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Chapter

1

Introduction

The National Defense Authorization Act for fiscal year 1993 (P.L. 102-48) mandates that the Department of Defense (DoD) monitor the satisfaction of beneficiaries in the military health system (MHS) with their health care and health plan.  The Office of the Assistant Secretary of Defense (Health Affairs) [OASD (HA)] and TRICARE Management Activity (TMA) developed the Health Care Survey of DoD Beneficiaries (HCSDB) to fulfill the mandate.  The HCSDB was first fielded in 1995.  Similar to the 2000 HCSDB, the 2001 HCSDB will be fielded on a quarterly basis to a representative sample of adult MHS beneficiaries.  For the past 3 years, the HCSDB has also included a survey of sponsors of child beneficiaries.  In 2001, the child survey will be fielded in the third quarter of 2002.  

This report outlines the sampling plan for the quarterly and the child HCSDB and the methods used by Mathematica Policy Research, Inc. (MPR) to process the survey data and analyze the results.  This design report also describes the methods used to report the results of the surveys.  

DoD conducts a number of health related surveys to examine the health care of MHS beneficiaries, including the Health Enrollment/Evaluation Assessment Review, the Military Treatment Facility Customer Satisfaction Survey, and the Survey of Health Related Behaviors.  The HCSDB is the only survey that is representative of all MHS beneficiaries since it includes responses from beneficiaries in the continental United States, in Hawaii and Alaska, and in Europe, Latin America, and Asia.  The HCSDB is also the only survey that measures health care experiences at military and civilian treatment facilities (MTFs and CTFs) during the previous 12- month period.  The HCSDB also collects information on the experiences of the overall MHS population as well as specific groups such as active duty personnel and their families, retirees and their dependents, TRICARE Prime enrollees, and MHS beneficiaries who mainly rely on civilian providers and medical facilities for their health care despite being eligible for TRICARE benefits.  Analysis of the survey data is designed to provide insight to the following research questions: 

· How do MHS beneficiaries rate their health care, their health plan, and primary care manager (PCM)?

· Are beneficiaries experiencing problems accessing care for themselves or their children?

· Are MHS beneficiaries experiencing difficulties in dealing with their health plan for claims processing or customer service issues? 

· Have beneficiaries’ ratings of their health plan, health care and primary care manager changed over time?

· Is health care at MTFs and CTFs meeting TRICARE standards?  

· Is the level of utilization of preventive health care services by beneficiaries consistent with national goals, such as those outlined in Healthy People 2010?

· Do beneficiaries’ experiences with the MHS affect their decision to disenroll from of TRICARE Prime?  

As mentioned earlier, the 2001 HCSDB will be fielded by mail in each quarter of 2002.  As with the 2000 HCSDB, results from the survey will be presented on a quarterly basis rather than on an annual basis.  The goal of presenting the results quarterly is for Lead Agents and MTF commanders to use the most current results to make policy decisions for improving access to and satisfaction with care.  Quarterly analysis of the 2001 HCSDB will be presented in 2 electronic formats: the TRICARE Consumer Reports and the TRICARE Consumer Watch.  The TRICARE Consumer Reports presents results in an interactive, HTML-based format and will be displayed on TRICARE’s internet site.  Results will be presented by enrollment group and beneficiary status.  The second report, TRICARE Consumer Watch, is a 2-page fact sheet highlighting important health care and health plan measures in each region and service area.  This report will also be available on TRICARE’s internet site.  Data from the Child 2001 HCSDB will be displayed in a similar manner as in 2000.  Results form the child survey will be displayed by age group, type of PCM, and super-region and will be presented annually.  

One of the most useful features of the HCSDB is that it combines core questions that change little in content or wording from year to year with supplementary questions that are changed every quarter.  The advantage of this structure is that the core questions can be used to track changes in reports of coverage, access and satisfaction, while the supplementary questions can be rotated in and out to reflect the current priorities of survey users.  The supplementary questions may be the subjects of special topics sections in the TRICARE Consumer Watch and National Executive Summary Reports.  They may also be incorporated into fact sheets or research papers.

The supplementary questions may be derived from several sources, including existing, tested instruments, such as the SF-12 or SF-8 health surveys or the supplements provided in conjunction with CAHPS.  The supplements may also be developed by TMA.  The topics addressed by the supplementary questions will be selected by the project officer and could include the following:

· Active duty beneficiaries’ experience with the health care system

· Other health insurance benefits used by MHS beneficiaries including VA benefits

· Performance of civilian contractors

· Impact of deployments or call-ups on the MHS

· Changes in benefits use due to TRICARE for Life

· Mental and behavioral health care

· Customer service

· Mental and physical health status of beneficiaries

· Use of prescription drugs

The sampling plan for the adult quarterly survey and the child survey is outlined in Chapter II of this report.  Several distinctions between last year’s and this year’s analysis plan regarding the strata development will be described in this Chapter.  Chapter III details the software and programming issues involved in analyzing the quarterly data.  This chapter will include the analysis plan for the adult and child surveys and include a detailed description of each of the reports.  However, the layout of the reports will be similar to the reports presented in 2000.  This chapter will also propose modifications for the 2001 National Executive Summary Report, including additional chapters describing results from the Child HCSDB, findings from the questionnaire supplements, and a description of multivariate analysis.  Chapter IV describes the procedures used to produce the final databases used for analysis.  Like last year, MPR will deliver a dataset to the client each quarter.  However, the dataset will contain survey responses from the previous four quarters.  The combined dataset will allow users to analyze the most recent quarter’s data as well as examine data for the past four quarters.  The Consumer Reports and Consumer Watch will only present results for the most recent quarter.  The Documentation of the survey methodology and data sets is described for the adult and child surveys in Chapter V.  This chapter outlines the deliverables that will accompany the datasets.  Chapter VI presents the management plan and the schedule for the tasks in the analysis and reporting of the 2001 HCSDB.

Chapter

2

Sampling, Response Rate Calculation,
Weighting, and Estimation 

This chapter presents the plans for sample design, response rate calculation, weighting, variance estimation, and demographic adjustment estimation for the 2001 HCSDB.  As in the 2000 HCSDB, the 2001 HCSDB will consist of four quarterly surveys of adult beneficiaries and an annual survey of child beneficiaries.  In this report, we will refer to the quarterly survey as the Quarterly Beneficiary Survey (QBS).  The Child HCSDB is referred to as the Child Beneficiary Survey (CBS).

A.
Sampling Plan

This section presents our sampling plan.  First, we explain how population extract files will be obtained via TMA, how those extract files will be used to develop a sampling frame, and how the sampling frame will be stratified for sample selection.  Second, we present the sample sizes needed to meet the precision requirements specified for survey estimates.  Third, we present the sample selection procedures for the QBS and the CBS.  For the CBS, we will continue to use Chromy’s sequential selection algorithm for sample selection while avoiding selecting multiple children with the same sponsor.  For the QBS, we will continue to use a permanent random number (PRN) technique to avoid selecting the same beneficiaries for more than one quarterly survey since the inception of the quarterly survey design for the 2000 HSCDB.

1.
Sampling Frame

a.
Databases

The sampling frame for both the QBS and CBS surveys will be based on the population data file provided by TMA, which will include all MHS beneficiaries as of the reference date with variables that MPR requests for sampling and data collection, such as mailing information and other location information.  To receive this database, MPR will send a data request memorandum to TMA.

All files must be delivered to MPR approximately seven weeks before the advance letters are mailed: December 1 for the first quarter, March 1 for the second quarter, June 1 for the third quarter, and September 1 for the fourth quarter.  Consequently, for the QBS, these extract files must be delivered four times during the year:  October 12 for the first quarter, January 11 for the second quarter, April 12 for the third quarter, and July 15 for the fourth quarter.  The CBS will be fielded during the third quarter.  Thus, the extract file for the third quarter surveys must include all adult and child beneficiaries.

In each quarter, newly ineligible people will be dropped from the database and newly eligible beneficiaries will be added.  People may become ineligible due to a change in military status, death, or other causes.  People become eligible when they join the MHS.  Acknowledging these changes over time allows for the creation of a sample that reflects the target population for the quarter and that responds to the changing nature of the target population over the year.  

b.
Target population

The target population for the QBS is all adults eligible to receive military health care benefits. The sampling frame will include all beneficiaries who are eligible for the survey as of the reference date for the quarter.  The reference date for survey eligibility for each of the four quarters should reflect the latest data available to extract the population file before the planned deliverable date.  Eligibility criteria for the QBS will be the same as past surveys.  That is, individuals must be:

· Eighteen years of age or older on the reference date

· Eligible for military health care benefits as of the reference date

· Not incapacitated, incarcerated, or deceased

· The beneficiary or the sponsor of the beneficiary must have been a member of one of the following: Army, Navy, Air Force, Marine Corps, Coast Guard, Public Health Service (PHS), or National Oceanic and Atmospheric Administration (NOAA)

· The beneficiary or the sponsor of the beneficiary must have been one of the following: active duty, recalled to active duty, academy student/Navy OCS, National Guard, Reserve, transitional loss (RIF), or retired
The target population for the CBS is composed of children who meet the last four of the above five criteria and be younger than 18 on the reference date
 and residing in the United States.

c.
Constructing Stratification Variables 

A stratified sample design will be used for both the QBS and CBS.  The proposed stratification scheme ensures a sufficient sample of beneficiaries from various population subgroups to support separate analysis.  Variables for stratification will be constructed and included in the sampling frame.  

The QBS will be stratified by a combination of three variables: (1) TRICARE Prime enrollment status, (2) beneficiary group, and (3) geographic area. 
Enrollment status will be determined by dividing the target population into two enrollment groups: (1) enrolled in TRICARE Prime
, and (2) not enrolled in TRICARE Prime.

Beneficiary group will be categorized into four groups: (1) active duty, (2) active duty family members, (3) retirees and their family members younger than 65, and (4) retirees and their family members 65 and older.

Geographic area will be defined based upon the beneficiary's enrollment status.  For beneficiaries enrolled in TRICARE Prime with a military PCO, the geographic area will be defined as the MTF with financial responsibility for the beneficiary.  For beneficiaries enrolled in TRICARE Prime with a civilian PCO, the geographic area will be defined as the catchment area where the beneficiary lives.  For nonenrolled beneficiaries, the geographic area will be defined as the service area where the beneficiary lives.  After considering the analytic objectives and the total sample size achievable under the budget, we have set the total number of geographic areas to be about 124 (110 catchment areas and 14 out of catchment areas) during the course of conducting the 2000 HCSDBs.  We will continuously use these 124 areas for the 2001 geographic sampling strata (Table X).      

All active duty personnel can be regarded as Prime enrollees.  Beneficiaries 65 and over are not allowed to enroll in Prime.  Consequently, within each geographic area, there will be six enrollment-beneficiary combinations: (1) active duty; (2) active duty family member enrolled in Prime, (3) active duty family member not enrolled in Prime, (4) retirees and their family members who are younger than 65 and enrolled in Prime, (5) retirees and their family members who are younger than 65 and not enrolled in Prime, and (6) retirees and their family members 65 and over.  This stratification scheme will result in 744 sampling strata, many fewer than in the 2000 HSCDB due to the smaller number of enrollment-beneficiary combinations.  Moreover, unlike previous HCSDB surveys we will not oversample subvention demonstration areas.    

For the CBS, we will use a stratification scheme similar to the 2000 CBS scheme.  Enrollment status will again be divided into two groups, rather than three.  We will stratify the population into 18 groups based on the complete cross-classification of the two enrollment groups, three geographic areas, and three age groups:

· Enrollment groups will be (1) enrolled in TRICARE Prime, and (2) not enrolled in Prime

· Geographic Areas will be Area 1—New Regions (TRICARE Regions 1, 2, and 5); Area 2—Mature Regions (TRICARE Regions 6, 9, 10, 11, 12, and 16); and Area 3—Other Regions (TRICARE Regions 3, 4, 7, and 8)

· Age Groups will be (1) Less than 6 years; (2) 6 to 12 years; and (3) 13 to 17 years

2.
Sample Size Determination

The total sample sizes will be same as for the 2000 HCSDB: 45,000 for each QBS and 35,000 for the CBS.  We will determine stratum-level sample sizes to meet precision requirements on key analytic domains as well as to minimize the total variance.  This section shows that the precision requirements can be achieved for both the QBS and the CBS under the total sample sizes given and response rates suggested by the 2000 survey experience.  
a.
Precision requirements

We will begin by determining how many complete respondents are needed to meet the predetermined precision requirements.  The precision for the QBS will be established for 95 percent confidence intervals for estimated proportions of beneficiaries with certain attributes within particular domains of interest.  Precision requirements will thus be specified as the half-length (HL) of the 95 percent confidence interval for a given estimate.  Because the maximum HL value occurs for proportions of 0.5 (or 50 percent), the precision requirements for the HLs can be set for the proportion 0.5 to ensure that HLs for all estimates will be less than the specified value.  Combining four quarters of the QBS should yield geographic area-level estimates with precision levels of 5 percentage points. The total number of complete responses to each of the four QBS required to achieve this precision constraints is approximately 14,000.
The precision requirements for the CBS will also be established for 95 percent confidence intervals for estimated proportions of beneficiaries with certain attributes within particular domains of interest.  Precision requirements will be specified in terms of the half-length (HL) of the 95 percent confidence interval for a given estimate.  
· For individual stratum-level estimates, the HLs should be less than 0.05 (or 5 percentage points).

· For super region-level estimates (across all enrollment groups and ages), the HLs should be less than 0.02 (2 percentage points).

· For estimates for the entire population, the HLs should be 0.01 (1 percentage point) or less.

The total number of completed CBS questionnaires required to achieve these precision constraints is approximately 10,000.

b.
Expected response rates

The precision requirements are in terms of completed questionnaires. Sample sizes must be inflated before selection to account for survey nonresponse.  The 2000 Quarter 1, Quarter 2, and Quarter 3 QBS response rates were 31 percent, 33 percent, and 33 percent respectively, and the 2000 Child HCSDB response rate was 31 percent.  Thus, we assume the expected response rate would be approximately 33 percent for the QBS and 31 percent for the CBS.  Because response rates for the QBS vary substantially across beneficiary groups, different response rates will be assumed for each beneficiary group at the time of sample size determination.  If one could assume that nonrespondents and respondents within a beneficiary group have the same response distribution, then nonresponse bias is minimal.  Response rates at these levels suggests that the response distributions are not similar, and therefore, nonresponse bias is an issue for these surveys.

c.
Initial sample size

For the QBS, the total sample size of eligible respondents is estimated to be 14,000 spread across 124 geographic areas.  With a 33 percent response rate, the attempted sample size for the QBS will be smaller than the budgeted sample size, about 45,000.  

For the CBS, the total sample size of eligible respondents is estimated to be 10,000.  If a 31 percent response rate is assumed, then the final attempted sample size will be about 32,300.  The budgetary sample size is about 35,000.   

Because the attempted sample sizes for both surveys are less than the affordable sample sizes, no adjustments to the precision levels should be necessary.  We will use an optimal allocation algorithm for any surplus.  (For technical details, see Clusen and Jang, 2000, Appendix G).

These numbers for the QBS and CBS are a rough estimate of the total sample size needed based on the precision requirements stated above.  At the request of TMA, the precision requirements and consequent eligible sample sizes can be reevaluated by the time of sample selection after incorporating the effects of the finite population correction factor for each stratum and expected response rates for each beneficiary group.   

3.
Sample Selection

Sample selection for the two surveys will be different.  Each selection method takes into consideration the unique circumstances of the population and the survey methodology.   The QBS sample will be selected independently across strata using a permanent random number technique.  The CBS will be selected with a stratified, sequential, probability-minimum-replacement sample design using Chromy’s procedure.   Next, we will describe each selection procedure.

a.
QBS Sample Selection

The QBS sample will be independently selected across strata defined by enrollment status, geographic area, and beneficiary type.  Since the QBS was initiated for the 2000 HCSDB, the probability of a beneficiary being selected in more than one quarter has become an issue.   Asking beneficiaries to respond to more than one survey in a given year imposes too great a burden.  To reduce response burden, a permanent random number (PRN) technique (Ohlsson 1995) was introduced in the 2000 QBS and will continue to be used.  This technique permanently associates a random number with each frame record and avoids (or reduces) the overlap between samples for different quarterly surveys in the same year and across years. Steps involved include assigning permanent random numbers to beneficiaries in the frame, partitioning the frame into zones, and selecting the samples.

Assignment of the permanent random number

In the first quarter of the 2000 HCSDB, each beneficiary in the sampling frame was permanently assigned a random number drawn independently from the uniform distribution on the interval (0, 1).  These random numbers, permanent for beneficiaries who stay on the frame, have been used for every subsequent sample selection. The frame has been updated for each quarter since then.  Beneficiaries who became ineligible have been removed from the list along with their random numbers.  Beneficiaries who became eligible and were added to the frame were assigned a permanent random number.  We will continuously update the frame by dealing with newly ineligible and eligible cases in a same way done in previous quarters.  Before sample selection, the newly eligible beneficiaries will be added to the frame and assigned a permanent random number.  

Partitioning the frame into the four zones

After permanent random numbers are assigned to all beneficiaries in the frame, the frame will be ordered within a stratum by the permanent random number.  Four random samples will be drawn for the quarterly surveys every year.  Overlap among the samples must be kept to a minimum across quarters as well as across years.  This can be achieved by partitioning the sampling frame into four zones before drawing the first quarterly sample:

· Zone 1 for all beneficiaries with random numbers between 0 and 0.25

· Zone 2 for all beneficiaries with random numbers between 0.25 and 0.5 

· Zone 3 for all beneficiaries with random numbers between 0.5 and 0.75 

· Zone 4 for all beneficiaries with random numbers between 0.75 and 1  

Each zone corresponds to a quarterly survey.  For example, Zone 1 will be used for the sample for the first QBS.  Each zone should have enough beneficiaries to meet the sample size planned for the survey components.  Note that with this approach, beneficiaries who change strata are guaranteed to be sampled no more than once in the year.

Sample selection

This section describes how PRNs are used to select a sample of size n from the target population of size N.  Sample selection will be independent and essentially identical across sampling strata.  This section therefore describes the sample selection procedure for one stratum.  Recall that each zone will be stratified according to the procedures outlined in Section A, and that within each stratum, the PRNs are arranged in ascending order.  Recall that for the 2000 QBS the starting point ai was 0, 0.25, 0,5, and 0,75 for quarters 1, 2, 3,and 4, respectively.  Now for the 2001 QBS we have to select ai such that there is a minimum of overlap between the two years.  Suppose a sample for quarter i from zone i in the frame (i = 1, 2, 3, 4) is selected. Again let ai be the starting point for each zone.  For the second year the start points will be 0.25, 0.5, 0.75, and 1, and for stratum h in quarter i, the sample will consist of the nh beneficiaries to the left of ai, where nh is the predetermined stratum sample size.  In other words, the sample consists of the last nh beneficiaries with a random number less than ai.

As in the 2000 QBS if a beneficiary has a stratification characteristic that changes, the proposed method will retain the probability of selection.  For example, suppose a beneficiary moves to a different region between the first and second quarters.  If the beneficiary was assigned a PRN between 0.25 and 0.50, then the beneficiary would still retain a probability of selection for the second quarter survey.  That is, selection of a beneficiary depends on the PRN assigned and that quarter’s stratum assignment, independent of the previous quarter’s sample selection.  In this way, the sampling technique preserves probability sampling even though the composition of the strata may change across the quarters.

b.
CBS Sample Selection

The CBS sample will be performed within each stratum based on the sample size allocation. In selecting the sample size nh from the Nh total beneficiaries in stratum h (h = 1,…, 18), we will sort all beneficiaries by important analytic variables, such as region, age, and sex.  To eliminate multiple selections within the same household, all children with the same family code will be randomly assigned to one stratum.  Each child within a family group will be assigned a random number.  The random number will then be sorted within the families.  We will then assign all children in the family to the stratum associated with the characteristics of the child with the smallest random number.  

