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What GAO Found 
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.  

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. View GAO-18-378. For more information, 

contact Debra Draper at (202) 512-7114 or 
draperd@gao.gov. 

Why GAO Did This Study 
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.  

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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441 G St. N.W. 
Washington, DC 20548 

April 26, 2018 

The Honorable John McCain 
Chairman 
The Honorable Jack Reed 
Ranking Member 
Committee on Armed Services 
United States Senate 

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

One of the key patient safety responsibilities within the Department of 
Defense’s (DOD) Military Health System (MHS) is the reporting and 
tracking of adverse medical events—unintended health care incidents, 
such as administering incorrect medication or treatment to a patient, that 
may or may not result in harm. DOD’s Assistant Secretary of Defense for 
Health Affairs sets policies—including patient safety policies—for the 
MHS, and the Defense Health Agency (DHA) oversees the 
implementation of these policies.1 The military services (Army, Navy, and 
Air Force) and the National Capital Region (NCR) currently manage their 
own hospitals and clinics, referred to as military treatment facilities (MTF). 
In doing so, they develop policies that must align with DOD’s policies, 
including policies for reporting adverse medical events that occur in their 
facilities.2 However, the National Defense Authorization Act for Fiscal 
Year 2017 (NDAA 2017) requires the transfer of administrative control of 
MTFs, including the reporting of adverse medical events, to DHA, 
beginning October 1, 2018. 

                                                                                                                     
1DHA supports the delivery of health care services to beneficiaries of the MHS, and 
executes responsibility for shared services, functions, and activities of the MHS and other 
common clinical and business processes in support of the military services. 
2The Department of the Navy administers health care for the Marine Corps. NCR is the 
entity within DOD that manages MTFs within the Washington D.C., area, including Walter 
Reed National Military Medical Center, Fort Belvoir Community Hospital, and their 
supporting clinics.  
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Information gleaned from the reporting and tracking of adverse medical 
events provides the military services, NCR, and DHA with critical 
information that can be used to make improvements in the way health 
care is delivered across the MHS. MTF officials are required to report all 
adverse medical events in DHA’s Joint Patient Safety Reporting (JPSR) 
system, which captures information on the factors—such as medication or 
equipment—that may have contributed to the event. The most serious 
type of adverse medical event is called a sentinel event, which can result 
in unexpected death or serious physical or psychological harm to the 
patient. For every sentinel event, MTF officials are required to prepare a 
root cause analysis (RCA) report, which is intended to identify the factors 
that caused or contributed to the sentinel event, as well as corrective 
actions needed to prevent future incidents. For most sentinel events, an 
additional report—a Measures of Success (MOS) report— may be 
required by the Joint Commission, a hospital accrediting organization that 
reviews sentinel events and assigns follow-up activities to accredited 
MTFs for these events.3 This MOS report includes the determination of 
whether the implementation of identified corrective actions was 
successful. 

In 2014, news articles highlighted concerns about medical errors and 
lapses in patient safety at MTFs, including staff’s reluctance to report 
these errors.4 In August 2014, DOD released a review of the MHS that 
addressed patient safety, among other issues.5 While DOD’s review 
found that the culture of safety within the system was comparable to that 
found in the civilian sector, the report made a number of 
recommendations that included the clarification of policy on the definitions 

                                                                                                                     
3The Joint Commission is an independent, not-for-profit organization that accredits and 
certifies health care organizations and programs. MTFs that are accredited by the Joint 
Commission must report sentinel events that occur in their facilities and submit RCA 
reports for these events to the Joint Commission. The Joint Commission also typically 
assigns the MTF a follow-up activity for each reported sentinel event and RCA report, 
such as an MOS report.   
4Sharon LaFraniere,“Military Hospital Care Is Questioned; Next, Reprisals,” The New York 
Times, December 20, 2014, accessed March 9, 2017, 
https://www.nytimes.com/2014/12/21/us/military-hospital-care-is-questioned-next-reprisals
.html?_r=1 Sharon LaFraniere and Andrew Lehren,“In Military Care, A Pattern of Errors 
but Not Scrutiny” The New York Times, June 28, 2014, accessed March 9, 2017. 
https://www.nytimes.com/2014/06/29/us/in-military-care-a-pattern-of-errors-but-not-scrutin
y.html.    
5Department of Defense, Final Report to the Secretary of Defense MHS Review 
(Washington, D.C.: Aug. 29, 2014). 

