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Adverse medical events are
unintended incidents that may harm
a patient. Serious adverse medical
events, called sentinel events, have
specific follow-up requirements. The
National Defense Authorization Act
for Fiscal Year 2017 (NDAA 2017)
requires DHA to assume the military
services’ administrative
responsibilities, such as adverse
medical event reporting, for all MTFs
beginning October 1, 2018.

GAO found that the process for tracking the most serious adverse medical
events, called sentinel events, and their root cause analysis (RCA) reports are
fragmented, impeding the Defense Health Agency’s (DHA) ability to ensure that
it has received complete information. Unlike other adverse medical events,
sentinel events—which may result in severe harm or death—have additional
reporting requirements that must be met within specified time frames. For
example, military treatment facility (MTF) officials must develop RCA reports,
which identify causal factors and corrective actions for sentinel events. However,
because the database that DHA uses to collect information on adverse medical
events does not currently have the capability to track this information, the military
services (Army, Navy, and Air Force) and DHA each maintain their own tracking
records for sentinel events and RCA reports. Due to these fragmented tracking
efforts, DHA reconciles its information on sentinel events and RCA reports
through monthly emails to the military services—a time-consuming, inefficient
process. DHA officials emphasized that this process relies on the military
services’ cooperation because DHA does not currently have the authority to
compel their responses. Moreover, despite DHA’s reconciliation efforts, GAO
identified discrepancies and missing information in DHA’s tracking record. As a
result, DHA lacks critical information about why a sentinel event may have
occurred and what actions, if any, MTFs should take to prevent similar incidents
in the future. Recently, DHA replaced its previous system of emails with a new
tracker tool that can be accessed on the military health system website.
However, the new tracker does not allow the military services to make edits, and
as a result, any corrections or additional information must be submitted to DHA
via email, which may perpetuate previous inefficiencies.

The NDAA 2017 included a provision
for GAO to examine the reporting
and resolving of adverse medical
events in the military health system.
Among other objectives, this report
reviews (1) the extent to which
sentinel events and RCA reports are
tracked and DHA ensures it has
received complete information, and
(2) the extent to which DHA ensures
it has received MOS reports. GAO
examined relevant policies; analyzed
the most current available data on
sentinel events from 2013 through
2016; and interviewed officials with
DHA, the military services, and four
MTFs selected for variety in military
service, size, and geographic
location.
What GAO Recommends
GAO recommends that the Assistant
Secretary of Defense (Health Affairs)
ensure DHA (1) improve tracking of
sentinel events and RCA reports,
and (2) clarify its requirements for
submitting reports on the
implementation of corrective actions
and consistently track and reconcile
individual reports. DOD agreed with
these recommendations.
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GAO found that DHA cannot ensure that it is receiving all reports on the
implementation of corrective actions identified in RCA reports as required by a
March 2015 memo. DHA officials stated that MTFs could meet this requirement
by submitting copies of their measures of success (MOS) reports, which may be
required by the Joint Commission, a hospital accrediting organization. As of
September 2017, DHA had received 27 MOS reports for the 319 sentinel events
that were reported in 2016. However, DHA does not know how many reports it is
missing because MOS reports are not required for every sentinel event, and
DHA did not began reconciling its information for these reports until January
2018, when it implemented its new tracker tool. Furthermore, GAO found that the
new tracker tool documents the aggregate number of MOS reports received and
does not indicate whether individual sentinel events have an MOS report,
impeding DHA’s ability to identify which reports are missing. This issue is
compounded by the fact that the military services either track MOS reports in
different ways or not at all, and military service officials said that DHA’s
requirement for MOS report submission is not clear. DHA officials stated that
they expect to clarify this requirement in their update to the patient safety policy.
Because it is unable to ensure it has received all reports on the implementation
of corrective actions, DHA could be missing important information that could be
used to help inform broader, system-wide patient safety improvement efforts.
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