After beneficiaries are grouped and sorted, we will sample them using Chromy’s (1979) sequential sample selection procedure.  This procedure ensures that the various substrata, defined by the sorting variables, contain sample sizes proportional to their population sizes.  After sample selection, we will check whether multiple children were selected from the same family across different strata.  Like systematic sampling, Chromy’s procedure provides greater control over the distribution of the sample and, with appropriate choices for the sorting variables, can produce a stratified sequential sample that improves on the precision of a stratified simple random sample.  Unlike systematic sampling, Chromy’s procedure prevents potential biasing effects through the use of a random selection within each skip interval.  Beneficiaries will be sampled at varying rates depending on the sampling stratum.  The SAS procedure SURVEYSELECT has an option for this algorithm and will be used to draw the sample. It automatically selects beneficiaries to yield the predetermined sample size (SAS Institute Inc. 1999).

The remainder of this chapter explains how to calculate response rates, develop analysis weights, and estimate variances of survey statistics for the analysis of the proposed quarterly surveys.  At the end of the chapter, there is a discussion on the four-quarter combined estimates for QBS.

B.
Response Rate Calculation

This section presents the procedures for response rate calculation along with domains of interest for which separate response rates will be reported.  With some exceptions, response rates for the QBS and CBS will be calculated in the same way they were calculated for previous HCSDBs.  The method to calculate response rates is consistent with the Council of American Survey Research Organizations (CASRO) (1982) guidelines.  The plan includes the following steps:

· Specifying domains for which separate response rates will be calculated

· Defining codes related to response status

· Constructing weighted and unweighted response rates

1.
Domains for Reporting Response Rates

For the QBS, response rates and related measures will be reported for the following domains:  

· As a whole

· Continental United States, Alaska, and Hawaii (CONUS) and outside the United States (OCONUS)

· TRICARE Prime enrollment status (enrolled in Prime and not enrolled in Prime)

· Beneficiary group (active duty, family of active duty beneficiary, retirees and their family members under age 65, retirees and their family members age 65 or over)

· Catchment areas

· TRICARE regions

· Sex

· Service (army, navy, air force, marine corps, coast guard)

· Race/ethnicity (white, black, Hispanic, American Indian/Native Alaskans, Asian/Pacific Islander, other) 

· Enrollment status by beneficiary group

· Beneficiary group by pay grade of sponsor (enlisted, officer, warrant officer)

· Beneficiary group by service

· Beneficiary group by race/ethnicity

· Beneficiary group by sex

For the CBS, response rates and related measures will be reported for the following domains:  

· As a whole (continental United States)

· Geographic area (consolidated: new, mature, and other)

· TRICARE Prime enrollment status (enrolled in Prime and not enrolled in Prime)

· Age group (younger than 6 years old, 6 to 12 years old, 13 to 17 years old)

Six key response rate measures will be reported: the final response rate (FRR), the final location rate (LR), the final completion rate (CR), and weighted versions of these three rates (FRRw, LRw, and CRw). 

These measures will be examined to identify patterns across domains or characteristics.  For instance, the response rates will be examined to see whether there are variations across geographic areas, or across the levels of variables such as beneficiary group, age, gender, service, and pay grade.

2.
Coding Final Response Disposition

A code will be defined that classifies each sampled beneficiary’s final response status.  Postal delivery information, provided by the survey operation vendor for each sampled beneficiary, will be used to determine this response status.  As in the previous surveys, this information will be contained in the FLAG_FIN variable.  This variable can be revised if needed to specify the beneficiary’s exact response status.  Below are specifications for the current variable: 

1. Returned Survey.  Questionnaire was completed and returned (FLAG_FIN=1)

2. Returned (ineligible).  Questionnaire was returned with information that the beneficiary was ineligible (FLAG_FIN=2)

3. Returned Blank (temporarily ill or incapacitated).  Survey was returned blank along with information that the beneficiary was temporarily ill or incapacitated (FLAG_FIN=3)

4. Returned Blank (deceased).  Survey was returned blank along with information that the beneficiary was deceased (FLAG_FIN=4)

5. Returned Blank (incarcerated or permanently incapacitated).  Survey was returned blank along with information that the beneficiary was incarcerated or permanently incapacitated (FLAG_FIN=5)

6. Returned Blank (left military or divorced after reference date, retired).  Survey was returned blank along with information that the beneficiary left the military after reference date, divorced after reference date, or retired (FLAG_FIN=6)

7. Returned Blank (not eligible on reference date).  Survey was returned blank along with information that the beneficiary was not eligible for Military Health System Plan on reference date (FLAG_FIN=7)

8. Returned Blank (not participating).  Survey was returned blank along with a reason for not participating given by the sample member (FLAG_FIN=8)

9. Returned Blank (no reason).  Survey was returned blank without an explanation (FLAG_FIN=9)

10. No Return (temporarily ill or incapacitated).  Survey was not returned, beneficiary was temporarily ill or incapacitated (FLAG_FIN=10)

11. No Return (active refuser).  Survey was not returned, beneficiary refused to take part in the survey (FLAG_FIN=11)

12. No Return (deceased).  Survey was not returned, beneficiary deceased (FLAG_FIN =12) 

13. No Return (incarcerated or permanently incapacitated).  Survey was not returned, beneficiary was incarcerated or permanently incapacitated (FLAG_FIN=13)

14. No Return (left military or divorced after reference date, retired).  Survey was not returned, beneficiary left service after reference date, divorced after reference date, or retired (FLAG_FIN=14)

15. No Return (not eligible on reference date).  Survey was not returned, beneficiary was not eligible for MHS plan on reference date (FLAG_FIN=15)

16. No Return (reason by phone).  Survey was not returned, beneficiary gave other reason for not completing the survey by phone (FLAG_FIN=16)

17. No Return (no reason).  Survey was not returned, no reason was given by beneficiary (FLAG_FIN=17)

18. PND (no address remaining).  All addresses were attempted, mailing was returned PND (FLAG_FIN=18)

19. PND (address remaining at the close of field).  At the close of field, the last address used was found invalid, next available was not attempted (FLAG_FIN=19)

20. Original Non-Locatable (no address at start of mailing).  Substantially incomplete or blank address field before the survey was administered, no mailings attempted (FLAG_FIN=20)

21. No return or returned blank (declined to participate).  Beneficiary provided written documentation declining to participate but did not specify a reason (FLAG_FIN = 21)

22. No return or returned blank (hospitalized).  Beneficiary indicated he or she was hospitalized but without providing any way to determine whether incapacity was temporary or permanent.  Therefore, eligibility determination cannot be made (FLAG_FIN = 22)

Using the above variables, all sampled beneficiaries will be classified into four groups:

· Group 1: Eligible-Questionnaire Returned.  Beneficiaries who were eligible for the survey and returned a questionnaire with at least one question answered (FLAG_FIN  = 1)

· Group 2: Eligible-Questionnaire Not Returned (or returned blank).  Beneficiaries who did not complete a questionnaire but who were determined to be eligible for military health care on reference date (FLAG_FIN = 3, 6, 8, 10, 11, 14, 16, 21)

· Group 3: Ineligible.  Beneficiaries who were ineligible because of death, institutionalization, or no longer being in the MHS as of reference date (FLAG_FIN = 2, 4, 5, 7, 12, 13, 15)

· Group 4: Eligibility Unknown.  Beneficiaries who did not complete a questionnaire and for whom survey eligibility could not be determined (FLAG_FIN = 9, 17, 18, 19, 20, 22)

Group 1 will then be divided into two subgroups according to the number of survey items completed (including legitimate skip responses): 

· G1-1. Complete Questionnaire Returned

· G1-2. Incomplete Questionnaire Returned

G1-1 will consist of eligible respondents who answered “enough” questions to be classified as having completed the questionnaire.  G1-2 will consist of eligible respondents who answered only a few questions.  The QBS and CBS will follow the rule from previous HCSDB surveys that at least 50 percent of key questions must be answered for a questionnaire to be considered complete. 

Furthermore, Group 4 will be subdivided into: 

· G4-1 for Locatable blank return/no reason or no return/no reason (FLAG_FIN = 9, 17, 22) 

· G4-2 for nonlocatable postal nondeliverable/no address, postal nondeliverable/had address or original nonlocatable (FLAG_FIN = 18, 19, 20) 

With this information, the location rate can be calculated.

In summary, a code will be created for the final response/eligible status, denoted by FNSTATUS, and all sampled beneficiaries will be classified as follows: FNSTATUS = 11 for G1-1, 12 for G1-2, 20 for Group 2, 30 for Group 3, 41 for G4-1, and 42 for G4-2.

It is possible that the data collector will deliver a data set with duplicate questionnaires for some sampled beneficiaries.  All duplicates can be expected to belong to one of the above six groups.  The questionnaire that has the most “valid” information will be retained for each beneficiary.  Each returned questionnaire will be assigned a value for FNSTATUS.  If multiple questionnaires from the same beneficiary are returned, then the questionnaire with the smallest FNSTATUS value will be retained.  However, if one of those multiple questionnaires belongs to Group 3 (FNSTATUS =30, i.e., ineligible), then further examination will be needed to determine whether the beneficiary is ineligible.  

3.
Definition of Response Rates

As in previous HCSDBs, two response rates: unweighted and weighted will be produced.  The unweighted response rate represents the counted proportion of respondents among all sampled units, while the weighted version indicates the estimated proportion of respondents among all population units.  These two response rates will be defined in a symmetric way.  The unweighted counts reflect the number of sampled cases (ni for Group i, where i =1,2,3,4), and the weighted counts reflect the estimated population size
 (
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 for Group i, where i =1,2,3,4) for the four main response categories.  These unweighted and weighted counts will also be calculated for the subgroups, G1-1, G1-2, G4-1, and G4-2, where the unweighted counts are denoted by n1,1, n1,2, n4,1, and n4,2 , and the weighted counts by 
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 With these values, response rates will be calculated using the formulas presented below.

Response rates can be partitioned into two measures: the location rate and the completion rate.  To calculate the location rate, the number of beneficiaries who are eligible for the survey among G4-1 cases is first estimated.  Define:

(1)


 
[image: image3.wmf]1212

4,14,1

123

123

ˆˆ

ˆ

and

ˆˆˆ

w

nnNN

lnlN

nnn

NNN

æö

æö

++

==

ç÷

ç÷

++

++

èø

èø


The l and lw are unweighted and weighted estimates of the number of “located” beneficiaries among Group 4.  Then, the unweighted and weighted “location rates” are defined by:
(2)
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The corresponding unweighted and weighted “completion rates” are the proportion of completes among all locatable beneficiaries and are defined by:

(3) 
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Then the final response rates can be obtained by multiplying the location rate in (2) by the completion rate in (3):
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In the above definitions in (1) through (3), the subscript “w” indicates that all calculations involve weighted counts. 

C.
Weighting Plan

Weighting procedures for the QBS and CBS must account for the sample design and for the biasing effects that nonresponse will have.  As a part of sample selection, sampling weights will be constructed that reflect the differential selection probabilities used to sample beneficiaries across strata.  Nonresponse can also lead to distortions of the respondent sample with respect to the total population of DoD health care beneficiaries.  Adjustments will be made to these sampling weights to compensate for such distortions, using a weighting class adjustment method.  These adjusted weights will be included in the final deliverable database.  A four-quarter combined data set will also be constructed along with the quarterly data sets.  In this case, an appropriate weighting adjustment for combined data will be implemented.  This section presents weighting plans for a single quarter survey and four-quarter combined data for the QBS and for the annual CBS. 

1.
Construction of the Sampling Weight

Construction of the sampling weight will be based on the sample design.  Both QBS and CBS samples will be selected with differential probabilities of selection across strata with sample sizes driven by predetermined precision requirements.  Therefore, the first step in weighting is to construct sampling weights that reflect these unequal sampling rates.  These sampling weights can be viewed as the number of population elements that each sampled beneficiary represents.  The sampling weight will be defined as the inverse of the beneficiary’s selection probability or:

(4)
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where Ws(h,i) is the sampling weight for the ith sampled beneficiary within the hth stratum, N(h) is the total number of beneficiaries in the hth stratum, and n(h) is the number of sampled beneficiaries from stratum h.

Note that the sum of the sampling weights over selections from the hth stratum equals the total population size of the hth stratum or N(h).  The sampling weights will be calculated after sample selection. 

2.
Adjustment for Total Nonresponse

Survey estimates obtained from respondent data only may be biased with respect to describing characteristics of the total population (Lessler and Kalsbeek 1992, p. 119).  To reduce this bias, procedures should be developed to deal with the problems caused by nonresponse.  Two types of nonresponse will occur for the QBS and CBS:

· Unit or total nonresponse occurs when a sampled individual does not respond to the survey questionnaire (refusals, no questionnaire returned, blank questionnaire returned, bad addresses).

· ADVANCE \d 2 Item nonresponse occurs when a question, for which a response should have been obtained, is not answered (refusal to answer, no response). 
The survey analysis will use the final data set that excludes all units with total nonresponse.  This section discusses the plan for compensating for total nonresponse through weighting adjustments.  Past HCSDB surveys have had high item response rates among unit respondents, so imputation has not been used to compensate for item nonresponse.  While we do not plan to impute for item nonresponse in either the QBS or the CBS, we propose to evaluate the magnitude of item nonresponse for possible inclusion of item imputation in future surveys.  If approved, this evaluation task will need to be reflected in the budget.

Like the previous HCSDBs, weighting class adjustment will be used for nonresponse.  Weighting class adjustments are made by partitioning the sample into groups, called weighting classes, and then adjusting the weights of respondents within each class so that they sum to the weight total for nonrespondents and respondents from that class.  The weighting class adjustment implicitly assumes that—had they responded—the nonrespondents within a class would have had responses distributed similarly to that of the respondents from that class. 

The weighting classes for the quarterly surveys will be defined based upon the stratification variables—for the QBS, TRICARE Prime enrollment status, beneficiary group, and geographic area; for the CBS, TRICARE Prime enrollment status, age group, and geographic area.  These variables are available from the sampling file constructed from population extract files and hence are known for both respondents and nonrespondents.  To avoid excessive variance inflation, each weighting class will be required to have a minimum number of respondents, say 20, and the adjustment factor will be required to be less than a specified amount, say 10. 

Nonresponse adjustment factors for both QBS and CBS will be calculated in two steps.  At the first step, the sampling weights will be adjusted to account for those sampled cases for which eligibility status could not be determined.  Sampled beneficiaries will be partitioned based upon their response status d as follows:
d = 1
Eligible—Completed Questionnaire Returned

d = 2
Eligible—Incomplete or No Questionnaire Returned

d = 3
Ineligible—Deceased, Incarcerated, or Permanently Incapacitated Beneficiary

d = 4
Eligibility Unknown—No Questionnaire or Eligibility Data 

Within weighting class c, the weights of the nonrespondents with unknown eligibility will be redistributed to the cases for which eligibility is known.  For d = 1, 2, and 3, the adjustment factor Awc1(c,d) is defined as:

(5)
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Where Awc1(c,d) is the eligibility-status adjustment factor for weighting class c and response status code d, Id (i)  is an indicator function that has a value of 1 if sampled unit i has a response  status code of d and 0 otherwise, S(c)  is the set of sample members  belonging to weighting class c, and  Ws(c,i)  is the sampling weight for the ith sample beneficiary from weighting class c  before adjustment.

For sampled cases with unknown eligibility (d = 4), the adjustment factor Awc1(c,4) is defined to be zero.

The adjustment Awc1(c,d) will then be applied to the sampling weights to obtain the eligibility-status adjusted weight.  Beneficiaries in weighting class c will be assigned the eligibility-status nonresponse-adjusted weight:

(6)



Wwc1 (c,d,i) = Awc1 (c,d) Ws (c,i)

Note that d = 4 nonrespondents have adjustment factors and adjusted weights of zero.

The next step in weighting will be to adjust for the loss of completed questionnaires from beneficiaries known to be eligible.  For this adjustment, the weighting classes c from the previous step will again be partitioned into subclasses based upon their response status code d.  Within weighting class c, the weights of the d = 2 nonresponding eligibles will be redistributed to the responding eligibles d = 1, using an adjustment factor Awc2(c,d) that is defined to be zero for d = 2, 4.  For Group 1 (d = 1), the questionnaire-completion adjustment or Awc2 (c,1) factor for class c will be computed as:

(7)
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By definition, all d = 3 ineligible beneficiaries “respond,” so the d = 3 adjustment factor will be 1 or Awc2(c,3) = 1. 

The questionnaire-completion adjusted weight will then be calculated as the product of the questionnaire-completion adjustment Awc2(c,d) and the previous eligibility-status adjusted weight Wwc1(c,d,i) or:

(8)


Wwc2 (c,d,i) = Awc2 (c,d) Wwc1 (c,d,i)
With this step, all nonrespondents (d = 2, 4) will have questionnaire-completion nonresponse-adjusted weights of zero, while ineligible cases (d = 3) will have had their weight unchanged or Wwc2(c,3,i) = Wwc1(c,3,i).  

This adjusted weight Wwc2 will be used as the final analysis weight for QBS survey estimates.  Having adjusted the sampling weights for nonresponse, we will next do poststratification for the CBS.  

3.
Poststratification

To minimize selecting more than one child per household, we will assign all children from a household to the same sampling stratum.  Therefore, we need to compensate for the resulting discrepancy in population totals by using poststratification for the 2001 CBS.

Poststratification adjustments force the adjusted weight totals to population totals for the specified population groups that form the poststrata.  The nonresponse-adjusted weight counts for a particular domain may deviate from the corresponding population counts mainly because the sampling strata were constructed such that only one child per household could be selected and therefore not all members of the strata had similar characteristics.  The poststratificaiton variables are therefore age, enrollment group, and super region.

To illustrate how poststratification is used, let g index the poststrata, where g = 1, 2, . . . , G.  The poststratificaiton adjustment factor for the gth poststrata is defined as:

(9)
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where

N(g)
is the total number of beneficiaries associated with the gth poststratum

S(g)
is the set of sample records that are found in the gth postratum.

The poststratified adjusted weight for the ith sample record for the hth design straum and the gth poststratum is then calculated as:

(10)
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Note that when summed over members of poststratum g, the poststratified weights now total N(g).  This poststratified weight constitutes the final CBS analysis weight used for all reporting and analysis.

4.
Replicate Weights for Jackknife Replication Method

A series of jackknife replicate weights will be calculated and attached to each beneficiary record in the database.  Under jackknife replication, a prescribed number of replicates are generated by deleting selected cases from the full sample. 

To construct jackknife replicates, first the entire file of sampled beneficiaries will be sorted in sample selection order in which stratification variables are only used in the sorting process.  Next, an assigned number of mutually exclusive and exhaustive systematic subsamples
 of the full sample will be identified in the sorted file.  A jackknife replicate will then be created by dropping one subsample from the full sample.  By dropping each subsample in turn, the same number of different jackknife replicates as subsamples will be defined.  The entire weighting process as applied to the full sample will then be applied separately to each of the jackknife replicates to produce a set of replicate weights for each record.  Then, the series of jackknife replicate weights will be attached to the final data.

5.
Weights for Combined Dataset

A dataset combining the four consecutive quarterly data will be constructed.  Because combined sample sizes will be sufficiently large to provide statistically reliable estimates with this combined dataset, users should be able to calculate survey estimates for finer domains, such as catchment areas.  Construction of an appropriate weight will allow users to consider the combined data as the data from a single survey.  Moreover, the method outlined here allows for the continued calculation of quarterly estimates as well as the ability to combine any sequential four quarters into an combined data set.

The method used for combining the four quarters and calculating combined estimates assumes that the variation in estimates from one quarter to the next is due merely to sampling variation.  That is, combined estimates can be calculated from the four independent samples by averaging the estimates for the four quarters.  These combined estimates will, in fact, be more precise than the quarterly estimates because they average out the variation across the quarters.

Next, we can calculate the final survey weight for each quarter within the combined data set.  Without the loss of generality, let us denote the current quarter by Q4.  Then, the combined dataset would include the four quarterly data sets: Q1, Q2, Q3, and Q4.  Let us denote quarterly final quarterly survey weights by WQ1, WQ2, WQ3, and WQ4.  To retain the sum of the weights from the combined data as the population count, we will need to rescale each quarterly survey weights to meet the following condition:

(11)
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Then, the final weight for the combined data will be WCOM in (11).   