https://www.nytimes.com/2014/12/21/us/military-hospital-care-is-questioned-next-reprisals.html?_r=1
https://www.nytimes.com/2014/12/21/us/military-hospital-care-is-questioned-next-reprisals.html?_r=1
https://www.nytimes.com/2014/06/29/us/in-military-care-a-pattern-of-errors-but-not-scrutiny.html
https://www.nytimes.com/2014/06/29/us/in-military-care-a-pattern-of-errors-but-not-scrutiny.html
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for sentinel events to reduce variation in interpretation. In December 
2017, the DOD Inspector General released a follow-up report focused on 
patient safety, which found that DOD had established courses of action to 
resolve all relevant patient safety findings identified in the 2014 review.6 

The NDAA 2017 included a provision for us to examine several issues 
related to DOD’s delivery of health care, such as reporting and resolving 
adverse medical events.7 In this report, we examine 

1. the extent to which the military services’ and NCR’s policies align with 
DOD’s policies for reporting adverse medical events; 

2. the extent to which the military services, NCR, and DHA track sentinel 
events and RCA reports, and the extent to which DHA ensures it has 
received complete information; 

3. the extent to which DHA ensures it has received MOS reports; and 

4. how DHA uses information about adverse medical events to make 
improvements in its health care system. 

To examine the extent to which the military services and NCR have 
policies that align with DHA’s policies for reporting adverse medical 
events, we reviewed and compared the military services’ and NCR’s 
policies with DHA’s policies. We also reviewed relevant documents 
related to these policies, including updated memorandums. In addition, 
we interviewed officials from the military services’ medical commands and 
NCR’s medical directorate to determine how they manage patient safety 
efforts pertaining to reporting adverse medical events throughout their 
MTFs and how the future transfer of this authority to DHA may affect 
these efforts.8 We also conducted site visits to a non-generalizable 
sample of four MTFs—Dwight. D. Eisenhower Army Medical Center (Fort 
Gordon, Ga.), Robert E. Bush Naval Hospital (Twentynine Palms, Calif.), 
Mike O’Callaghan Federal Medical Center (Nellis AFB, Nev.), and Walter 
Reed National Military Medical Center (Bethesda, Md.)—to better 
understand how the military services and NCR report adverse medical 

                                                                                                                     
6Department of Defense, Office of Inspector General, DOD’s Response to the Patient 
Safety Elements in the 2014 MHS Review, DODIG-2018-036 (Washington, D.C.: Dec. 14, 
2017).  
7Pub. L. No. 114-328, § 751, 130 Stat. 2000, 2244-2245 (2016).   
8Throughout this report, we refer to the military services’ medical commands as the 
military services and NCR’s medical directorate as NCR. 
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events in their facilities. Our site selection criteria included one MTF from 
each of the military services and NCR with a range of hospital sizes, 
geographic diversity, and numbers of reported adverse medical events. 
We also interviewed DHA officials, including officials from DHA’s Patient 
Safety Program and the Patient Safety Analysis Center, and reviewed 
relevant documentation about their patient safety policies, their plans to 
update these policies, and how the future transfer of MTF administrative 
responsibilities to DHA will impact the reporting of adverse medical 
events.9 

To determine the extent to which the military services, NCR, and DHA 
track sentinel events and RCA reports, we reviewed relevant military 
service, NCR, and DHA policies to identify requirements for sentinel 
events and RCA reports. We interviewed officials from the military 
services, NCR, and DHA about their tracking processes for sentinel 
events and RCA reports. We also interviewed officials during our site 
visits to the four MTFs about how they transmit information about sentinel 
events and their required RCA reports to their respective military service 
or NCR. We evaluated our findings against the GAO Fragmentation, 
Overlap, and Duplication: An Evaluation and Management Guide to 
identify any potential fragmentation.10 

