot currently take action against individual providers based solely on performance, we have modified our recommendation to clarify that DOD should take the steps it determines are necessary, such as amending its managed care support contracts, to institute corrective action requirements for purchased care providers.
	We are sending copies of this report to the Secretary of Defense and appropriate congressional committees. The report is also available at no charge on GAO’s website at http://www.gao.gov.
	If you or your staff has any questions regarding this report, please contact me at (202) 512-7114 or silass@gao.gov. Contact points for our Offices of Congressional Relations and Public Affairs may be found on the last page of this report. GAO staff who made key contributions to this report are listed in appendix II.
	Sharon M. Silas Acting Director, Health Care
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	AUG 31 2018
	Ms. Sharon Silas
	Acting Director, Health Care
	U.S. Government Accountability Office
	441 G Street, NW
	Washington, DC 20548
	Dear Ms. Silas:
	The enclosed is the Department of Defense (DoD) response to the Government Accountability Office (GAO) Draft Report GAO-18-574, "Expanded Use of Quality Measures Could Enhance Oversight of Provider Performance".
	My point of contact is Dr. Jill Sterling who can be reached at jill.l.sterling.civ @ mail.mil or at (703) 681-5163.
	Sincerely,
	Tom McCaffery
	Principal Deputy Assistant Secretary of Defense for Health Affairs
	Enclosure:
	As stated
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	GOVERNMENT ACCOUNTABILITY OFFICE (GAO) DRAFT REPORT DATED JULY 27, 2018
	GAO-18-574 (GAO CODE 102107)
	“DEFENSE HEALTH CARE: EXPANDED USE OF QUALITY MEASURES COULD ENHANCE OVERSIGHT OF PROVIDER PERFORMANCE”
	DEPARTMENT OF DEFENSE COMMENTS TO THE GAO RECOMMENDATION
	RECOMMENDATION 1: The GAO recommendation for the Assistant Secretary of Defense for Health Affairs (ASD(HA)) as follows: As Military Health System (MHS) governing bodies conduct their recurring reviews of quality measures selected for MHS’s Core Dashboard and Purchased Care Dashboards, the ASD(HA) should direct those bodies to prioritize, as appropriate, the selection of measures that apply to both direct and purchased care at the provider level and that expand the range of quality measure types and medical conditions that are assessed. (Recommendation 1)
	Department of Defense (DoD) RESPONSE: The Department concurs with the recommendation.
	The Defense Health Agency (DHA) has recently developed a High Reliability Organization Operating Model, leveraging subject matter expertise in Clinical Communities to establish overarching care pathways for patient experience that will eliminate harm, reduce unwarranted variation, improve patient outcomes and increase value for all stakeholders, regardless of the environment the patient used to access the MHS for an episode of care (direct, purchased, deployed). With the Readiness mission as the priority, Clinical Communities (with representation from DHA Purchased Care) are working to establish standards for patient outcomes and improvements to processes to achieve those outcomes. Though data capture analysis of clinical process improvement is anticipated to be more streamlined for direct care through configuration of DoD’s new Electronic Medical Record, Purchased Care supports this work investigating alternative means to show alignment with strategic and clinical analysis of patient care priorities. The DHA is continuously improving the means by which care pathways are aligned and resourced per strategic guidance in the MHS Quadruple Aim Performance Plan. Accordingly, this will improve the review process of measures that apply to both direct and Purchased Care at the provider level, with a specific focus on expanding the range of quality measure types and medical conditions that are assessed by:
	Enhancing process for selection of measures reported to MHS Leadership, to include prioritization of measures by applicability to both direct and Purchased Care; availability of provider level data; quality measure types; and medical condition focus.
	Optimizing the National Hospital Quality Measures (NHQM) data available on Hospital Compare to expand the types and medical conditions that are evaluated through quality measures for both direct and Purchased Care.
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	Augmenting the governance reporting structure to allow for senior leadership to review additional quality measures to those included on the MHS’s Core and Purchased Care Dashboards.