The final data file will retain the quarterly sampling stratum variables and quarterly weight as well as the combined weight.  The file will also contain an indicator variable for the quarters.  From this combined data set, one can calculate both combined and quarterly estimates.
D.
Standard Error Estimation

Standard error estimation for both QBS and CBS will be similar to that of the previous HCSDB.  Both surveys will use a stratified sampling design.  Taylor series linearization and resampling methods, such as jackknife replication or the balanced repeated replication method, are the customary methods to produce variance estimates for nonlinear statistics by taking into account the use of a complex sample design.  To generate  variance estimates, we consider SUDAAN™ (Shah et al. 1997) and WesVarPC® (Brick et al. 1996) as the best available packages for Taylor series linearization and replication methods respectively.  Moreover, the newest version of SAS includes Taylor series linearization method and SUDAAN includes replication methods.  However, WesVarPC up to version 2.12 is available as freeware at http://www.westat.com/wesvar/demo/index.html.  While the latest version is no longer free, it can be purchased from Westat.  For variance estimation and reporting, SUDAAN may be used, which allows for a broad range of statistical analyses, is less labor intensive for tabulations than WesVarPC, and can handle the large number of strata found in the HCSDB.  However, jackknife replicate weights will be produced and attached to the final data file so that users can calculate replicate variance estimates via WesVarPC (or possibly other software).  The remainder of this section presents the jackknife replication and Taylor series linearization methods for variance estimation.

1.
Jackknife Replication Method

Jackknife replicate weights can be used to calculate the standard errors of estimates.  An estimate of a characteristic of interest is calculated (with the same formula as the full sample estimate) using each set of replicate weights.  These replicate estimates are used to derive the variance of the full sample statistic.  The jackknife variance of the full sample statistic of interest is estimated from the variability among the replicated estimates.  With the replicate weights produced using the procedure described above, jackknife replicate standard errors can be produced using customized software, or using publicly available statistical software.  For instance, WesVarPC is a popular software package that calculates standard errors based on replication methods.  It produces standard errors for functions of survey estimates such as differences and ratios as well as simple estimates such as mean, proportion, and totals.  Additional details about the jackknife replication approach are given in Wolter (1985).  Like other replication methods, jackknife variance estimation can be easily implemented for any form of estimate without further algebraic work.

2.
Taylor Series Linearization Method

Standard errors for survey estimates can also be produced using Taylor series linearization.  For most sample designs, including the QBS and CBS, design-based variance estimates for linear estimators of totals and means can be obtained with explicit formulas.  Estimators for nonlinear parameters such as ratios do not have exact expressions for the variance.  The Taylor series linearization method approximates the variance of a nonlinear estimator with the variances of the linear terms from the Taylor series expansion for the estimator (Woodruff 1971).  To calculate variance estimates based on the Taylor series linearization method with a stratified sampling design, one only needs to have the stratum identified for each data record as well as the final analysis weight.  These variables will be included on the final database.  For variance estimation, the general purpose statistical software package SUDAAN may be used to produce Taylor series variance estimates.  SUDAAN is the most widely used of the publicly available software packages based upon the Taylor series linearization method. SUDAAN users specify the sampling design and include variables recording stratum and the analysis weight for each record.

3.
Reporting

Estimates from the 2001 HCSDB Adult and Child surveys will be similar to estimates from previous HCSDB surveys. Estimates will incorporate weights that account for the complex sample design for the corresponding survey.  Additionally, both surveys will produce estimates that will be compared with an independent benchmark.  Standard errors for survey estimates will be calculated using Taylor series linearization.  The test of whether the survey estimate differs significantly from the benchmark will use the appropriate hypothesis test.  

In reporting survey estimates, cells that may produce unreliable estimates due to small sample size will be suppressed.  In most cases, estimates with a cell count of 20 or fewer unweighted records will not be reported.  For many characteristics, regional comparisons are of special interest.  A series of multiple comparisons will be made to specify all regional differences.

4.
Combined Estimates

The quarterly surveys must be combined to produce the catchment estimates, because a single quarterly survey does not provide the sample size necessary to produce catchment area estimates.  Combining the samples from four quarters should allow for the desired precision for all catchment areas.
  Combining samples taken at different times complicates statistical analysis, including calculation of estimates and standard errors.  

First, combining data from four surveys results in an overlap in time periods. Some time periods are represented in the combined data set with more frequency than others.  To illustrate this, assume that data collection occurs on the first day of the quarter and the reference period is the previous 12 months.  In Table II.1, each row depicts the quarters referenced by the quarterly survey fielded on the interview date shown.  The combined data set thus includes a reference period 21 months in length, centered on the fourth quarter of year 0.  Estimates from this data set can be calculated in several different ways. 

TABLE II.1

Reference Periods Covered by Four Surveys

	
	Quarters in Survey Reference Periods

	
	Year 0 (Before Fielding)
	Year 1 (Fielding Begins)

	Interview Date
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	January 1
	X
	X
	X
	X
	
	
	
	

	April 1
	
	X
	X
	X
	X
	
	
	

	July 1
	
	
	X
	X
	X
	X
	
	

	October 1
	
	
	
	X
	X
	X
	X
	


One method of calculating combined estimates assumes that the variation in estimates from one quarter to the next is due merely to sampling variation.  If this assumption holds, combined estimates can be calculated from the four independent samples by averaging the estimates for the four quarters.  These combined estimates would, in fact, be more precise than the quarterly estimates because they would average out the variation across the quarters.

Conversely, the variation in estimates across the quarters may be due to real change.  For example, satisfaction with health services might truly increase, and the quarterly estimates would reflect this real change.  In this case, the simple combined estimate would mask the trend.  A more accurate approach would consider each quarter’s result to be a separate time series observation and model the changes over time.  

Our combined data set includes indicators and weights for each quarter, permitting the analyst to adopt either of the approaches described above.  For the purpose of reporting and other analytic work, we will produce combined estimates using a combined weight.  To produce combined annual-level survey weights, poststratification adjustments will be used to meet population counts as of a specified reference date.  Poststratification adjustments will force the weight totals to population totals for the specified population groups that form the poststrata. The poststratification variables will most likely be same as stratifying variables (that is, enrollment status, beneficiary group, and geographic area). 

E.
Calculating Scores for TRICARE Consumer Reports

1.
Demographic Adjustments

All scores in the TRICARE Consumer Reports (see Chapter III) will be adjusted for patient characteristics affecting their scores. Scores can be adjusted for a wide range of socioeconomic and demographic variables.

The purpose of risk-adjustment is to make comparisons of outcomes, either internally or to external benchmarks, that control for characteristics beyond the health care provider’s control. Based on previous work with satisfaction scales derived from CAHPS, it appears that satisfaction increases with age and decreases with poor health across social classes and insurance types. These two factors were used to adjust results for the 1999 and 2000 TRICARE Consumer Reports and will be used in future consumer reports. Besides controlling for these factors, the methodology used: 

· Will permit risk adjusted comparisons among regions and catchment areas within and across beneficiary and enrollment groups

· Will permit testing the hypothesis that the difference in risk-adjusted scores between a region or catchment area and a benchmark is due to chance

· Is appropriate for CAHPS composites and global satisfaction ratings.  

The methodology we intend to use is an adaptation of methods found in CAHPS 2.0 Survey and Reporting Kit (DHHS, 1999).

The model used for the adjustment is:
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where the subscript l refers to a beneficiary group, Yijkl is a dependent variable, (ql’s are parameters to be estimated, Aql‘s are age dummy variables (Aql  = 1 if the beneficiary is in age group q, and 0 otherwise; AI = age 18-24, A2 = age 24-34, A3 = age 35-44, A4 = age 45-54, A5 = age 55-64, A6 = age 65-74, and A7  = age 75 and older), and Pijkl is self-reported health status. The subscripts i, j, and k refer to the region, MTF, and beneficiary, respectively.

Given 15 regions and J MTFs, the specifications that we use are:
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where Ri ‘s are regional dummy variables (Ril  = 1 if the beneficiary is in region i and beneficiary group l, and 0 otherwise), and
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where Hjl ‘s are MTF dummy variables (Hjl  = 1 if the beneficiary is in MTF catchment area j and beneficiary group l, and 0 otherwise).  The first specification is used when MTF values are not reported, and the second when MTF values are reported.

The methods for calculating demographically adjusted values and testing hypotheses of differences in demographically adjusted scores among providers vary with the way 
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 is defined. For specification 1, the adjusted mean of the dependent variable Y for region i can be obtained as:
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where 
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’s are estimated model parameters, 
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 is the weighted mean of the variable P .  The reference population used for the 1999 analysis was the beneficiary or enrollment group in the MHS population.  For the analysis of the 2000 HCSDB and subsequent reports, we use the MHS population of TRICARE users.  For beneficiary group l, the adjusted regional value is: 
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where  
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ql’s are weighted proportions of age group q for beneficiary group l in the reference population. 

For specification 2, an adjusted MTF value can be calculated as:


[image: image29.wmf]P

A

A

A

y

ij

ij

ˆ

ˆ

ˆ

ˆ

...

ˆ

ˆ

ˆ

ˆ

ˆ

ˆ

8

7

7

2

2

1

1

0

b

b

b

b

g

g

+

+

+

+

+

+

=

,
Standard errors then can be estimated as the standard error of residuals for MTFs or regions using SUDAAN.  These standard errors can be used in hypothesis tests comparing adjusted values to other adjusted values or to external benchmarks.  Composite values are calculated as averages of regional or MTF adjusted values for questions making up the composites, in which each question is equally weighted.

2.
Combining Scores

For the analysis of the 2000 HCSDB, we added a global score to the TRICARE Consumer Reports, which summarizes all the information contained in composite scores and ratings into a single score.  Our objective was to produce a linear combination of the other scores that is best able to differentiate the providers that are the subject of our analysis.  For that purpose we use weights that are based on factor analysis of the HCSDB data and the frequency with which a non-missing score occurred in the particular enrollment group or beneficiary group being evaluated. 

CAHPS composites are calculated as 

Si=(1/ni) ((qj/kj),
[image: image30.wmf]
where ni is the number of questions in the composite i, qj is the number giving a favorable response to question j in the composite i, and kj is the number responding to that question j. CAHPS ratings are calculated as

Si=qi/ki,

where qi is the number giving a favorable response and ki is the number responding to rating i.  All scores are adjusted for age and health status (see above).  

The total score, T, is a weighted average of 11 scales shown in the Consumer Reports. T=(wiSi, where Si is a composite or rating score calculated for a geographic area such as a region.  The total weight is wi =fipi.  The weight fi is calculated from factor analysis on CAHPS composites and ratings calculated at the level of individual respondents. The individual scores are 

Sli=(1/nl)((qj),

where nl is the number of questions person l answered, qj is 1 for a favorable response, and 0 for an unfavorable one to question j in composite i.  Four CAHPS ratings are also included in factor analysis, as 0 if favorable, 1 if unfavorable.

The weights fi come from F(1)=(fiSi, where F(1) is the first component identified in principal components analysis. For an observation to be included, all variables must be non-missing. 

The weight pi is calculated as the average number of persons responding to questions in the composite, (kj/n.  For the preventive care composite, S11, which is analyzed separately, the weight is  (1/11)p11, where p11 is the number of responses to preventive care questions.  All calculations are performed using HCSDB data.

For total score calculations from the 2001 HCSDB, we propose to simplify the calculation of total score by using only factor weights calculated from NCBD benchmark data.  These weights will be the same for all enrollment groups and beneficiary groups.  Using the same weights across beneficiary groups will make total scores more comparable between enrollment groups and beneficiary groups.

The proposed method calculates the total score T=(wiSi, where Si are composite scores or rating scores and wi=fi are factor weights for CAHPS composites or ratings based on principal components analysis using NCBD data.  The factor analysis is performed over ratings and composites calculated for health plans.  Composite scores are 

Shi=(1/ni) ((qhj/khj ), 

where khj is the number of people in health plan h responding to question j, qhj is the number in health plan h giving a favorable response to j in composite i.  Ratings are 

Shi= qhi/khi 

the proportion responding favorably.  These values are adjusted for age and health status.

The weights fi come from F(1)=(fiShi, where F(1) is the first component identified in principal components analysis.  The preventive care composite receives a weight of 1/11.
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Reporting

Six types of reports, described in this chapter and summarized in Table III.1, are planned for the 2001 HCSDB.  The reports include:

1) National Executive Summary Report (NESR)

2) Adult TRICARE Consumer Reports

3) Child TRICARE Consumer Reports

4) TRICARE Consumer Watch

5) Topical Reports

6) Research Reports

TABLE III.1

2001 Health Care Survey of DoD Beneficiaries
Description of Reports

	National Executive Summary Report (NESR)

	The NESR will summarize the HCSDB findings at the national level for OASD(HA) and TMA.  The report will describe trends in and differences among regions and population subgroups.  It will present results drawn from quarterly HCSDB supplements. It also will contain regression-based analysis of health care and other ratings.  Findings will be presented in graphic and narrative form.

	TRICARE Consumer Reports

	The TRICARE Consumer Reports, prepared in a tabular, HTML format, will provide lead agents and MTF commanders with a comprehensive description of TRICARE beneficiaries’ access, preventive care, and satisfaction in comparison with other regions and catchment areas, and with relevant national benchmarks. The quarterly report will present the most recent quarter's results for each region and CONUS MHS. The annual report will present cumulative MTF and regional results from all quarters along with previous HCSDB findings. 

	Child TRICARE Consumer Reports

	The Child TRICARE Consumer Reports will provide OASD(HA) and TMA with a description of children’s experiences the in the MHS including access to care, communication with providers, and parents’ satisfaction with the care received by their children.  The reports will be broken down into consolidated regions, and findings will be presented by age and enrollment group.  The report will compare current results with those from previous surveys. 

	TRICARE Consumer Watch

	The TRICARE Consumer Watch will provide lead agents, the surgeons general, OASD(HA) and TMA with a brief summary of quarterly survey results.  Topics will include access to care, customer service, communication with providers, and ratings of health plan, health care and PCMs.  The reports will also contain a special report using material taken from the questionnaire supplements. Each quarter, reports will be prepared for each region and service. 

	Topical Reports

	The topical reports will consist of a series of short reports on topics of current interest to TMA.  The reports will be 1-2 pages in length, in a fact sheet format. 

	Research Reports

	Research reports will consist of full-length reports on research projects undertaken in conjunction with the survey.  The two proposed topics are: reasons for non-response; and an evaluation of the survey and dissemination of its results based on feedback from users of survey data and reports.


A.
National Executive Summary Report

1.
Purpose

The National Executive Summary Report (NESR) is designed to provide OASD(HA), in general, and TMA, in particular, with a comprehensive national summary of the HCSDB findings.  Analysis in the NESR will address the following aspects of the TRICARE health care system:

· A comprehensive profile of TRICARE beneficiaries’ experience with and access to health care in 2000/2001 (hereafter, 2000).  The profile will include customer service, claims handling, and interactions of physicians and their staffs with users.

· Analyses of beneficiaries’ ratings of their health care, health plan and personal doctor, and how ratings of military care compares to ratings of civilian care

· Special reports on material from questionnaire supplements, that address topics of current interest to TMA.

· Additional graphs showing results from the Child HCSDB.

2.
Report Organization and Analytic Approach

The 2001 NESR will be organized in a way that is similar to the 2000 NESR.  The report will include approximately 40 bar charts showing the results of the analysis of HCSDB data in the following categories: 

7) Rating of health care

8) Rating of health plan

9) Access to health care

10) Health care utilization

11) Use of preventive services

12) Doctors and their office staff

13) Claims handling and customer service

14) Children’s Health Care

15) Special topics 

These bar charts will show the survey findings for all regions and for the MHS overall. Where appropriate, the findings will be compared with TRICARE standards and national civilian benchmarks.  Civilian benchmarks will be drawn from Healthy People 2010 goals, and NCQA or the National CAHPS Benchmarking Database (NCBD).

A regression analysis of factors predicting one or more of the following will also be included:

· Health care ratings

· Health plan ratings

· PCM ratings

· Intention to disenroll

The dependent and independent variables for these models will be determined in discussion with TMA.

There are four critical design tasks in developing the NESR: defining target population groups, specifying the independent variables (or X-axis), specifying the dependent variables (or Y-axis), and determining which survey question(s) will be used to estimate the outcomes.  A review of our approach to these tasks follows, and our preliminary series of recommended bar charts is detailed in Table III.2.  These specifications will be finalized in discussions with TMA.

a.
Target Population Groups

Most of the bar charts that present the results of the analysis of the HCSDB data will focus on the three principal groups of TRICARE beneficiaries: Prime enrollees under age 65, non-Prime beneficiaries under age 65, and beneficiaries age 65 and over.  The analysis of beneficiaries age 65 and over may be affected by the way that new benefits available to Medicare-eligible retirees are administered.

TABLE III.2

Preliminary Design for NESR:  Bar Charts on Analysis Results

	Preliminary Title
	Target Population Subgroups
	Independent Variables

(x-axis)
	Dependent Variables

(y-axis)


	Rating of Health Care

	Average Ratings of Personal Doctor or Nurse, 2001
	Active duty Prime enrollees with a military PCM (<65)

Non-active duty Prime enrollees with a military PCM (<65)

Prime enrollees with a civilian PCM (<65)

Not enrolled (<65, 65+)
	Prime enrollment

Active duty status

Age (<65, 65+)

Type of PCM
	Mean rating of personal doctor or nurse on a scale from 0 to 10 where 0 is the worst health care possible and 10 is the best



	Average Rating of Personal Doctor or Nurse, by Region, 2000-2001
	Prime enrollees
	Year (2000, 2001) Region
	

	Average Ratings of Military and Civilian Treatment Facilities
	Prime enrollees (<65)

Not enrolled (<65, 65+)


	Prime enrollment 

Age (<65, 65+)

Most used facility
	Mean rating of health care on a scale from 0 to 10 where 0 is the worst health care possible and 10 is the best



	Rating of Military Care,

2000-2001
	Prime enrollees (<65)

Not enrolled (<65, 65+)


	Year (2000, 2001)

Prime enrollment 

Age (<65, 65+)
	

	Rating of Civilian Care, 

2000-2001
	
	
	

	Rating of Military and Civilian Care, by Region
	
	Region

Most used facility 

Prime enrollment 

Age (<65, 65+)
	


TABLE III.2 (continued)

	Preliminary Title
	Target Population Subgroups
	Independent Variables

(x-axis)
	Dependent Variables

(y-axis)

	Rating of Health Plan

	Average Ratings of  Health Plan, 2001
	Active duty Prime enrollees (<65)

Non-active duty Prime enrollees 

(<65)

Not enrolled with Standard/Extra, Medicare, or other “coverage”
	Coverage type


	Mean rating of health plan on a scale from 0 to 10 where 0 is the worst health care possible and 10 is the best



	Enrollee’s Ratings of TRICARE Prime,

2000-2001
	Prime enrollees (<65)
	Year  (2000, 2001) Region
	

	Access to Health Care

	Getting Care Quickly Composite, by Region, 2000-2001
	Prime enrollees (<65)
	Year  (2000, 2001) Region
	Mean Getting Care Quickly Composite Score

	Getting Needed Care Composite, by Region, 2000-2001
	
	
	Mean Getting Needed Care Composite Score

	Waiting Period for Well-Patient Visits, 2001
	Active Duty Prime enrollees (<65)

Non-active duty Prime enrollees (<65)

Not enrolled (<65, 65+)


	Prime  enrollment

Age (<65, 65+)
	Percent who usually or always get care when they wanted

	Waiting More Than 15 Minutes in Doctor’s Office, 2001
	Active Duty Prime enrollees (<65)

Non-active duty Prime enrollees (<65)

Not enrolled (<65, 65+)


	Prime enrollment

Age (<65, 65+)

Type of facility


	Percent usually or always waiting more than 15 minutes

	Problems Getting Referrals to Specialists, 2001
	TRICARE beneficiaries who needed a specialty referral


	Type of Health Plan


	Percent reporting a “big problem” getting a referral

	Problems Getting Necessary Care, 2001
	Beneficiaries who received care at a MTF or CTF in the past 12 months


	Type of Health Plan


	Percent with a “big problem” getting care when they or their doctor thought it necessary


TABLE III.2 (continued)

	Preliminary Title
	Target Population Subgroups
	Independent Variables

(x-axis)
	Dependent Variables

(y-axis)

	Health Care Use

	Emergency Room Utilization by Usual Source of Care, 2001


	Prime enrollees (<65)