To determine how DHA ensures it has complete information, we reviewed 
relevant DHA policies, interviewed DHA officials, and obtained documents 
outlining DHA’s monitoring process. We obtained the most current data 
available on reported sentinel events and RCA reports from 2013 through 
2016 from tracking records maintained by each of the military services, 
NCR, and DHA, and we compared the data to assess DHA’s monitoring 
efforts.11 We interviewed military service, NCR, and DHA officials about 
                                                                                                                     
9Throughout this report, we refer to officials from the Patient Safety Program and Patient 
Safety Analysis Center as DHA officials.  
10GAO, Fragmentation, Overlap, and Duplication: An Evaluation and Management Guide, 
GAO-15-49SP (Washington, D.C.: Apr. 14, 2015) and GAO, 2017 Annual Report: 
Additional Opportunities to Reduce Fragmentation, Overlap, and Duplication and Achieve 
Other Financial Benefits, GAO-17-491SP (Washington, D.C.: Apr. 26, 2017).  
11We collected data beginning in 2013 because DHA was established in 2013, and we 
could not verify how these data were tracked prior to this date. We collected data through 
2016 because it was the most currently available at the time of our review. Though DHA 
requires RCA reports to be completed only for sentinel events, DHA, Navy, and Air Force 
officials told us RCA reports may also be conducted on adverse events that are not 
classified as sentinel events for learning purposes. We only examined the number of RCA 
reports that were required to be prepared for reported sentinel events. 

https://www.gao.gov/products/GAO-15-49SP
https://www.gao.gov/products/GAO-17-491SP
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how these data are collected and documented, as well as the steps taken 
to ensure that the data are complete, and on this basis we determined 
that these data were sufficiently reliable for the purposes of our audit 
objective. 

To determine the extent to which DHA ensures that it has received MOS 
reports, we reviewed relevant military service, NCR, and DHA policies to 
identify requirements for completing and tracking these reports. We also 
reviewed documentation on requirements for MOS reports from the Joint 
Commission.12 We interviewed officials from the four MTFs we visited 
about how they transmit MOS reports to their respective military services 
or NCR. To determine how DHA monitors this information, we obtained 
data from DHA’s tracking record on total MOS reports for reported 
sentinel events from 2016, the first full year that such reports were 
required to be submitted to DHA. We interviewed military service, NCR, 
and DHA officials about how these data are collected and documented as 
well as steps to ensure that these data are complete, and we determined 
that these data were sufficiently reliable for the purposes of our audit 
objective. We also assessed efforts to monitor MOS reports against 
federal standards for internal controls.13 

To determine how DHA uses information about adverse medical events to 
make improvements in its health care system, we reviewed 
documentation on DHA’s patient safety initiatives, relevant DHA 
publications, such as the Patient Safety Annual report, and the MHS 
website. We also interviewed military service, NCR, and MTF officials 
about the patient safety initiatives implemented by DHA, including how 
these initiatives are communicated to them and how the information is 
used to make improvements in their facilities. 

We conducted this performance audit from February 2017 to April 2018 in 
accordance with generally accepted government auditing standards. 
Those standards require that we plan and perform the audit to obtain 
sufficient, appropriate evidence to provide a reasonable basis for our 
findings and conclusions based on our audit objectives. We believe that 
                                                                                                                     
12DOD requires a report on the implementation of corrective actions. DHA officials told us 
that MTFs could submit their MOS reports to meet this requirement.  
13GAO, Standards for Internal Control in the Federal Government, GAO-14-704G 
(Washington, D.C.: September 2014). Internal control is a process effected by an entity’s 
oversight body, management, and other personnel that provides reasonable assurance 
that the objectives of an entity will be achieved.     

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

 
 

 
DHA requires the military services and NCR to categorize adverse 
medical events by severity, using seven categories defined by the Agency 
for Healthcare Research and Quality (AHRQ), ranging from unsafe 
condition to death.14 (See table 1.) 