	Collaborating with Centers for Medicare and Medicaid (CMS) and National Quality Forum (NQF) in the development phase of implementing Core Quality Measures Collaborative (CQMC) measure sets.
	Quality measures currently reported on MHS’s Core and Purchased Care Dashboards represent only a subset of data collected to assess the quality of care delivered in the MHS. The Purchased Care Dashboard represents only one method of communicating quality performance to leadership. A limited number of measures on the Purchased Care Dashboard is intentional to be manageable in scope. Additionally, several measures on the Core Dashboard, such as the force readiness and medical skills readiness measures, are not applicable to individual Purchased Care providers.
	Current efforts are underway to create a library of all clinical measures used by DHA (to include measures on the Dashboards) for knowledge management - a means to provide reference on what measure was used, and why it was developed (i.e. what strategic question was it answering or supporting). Analysis of these measures and their applicability to both direct and purchased care can support strategic guidance and future selection of measures for the Core and Purchased Care Dashboards.
	In addition to the above, measures from the DoD’s Health and Human Services federal partner, and measures from national professional organizations, can provide benchmarks for both direct and Purchased Care. In particular, NHQM data available on the CMS Hospital Compare website is collected for all participating Purchased Care facilities similar to data collected for direct care. NHQM data is currently used to benchmark Purchased Care and direct care hospital quality performance for the Timely and Effective Care measures against CMS’ best performers. Data is reviewed semiannually at a working group and the data files are available to the Managed Care Support Contractors (MCSCs) for additional analysis. Measures used in NHQM comparison contain process, outcome and experience of care measures, as well as several medical conditions. NHQM data is an existing resource that can be leveraged to compare direct and Purchased Care hospital quality performance.
	CMS is also in a transitional period for adoption of the CQMC measures. Network providers are not yet required to submit CQMC measures to CMS, although there is much overlap between CQMC measures and measures required through the CMS Quality Payment Program. DHA is coordinating with CMS and the NQF on DoD implementation of CQMC measures. As CQMC measures are adopted, the DHA can remain proactive and strategic in selection of measures for both direct and Purchased Care comparison.
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	RECOMMENDATION 2: The GAO recommends that the ASD(HA) should establish, as appropriate, performance standards related to the Purchased Care Dashboard measures that are consistent with MHS’s performance standards for direct care, ensure they are applied to individual purchased care providers and require corrective actions to be taken when providers do not meet those standards. (Recommendation 2)
	DoD RESPONSE: The Department concurs with the recommendation.
	The DHA agrees with the need to improve accountability of MCSCs to be compliant with established performance standards specific to a set of measures that are collected for both direct and Purchased Care. The DHA plans to improve accountability and promote clinical excellence across both parts of the integrated healthcare delivery system. However, as Purchased Care is a contractual arrangement with the MCSCs, the DHA will hold the contractor to the contractual performance standards, but currently cannot take action against individual providers based solely on performance.
	The DHA agrees that measures of individual provider performance should be augmented, and consistent with measures in direct care, where possible. The MCSCs do already collect and use Hospital Compare data. We are committed to a consistent level of high quality care in both the direct and Purchased Care systems. The DHA also concurs with standardizing the use of this data across the system, and collaborating with MCSCs to incentivize high performing facilities and assist those underperforming to improve quality performance. Purchased Care is considering using other sources of quality data such as Leapfrog  data, which is available for a significant majority of private sector hospitals that are utilized by TRICARE beneficiaries.
	For individual outpatient provider practices in the Purchased Care network, collecting and utilizing quality performance data that is not reflected in claims in a systematic manner is exceedingly difficult. Although the report recommends using CQMC data, CMS is in the early stages of implementing the program. Once further guidance from CMS is known regarding the reporting structure of CQMC data, TRICARE will work together with the MCSCs to identify prevalence of network providers who report CQMC data to CMS as another method for measuring TRICARE provider performance. Rather than the corrective action approach (except in cases where there is a serious quality event already managed with MCSC-imposed corrective actions), the Department plans to expand its value-based efforts and incentivize providers who meet and exceed quality standards.
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