Not enrolled (<65, 65+)
	Prime enrollment

Type of facility

Age (<65, 65+)


	% with one or more ER visits



	Use of Military Pharmacies to Fill Prescriptions Written by a Civilian Provider
	
	Type of beneficiary
	% with 7 or more civilian prescriptions filled by a military pharmacy

	Use of Preventive Services 

	Prenatal Care, by Region, 2001
	Pregnant TRICARE beneficiaries in their 2nd or 3rd trimester

TRICARE beneficiaries who were pregnant in the last 12 months
	Region


	Percent who had first prenatal contact in the first trimester of pregnancy

	Breast Cancer Screening, by Region, 2001
	Female TRICARE beneficiaries age 40+
	
	Percent of women who had a mammogram in the last 2 years

	Cervical Cancer Screening, 2001
	Female TRICARE beneficiaries age 18+
	Prime enrollment


	Percent of women who had a Pap smear in the last 3 years

	Hypertension Screening, 2001
	Prime enrollees with a military PCM (<65)

Prime enrollees with a civilian PCM

(<65)

Not enrolled (<65, 65+)
	Prime enrollment

Age (<65, 65+)

Type of PCM
	Percent who had a blood pressure check in the last 2 years and know the results

	Flu Shot Rates Among Beneficiaries, 65 Years or Older, 2001
	TRICARE beneficiaries (65+)
	Prime enrollment


	Percent who had a flu shot in the last 12 months


TABLE III.2 (continued)

	Preliminary Title
	Target Population Subgroups
	Independent Variables

(x-axis)
	Dependent Variables

(y-axis)

	Doctors and Their Office

	How Well Doctors Communicate Composite, by Region, 2000-2001
	Prime Enrollees
	Year ( 2000. 2001) Region
	Mean How Well Doctors Communicate Composite Score

	Courteous and Helpful Office Staff Composite, by Region, 2000-2001
	
	
	Mean Courteous and Helpful Staff Composite Score

	Doctors Spend Enough Time with You, 2001
	Active Duty Prime enrollees (<65)

Non-active duty Prime enrollees (<65)

Not enrolled (<65, 65+)
	Prime enrollment

Type of facility

Age (<65, 65+)


	% who say doctors usually or always spent enough time with them

	Doctors Listen to You, 2001


	
	
	% who say doctors usually or always listened



	Courteous Office Staff, 2001
	
	
	% who say office staff usually or always courteous

	Claims Handling and Customer Service 

	Claims Handling Composite, by Region, 2000-2001
	Prime Enrollees
	Year (2000, 2001) Region
	Mean Claims Handling Composite Score

	Customer Service Composite, by Region, 2000-2001
	
	
	Mean Customer Service Composite Score

	Timely Claims Handling, 2001
	Active duty Prime enrollees (<65)

Non-active duty Prime enrollees 

(<65)

Not enrolled with Standard/Extra, Medicare, or other “coverage”
	Type of Health Plan


	Percent whose claims were usually or always handled in reasonable time

	Correct Claims Handling, 2001
	
	
	Percent whose claims were usually or always handled correctly


TABLE III.2 (continued)

	Preliminary Title
	Target Population Subgroups
	Independent Variables

(x-axis)
	Dependent Variables

(y-axis)

	Claims Handling and Customer Service (Continued)

	Help from Written Materials, 2001
	Active duty Prime enrollees (<65)

Non-active duty Prime enrollees 

(<65)

Not enrolled with Standard/Extra, Medicare, or other “coverage”+


	Type of Health Plan


	Percent who had a big problem getting help from written materials

	Help from Customer Service, 2001
	
	
	Percent who had a big problem getting help from customer service

	Problems with Paperwork, 2001
	
	
	Percent who had a big problem with paperwork


	Children’s Health Care

	Average Ratings of Child’s Personal Doctor or Nurse, 2001
	Prime enrollees with a military PCM 

Prime enrollees with a civilian PCM 

Not enrolled 
	Prime enrollment

Type of PCM
	Mean rating of child’s personal doctor or nurse on a scale from 0 to 10 where 0 is the worst health care possible and 10 is the best



	Average Ratings of Military and Civilian Treatment Facilities
	Prime enrollees 

Not enrolled 


	Prime enrollment 

Most used facility
	Mean rating of child’s health care on a scale from 0 to 10 where 0 is the worst health care possible and 10 is the best



	Average Ratings of  Health Plan, 2001
	Prime enrollees 

Not enrolled with Standard/Extra, Medicare, or other “coverage”
	Coverage type


	Mean rating of child’s health plan on a scale from 0 to 10 where 0 is the worst health care possible and 10 is the best



	Waiting Period for Well-Patient Visits, 2001
	Prime enrollees 

Not enrolled 


	Prime  enrollment

Most used facility
	Percent who usually or always get care for child when they wanted

	Problems Getting Referrals to Specialists, 2001
	TRICARE beneficiaries whose child needed a specialty referral


	Type of Health Plan


	Percent reporting a “big problem” getting child a referral


TABLE III.2 (continued)

	Children’s Health Care (continued)

	Problems Getting Necessary Care, 2001
	Beneficiaries whose child received care at a MTF or CTF in the past 12 months


	Type of Health Plan


	Percent with a “big problem” getting care for their child when they or child’s doctor thought it necessary

	Doctors Spend Enough Time with You, 2001
	Prime enrollees 

Not enrolled 
	Prime enrollment

Type of facility


	% who say child’s doctors usually or always spent enough time with them

	Doctors Listen to You, 2001


	
	
	% who say child’s doctors usually or always listened




While the charts on health care utilization will show findings solely for the three TRICARE groups just mentioned, analyses of other aspects of care will go further, examining outcomes for smaller subgroups.  For example, the charts on PCM ratings will show results based not only on Prime enrollment but also on type of PCM (military or civilian).  Many charts will present findings for subgroups according to the type of facility the respondent uses most often (military or civilian).  Charts presenting results from the TRICARE Consumer Reports will involve only Prime enrollees.

The charts on prevention will show findings for subgroups targeted specifically by the selected preventive care intervention.  These subgroups are typically defined by gender and age, such as women age 40 and over for breast screening analyses.

b.
Independent Variables

The independent variables, or X-axis in the bar charts, are directly linked to the target population for each analysis.  In some cases, however, the outcomes for other variables, such as type of facility used, region, or year, are also shown.  For example, charts showing how beneficiaries rated health care will also provide detail on whether the usual source of care was a military or civilian facility.  In some of the charts on prevention, satisfaction with care, and satisfaction with health plan, outcomes will be reported in the aggregate, by region.  The charts showing both results documented in the consumer reports and the annual outcomes in ratings of military and civilian care will present results for 2000 and 2001.

Enrollment status, type of PCM, age, and active duty status will be the key independent variables.  Because beneficiaries are often unsure about their enrollment status and type of PCM, these variables will be drawn from DEERS records.  Age and active duty status will also be taken from DEERS data.

c.
Dependent Variables

The dependent variables, or Y-axis of the bar charts, will be measured in average ratings or scores or percentages and linked with nationally accepted performance standards whenever feasible. The performance standard relevant to preventive care is the Healthy People 2010 recommended standards.  Other scores and ratings will be compared with results from the National CAHPS Benchmarking Database (NCDB).

In a number of charts, regional scores or ratings will be compared.  In each of those cases, a predictive model of satisfaction will be used to control for the effects of age and health status, so measured differences in satisfaction will not simply reflect differences in population composition. Risk-adjustment is described in more detail in Chapter II.

d.
Special Topics

The report will include analyses of the special topics that are the subjects of supplements added to the questionnaire in each quarter.  Those analyses will be included in the TRICARE Consumer Watch described later in this chapter.  Results of these analyses will be presented in the form of bar graphs similar to those used in the rest of the report. For example, a graph may present the percent of Active Duty reporting problems in enrolling family members, by Region.  Some potential topics are described in Chapter I.

e.
Multivariate Analysis

The report also will include multivariate analyses of the factors affecting ratings of physicians, health plans and health care.  Factors may include beneficiary characteristics, such as age, sex and active duty status, as well as measures of beneficiaries’ experience using health care, such as reports of access and interactions with physicians and office staff.  This research will also be the subject of topical reports, described later in this chapter.  

Results will be reported in tabular form, using tables that present the coefficients from the multivariate analysis and statistics indicating their statistical significance.  Tables will be accompanied by explanatory text, describing the methods by which estimates were produced and interpreting the findings.      

3.
Report Format and Design

The design of the 2001 NESR is presented here as a working draft. Changes to the format will be made to accommodate changes in the survey design and questionnaire, to address topics of current interest, and to improve readability.

B.
Adult TRICARE Consumer Reports

1.
Summary of New Features in the 2001 TRICARE Consumer Reports

Changes to the 2001 TRICARE Consumer Reports are minor and are described below.  In the program evaluation research paper, we plan to investigate the effectiveness of the survey and the reporting mechanisms used to disseminate analyses results.  Results from this research plan may be incorporated into future reports.

a.
Changes Affecting Cumulative Reports

· Tables comparing enrollment and beneficiary groups.  Additional tables comparing enrollment and beneficiary groups for specific regions will be included and will be accessible by clicking on row headings.

b.
Changes Affecting Quarterly Reports

· Trend analysis.  The report contains tables comparing the most recent quarter's findings with past quarters by region.  We will add a test of the statistical significance of changes in quarterly scores.

2.
Purpose

The purpose of the Adult TRICARE Consumer Reports is to provide Lead Agents and MTF commanders with a comprehensive description of TRICARE beneficiaries’ satisfaction with care, access to care, and use of preventive care in comparison with other regions and catchment areas, and with relevant national benchmarks.  To report HCSDB results for 2001, we will continue to produce a quarterly consumer report and an annual consumer report. The quarterly report will present results from the most recent quarter for each region and for CONUS MHS by beneficiary status and enrollment group.  The annual report will be a cumulative report that combines results from all four quarters and presents them along with results from previous surveys.  Both reports will appear in a tabular, interactive, HTML format on TRICARE’s website, allowing users to “drill down” in the reports to follow the performance of the MHS over time by  enrollment status and beneficiary group.

3.
Content

The consumer reports will present 12 scores for each region and catchment area in the MHS and for the MHS overall.  Scores will enable users to compare providers to national benchmarks in these areas: getting needed care, getting care quickly, courteous and helpful office staff, how well doctors communicate, customer service, claims processing, rating of the health plan, health care, personal doctor, and specialist, and preventive care standards.  A combined score will enable the user to rank providers based on a weighted combination of 11 scores.  These 11 scores are made up of three different types, described in Table III.3: CAHPS composites, ratings, and TMA standard composites.

a.
Findings Expressed as CAHPS Composites

The first six scores—getting needed care, getting care quickly, courteous and helpful office staff, how well doctors communicate, customer service, and claims processing— are CAHPS composites, which group together responses to several related survey questions. 

TABLE III.3

Content of the TRICARE Consumer Reports

	CAHPS Composites

	The CAHPS composites group together survey responses to a set of related HCSDB questions taken from CAHPS.  Scores expressed as CAHPS composites profile TRICARE beneficiaries’ satisfaction with their ability to get needed care, the speed with which they receive care, interactions with their doctor, their experience with doctors’ offices, their experience with customer service representatives, and their experience with claims processing.  Scores will be presented in relation to national benchmarks.

	Satisfaction Ratings

	Scores expressed as ratings reflect beneficiaries’ self-rated satisfaction with their health plan, health care, and personal providers.  The scores, adjusted for patient age and health status, will be presented relative to national benchmarks.

	TMA Standard Composites

	Only one TMA standard composite score is reported.  The score is based on how the preventive care that beneficiaries received compares with Healthy People 2010 standards.  Preventive care indicators to be combined are prenatal care, hypertension screening, flu immunization, mammography, and Pap smears.


Table III.4 lists the questions and response choices for the CAHPS composites in the consumer reports.  Question numbers refer to the CAHPS 2.0H Adult Questionnaire (Commercial).  Response choices for each question within a composite are collapsed into three-item scales so that all composites have the same range.  Along with the composites, mean responses to each question will be presented and compared to national civilian benchmarks.

TABLE III.4

CAHPS 2.0 H Questions and Response Choices
Expressed as Composite Scores and Ratings

	
	Getting Needed Care
	Response Choice

	Q6
	With the choices your health plan gave you, how much of a problem, if any, was it to get a personal doctor or nurse you are happy with?


	A big problem
A small problem
Not a problem

	Q10
	In the last 12 months, how much of a problem, if any, was it to get a referral to a specialist that you needed to see?


	A big problem
A small problem
Not a problem



	Q24
	In the last 12 months, how much of a problem, if any, was it to get the care you or a doctor believed necessary?


	A big problem
A small problem
Not a problem



	Q25
	In the last 12 months, how much of a problem, if any, were delays in health care while you waited for approval from your health plan?
	A big problem
A small problem
Not a problem



	
	Getting Care Quickly
	

	
	In the last 12 months, when you called during regular office hours, how often did you get the help or advice you needed?
	Never
Sometimes
Usually
Always



	Q17
	In the last 12 months, how often did you get an appointment for regular or routine care as soon as you wanted?


	Never
Sometimes
Usually
Always



	Q20
	In the last 12 months, when you needed care right away for an illness or injury, how often did you get care as soon as you wanted?


	Never
Sometimes
Usually
Always



	Q26
	In the last 12 months, how often did you wait in the doctor’s office or clinic more than 15 minutes past your appointment time to see the person you went to see?
	Never
Sometimes
Usually
Always




TABLE III.4 (continued)

	
	How Well Doctors Communicate
	Response Choice

	Q29
	In the last 12 months, how often did doctors or other health providers listen carefully to you?
	Never
Sometimes
Usually
Always



	Q30
	In the last 12 months, how often did doctors or other health providers explain things in a way you could understand?
	Never
Sometimes
Usually
Always



	Q31


	In the last 12 months, how often did doctors or other health providers show respect for what you had to say?
	Never
Sometimes
Usually
Always



	Q32
	In the last 12 months, how often did doctors or other health providers spend enough time with you?
	Never
Sometimes
Usually
Always



	
	Courteous and Helpful Office Staff
	

	Q27
	In the last 12 months, how often did office staff at a doctor’s office or clinic treat you with courtesy and respect?
	Never
Sometimes
Usually
Always



	Q28
	In the last 12 months, how often were office staff at a doctor’s office or clinic as helpful as you thought they should be?
	Never
Sometimes
Usually
Always



	
	Customer Service
	

	Q39
	In the last 12 months, how much of a problem, if any, was it to find or understand information in the written materials?


	A big problem
A small problem
Not a problem



	Q41
	In the last 12 months, how much of a problem, if any, was it to get the help you needed when you called your health plan’s customer service?


	A big problem
A small problem
Not a problem

	Q46
	In the last 12 months, how much of a problem, if any, did you have with paperwork for your health plan?
	A big problem
A small problem
Not a problem




TABLE III.4 (continued)
	
	Claims Processing
	Response Choice

	Q35
	In the last 12 months, how often did your health plan handle your claims in a reasonable time?
	Never
Sometimes
Usually 
Always



	Q36
	In the last 12 months, how often did your health plan handle your claims correctly?
	Never
Sometimes
Usually 
Always



	Rating of all health care

	Q33
	We want to know your rating of all your health care in the last 12 months from all doctors and other health providers.  

Use any number from 0 to 10, where 0 is the worst health care possible and 10 is the best health care possible.  How would you rate all your health care?   
	0 Worst health care possible
1
2
3
4
5
6
7
8
9
10 Best health care possible



	Rating of Health Plan

	Q47
	We want to know your rating of all your experience with your health plan.  

Use any number from 0 to 10, where 0 is the worst health plan possible and 10 is the best health plan possible.  How would you rate your health plan now?
	0 Worst health plan possible
1
2
3
4
5
6
7
8
9
10 Best health plan possible




TABLE III.4 (continued)
	
	Rating of personal doctor
	Response Choice

	Q8
	We want to know your rating of your personal doctor or nurse. 

Use any number from 0 to 10, where 0 is the worst possible doctor or nurse possible and 10 is the best personal doctor or nurse possible.  How would you rate your personal doctor or nurse now?
	0 Worst personal doctor or nurse possible
1
2
3
4
5
6
7
8
9
10 Best personal doctor or nurse possible



	
	Rating of specialist
	

	Q12
	We want to know your rating of the specialist you saw most often in the last 12 months, including a personal doctor, if he or she was a specialist. 

Use any number from 0 to 10, where 0 is the worst possible specialist possible and 10 is the best specialist possible.  How would you rate your specialist?
	0 Worst specialist possible
1
2
3
4
5
6
7
8
9
10 Best specialist possible




Scores are calculated using methodology recommended by the CAHPS consortium, as specified in the CAHPS 2.0 Survey and Reporting Kit.  A composite score is produced by first calculating a score for each question at the regional or MTF level.  The score is the proportion in a region or MTF that gives responses for a question that demonstrate satisfaction with its health care experiences.  These scores are summed, and then divided by the number of questions in the composite.  Results are presented on a scale of 0 to 100.

b.
Ratings

Four scores are based on respondents' ratings of health care and health care providers: health plan, health care, PCM, and specialist.  These ratings are measures of overall beneficiary satisfaction.  Questions about these aspects of care ask beneficiaries to rate their health plan, health care, and physicians on a scale of 0 to 10, with 0 being the worst and 10 being the best. The rating score is the proportion that gives a rating of 8 or above.  For the purpose of presentation, the proportion will be multiplied by 100 so that the score will be presented on a scale of 0 to 100.

c.
Preventive Care Composite

The preventive care composite in the consumer reports will measure MHS performance in terms of meeting TMA’s goals for the provision of preventive services.  The composite will be calculated by combining the responses to individual questions pertaining to these goals.  Questions and responses from the present version of the 2001 HCSDB that will be incorporated into the preventive care composite are presented in Table III.5.  The denominator of an individual’s composite score will consist of the number of questions to which that individual responded.  The numerator will consist of the number of questions for which the response falls into a “desirable” category, where the desirable categories are as indicated.  When individual scores are combined, the resulting composite will be weighted by the number of questions to which that individual has responded. Therefore, the weight a particular question receives in the composite score will be based on the number of responses it “receives”.  A respondent’s weight will reflect the number of questions to which he/she responds.  The resulting proportion will be presented as a percentage.

d.
Combined Score

The first score appearing in the report in the leftmost column will be a combined score.  The combined score will be calculated as a weighted average of the composite scores and ratings appearing in the other 11 columns.  This score will summarize all the information about a provider contained in the consumer reports and permit the user to make comparisons that account for trade-offs among the particular aspects of care measured by individual composites and ratings.  The methodology for combining scores is described in Chapter II.

e.
Help screens

Extensive help screens will be included as well as tables.  Help screens will include a glossary of terms, a brief description of technical methods, guidance for navigating tables in the report, and a description of the survey and other sources of data.

TABLE III.5

Questions and Response Choices on Preventive Care
Expressed as a Standard TMA Composite

	
	Composite Preventive Care
	Response Choices
	

	Q62


	When did you last have a blood pressure reading?


	Less than 12 months ago
1 to 2 years ago
More than 2 years ago
Never


	

	Q63
	Do you know if your blood pressure is too high?
	Don't know
Yes, it is too high
No, it is not too high


	

	Q65
	When did you last have a flu shot?
	Less than 12 months ago
1-2 years ago
More than 2 years ago
Never Had a Flu Shot

	

	Q72
	When did you last have a Pap smear test?
	Within the last 12 months
1 to 3 years ago
More than 3 but less than 5 years ago
5 or more years ago
Never had a Pap smear test

	

	Q74
	When was the last time your breasts were checked by mammography?
	Within the last 12 months
1 to 2 years ago
More than 2 but less than 5 years ago
5 or more years ago
Never had a mammogram

	

	Q78
	In which trimester did you first receive prenatal care?
	First trimester
Second trimester
Third trimester
Did not receive prenatal care
	


4.
Format

a.
Quarterly Reports

The quarterly consumer reports will be published as an electronic document only, but readers will be able to print the reports from the TMA web site and download results into a spreadsheet.  Each report will consist of several pages of tables, and there will be two main sets of tables.  