Table 1: Adverse Medical Event Harm Scale Used by the Defense Health Agency 

Harm scale category Description of category 
1. Unsafe Condition Any circumstance that increases the probability of a patient safety event. 
2. Near Miss Event occurred but did not reach patient.  
3. No Harm Event reached patient, but no harm was evident.  
4. Mild Harm Bodily or psychological injury resulting in minimal symptoms or loss of function, or injury limited to 

additional treatment, monitoring and/or increased length of stay. 
5. Moderate Harm  Bodily or psychological injury adversely affecting functional ability or quality of life, but not at the level of 

severe harm. 
6. Severe Harm  Bodily or psychological injury (including pain or disfigurement) that interferes significantly with functional 

ability or quality of life. 
7. Death  Dead at the time of the assessment.  

Source: Agency for Healthcare Research and Quality. I GAO-18-378 
 

MTF personnel must enter all adverse medical events in DHA’s JPSR 
system, which was implemented in June 2011 in response to a statutory 
mandate for the MHS to establish a patient care error reporting and 
management system.15 The JPSR system is intended to provide ways to 
facilitate the self-reporting, collection, and aggregation of adverse medical 
event data across the MHS. The system includes prompts for information 
about factors that may have contributed to the event, such as medication 
or equipment, as well as the assignment of a severity category. 

                                                                                                                     
14AHRQ is a federal agency within the Department of Health and Human Services that is 
responsible for improving the safety and quality of America's health care system. 
15The JPSR system was originally called the Patient Safety Reporting system.  In 2016, 
the Patient Safety Reporting system became the JPSR system when the Department of 
Veterans Affairs also began using it to record adverse medical events for its facilities.  

Background 

Adverse Medical Events 
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From 2013 through 2016, the total number of reported adverse medical 
events in the JPSR system increased from over 76,000 to about 108,000. 
When analyzing adverse medical events, DHA groups the data into three 
categories—near miss, no harm, and harm.16 The highest increase was in 
the near miss category (about 36,000 to 56,000) while the other two 
categories increased to a lesser extent. According to an internal DHA 
publication, a higher increase in near miss events alongside a decrease 
in harm and no harm events is considered a positive trend because it 
shows that more potential adverse medical events are being detected 
before they reach the patient. (See fig. 1.) 

                                                                                                                     
16The near miss category includes both unsafe condition and near miss events in the 
AHRQ severity scale. The no harm category includes no harm events from the AHRQ 
severity scale. The harm category includes mild harm, moderate harm, severe harm, and 
death from the AHRQ severity scale.  
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Figure 1: Number of Harm, Near Miss, and No Harm Adverse Medical Events 
Reported to the Defense Health Agency (DHA), 2013 through 2016 

 
Notes: Our data trend begins in 2013 because DHA was established in 2013, and we cannot confirm 
how these data were tracked prior to this time. 
DHA’s near miss category includes both unsafe condition and near miss events from the adverse 
medical event harm scale. DHA’s no harm category includes only no harm events from the harm 
scale. Its harm category includes mild harm, moderate harm, severe harm, and death. 
 

 
The most severe types of adverse events are called sentinel events. In 
March 2015, DOD issued a memo that revised its previous definition of a 
sentinel event, which was an unexpected occurrence involving death or 
serious physical or psychological injury or risk. The revised definition 
states that a sentinel event is a patient safety event (not primarily related 
to the natural course of the patient’s illness or underlying condition) that 

Sentinel Events 
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results in death, permanent harm, or severe temporary harm.17 The 
revised definition also added a list of events outlined by the Joint 
Commission and the National Quality Forum that go beyond those that 
result in unexpected death or serious physical or psychological harm to 
the patient.18 (See app. I for the revised definition of sentinel events.) 

From 2013 through 2016, DHA’s data showed an increase in the total 
number of reported sentinel events—both medical and dental—from 121 
to 319. Medical sentinel events approximately doubled from 101 to 206, 
while dental sentinel events increased more than fivefold from 20 to 113. 
(See fig. 2.) The sharp increase in events in 2015 may have been 
influenced by DHA’s revised definition of sentinel events as well as the 
Army’s inclusion of dental events that meet sentinel event criteria.19 A 
DHA internal publication also noted that a culture shift in patient safety 
reporting could have contributed to this increase. 

                                                                                                                     
17Severe temporary harm is critical, potentially life-threatening harm lasting for a limited 
time with no permanent residual effect, but requires transfer to a higher level of care or 
monitoring or both for a prolonged period of time; transfer to a higher level of care for a 
life-threatening condition; or additional major surgery, procedures, or treatment to resolve 
the condition.  
18The National Quality Forum is a not-for-profit independent organization that evaluates 
health care performance measures for multiple areas including patient safety. 
19According to Army officials, the Army began including dental events that meet sentinel 
event criteria in 2015. The other military services and NCR have always reported dental 
sentinel events.   
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Figure 2: Sentinel Events (Medical and Dental) Reported to the Defense Health 
Agency (DHA), 2013 through 2016 

 
Notes: Our data trend begins in 2013 because DHA was established in 2013, and we could not 
confirm how these data were tracked prior to this time. 
In 2015, DHA revised its definition of sentinel events, and the Army began to include dental events 
that meet sentinel event criteria, which may have influenced the trend of reported events between 
2014 and 2015. The other military services and NCR have always reported dental sentinel events in 
their reporting of sentinel events. 
 

As with all adverse medical events, MTF personnel must enter sentinel 
events into the JPSR system; however, sentinel events have additional 
reporting requirements that must be met within specified time frames. For 
example, DHA policy requires MTF officials to report sentinel events to 
their respective military service or NCR within 24 hours after they become 
aware of the event. (See fig. 3, step 1.) MTFs also must report to and 
comply with sentinel event reporting requirements established by the 
Joint Commission. These requirements include the development and 
submission of an RCA report for each sentinel event to identify the causal 
and contributory factors associated with the event as well as the 
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corrective actions needed to prevent future incidents. The military 
services and NCR submit copies of their RCA reports to DHA, which rates 
the corrective actions included in each RCA report as stronger, 
intermediate, or weaker based on an estimation of their effectiveness.20 
(See fig. 3, step 2.) DHA uses commercial process improvement software 
called TapRooT to assist with the development of RCA reports, and DHA 
requires all MTFs to use a methodology for its RCA reports that is 
currently supported by this software. 

Additionally, once the Joint Commission approves an RCA report and its 
associated corrective action plan, it may require the preparation of an 
MOS report that assesses the corrective actions 4 months after an RCA 
report is submitted to determine whether the implementation of corrective 
actions and outcome measures was successful. Unlike RCA reports, 
these reports are only required for selected sentinel events as determined 
by the Joint Commission. DOD’s March 2015 memo that revised the 
definition of sentinel events contained an additional requirement for the 
military services and NCR to submit copies of reports on the 
implementation of corrective actions to DHA. (See fig. 3, step 3.) DHA 
officials told us that MTFs could submit their MOS reports to meet this 
requirement. For this report we use the term MOS report when referring 
to this requirement. 

                                                                                                                     
20According to DHA officials, they review and provide feedback on the RCA submitted by 
the military services and NCR, and they rate the corrective actions based on a framework 
developed by the Department of Veterans Affairs. An example of a stronger corrective 
action is purchasing new equipment to reduce risk. An example of a weaker corrective 
action is education or training.   
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Figure 3: Military Health System Process for Reporting of Sentinel Events, Root Cause Analysis Reports, and Reports on the 
Implementation of Corrective Actions, as of September 2017 