One set of tables will present the findings for a single quarter, expressed as composites and ratings, for all enrollment and beneficiary groups by region and CONUS MHS as a whole.  For instance, a table in this set might show scores given to their health care by Prime enrollees in each of the MHS regions, and in CONUS MHS, for each of the 11 areas described above (see Table III.5).  Another table in this set might show the same kind of information for active duty enrollees.  Each row in this set of tables will be a region in the MHS;  there will also be a row for CONUS MHS and for the national benchmark. The columns in this set of tables will be the 11 scores. 

Another set of tables will present the findings for the current quarter and for past quarters for each enrollment and beneficiary group, by region and CONUS MHS as a whole, on a single score. For instance, a table in this set might show composite scores for getting care quickly given by Prime enrollees in the current quarter, and in previous quarters.  These tables will also show whether the changes shown are statistically significant.

A third set of tables will present findings for each enrollment and beneficiary group in a given region or CONUS MHS.  Rows will be defined by the enrollment and beneficiary groups.  Columns will consist of the 11 composite scores and ratings from the first set of tables or the individual question responses and previous quarters' scores contained in the second set.

A fourth set of tables will show the results from the current quarter of individual questions making up a composite

In any table where rows extend below the bottom of the screen, column headings will remain in place while the rows scroll.  This will enable the user to identify columns while reading the bottom rows of a table.
Significant differences from the benchmark will be indicated both by color, bolding, and italics.  Scores significantly above the benchmark will be green and bold.  Scores significantly below the benchmark will be red and italicized.

Readers will be able to “enable” items in a table by clicking on an element in the table.  For example, clicking on a given region in a table will bring up another table with information about all beneficiary and enrollment groups in that particular region.  Likewise, clicking on a column heading will bring up a table with more detailed information on that score for the region or regions in the original table. 

A menu of options located at the beginning of the quarterly consumer report and next to each table will allow users to access the tables, the annual report (described below), and a help screen.  The options for the tables include  “All TRICARE Beneficiaries”, “Enrollment Groups”, and “Beneficiary Groups”. Figure III.1 shows the menu as it will appear when the report is first opened.  Features of tables and terms and concepts in the text that are explained in the help screens will be hyperlinked to the relevant help screen.  Users will be able to move directly from an item requiring explanation to the explanation and table again.

b.
Annual Report

Like the quarterly report, the annual report will be prepared in a tabular, HTML format.  There will be three sets of tables. One set will show cumulative scores for the 2001 HCSDB by region for all beneficiary and enrollment groups.  The scores will be expressed as composites and ratings. Another set of tables will show scores for the questions that make up the composites, and a third will compare current scores with scores for composites or ratings from previous surveys. The fourth set of tables will show scores for the catchment areas that make up the MHS regions.  The last set of tables will compare enrollment and beneficiary groups in each region or catchment area.

As in the quarterly report, readers will “enable” items in a table by clicking on an element in that table. For example, clicking on a region will bring up a table showing the findings for all catchment areas in that region.  Clicking on a column heading will bring up a table with more detailed information, such as findings on a single composite broken down into its component questions or findings from previous years for the region or regions in the original table.  The annual report will include the same menu as the quarterly report, and it will appear at the beginning of the report and next to each table, giving the reader access to other beneficiary or enrollment groups, and to the quarterly report.

5.
Technical Description

Data for the consumer reports, arranged in a SAS data set, will consist of records indexed by region, catchment area, enrollment group, beneficiary category, and table column.  A benchmark record corresponding to the MHS population will also be included in the SAS data set.  Records will contain scores and a categorical variable showing the existence and direction of significant differences.  The column variable will describe whether the score is a composite or a rating, a finding from a past quarter of the composite, or an element of the composite.  The benchmark record will contain national mean values, where available, for a comparable non-MHS population.

This data file will serve as the basis for the electronic reports and quality assurance.  For the 2001 HCSDB, the file will be updated each quarter and referenced by the report card application described above.  In each quarter, a separate annual and quarterly file will be created.  Annual and quarterly record layouts will be similar, though the catchment area field will be empty in quarterly records.  The annual file will contain cumulative statistics for 2001 and scores from past years. The quarterly and annual reports will be coded with HTML, which is the basis for most web pages.  A program will generate information in the form of a data set corresponding to the cells in the tables in the reports.  Another program will use these data to create the electronic report cards in the HTML language.  The program will anticipate all possible combinations of report cards and create a single HTML file for each possible report card.  

Table III.6

Sample TRICARE Consumer Report
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	All Beneficiaries, All Regions
April, 2001 to March, 2002 Composite Scores

	
	Total Score
	Ease of Access
	Communication and Customer Service
	Ratings
	Prevention

	
	Total
	Getting Needed Care 
	Getting Care Quickly 
	Courteous and Helpful Office Staff 
	How Well Doctors Communicate 
	Customer Service 
	Claims Processing 
	Health Plan 
	Health Care 
	Primary Care Manager 
	Specialty Care 
	Preventive Care 

	Trends
	
	




	




	




	




	




	




	




	




	




	




	





	Benchmark 
	NA
	74
	78
	91
	89
	55
	82
	56
	69
	71
	74
	90

	CONUS MHS 
	77
	66
	70
	87
	85
	48
	73
	44
	56
	63
	65
	86

	Region 1 
	76
	65
	71
	86
	87
	35
	61
	35
	56
	62
	64
	89

	Region 2 
	73
	62
	65
	84
	81
	40
	73
	37
	47
	62
	65
	84

	Region 3 
	77
	67
	68
	86
	84
	52
	76
	44
	55
	59
	68
	87

	Region 4 
	79
	65
	69
	90
	86
	48
	75
	42
	58
	61
	66
	89

	Region 5 
	77
	68
	70
	86
	84
	46
	76
	41
	57
	71
	61
	85

	Region 6 
	77
	65
	69
	85
	83
	51
	78
	48
	56
	61
	65
	86

	Region 7/8 
	79
	67
	74
	88
	85
	50
	71
	46
	58
	63
	66
	88

	Region 9 
	79
	69
	68
	89
	88
	57
	74
	50
	63
	68
	64
	81

	Region 10 
	80
	69
	73
	91
	90
	52
	67
	46
	57
	63
	73
	88

	Region 11 
	80
	72
	69
	89
	87
	54
	82
	50
	60
	65
	71
	86

	Region 12 
	82
	72
	71
	89
	89
	54
	78
	63
	60
	68
	65
	85

	Europe 
	79
	69
	69
	88
	87
	47
	84
	43
	57
	61
	71
	87

	Asia 
	78
	71
	74
	86
	87
	59
	80
	48
	58
	56
	69
	81

	Latin America 
	73
	***
	***
	78
	81
	***
	***
	37
	52
	***
	***
	81

	Alaska 
	79
	70
	81
	91
	86
	50
	***
	51
	55
	***
	***
	81

	Source: 2000 Health Care Survey of DOD Beneficiaries 
Indicates score significantly exceeds benchmark 
Indicates score significantly falls short of benchmark
NA Indicates benchmark not available
*** Indicates significance not available


Download Page
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Click below to view this table by other groups
Prime Enrollees   Enrollees with Military PCM   Enrollees with Civilian PCM   Non-enrolled Beneficiaries   
Active Duty   Active Duty Dependents   Retirees and Dependents   All Beneficiaries


Table III.7

Region 1 TRICARE Consumer Report
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	Region 1
April, 2001 to March, 2002 Composite Scores

	
	Total Score
	Ease of Access
	Communication and Customer Service
	Ratings
	Prevention

	
	Total
	Getting Needed Care 
	Getting Care Quickly 
	Courteous and Helpful Office Staff 
	How Well Doctors Communicate 
	Customer Service 
	Claims Processing 
	Health Plan 
	Health Care 
	Primary Care Manager 
	Specialty Care 
	Preventive Care 

	Trends
	
	




	




	




	




	




	




	




	




	




	




	





	Benchmark 
	NA
	74
	78
	91
	89
	55
	82
	56
	69
	71
	74
	90

	Prime Enrollees 
	76
	65
	70
	86
	86
	38
	60
	39
	54
	63
	64
	88

	Enrollees with Military PCM 
	76
	65
	69
	85
	86
	38
	64
	40
	55
	66
	63
	88

	Enrollees with Civilian PCM 
	79
	***
	***
	***
	***
	***
	***
	***
	***
	***
	***
	86

	Non-enrolled Beneficiaries 
	79
	68
	79
	88
	90
	22
	66
	26
	59
	63
	65
	90

	Active Duty 
	74
	66
	69
	87
	88
	42
	67
	41
	55
	65
	63
	87

	Active Duty Dependents 
	74
	60
	70
	82
	81
	32
	57
	35
	54
	47
	72
	86

	Retirees and Dependents 
	84
	65
	73
	91
	90
	31
	64
	39
	61
	73
	63
	92

	All Beneficiaries 
	76
	65
	71
	86
	87
	35
	61
	35
	56
	62
	64
	89

	Source: 2000 Health Care Survey of DOD Beneficiaries 
Indicates score significantly exceeds benchmark 
Indicates score significantly falls short of benchmark
NA Indicates benchmark not available
*** Indicates significance not available


Download Page
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Table III.8

Sample Consumer Report for Preventive Care Components by Region
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	Region 1 
Preventive Care 
April, 2001 to March, 2002

	
	Preventive Care 
components

	
	Mammography 
	Pap Smear 
	Hypertension 
	Flu Shot 
	Prenatal Care 

	Benchmark 
	70
	90
	95
	90
	90

	Prime Enrollees 
	86
	94
	87
	86
	84

	Enrollees with Military PCM 
	85
	95
	87
	85
	82

	Enrollees with Civilian PCM 
	***
	***
	***
	***
	***

	Non-enrolled Beneficiaries 
	81
	96
	88
	***
	***

	Active Duty 
	***
	99
	88
	***
	***

	Active Duty Dependents 
	73
	93
	81
	***
	94

	Retirees and Dependents 
	91
	94
	89
	57
	***

	All Beneficiaries 
	84
	95
	87
	57
	86

	Source: 2000 Health Care Survey of DOD Beneficiaries 
Indicates score significantly exceeds benchmark 
Indicates score significantly falls short of benchmark
NA Indicates benchmark not available
*** Indicates significance not available


Download Page
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Table III.9

Sample Consumer Report for Preventive Case by Region
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	Region 1 
Preventive Care

	
	January, 2001 to December, 2002 
	April, 2001 to March, 2002 

	Benchmark 
	90
	90

	Prime Enrollees 
	87
	88

	Enrollees with Military PCM 
	87
	88

	Enrollees with Civilian PCM 
	89
	86

	Non-enrolled Beneficiaries 
	88
	90

	Active Duty 
	84
	87

	Active Duty Dependents 
	88
	86

	Retirees and Dependents 
	89
	92

	All Beneficiaries 
	87
	89

	Source: 2000 Health Care Survey of DOD Beneficiaries 
Indicates score significantly exceeds benchmark 
Indicates score significantly falls short of benchmark
NA Indicates benchmark not available
*** Indicates significance not available


Download Page
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Figure III.1

Sample TRICARE Consumer Report Main Menu
	Consumer Reports Menu

All Beneficiaries

All TRICARE beneficiaries
Enrollment Groups

Prime Enrollees
Enrollees with military PCM


 HYPERLINK "p3-0-0.htm" 
Enrollees with civilian PCM

 HYPERLINK "f3-0-0.htm" 



 HYPERLINK "p4-0-0.htm" 
Non-enrolled beneficiaries
Beneficiary Groups

Active duty
Active duty dependents


 HYPERLINK "p7-0-0.htm" 
Retirees and dependents

	
	About this Site

Through the Health Care Survey of DoD Beneficiaries, the Department of Defense asks its beneficiaries to report on the quality of their experience with the military health system (MHS). This site presents scores calculated from responses of beneficiaries who say they get most of their care from a TRICARE health plan. Scores are presented in four categories:
· Ease of access 

· Communication and customer service 

· Ratings of doctors, health care and health plan 

· Preventive care 

The site is set up so that you can see scores for each enrollment and beneficiary group, for CONUS MHS (the MHS in the United States), and each region. Scores are compared to nationally recognized standards or benchmarks. To learn more about how scores and benchmarks were calculated, click on the help button.
Choose a group report

To see scores from a specific enrollment or beneficiary group, click on a report from the menu.
Choose a regional report

Each row of the group report is a MHS region. To compare enrollment and beneficiary groups in a region, click on the region you are interested in.
Learn more from a report

In the first page of a report, each column contains a composite score or rating. To see scores beneficiaries gave to individual aspects of care combined in a composite, click on a column heading. To compare current and past scores, click on the Trend button in the column of the composite or rating you are interested in. Trend buttons are found in the top row of the table.
Bring a report to your desk top

At the bottom of each page is a link labeled Download Page. Click on this link and the table will be moved to your desk top, where you can read it and manipulate it using Excel.
 


C.
Child TRICARE Consumer Reports

The findings from the child HCSDB will be presented in a format that is similar to the Adult TRICARE Consumer Reports.  This section provides background on the HCSDB for children and describes the structure and content of the Child Consumer Reports.

1.
Background

The 2001 HCSDB questionnaire for children will closely resemble the 1999 and 2000 questionnaires, which were modeled on the CAHPS 2.0H survey instruments.  This correspondence between surveys will allow us to compare findings for children in the MHS with finding from the previous year and with findings from similar surveys of privately insured children in the civilian sector.  Most questions in the child survey are identical to the CAHPS questions, and some are unique to issues related to TRICARE.  Most topics in the Consumer Reports will be based on the CAHPS questions.

The sample for the HCSDB for children will include 35,000 children who reside in the U.S. and are eligible for MHS benefits on April 1, 2002.  MHS children in OCONUS regions are not included.  The sample will be stratified by three TRICARE Prime enrollment groups, three geographic areas, and three age groups:

· TRICARE Prime Enrollment.  Children enrolled in Prime or not enrolled in Prime.

· Geographic Areas.  Children residing in one of three geographic areas organized to reflect the relative maturity of the TRICARE Prime health plan in each regional group.  The areas are referred to as new regions, where Prime was most recently implemented (Regions 1, 2, and 5); mature regions, where Prime is most “mature” (Regions 6, 9-12, and Alaska); and other regions (Regions 3, 4, and 7/8).

· Age Group.  Children under age 6, ages 6 to 12, and ages 13 to 17.

2.
Format

Like the Adult Consumer Reports, the Child Consumer Reports will be prepared in a tabular format. The reports will cover the following four topics related to pediatric care in the MHS: .

· Ease of Access

· Communication and Customer Service

· Parents’ Satisfaction Ratings

· Primary Care Manager

Also like the adult consumer reports, the child report will include a total score.  The total score will be a weighted average of scores in the first three categories:  Ease of Access, Communication and customer service, and satisfaction ratings.

Table III.10 lists the CAHPS composite measures and overall ratings and the items that make up each that will be reported under each topic heading.  Question numbers are taken from the CAHPS 2,0H child questionnaire.  Table III.11 lists the questions making up a composite measure of the respondents’ experience with their primary care managers.  Question numbers are from the 2000 Child HCSDB.

TABLE III.10

CAHPS 2.0 H Composite and Rating Questions and
Response Choices

	
	Getting Needed Care
	Response Choice

	Q6
	With the choices your child’s health plan gave you, how much of a problem, if any, was it to get a personal doctor or nurse for your child you are happy with?
	A big problem
A small problem
Not a problem



	Q11
	In the last 12 months, how much of a problem, if any, was it to get a referral to a specialist that your child needed to see?


	A big problem
A small problem
Not a problem


	Q25
	In the last 12 months, how much of a problem, if any, was it to get the care for your child that you or a doctor believed necessary?


	A big problem
A small problem
Not a problem

	Q26
	In the last 12 months, how much of a problem, if any, were delays in your child’s health care while you waited for approval from your child’s health plan?
	A big problem
A small problem
Not a problem


	
	Getting Care Quickly
	

	Q16
	In the last 12 months, when you called during regular office hours, how often did you get the help or advice you needed for your child?
	Never
Sometimes
Usually
Always


	Q18
	In the last 12 months, how often did your child get an appointment for regular or routine care as soon as you wanted?


	Never
Sometimes
Usually
Always


	Q21
	In the last 12 months, when your child needed care right away for an illness or injury, how often did your child get care as soon as you wanted?


	Never
Sometimes
Usually
Always


	Q27
	In the last 12 months, how often did your child wait in the doctor’s office or clinic more than 15 minutes past your appointment time to see the person you went to see?
	Never
Sometimes
Usually
Always



TABLE III.10 (continued)

	
	How Well Doctors Communicate
	Response Choice

	Q30
	In the last 12 months, how often did your child’s doctors or other health providers listen carefully to you?
	Never
Sometimes
Usually
Always


	Q31
	In the last 12 months, how often did your child’s doctors or other health providers explain things in a way you could understand?
	Never
Sometimes
Usually
Always


	Q32


	In the last 12 months, how often did your child’s doctors or other health providers show respect for what you had to say?
	Never
Sometimes
Usually
Always


	Q34
	In the last 12 months, how often did your child’s doctors or other health providers explain things in a way your child could understand?
	Never
Sometimes
Usually
Always


	Q35
	In the last 12 months, how often did doctors or other health providers spend enough time with your child?
	Never
Sometimes
Usually
Always


	
	Courteous and Helpful Office Staff
	

	Q28
	In the last 12 months, how often did office staff at a doctor’s office or clinic treat you and your child with courtesy and respect?
	Never
Sometimes
Usually
Always


	Q29
	In the last 12 months, how often were office staff at your child’s doctor’s office or clinic as helpful as you thought they should be?
	Never
Sometimes
Usually
Always


	
	Customer Service
	

	Q42
	In the last 12 months, how much of a problem, if any, was it to find or understand information in the written materials?


	A big problem
A small problem
Not a problem


	Q44
	In the last 12 months, how much of a problem, if any, was it to get the help you needed when you called your child’s health plan’s customer service?
	A big problem
A small problem
Not a problem


	Q49
	In the last 12 months, how much of a problem, if any, did you have with paperwork for your child’s health plan?
	A big problem
A small problem
Not a problem



TABLE III.10 (continued)
	
	Rating of All Health Care
	Response Choice

	Q36
	We want to know your rating of all your child’s health care in the last 12 months from all doctors and other health providers.  

Use any number from 0 to 10 where 0 is the worst health care possible, and 10 is the best health care possible.  How would you rate all your child’s health care.   
	0 Worst health care possible
1
2
3
4
5
6
7
8
9
10 Best health care possible


	
	Rating of Health Plan
	

	Q50
	We want to know your rating of all your experience with your child’s health plan.  

Use any number from 0 to 10 where 0 is the worst health plan possible, and 10 is the best health plan possible.  How would you rate your child’s health plan now?
	0 Worst health plan possible
1
2
3
4
5
6
7
8
9
10 Best health plan possible


	
	Rating of Specialist
	

	Q13
	We want to know your rating of the specialist your child saw most often in the last 12 months, including a personal doctor if he or she were a specialist. 

Use any number from 0 to 10 where 0 is the worst specialist possible, and 10 is the best specialist possible.  How would you rate your child’s personal doctor or nurse now?
	0 Worst specialist possible
1
2
3
4
5
6
7
8
9
10 Best specialist possible



TABLE III.10 (continued)

	
	Rating of personal doctor
	

	Q9
	We want to know your rating of your child’s personal doctor or nurse. 

Use any number from 0 to 10 where 0 is the worst  personal doctor or nurse possible, and 10 is the best personal doctor or nurse possible.  How would you rate your child’s personal doctor or nurse now?
	0 Worst personal doctor or nurse possible
1
2
3
4
5
6
7
8
9
10 Best personal doctor or nurse possible



TABLE III.11

Primary Care Manager Composite Rating Questions and
Response Choices

	
	TRICARE Prime-Primary Care Manager
	Response Choice

	Q9
	For members of TRICARE Prime, the primary point of contact regarding your child’s health is called a primary care manager, or PCM.  Does your child have a TRICARE primary care manager?


	Yes
No

	Q10
	Do you know the name of your child’s TRICARE primary care manager
	Yes
No



	Q11
	In the past 12 months, how much of a problem was it for your child to see his or her TRICARE primary care manager?
	A big problem
A small problem
Not a problem



Figure III.2

Sample Child Consumer Report Main Menu
	 
	Consumer Reports Menu

All Children

All CONUS MHS Children
Super Region

Regions 1, 2, 5
Regions 6, 9-12, Alaska


 HYPERLINK "c4-0-0.htm" 
Regions 3, 4, 7/8




	 
	About this Site

Through the Health Care Survey of DoD Beneficiaries, the Department of Defense asks its beneficiaries to describe their children's health care. This site presents scores on a 0 to 100 scale calculated from parents’ survey responses on these topics:
· Ease of access to health care for their children 

· Communicating with their children's health care providers and getting help from their health plan's customer service 

· Ratings of their children's health plan, health care and personal doctor 

· Satisfaction with TRICARE Prime and their children's primary care manager (PCM) 

Choose a report

In the Consumer Reports, MHS regions are grouped into super regions, depending on when they began TRICARE Prime enrollment. To see scores from a specific super region, click on a report from the menu.
Learn more from a report

In the first page of a report, each column contains a score. Each score is a composite, which combines scores for several different aspects of care, or a rating. To see the scores beneficiaries gave to individual aspects of care that make up a composite, click on a column heading.
 


TABLE III.12

First Level Child Consumer Report

	
	

    

    



	Children in CONUS MHS
Composite Scores

	
	Ease of Access
	Communication and Customer Service
	Parents' Ratings
	Primary Care

	 
	Getting Needed Care 
	Getting Care Quickly 
	How Well Doctors Communicate 
	Courteous and Helpful Office Staff 
	Claims Handling 
	Customer Service 
	Personal Doctor or Nurse 
	Health Care 
	Specialist
	Health Plan 
	Primary Care Manager 

	Trends
	

	

	

	

	

	

	

	

	

	

	


	All Children 
	74
	79
	87
	88
	75
	50
	72
	63
	79
	48
	53

	Age Group

	Under Age 6 
	73
	77
	82
	85
	70
	49
	73
	59
	55
	47
	58

	  Benchmark
	82
	NA
	90
	93
	93
	60
	81
	78
	90
	67
	NA

	

	6-12 Years 
	75
	80
	87
	88
	65
	49
	70
	62
	75
	45
	52

	  Benchmark
	81
	NA
	92
	93
	93
	57
	80
	78
	85
	68
	NA

	

	13-17 Years *
	75
	82
	91
	92
	92
	52
	73
	70
	85
	53
	48

	  Benchmark
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA

	Enrollment Group

	Prime Enrollees 
	70
	76
	85
	86
	52
	52
	68
	58
	75
	48
	65

	  Enrollees with military PCM 
	70
	74
	84
	85
	48
	54
	69
	56
	75
	48
	60

	  Enrollees with civilian PCM 
	68
	81
	88
	89
	81
	46
	65
	64
	65
	46
	85

	Non-enrolled beneficiaries 
	82
	87
	92
	93
	95
	48
	76
	74
	70
	48
	NP

	Source: 2000 Health Care Survey of DOD Beneficiaries
Indicates score significantly exceeds benchmark 
Indicates score significantly falls short of benchmark
NA Indicates benchmark not available
NP Indicates not enrolled in TRICARE Prime
*Benchmarks are only available for children under age 6 and 6 to 12-year-olds.
*** Indicates significance not available

	

   

   


Click below to view this table by other groups
All CONUS MHS Children   Children in Regions 1, 2 & 5   Children in Regions 6, 9-12 & Alaska   Children in Regions 3, 4 & 7/8


TABLE III.13

Second Level Child Consumer Report—Getting Needed Care

	
	

  

    

    



	Children in CONUS MHS 
Getting Needed Care

	
	Problems Getting Personal Doctor/Nurse 
	Problems Getting Referral to Specialist 
	Problems Getting Necessary Care 
	Delays in Care While Awaiting Approval 

	All Children 
	71
	64
	78
	83

	Age Group

	Under Age 6 
	69
	65
	75
	82

	  Benchmark
	75
	73
	89
	90

	

	6-12 Years 
	72
	63
	80
	84

	  Benchmark
	72
	73
	88
	89

	

	13-17 Years *
	74
	64
	79
	83

	  Benchmark
	NA
	NA
	NA
	NA

	Enrollment Group

	Prime Enrollees 
	67
	58
	74
	81

	  Enrollees with military PCM 
	68
	59
	72
	82

	  Enrollees with civilian PCM 
	64
	54
	79
	75

	Non-enrolled beneficiaries 
	78
	75
	86
	87

	Source: 2000 Health Care Survey of DOD Beneficiaries
Indicates score significantly exceeds benchmark 
Indicates score significantly falls short of benchmark
NA Indicates benchmark not available
*Benchmarks are only available for children under age 6 and 6 to 12-year-olds.
*** Indicates significance not available

	

   

   


Click below to view this table by other groups
All CONUS MHS Children   Children in Regions 1, 2 & 5   Children in Regions 6, 9-12 & Alaska   Children in Regions 3, 4 & 7/8


TABLE III.14

Second Level Child Consumer Report Getting Needed Care Trend
	
	

  

    

    



	Children in CONUS MHS 
Getting Needed Care

	
	1999
	2000
	2001
	Trend

	All Children 
	71
	64
	78
	3

	Age Group

	Under Age 6 
	69
	65
	75
	3

	  Benchmark
	75
	73
	89
	3

	

	6-12 Years 
	72
	63
	80
	3

	Benchmark
	72
	73
	88
	3

	

	13-17 Years *
	74
	64
	79
	3

	Benchmark
	NA
	NA
	NA
	3

	Enrollment Group

	Prime Enrollees 
	67
	58
	74
	3

	Enrollees with military PCM 
	68
	59
	72
	3

	Enrollees with civilian PCM 
	64
	54
	79
	3

	Non-enrolled beneficiaries 
	78
	75
	86
	3

	Source: 2000 Health Care Survey of DOD Beneficiaries
Indicates score significantly exceeds benchmark 
Indicates score significantly falls short of benchmark
NA Indicates benchmark not available
*Benchmarks are only available for children under age 6 and 6 to 12-year-olds.
*** Indicates significance not available

	

   

   


Click below to view this table by other groups
All CONUS MHS Children   Children in Regions 1, 2 & 5   Children in Regions 6, 9-12 & Alaska   Children in Regions 3, 4 & 7/8


3.
Technical Description

a.
Electronic Reporting

The Child Consumer Reports will be designed to appear on the TMA web site.  The reports will consist of tables in two levels.  The first level will show composite scores and ratings and the second level will provide more information about scores in the first level.  The second level will contain tables presenting the questions making up a composite and tables comparing current scores with scores from previous years.  The reports will exist principally in electronic format that allows the reader to drill down through the column headings in the first-level reports to obtain further detail on the reported composite scores.  Readers will be able to print the reports locally.

The reader will access the report card through the menu presented in Figure III.2.  The menu requires the reader to first choose the geographic area of interest:  CONUS MHS overall or aggregate findings for “new” regions (1, 2, and 5), “mature” regions (6, 9-12, and Alaska), or “other” regions (3, 4, and 7/8).

b.
First-Level Report

Table III.12 shows a sample of a first-level table.  In the table, the composite measures or average ratings for each topic are displayed by three age groups and four enrollment groups.  The three age groups are under age 6, 6 to 12 years, and 13 to 17 years. The enrollment groups are enrolled in TRICARE Prime, enrolled in TRICARE Prime with a military PCM, enrolled in TRICARE Prime with a civilian PCM, and not enrolled in TRICARE Prime.  

In most cases, we will use CAHPS 2.0H version composites so that findings for children in the MHS can be compared with findings for privately insured children in the civilian sector.  Composites will be calculated as the average of provider proportions as were composites from the adult survey.  Benchmarks based on CAHPS data will be shown alongside the results of the survey  for each of the two younger age groups, although this will not be possible for children age 13 to 17 because they are not included in national CAHPS data sets.

In addition to these CAHPS composites, an additional composite measure describing respondents’ experiences with their child’s primary care manager is calculated.  This score is calculated as the weighted average of the proportions expressing satisfaction with different aspects of their and their child’s relationship with the child’s personal doctor.

Parents’ satisfaction with their children’s care is the only aspect of care presented not as a composite score but as a rating (on a scale from 0 to 100, where 0 is worst and 100 is best).  Parents’ ratings of their child’s personal doctor or nurse, their child’s specialist, all the child’s health care, and the child’s health plan will be displayed. Scores based on parents’ ratings will be the proportion giving a score of 8 or above.  

c.
Second-Level Reports

Clicking on the column headings for composite scores in the first-level consumer report  will bring up a table showing findings for each aspect of care in a composite measure.  These results will be presented as weighted survey estimates for the same enrollment and age groups in the first-level report.  An example of a table breaking down composite scores is shown in Table III.13. There are no reports breaking down composite scores for the parents’ satisfaction ratings, since each first-level rating represents the findings for a unique survey question.

By clicking on one of the buttons labeled Trend in the first row beneath the column headings in a first-level report, users are taken to another second-level table that shows the current scores for a rating or composite compared to previous years’.  An example is shown in Table III.14.

D.
TRICARE Consumer Watch

1.
Summary of Changes in 2001 Consumer Watch

Changes from the 2000 TRICARE Consumer Watch are not extensive.  For the first 3 reporting periods of 2001, the following charts will include data for the current reporting period, the 3 prior reporting periods, and an NCBD benchmark.

· Health Care Rating

· Health Plan Rating

· Personal Provider Rating

· Health Care Topics

· Plans to Disenroll

In addition, the Preventive Care table will include data for the current reporting period, the 3 prior reporting periods, and the Healthy People 2010 Goal.

2.
Purpose

The purpose of the Adult TRICARE Consumer Watch is to provide Lead Agents and MTF commanders with a timely snapshot of TRICARE beneficiaries’ satisfaction with care, use of preventive care, and plans to disenroll from TRICARE.  Consumer Watches are produced quarterly for each region and for the Army, Navy, and Air Force.  Results are shown in comparison with relevant national benchmarks.  Each quarterly report also includes a special topic based on the supplemental questions asked in that quarter’s survey.  This special topic provides a look at issues that are not reported in the Adult TRICARE Consumer Reports.  

3.
Content

Each quarter, Consumer Watch will present scores for six CAHPS composites, three ratings, and five preventive care indicators.  In addition, Consumer Watch will show the percent of TRICARE beneficiaries who plan to disenroll from TRICARE, and each quarter will show approximately four charts on a different special topic.  

The six CAHPS composites are: getting needed care, getting care quickly, courteous and helpful office staff, how well doctors communicate, customer service, and claims processing.  The three ratings scores shown are health care rating, health plan rating, and personal provider rating.  The five preventive care indicators shown are: mammography, pap smear, hypertension, flu shot, and prenatal care.  See Section B on Adult TRICARE Consumer Reports for a detailed explanation of the creation of the CAHPS composites and of the calculation of ratings, as well as the survey questions included in each composite, rating, and preventive care indicator.

The graph showing intent to disenroll is based on the survey question that asks “If you are currently enrolled in TRICARE Prime, how likely are you to disenroll from TRICARE Prime for a different type of health plan in the next 12 months?”  The percent of Prime enrollees who answer that question “very likely” or “likely” are shown in the graph.

The content of the special topics charts changes quarterly.  Each special topic is based on the supplemental questions included in the quarterly survey.  Examples of special topics included in the 2000 Adult TRICARE Consumer Watch are Care of Chronic Conditions and TRICARE For Life.

4.
Format

Each regional and service affiliation Consumer Watch will be a 2-page report consisting of text and graphs and will be delivered in PDF format.  See Table III.15 for a sample Consumer Watch.

5.
Technical Description

Data for ratings, CAHPS composites, and preventive care indicators will come from the SAS data set compiled for the Adult TRICARE Consumer Reports.  Data for intent to disenroll and for special topics will be calculated each quarter and compiled into a SAS data set.  The records in this data set will be indexed by region and service affiliation.  These data files will serve as the basis for the Adult TRICARE Consumer Watch.  The files will be updated each quarter.

E.
Topical reports

Topical reports are a series of brief empirical studies based on survey results and intended to address subjects of current interest.  Topical reports will take the form of 1 or 2 page executive summaries comprising a non-technical description of salient findings.  Approximately one report per month will be produced during the course of the year.

Among the topics to be considered are the subjects of quarterly supplements described in Chapter I.  Other potential topics are

· Factors affecting ratings given to health care, health plan and physicians

· Measures of resource use and potential resource use

· Calibrating health status scales for the active duty population

· Health status of different subpopulations

· Confusion about benefits

· Comparison of civilian contractors

· Prenatal care and satisfaction

· Satisfaction and health care use of new enrollees

F.
Research Reports

Research reports document detailed investigations of specific research questions relevant to the HCSDB.  Two research reports are proposed.  The first will document an investigation of reasons for non-response among active duty MHS beneficiaries.  The second will document an evaluation of the usefulness of HCSDB data and reports.

Table III.15

Sample TRICARE Consumer Watch – Region I

[image: image39.wmf] 

 


TABLE III.15 (continued)
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1.
Investigation of Non-response

The response rates of active duty MHS beneficiaries are lower than those of the other beneficiary groups that participate in the HCSDB.  These low rates are problematic because they prevent us from accurately measuring the experience and attitudes of active duty beneficiaries.  The objective of the non-response study is therefore to investigate the reasons for non-response and to develop methods for increasing response rates among active duty MHS beneficiaries.  We plan to achieve this objective by 1) searching for addresses and telephone numbers of a sample of non-respondents, 2) verifying that the survey was mailed to the correct address, and 3) surveying members of the sample who were correctly mailed a survey to determine why some they refused to respond and how they might be induced to respond.

Previous non-respondent surveys have been based on a subsample of non-respondents for whom phone numbers were readily available.  If non-respondents with easily found telephone numbers are non-respondents whose addresses were correct in the first place, this method cannot identify beneficiaries who did not respond because their questionnaires were sent to the wrong address.  It can identify non-respondents who have received the survey and refused to reply.

In previous work, we estimated that about 33 percent of non-response occurs because beneficiaries were not located.  That estimate was based on the low response rate among the beneficiaries for whom we could not find a valid telephone number.  Because of their low response rate, we estimated that in about half of the cases where no valid telephone number could be found the address was wrong..  Among all beneficiaries, active duty beneficiaries most often do not have a valid telephone number.  According to our hypothesis about the correlation between non-respondents’ telephone numbers and addresses, it is because the addresses of active duty beneficiaries are wrong that valid telephone numbers cannot be found.  We would therefore assume that active duty beneficiaries did not respond to the survey because they could not be located, not because they received a survey and refused to respond.  An alternative hypothesis is that active duty beneficiaries refused to respond and lacked a telephone number, which creates an association between non-response and telephone numbers. In the proposed non-response study of active duty beneficiaries, we hope to resolve this ambiguity.

We propose to sample active duty non-respondents and perform an intensive search for their addresses and telephone numbers.  As part of the search, we will document the methods used to identify addresses and telephone numbers, the costs incurred, and the accuracy of the addresses and telephone numbers.  These methods may include using return-receipt mailings.  Once the search is completed, we will compare the addresses we found with those used in the survey mailing.  If the address for a given individual(s) match, we will assume that someone in the household received the survey.  We will then attempt to contact these non-respondents by phone to learn the reason for their refusal to respond.  If the address for a given individual does not match, we will attempt to verify by telephone that the address found in the search is correct.

Before performing the address search, we will design a survey instrument to address two questions: 1) why did beneficiaries who received the questionnaire not respond and 2) what incentives could be provided or how could the questionnaire or its packaging be changed to induce them to respond.  Survey questions about such incentives or changes will be designed so that they can be answered even if the beneficiary cannot remember the original questionnaire.  Incentives may include an offer of money or a gift.  Changes may include:

· shortening the survey

· administering the survey by telephone

· making the survey more “relevant”

· changes to instructions or question order

· changes to packaging

The report on the study will include the following:

· Improved estimates of the incidence of non-location and refusal, particularly among active duty beneficiaries

· Estimates of the cost-effectiveness of intensified address searching

· A discussion of the reasons for non-response

· Recommendations for increasing responses among refusers

· A design for a pilot test of surveys specially designed for active duty beneficiaries

2.
Evaluation of survey data and reporting

The value of the HCSDB depends on the usefulness of the data and of the reports based on the data.  To determine the usefulness of the data, we propose a two-stage evaluation in which we will identify those who use the data and the reports, how the data and reports are used, and how they can be made more useful.  The first stage of the evaluation will consist of site visits to the offices of the service Surgeons General, which we have already identified as a source of information on the use of the HCSDB.  The second stage of the evaluation will consist of a telephone survey of other data users in CONUS who were identified in the first stage or who are otherwise known to TMA.  

In the site visits conducted during stage one, we will interview service representatives and other individuals at the site who use the HCSDB data.  The purpose of these visits will be to gather information on the following:  

· who in these offices use the products of the survey

· how the products are used

· whether these users are aware of all the survey products and their content

· how data and reports can be made more useful to users

· other individuals the users can identify who might be interested in the survey

The interview protocol for the site visits will consist of open-ended questions on the preceding topics.  More specifically, we will ask the interviewees about their use of and opinions concerning all survey products including:

· survey questions

· data files

· documentation

· reports

We will also send a letter to each of the service representatives informing them of the project and outlining what we hope to learn from our site visits.  We will then schedule the visits. We will ask that the service representatives contact other users of the survey at their site so that these other users can participate in the visits.  The visits will consist of a one-on-one interview with the service representative and meetings with other users individually or in groups depending on the number of users and the importance of the survey data and reports to them.

We will document the results of the site visit interviews in a first-stage report.  In addition to this qualitative analysis of interview data, the report will include both a description of the additional users identified by people we interviewed and a telephone survey instrument developed for the second stage of the evaluation.  

In second stage, we will attempt to contact the additional users in CONUS identified in stage one or otherwise known to TMA and administer the survey to them.  The survey instrument will include closed-ended questions on whether the respondents use the survey products, in what specific ways they use these products, and how they would rate them.  

The second stage report will include a quantitative analysis of telephone survey results, a revised analysis of first stage results based on information obtain in stage two, and recommendations for changes in the design and dissemination of survey products.

3.
Other research studies

The HCSDB is a valuable research for health services research.  If resources permit, we propose to perform other research using survey data and to disseminate the findings in the form of research papers intended for scholarly journals.

Chapter

4

Design of Databases

The 2001 HCSDB for adults and children include variables from several sources.  When the National Research Corporation (NRC) delivers the files to MPR after fielding the samples, the following types of variables will already be present:

· DEERS information on SSN, sex, age, etc.

· Core questionnaire responses

· Supplementary questionnaire responses

· NRC information from fielding the sample, such as scan date and flags developed during the fielding that will assist us in determining eligibility

· Sampling variables used to place beneficiaries in appropriate strata

MPR will add the following types of variables to the both databases:

· Recoded questionnaire responses

· Coding Scheme flags

· Constructed variables for analysis

· A new ID replacing SSN to protect the privacy of individuals in the sample

We plan to structure the final database so that all variables from a particular source are grouped together by position.  This will make it easier to create the codebook, which will document every variable by source.  We also plan to eliminate records from the final database that have no variability after eligibility has been determined and final records are selected.  For example, the final database will not include beneficiaries who are deceased or who refused to complete the questionnaire.    

As we did last year, we plan this year to include only recoded variables in the public use files for the survey of adults and children.  In the past, some analysts were confused about which version of a variable to use in analysis: the original version or the recoded version.  The 2001 HCSDB public use files will not contain original variables.

The 2001 HCSDB will include a battery of supplementary questionnaires. The supplements address topics to be determined in the coming year.  A different supplement will be included in the questionnaire each quarter.

In the discussion that follows, we explain the process of developing a final database that is free of inconsistencies and ready for analysis.  We discuss data cleaning and editing, implementing the Coding Scheme, record selection, and the construction of variables. 

A.
Data Cleaning and Editing

Data cleaning and editing procedures ensure that the data are free of inconsistencies and errors. Standard edit checks include the following:

· Checks for multiple surveys returned by any one person

· Checks for multiple responses to any question that should have one response 

· Range checks for appropriate values within a single question

· Logic checks for consistent responses throughout the questionnaire 

We will compute frequencies and cross-tabulations of values at various stages in the process to verify the accuracy of the data.  Data editing and cleaning will proceed in the following way.

1.
Scan Review 

NRC will both spot check the scanned results from the original survey to verify the accuracy of the scanning process and make any necessary corrections by viewing the returned survey document.

2.
Additional Editing and Coding

In preparing the databases for delivery to MPR, NRC will use variable names and response values provided by MPR in the annotated questionnaire; these databases will be in SAS format.  Questions with no response will be encoded with a SAS missing value code of ‘.’.  Also, as part of the scanning procedure, NRC will enter the SAS missing value of ‘.A’ for any question with multiple responses where a single response is required.  Any grids, such as those for number of missed workdays, that are not filled in completely will be given the SAS missing value of ‘.I’.

3.
Duplicate or Multiple Surveys

Duplicates and multiples will be eliminated at the time of record selection, and only the most complete questionnaire in the group will be retained in the final child and adult databases.

4.
Removal of Sensitive or Confidential Information

The files that MPR receives from NRC will be stripped of sensitive information such as SSN, by NRC.  This kind of information will be extracted from the DEERS data provided by STI and stored in a secure place at MPR.  A generic ID (MPRID) will be used to define a cross-walk for the sensitive data (SSN) provided to NRC for survey administration purposes.

5.
Initial Frequencies

MPR will compute frequencies for all fields in the original data files.  These tabulations will serve as a reference for the files in their original form and allow comparison to final frequencies from previous years, helping to pinpoint problem areas that need cleaning and editing.  MPR will examine these frequencies and cross-tabulations, using the results to adapt and modify the cleaning and editing specifications as necessary.

6.
Check Self-Reported Fields

Several survey questions seek information that can be verified with DEERS data and/or sampling variables.  Nevertheless, we intend to use the questionnaire responses for these fields (such as age, sex, active duty status, and TRICARE enrollment) unless they are missing, in which case we will use the DEERS data.  For example, if the question on the sex of the beneficiary is not answered, the recoded variable for self-reported sex will not be considered missing but will be given the DEERS value for gender.  If there is any disagreement between questionnaire responses and DEERS data, the questionnaire response will generally take precedence.  The only exception to this rule concerns age; in order to be consistent with survey analysis in earlier years, our recoded age variable will be the calculated age in years, which is the difference between the date the survey is filled out (or scanned) and the beneficiary’s date of birth from DEERS. 

We will do cross-tabulations to determine the frequency of any discrepancies between questionnaire responses and DEERS.  For example, we will compare the beneficiary’s enrollment status indicated in the questionnaire with the sampling variable for enrollment.

7.
Skip Pattern Checks

At several points in the survey, the respondent should skip certain questions.  If the response pattern is inconsistent with the skip pattern, all responses in the series will be checked to determine which are most accurate, given the answers to other questions.  Questions that are appropriately skipped will be set to the SAS missing value of ‘.N’.  Inconsistent responses, such as answering questions that should have been skipped or not answering questions that should have been answered, will be examined for patterns that can be resolved.  Frequently, responses to subsequent questions provide the information needed to infer the response to a question that was left blank.  The 2001 Adult Coding Scheme specifically addresses every skip pattern and shows the recoded values for variables within each pattern.

8.
Range Checks

MPR will verify each response to ensure that values are within range.  For example, if a response puts the day of the month at 35, we will recode the day of the month to indicate that it is “out of range”.  This out-of-range response code will be a SAS missing value of ‘.O’.

9.
Missing Values

NRC will initially encode any question for which a response is missing to a SAS missing value code of ‘.’.  After verifying skip patterns, MPR will recode some of these responses to reflect valid skips (SAS missing value code of  ‘.N’).  The complete list of codes for types of missing values such as multiple responses, incomplete grids, and questions that should not have been answered is shown in Table IV.1.

10.
Multiple Response Errors

If a respondent gives more than one answer to a question that should have only one answer, the response to that question will generally be coded with a SAS missing value of ‘.A’.  For certain questions, however, we will use the greater or greatest value as the response.  For example, if there is more than one response to the question about the highest education level obtained, we would deduce that the higher (or highest) level is the accurate response.

Table IV.1

Adult Coding of Missing Data and “Not Applicable” Responses

	Raw Source Data (Numeric)
	Edited and Cleaned SAS Data
	Description

	-9
	.
	No response

	-8
	.A
	Multiple response error

	-7
	.O
	Out-of-range error

	-6
	.N
	Not applicable or valid skip

	-5
	.D
	Scalable response of “Don’t Know” or “Not Sure”

	-4
	.I
	Incomplete grid error

	-1
	.C
	Question should not have been answered.  It should have been skipped.


11.
Logic Checks

Most logic problems are due to inconsistent skip patterns such as a man answering a question intended for women only.  Other internal inconsistencies will be resolved in the same manner as skip pattern inconsistencies—by looking at the answers to all related questions.  For instance, several questions related to smoking can be examined as a group to determine the most appropriate response pattern; in this case, an inconsistent response can be reconciled to the other responses in the group.

12. 
Quality Assurance

MPR will create an edit flag for recoded variables that will indicate what, if any, edits were made in the cleaning and editing process.  This logic was also used in previous years; the different values of edit flag variables indicate exactly what pattern of the Coding Scheme was followed for a particular set of responses.  These edit flags will have a unique value for each set of original and recoded values, allowing us to match original values and recoded values for any particular sequence.

In order to validate the editing and cleaning process, MPR will prepare cross-tabulations between the original variables and the recoded variables with the corresponding edit flag; this will reveal any discrepancies that need to be addressed.  In addition, we will compare unweighted frequencies of each variable with the frequencies from the original file to verify that each variable has been accurately recoded.  MPR will review these tabulations for each variable in the survey.  If any problems show up at this time, the earlier edit procedures will be fixed, and the Coding Scheme program rerun.  The resulting file will be clean and ready for analysis.

B.
Coding Schemes for 2001 Survey Data

The Adult Coding Scheme and the Child Coding Scheme document the procedures for editing the original questionnaire and for recoding variables so that responses are consistent throughout the entire questionnaire.  The Coding Scheme has three major components: variable naming conventions, missing value conventions, and coding tables.  

1.
Variable Naming Conventions

To preserve continuity with survey data from previous years, MPR will follow the same variable naming conventions used for the 2000 survey data.  Variable naming conventions for the 2001 Adult HCSDB are shown in Table IV.2.  The same naming conventions will be used in the child databases.  As previously mentioned, public use files for the child and adult surveys will only contain recoded variables.

Table IV.2

Naming Conventions for 2001 Adult HCSDB Variables

	1st Character
	2nd - 3rd Characters
	4th - 6th Characters
	Additional Characters

	Survey Type
	Survey Year

(Core 2001)
	Crosswalk # Using Q1 2000 or 001 to 088
	Additional Information

	H= Health beneficiaries (18 and older, adult questionnaire)

S=Supplement


	00
	With Supplements

e.g. C01-C22,

F01-F13,

P01-P03,

H01-H08
	A to L are used to label responses associated with a multiple response question



	SR=Self-reported demographic data
	Descriptive text, e.g. SREDA

	N=Coding Scheme notes
	Number referring to Note, e.g. N2

	X=Constructed independent variable
	Descriptive text, e.g. XREGION

	HP=Constructed Healthy People 2010 variable
	Survey year, question number, e.g. HP00061 (flu shot in last year – men over 65)

	SF8=SF-8 Health Status Variables
	Descriptive text, e.g. SF8PCS, SF8MCS (physical and mental health scores)

	K=Constructed dependent variables
	Descriptive text, e.g. KHOSDAYS (total hospital days)


a.
Missing Value Conventions

The 2001 Coding Scheme conventions for missing variables will also be the same as they were in 2000.  All missing value conventions to be used in the 2001 Adult HCSDB database were shown in Table IV.1.

b.
Coding Scheme Tables

The Adult Coding Scheme tables detail every skip pattern in the adult questionnaire.  Missing responses in a group of related questions can sometimes be imputed from other responses in the sequence.  This process may involve backward coding and/or forward coding.  Similarly, inconsistent responses in a skip pattern can often be resolved by backward coding or forward coding, using other related responses.

The Coding Scheme tables will also outline all possible original responses, detail any recoding, and indicate if back-coding or forward-coding was used.  Every skip pattern will be assigned a note number shown in the annotated questionnaire.  This note number defines the flag (for example, the Note 7 flag is N7) that is set to indicate the pattern of the original responses and any recoding.  Thus, if the value of N7 is 2, the reader can look at line 2 in the table for Note 7 for the original and recoded response values.  An example of a coding table for the Adult Coding Scheme appears in Table IV.3 

The Child Coding Scheme tables detail every skip pattern in the child questionnaires.  Similar to the adult annotated questionnaire, the child questionnaires will contain notes indicating forward or back coding.  The note characterizes the pattern of original responses and recodes in the child annotated questionnaires.  

TABLE IV.3

Adult Coding for Note 7

Coding Table for Note 7:

H00006, H00007

	
	
	
	
	
	

	N7 
	H00006 is: 
	H00007 is: 
	H00006  

Is coded as:
	H00007

Is coded as:
	*

	1
	1: yes
	1, 2  3, missing, or multiple response
	Stands as original value
	Stands as original value
	

	2
	1: yes, missing, or multiple response
	-6 
	2: No
	.N, valid skip
	B

	3
	2: no, missing, or multiple response
	1, 2, 3
	1: yes
	Stands as original value
	B

	4
	2: no
	Missing or –6
	Stands as original value
	.N, valid skip if missing, .C, question should be skipped if -6
	F

	5
	Missing response
	Missing 
	Stands as original value
	Stands as original value
	

	6
	Multiple response
	Missing or –6
	2: no
	.N, valid skip if missing, .C question should be skipped if 

–6
	B


*Indication of backward coding (B) or forward coding (F).

C.
Record Selection

Until final records are selected, the database file will contain at least one record for every sampled beneficiary as well as additional records for respondents who returned more than one survey.  The selection of final records is a three-step process.  First, we will examine the survey database to determine response status, which can be one of the following:

· Eligible, response received

· Eligible, no response received

· Ineligible

· Eligibility unknown

Only records for eligible beneficiaries who return questionnaires with at least one complete answer will be retained.  All other records will be dropped.  We then will further examine the response patterns to determine the rule for designating a questionnaire as complete.  As in the 1998 HCSDB, questionnaires will be considered incomplete if less than 50 percent of the key survey questions are answered.

The list of key items for the adult HCSDB is presented in Table IV.4.  The final step in record selection is to examine multiple submissions from beneficiaries, retaining only the most complete returned questionnaire.  Table IV.5 is a similar list of key items for the child questionnaires.

TABLE IV.4

Key Items to be Used as Criteria to Establish a Complete
Questionnaire for the 2001 Adult HCSDB

(Respondents must provide valid responses to at least 15 of these items
to qualify as a complete questionnaire)

	Annotation*
	Question Wording

	H00001
	Which health plan did you use for all or most of your health care in the last 12 months?  MARK ONLY ONE.

	H00006
	A personal doctor or nurse is the health provider who knows you best.  This can be a general doctor, a specialist doctor, a nurse practitioner, or a physician assistant.  When you joined your health plan or at any time since then, did you get a new personal doctor or nurse?

	H00007
	With the choices your health plan gave you, how much of a problem, if any, was it to get a personal doctor or nurse you are happy with?

	H00008
	Do you have one person you think of as your personal doctor or nurse?

	H00009
	We want to know your rating of your personal doctor or nurse.  Use any number from 0 to 10 where 0 is the worst personal doctor or nurse possible, and 10 is the best personal doctor or nurse possible.  How would you rate your personal doctor or nurse now?

	H00010
	Are you currently enrolled in TRICARE Prime or Senior Prime?

	H00011
	As a member of TRICARE Prime or Senior Prime, do you have a Primary Care Manager (PCM) based in a military or civilian facility?

	H00013
	Specialists are doctors like surgeons, heart doctors, allergy doctors, skin doctors, and others who specialize in one area of healthcare.  In the last 12 months, did you or a doctor or nurse think you needed to see a specialist?

	H00015
	In the last 12 months, did you see a specialist?

	H00016
	We want to know your rating of the specialist you saw most often in the last 12 months, including a personal doctor if he or she was a specialist.  Use any number from 0 to 10 where 0 is the worst specialist possible, and 10 is the best specialist possible.  How would you rate the specialist?

	H00018
	In the last 12 months, did you call a doctor’s office or clinic during regular office hours to get help or advice for yourself?

	H00019
	In the last 12 months, when you called during regular office hours, how often did you get the help or advice you needed?

	H00020
	A health provider could be a general doctor, a specialist doctor, a nurse practitioner, a physician assistant, a nurse, or anyone else you would see for healthcare.

In the last 12 months, did you make any appointments with a doctor or other health provider for regular or routine healthcare?

	H00023
	In the last 12 months, did you have an illness or injury that needed care right away from a doctor's office, clinic, or emergency room?

	H00024
	In the last 12 months, when you needed care right away for an illness or injury, how often did you get care as soon as you wanted?

	H00026
	In the last 12 months, how many times did you go to an emergency room to get care for yourself?

	H00027
	In the last 12 months (not counting times you went to an emergency room), how many times did you go to a doctor’s office or clinic to get care for yourself?

	H00028
	In the last 12 months, how much of a problem, if any, was it to get the care you or a doctor believed necessary?

	H00030
	In the last 12 months, how often did you wait in the doctor's office or clinic more than 15 minutes past your appointment time to see the person you went to see?

	H00037
	We want to know your rating of all your healthcare in the last 12 months from all doctors and other health providers.  Use any number from 0 to 10 where 0 is the worst healthcare possible, and 10 is the best healthcare possible.  How would you rate all your healthcare?

	H00042
	In the last 12 months, where did you go most often for your healthcare?  MARK ONLY ONE ANSWER.

	H00047
	In the last 12 months, did you look for any information in written materials from your health plan?

	H00049
	In the last 12 months, did you call your health plan’s customer service to get information or help?

	H00054
	Paperwork means things like having your records changed, processing forms, or other paperwork related to getting care.  In the last 12 months, did you have any experiences with paperwork for your health plan?

	H00056
	We want to know your rating of all your experience with your health plan.  Use any number from 0-10 where 0 is the worst health plan possible, and 10 is the best health plan possible.  How would you rate your health plan?

	H00077
	In general, how would you rate your overall health now?

	H00079
	Are you of Hispanic or Latino origin or descent?  (MARK “No” if not Spanish/Hispanic/Latino.)

	SRRACE
	What is your race?  (MARK ONE or MORE races to indicate what you consider yourself to be.)

	SRED
	What is the highest grade or level of school that you have completed?


* Based on 2000 Adult core questionnaire.

TABLE IV.5

Key Items to be Used as Criteria to Establish a Complete
Questionnaire for the 2001 Child HCSDB

(QUESTIONNAIRES MUST INCLUDE VALID RESPONSES TO AT LEAST 14 ITEMS TO QUALIFY AS COMPLETE.)

	Annotation*
	Question Wording

	C00002
	Which health plan did you use for all or most of your child’s healthcare in the last 12 months? MARK ONLY ONE.

	C00003
	In the last 12 months, how many months in a row was your child enrolled in this health plan?

	C00005
	A personal doctor or nurse is the health provider who knows your child best. This can be a general doctor, a specialist doctor, a nurse practitioner, or a physician assistant. 

Do you have one person you think of as your child’s personal doctor or nurse? If your child has more than one personal doctor or nurse, choose the person your child sees most often.

	C00009
	For members of TRICARE Prime, the primary point of contact regarding your child’s health is called a primary care manager or PCM. This may be the same person as your child’s personal doctor or nurse. Does your child have a TRICARE primary care manager?

	C00013
	Specialists are doctors like surgeons, heart doctors, allergy doctors, skin doctors, and others who specialize in one area of healthcare. 

In the last 12 months, did you or a doctor think your child needed to see a specialist?

	C00018
	In the last 12 months, did you call a doctor’s office or clinic during regular office hours to get help or advice for your child?

	C00020
	In the last 12 months, did you make any appointments for your child with a doctor or other health provider for regular or routine healthcare?

	C00023
	In the last 12 months, did your child have an illness or injury that needed care right away from a doctor’s office, clinic, or emergency room?

	C00026
	In the last 12 months, did your child need an appointment for well-patient care, such as a physical exam or check-up?

	C00029
	In the last 12 months, how many times did your child go to an emergency room?

	C00030
	In the last 12 months (not counting times your child went to an emergency room), how many times did your child go to a doctor’s office or clinic?

	C00043
	In the last 12 months, what type of facility did your child go to most often for healthcare? Select the facility your child used most often.

	C00044
	Claims are sent to a health care plan for payment. You may send in your child’s claims yourself, or doctors, hospitals, or others may do this for your child.

In the last 12 months, did you or anyone send in any claims for your child to your child’s health plan?

	C00048
	In the last 12 months, did you look for any information in written materials from your child’s health plan?

	C00050
	In the last 12 months, did you call the health plan’s customer service to get information or help for your child?

	C00052
	In the last 12 months, have you called or written your child’s health plan with a complaint or problem?

	C00055
	Paperwork means things like having your child’s records changed, processing forms, or other paperwork related to getting care for your child.

In the last 12 months, did you have any experiences with paperwork with your child’s health plan?

	C00057
	We want to know your rating of all your experience with your child’s health plan.

Use any number from 0 to 10 where 0 is the worst health plan possible, and 10 is the best health plan possible. How would you rate your child’s health plan now?

	C00058
	In general, how would you rate your child’s overall health now?

	C00074
	What is your child’s age right now?

	C00078
	Is your child male or female?

	C00079
	Is your child of Hispanic or Latino origin or descent?

	C00080
	What is your child’s race? PLEASE MARK ONE OR MORE.

	C00081
	What is your age now?

	C00082
	Are you male or female?

	C00083
	What is the highest grade or level of school that you have completed?

	C00084
	How are you related to the child?


* Based on 2000 Child annotated questionnaire.

D.
Adult Survey Crosswalk

This year’s HCSDB for adults will include trend analyses for 1997-2001 for selected variables. Survey documentation will include an adult crosswalk, which will compare survey questions and response categories from 1994-2001.  We will note identical questions as well as questions that are similar but with slightly different wording or response categories.  The crosswalk will be used to determine which questions can be easily compared and trended.  The 2000 Adult Crosswalk is included in each Adult Codebook and User’s Guide; it will also be posted as a separate document on TMA’s website.  A child crosswalk will be built comparing the child questionnaires for 1999-2001, to be included in the Child Codebook and User's Guide.

E.
Constructed Variables

This section describes the 2001 variables that require special recoding and scaling.

1.
Satisfaction Measures

Satisfaction measures taken from the 2001 HCSDB will consist of ratings, composite scores and proportions that compare one category of response with other responses to the same question.  Both composites and proportions will be derived from CAHPS questions with a choice of responses, where the options will be "never", "sometimes", "usually" and "always" or "not a problem", "a small problem" and "a big problem". 

We will construct binary variables for analyses of proportions.  For example, there are four possible responses to the questions, “How much of a problem was it to get a referral to a specialist that you needed to see?” and “How much of a problem was it to get the care you or a doctor believed necessary?”  The binary variables for these questions will indicate only two responses:  “big problem” or “not a big problem”, but the latter response will actually include three of the four response categories (“a small problem”, “not a problem”, and “I had no visits in the last 12 months”).

Some of the questions taken from CAHPS will be reported in the form of composite scores, in which responses for related questions are averaged.  CAHPS composites were developed by the CAHPS consortium to describe beneficiary satisfaction with particular aspects of their health care. The CAHPS composites reflect patient satisfaction with their ability to get needed care, the speed with which they receive care, their experiences with customer service representatives and their experience with claims processing.

· Getting needed care

· Getting care quickly

· Courteous and helpful office staff

· How well doctors communicate

· Customer service

· Claims processing

We will conduct factor analysis to determine whether these groupings are appropriate for the 2001 HCSDB.  Results from the 1998-2000 HCSDB indicate that they are.  If the factor analysis strongly suggests the need to revise groupings, we will create new composites and apply the results to previous years.

2.
Health Status

The 2000-2001 survey contain the 8-item SF-8 battery of health status questions, which replaces the 12-item SF-12 used in the 1996, 1997, 1998, and 1999 surveys.  These questions were developed as part of the Medical Outcomes Study.  The Medical Outcomes Trust developed summary scales of physical and mental components and eight health subscales (physical functioning, role-physical, bodily pain, general health, vitality, social functioning, role-emotional, and mental health) for its SF-36 and SF-12 instruments. The same scoring will be available based on the SF-8. Each item corresponds to one of the subscales described above.  Scores for the summary scales and subscales, based on scoring algorithms provided by the Medical Outcomes Trust, will be comparable to national norms for the SF-8, SF-12 and SF-36.  We will use this approach to produce data that can be compared to civilian data sources and to data in other years.

In most analyses, we view the measurement of health status as a control variable, not an outcome variable.  In particular, we will examine access and satisfaction for those in poorer health as opposed to those in better health.  In some work, summary scores will be used.  In other analyses, rather than trying to quantify good health and poor health, we will use national norms for each age group (18-34, 35-44, 45-54, 55-64, 65-74, and 75 and up) to categorize persons and create binary variables:

· Top quartile

· Bottom quartile 

· Below the national median

In other contexts, the health status data can be viewed as an outcome variable, to compare the health status of different age groups, beneficiary categories and enrollment groups.  In these analyses, health status information can take the form of age-standardized binary variables or continuous scores.

3.
Preventive Care

Analyses of preventive care will incorporate either a TRICARE standard or a federal Healthy People 2010 objective.  We will construct new variables from the responses to indicate whether or not the respondent’s preventive care meets the relevant standard.  Table IV.6 shows the standards for preventive care.

4.
Demographic Variables

Binary variables will be developed for the following demographic characteristics:

· Race is white

· Post-secondary education

· Over age 65

5.
Additional Constructed Variables

We will also construct key independent variables including:

· Region

· Enrollment status  (Prime, Senior Prime, non-enrollees under age 65, and non-enrollees 65 and older)

· PCM (military or civilian)

· Catchment area

TABLE IV.6

Preventive Care Standards

	Preventive Care Delivered
	Annotated Question Number*
	Incidence

(Numerator)
	Population Involved

(Denominator)
	Standard

	
	
	
	
	

	General Physical
	H00061
	Number with care in the past 12 months
	Adults 
	None

	
	
	
	
	

	Blood Pressure
Check
	H00062,
H00063
	Number with care in the past 24 months and know the results
	Adults
	95% within past 2 years

	
	
	
	
	

	Cholesterol 
Screening
	H00064
	Number with care in the past 60 months
	Adults
	80% in the past 60 months

	
	
	
	
	

	Flu Shot
	H00065
	Number with care in the past 12 months
	Adults age 65 and older
	90% in past year, age 65 and over

	
	
	
	
	

	Pap Smear
	H00072
	Number with care in the past 36 months
	Adult females
	90% in the past 36 months

	
	
	
	
	

	Mammography
	H00073B
	Number with care in the past 24 months
	Female age 40 and over
	70% in the past 24 months

	
	
	
	
	

	Prostate Exam
	H00071
	Number with care in the past two years
	Male age 50 and over
	All males age 50 and over an annual exam and PSA blood test

	
	
	
	
	

	Smoking 
Counseling
	H00069
	Number with care in the past 12 months
	All current adult smokers and those who quit smoking within the past year
	75% in past year 

	
	
	
	
	

	Prenatal Care
	H00076B
	Number with care in the first trimester
	Currently pregnant adult females and all adult females who were pregnant in the past 12 months, excluding those less than 3 months pregnant who haven’t received care
	90% had care in first trimester

	
	
	
	
	


*


Source:
U.S. Department of Health and Human Services.  Healthy People 2010 (Conference Edition, In Two Volumes).  Washington, DC:  January 2000.  
American Cancer Society.  Cancer Facts and Figures 2000.  Atlanta, GA:  American Cancer Society; 2000.

*Based on 2000 Adult core questionnaire.
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Documentation

The databases for the 2001 HCSDB for adults and children will be documented separately.  There will be two documents for each: a Technical Manual, and a Codebook and User’s Guide.  The following descriptions primarily focus on the adult survey.  However, the documentation for the Child HCSDB will be similar to the adult version. 

The Adult Technical Manual and the Child Technical Manual and Child Codebook will be produced once per year.  The Adult Codebook will be produced each quarter to correspond with the quarterly survey fielding.  For the 2001 HCSDB, some materials that were formerly included in the Technical Manual, such as the analysis of response rates, will be included in the Codebook so that they will be available to users of the quarterly Consumer Reports and Consumer Watch.

A.
TECHNICAL MANUAL

The Technical Manual will explain the survey fielding process and database development.  The survey operations vendor will write a section describing the fielding of the quarterly survey, and MPR will write about the database development. The manual will include the following four chapters:

· Chapter 1- Introduction

· Chapter 2- Survey Operations

· Chapter 3- Database

· Chapter 4- Analysis 

Chapter 1, the introduction, will provide a brief overview of the quarterly HCSDB and will describe the organization of the manual.  The survey operations vendor will describe four survey administration tasks in Chapter 2: (1) address updating activities, (2) mailing, including letters and surveys, (3) processing of incoming surveys, and (4) classifying incoming surveys.  In Chapter 3, MPR will describe the steps involved in developing the database for analysis each quarter: editing and cleaning, selecting records, constructing variables for analysis, and weighting.  The editing and cleaning section will include a description of how the coding scheme is used to examine all skip patterns in the questionnaire and to perform any backward or forward coding necessary to ensure that responses are consistent.  Chapter 4 explains the procedures involved in calculating response rates developing independent and dependent variables for analysis, and methods used to estimate the variance of the statistics.  In addition, the technical manual briefly describes the steps involved to create the charts for the National Executive Summary Report (NESR).

The rules for selecting the records for the quarterly survey will be similar to the rules from previous years in that the final database each quarter will consist of one record per eligible beneficiary who returns a completed survey.  The rule for what constitutes a completed questionnaire is similar to last year.  Questionnaires will be considered incomplete if less than 50 percent of the key survey questions are answered.  The questions that determine a completed questionnaire will be the same in all four quarters.  Table IV.4 lists the proposed key questions.

The adult and child versions of the Technical Manual will include the variable naming conventions, a brief discussion of the coding scheme, and detailed information on the derivation of each constructed variable. The Technical Manual will also include a table listing all database variables, by position in the dataset, and a brief description.  Any variable excluded from the public use file for confidentiality reasons will be footnoted.  All variables in the database fall into one of the following groups:

· Sampling variables

· DEERS variables

· Recoded questionnaire responses

· Variables constricted by survey operations vendor

· Coding scheme flags and counts

· Constructed variables

· Weights

Chapter 3 will have a section defining the variables in each of these groups.  As in last year’s Technical Manuals, the manual will include detailed information on every constructed variable showing how each was designed along with the relevant SAS code.  We will give additional information on the scale variables for the database for the adult quarterly survey along with a section on health status and CAHPS composite measures.  The health status scales will be derived from the SF-8 questions.  Additionally, we will describe standard composites relating to TMA preventive care standards. The CAHPS composite scores measure beneficiaries’ ability to get care quickly and their ability to get needed care, as well as issues related to communication and customer service.  The weighting procedure for the adult and child surveys will also be explained in this chapter.

MPR staff will also write Chapter 4, which will outline the analysis performed with the data each quarter.  This chapter will contain a section describing the web-based TRICARE Consumer Report and the variables used to generate the report.  This section will also briefly describe the analysis plan for the TRICARE Consumer Watch.  Procedures for calculating response rates will be presented along with response rate tables for the various domains of special interest.  A brief description of the following analytical reports will also be included.

· Adult and Child TRICARE Consumer Reports

· National Executive Summary Report

The Child Technical Manual will describe only the Consumer Report presenting data from the child survey.  The National Executive Summary Report will be described in the Adult Technical Manual.  The final section in Chapter 4 will include an explanation of statistical issues involved in the analysis of the data, including variance estimation, significance testing, and demographic adjustments.   

Like last year, we will produce a draft and final version of the Adult and Child Technical Manuals.  The draft version of the Adult Technical Manual will be delivered one week after MPR delivers the dataset for Quarter I.  The draft version will only contain specifications related to the first quarter.  The final version of the Technical Manual will be delivered after the final Adult Consumer Report have been produced.  The final version of the Technical Manual will outline the procedures for all four quarters in 2001.  The final Technical Manual will be due one week after the final dataset is delivered to the client.  The Final Child Technical Manual will be due 16 weeks after the receipt of the final data set.      

B.
CODEBOOK AND USER’S GUIDE

The 2001 Codebook and User’s Guide for the adult and child surveys will provide programmers and analysts with tools for creating tabulations, cross-tabulations, and basic statistical estimates from the 2001 HCSDB data files.  Two tables of variables will be included in each Codebook: one arranged alphabetically by variable name and the other arranged in the order in which they appear in the database.  

The Codebook and User’s Guide will be organized into four chapters:

· Chapter 1- Introduction

· Chapter 2- Description of the HCSDB database

· Chapter 3- Programming Guide

· Chapter 4- Codebook

Chapter 1 will describe the HCSDB and the sample design. Chapter 2 will explain the variable naming conventions and briefly describe the weighting procedures. Both chapters will refer the reader to the Technical Manual for more substantive details on the surveys.  

Chapter 3 will help individuals with limited programming experience create tables using SAS or SPSS.  The SPSS instructions will describe how to interactively create, save, and execute a “syntax” file (the SPSS term for program).  The SAS instructions will show how to develop tables in both batch mode and interactively.  This chapter will also describe how to use SUDAAN to create accurate variance estimates. In addition, the chapter will include instructions for concatenating data from multiple quarters for the second, third, and fourth quarters.  In the instructions, the data in the examples for first three quarters will be the same; that is, first-quarter data will be used in the examples for the second and third quarters.  Cumulative data will be used in the examples in the Codebook produced for the fourth quarter.  Chapter 4 will be the actual Codebook. It will provide the weighted and unweighted frequency distributions for each variable in the database.  For reasons of confidentiality, the Codebook will only contain information for variables on the public-use files. The Adult Codebook will be produced each quarter and will contain data from the reference quarter from the 2001 HCSDB.  The final version will contain frequency distributions for data from the fourth quarter as well as cumulative data from all four quarters.  

The Adult Codebook and User’s Guide will contain six appendices:

· Annotated questionnaire

· Data Quality Coding Scheme and Coding Tables

· Crosswalk between 1997, 1998, 1999, 2000, and 2001 questions

· SAS PROC Contents arranged in alphabetical order

· SAS PROC Contents arranged by position in the database

· Response rates for the reference quarter

Only a final version of the Child Codebook will be produced. The final version will contain the frequency distributions on the final dataset.  The Child Codebook will include four appendices:

· Annotated questionnaire

· Data Quality Coding Scheme and Coding Tables

· Crosswalk between 1998, 1999, 2000 and 2001 questions

· SAS PROC Contents arranged in alphabetical order

· SAS PROC Contents

Chapter

6

Management Plan

This chapter outlines the management plan for the sampling and reporting for the 2001 HCSDB.  The task work plan, the organization of the project, and the schedule of deliverables are included in this chapter.

A.
Task Work plan

This section explains the tasks and deliverables for the analysis and report for the 2001 HCSDB and provides appropriate deadlines.  The period of performance for this work is February 2002-February 2003.  The proposed schedule of deliverables is in Table VI.1.  Figure VI.1 presents a timeline of the tasks during this period of performance.

1.
Task 1: Adult and Child Sampling

Each quarter, MPR will develop a sampling frame and draw a representative sample of the adult MHS population.  MPR will receive a population extract from DoD Defense Manpower Data Center (DMDC) 12 weeks prior to the mailing of the survey each quarter.  The survey vendor will mail the survey during the first week of each calendar quarter in 2002.  MPR will provide the sample to the survey operations contractor 6 weeks before the questionnaire is mailed each quarter in 2002.  MPR provided the sampling frame for the first quarter of the 2001 HCSDB to the survey vendor under the current contract.   

The sampling frame for the child 2001 HCSDB will be developed annually.  The sampling frame will be created 12 weeks before the fielding period.  The sample will be delivered to the survey operations contractor 6 weeks before the questionnaire is mailed.  The questionnaire will be fielded in the third quarter of 2002.  

2.
Task 2: Preparation of Databases

MPR will prepare the adult data quarterly.  As specified in Chapter IV, preparing the data for analysis includes editing, cleaning, implementing the coding scheme, weighting the data, and constructing the analytic variables.  MPR will deliver 25 copies of the final/public-use data set each quarter to the client 6 weeks after the end of each quarter.  The child data will be processed similarly to the adult data.  Ten copies of the final/public use data set will be delivered to the client 4 weeks after the Child Consumer Report has been delivered to the client.  

3.
Task 3: Preparation of Reports 

MPR will produce a number of deliverables that examine the data from the 2001 Adult  HCSDB and the 2001 Child HCSDB.  Analysis of the quarterly data will be presented in the Adult TRICARE Consumer Reports, TRICARE Consumer Watch, and the 2001 National Executive Summary Report.  Analysis of data from the 2001 Child HCSDB will be presented in the Child TRICARE Consumer Reports.

a.
Adult TRICARE Consumer Report

Each quarter, analysis of the survey results will be presented in an internet-based report, TRICARE Consumer Report.  The report will be available for public-use on the client’s Internet site.  Based on comments from the project officer, the format of the Consumer Report will be similar to the 2000 Consumer Reports.  MPR will deliver the Adult TRICARE Consumer Reports 9 weeks after the receipt of the data from the survey operations vendor.  The delivery date is contingent upon timely receipt of the data from the survey operations vendor.  Findings will be based on the previous four quarters of data and will be presented by the overall MHS population, beneficiary group, region, and catchment area.  The reference period for analysis will be the previous 12 months.

b.
Adult TRICARE Consumer Watch 

The TRICARE Consumer Watch will present results from the quarterly surveys in a graphical format.  The Consumer Watch will be created in a portable document format (PDF) each quarter.  The deliverable will be a 2-page report highlighting 6 CAHPS composite scores, 3 CAHPS ratings, and 5 preventive care indicators.  In addition, each quarter will focus on a different health care topic of importance to the MHS population.  As with the TRICARE Consumer Reports, the Consumer Watch will also be available on TRICARE Management Activity for public use.  MPR will deliver the Adult TRICARE Consumer Watch 7 weeks after the end of each quarter.

c.
Child TRICARE Consumer Report

The Child TRICARE Consumer Report will be similar to the Adult Consumer Report.  The Child TRICARE Consumer Report will be internet-based and will be available on TRICARE Management Activity’s website.  Similar to last year’s Child Consumer Report, analysis of the results will be presented by “super-region”, age, and beneficiary group.  The Child Consumer Report will be delivered 16 weeks after the receipt of the child data from the survey operations vendor.  

d.
National Executive Summary Report (NESR)

The National Executive Summary Report will analyze data from all 4 quarters.  The NESR will focus on access and satisfaction issues of CONUS MHS beneficiaries.  For the first time, the NESR will examine results from the Child HCSDB for trends in access and satisfaction.  The format will similar to the 2000 NESR and the final version of the NESR will be delivered to the client 14 weeks after the receipt of the final data from the survey operations vendor.  A draft version using data from the first quarter will be delivered to the client 8 weeks after the end of the first quarter.    

4.
Task 4: Documentation

The adult and the child databases will be documented separately.  Each quarter, a Codebook and User’s Guide will be included with the final/public use dataset sent to the client.  MPR will deliver the Codebook and User’s Guide 6 weeks after the end of each quarter.  The Codebook and User’s guide will only contain information regarding the reference quarter.  The Codebook and User’s Guide for the fourth quarter will contain frequency distributions for the fourth quarter as well as cumulative data from the previous three quarters.  One difference from last year’s documentation is that in 2001, the Codebook and User’s Guide will contain response rates for the reference quarter.  The response rates will be included as an appendix.

The Adult Technical Manual will have 2 versions: a draft and final.  The draft will be based on data from the first quarter.  The draft version will be due 7 weeks after the end of the first quarter.  The final version of the Adult Technical Manual will be due 7 weeks after the end of the fourth quarter and will contain information for all four quarters.  

MPR will also deliver a Codebook and User’s Guide and a Technical Manual for the child data.  However, only final versions of both documents will be produced.  MPR will deliver both documents to the client 19 weeks after the receipt of the data set from the survey operations vendor.  

5.
Task 5: Research

MPR will conduct a series of evaluations using data from the quarterly surveys and the child survey.  Results from the evaluations will be presented in shorter fact sheets or conference papers.  In addition to papers and fact sheets, MPR will perform evaluations as per request of the client.  The degree to which MPR is able to perform the shorter evaluations is dependent on available resources.  MPR will deliver one fact sheet per quarter to the client.  The subject of the fact sheet and the delivery date will be negotiated with the client.  

6.
Task 6: Update for 2002 HCSDB

In preparation for the 2002 HCSDB, MPR will prepare a work plan outlining the modifications necessary for next year’s survey.  At the end of the third quarter, MPR and the project officer will discuss proposed changes to survey for the following year. Task leaders will present proposed changes to the questionnaires, sampling, software, and documentation to the project officer.  Based on the client’s comments, MPR will prepare a revised design for the following year’s survey.        

Table VI.1

Schedule of Deliverables

	Deliverable
	Due Date

	Sampling
	

	Sample For Quarter 2
	2/18/02

	Sample For Quarter 3
	5/21/02

	Sample For Quarter 4
	8/21/02

	Sample For 2001 Child HCSDB
	5/21/02

	Databases
	

	Final/Public Use File For Quarter 1
	5/10/02

	Final/Public Use File For Quarter 2
	8/09/02

	Final/Public Use File For Quarter 3
	11/11/02

	Final/Public Use File For Quarter 4
	2/10/03

	Final/Public Use File For 2001 Child Hcsdb
	1/16/03

	Reports
	

	Adult TRICARE Consumer Reports
	

	Quarter 1
	5/06/02

	Quarter 2
	8/02/02

	Quarter 3
	11/04/02

	Quarter 4
	2/04/03

	Adult TRICARE Consumer Watch
	

	Quarter 1
	5/17/02

	Quarter 2
	8/16/02

	Quarter 3
	11/18/02

	Quarter 4
	2/17/03

	Child Tricare Consumer Reports
	12/20/02

	National Executive Summary Report
	

	Draft
	5/24/02

	Final
	5/05/03

	Documentation
	

	Adult Codebook And User’s Guide
	

	Quarter 1
	5/10/02

	Quarter 2
	8/09/02

	Quarter 3
	11/11/02

	Quarter 4
	2/10/03

	Adult Technical Manual
	

	Draft
	5/17/02

	Final
	2/17/03

	Child Codebook And User’s Guide
	1/03/03

	Child Technical Manual
	1/03/03


Critical Assumptions

Timely completion of the tasks depends on the following critical assumptions and on the timely receipt of requested materials from the government and/or other contractors:

· DMDC will provide the DEERS population count, as specified by MPR under Tasks 1 and 2 as required for construction of sample weights, within four weeks of MPR’s submission of the specifications for the counts.  

· Timely delivery of the TRICARE Consumer Reports and the TRICARE Consumer Watch is contingent on the timely receipt of the data from the survey vendor.

· Deliverables for the child survey are conditional upon timely receipt of the child data sets. 

B.
Project Organization

Eric Schone will be the primary contact at MPR and will coordinate the tasks with the task leaders and the project team.  Donsig Jang and Nancy Clusen will coordinate Task 1- Sampling.  Keith Rathbun will lead the design of the databases each quarter.  Eric Schone, Mark Brinkley, Keith Rathbun, and Chris Rankin will be involved in the production of the Adult and Child Consumer Reports.  Natalie Justh will manage the production of the TRICARE Consumer Watch.  

Figure VI.1

Deliverable Schedule for Quarterly 2001 HCSDB
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� The reference date for the CBS is same as that for the third quarter survey of the QBS.


� Unlike the 2000 HCSDB, TMA has agreed that we will not further stratify enrollment status into two enrollment types: enrolled with a military primary care organization (PCO) and enrolled with a civilian PCO.


�The weighted sum of sampled units can be regarded as an estimated population size.  The sampling weight calculated at the time of sample selection will be used in calculating weighted counts, where the sampling weight is the inverse of the selection probability. 


� 60 replicates have been constructed for the 2000 HCSDBs.  We are currently planning to produce an equivalent number of replicates for both QBS and CBS.  The number of replicates will be finalized at the time of weighting. 


� There is a chance that some catchment areas may not have large enough samples, even after data from four quarters are combined.
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