 
Note: Each box represents a separate time requirement for an action. For example, in step 1, the 
MTF has 24 hours to report a sentinel event to the military service or NCR. In the next 24 hours, the 
military service or NCR must report the sentinel event to DHA. Therefore, DHA must receive the 
report within 48 hours of the MTF becoming aware of the event. 
aJoint Commission-accredited MTFs also may report sentinel events to the Joint Commission. 
bArmy and Navy MTFs also send sentinel event initial notification to their regional health commands. 
cDHA’s definition of a sentinel event is broader than the Joint Commission’s—therefore, DHA would 
require RCA reports for some events for which the Joint Commission would not. 
dSome military services and NCR told us they often submit the RCA report to DHA prior to the 90 day 
(45+45 days) requirement. 
eMilitary service and NCR formats for reporting sentinel events vary, but contain mostly consistent 
information. 
fAccording to DOD’s 2015 memo on sentinel event and RCA report process improvements, the 
services must submit the RCA report within 90 days of the sentinel event notification. 
gDOD requires a report on the implementation of corrective actions. DHA officials told us that MTFs 
could submit their MOS reports to meet this requirement. 
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Responsibility for the delivery of care in the MHS is shared among the 
Office of the Assistant Secretary of Defense (Health Affairs), DHA, the 
military service medical commands, and NCR’s medical directorate. 
MTFs are currently under the direction and control of the Army Medical 
Command, the Navy Bureau of Medicine and Surgery, and the Air Force 
Major Commands. MTFs within the NCR are under the direction and 
control of the NCR medical directorate, which reports to DHA. (See fig. 4.) 

Figure 4: Military Health System Organizational Structure, as of September 2016 

 
aThe Department of the Navy administers health care for the Marine Corps. 
 

The NDAA 2017 included a provision that requires the Director of DHA to 
be responsible for the administration of every MTF beginning October 1, 

Transition of MTF 
Administrative 
Responsibilities to DHA 
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2018.21 This responsibility includes budgetary matters, patient safety 
activities, information technology, and health care administration and 
management, among other things. As part of the patient safety activities, 
DHA officials will assume responsibility for adverse medical event 
reporting. As required, DHA submitted initial plans to Congress in both 
March and June 2017 about how it plans to implement its new 
responsibilities. In September 2017, we reported that DHA’s plans 
summarize its new roles and responsibilities at a high level and that a 
significant amount of work remained to complete the implementation 
plan.22 On March 30, 2018, DOD submitted an additional implementation 
plan and stated that its final implementation plan will be completed by 
June 30, 2018. 

 
Policies established by the military services and NCR for reporting 
adverse medical events are developed to implement DOD’s policies—
which tend to be broad—and may include additional requirements specific 
to their branch of military service. However, we found that aspects of 
these policies do not consistently align with DOD’s policies, including the 
definitions for adverse medical events and sentinel events, as well as 
requirements for entering events into the JPSR system. (See table 2.) 

 

  

                                                                                                                     
21Pub. L No. 114-328, § 702(a)(1), 130 Stat. 2000, 2193 (2016), codified, as amended, at 
10 U.S.C. § 1073c. 
22GAO, Defense Health Reform: Steps Taken to Plan the Transfer of the Administration of 
the Military Treatment Facilities to the Defense Health Agency, but Work Remains to 
Finalize the Plan, GAO 17-791R (Washington, D.C.: Sept. 29, 2017).   

The Military Services’ 
and NCR’s Adverse 
Medical Event 
Policies Do Not 
Consistently Align 
with DOD’s Policies, 
but Transition to 
DHA’s Policies Is 
Planned 

http://www.gao.gov/products/GAO-17-791R
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Table 2: Alignment of Military Service and National Capital Region (NCR) Adverse Medical Event Policies with Department of 
Defense (DOD) Policies  

Element of DOD’s 
adverse medical event policies 

Aligned with DOD policies? 
Army Navy Air Force NCR 

Definition of adverse medical event Noa Yes No No 
Policy on entering events into the Joint 
Patient Safety Reporting (JPSR) system 

Noa No No Yes 

Policy on reviewing adverse medical events 
for harm to the patient 

Noa Nob Yes Yes 

Memorandum that revised the definition of a 
sentinel event 

Yesc No No No 

Memorandum that requires the military 
services and NCR to submit copies of their 
reports on the implementation of corrective 
actions to DHAd 

Yesc No No No 

Sources: DOD, the military services, and NCR. | GAO-18-378 
aIn March 2018, Army officials provided us with a copy of their draft policy revision, which aligned with 
DOD’s policy for the definition of an adverse medical event, for entering events into the JPSR system, 
and for reviewing adverse medical events for harm to the patient. 
bThe Navy’s policy requires the review of an event based on severity and recurrence. Navy officials 
told us that reviewing an event for severity includes an assessment of harm to the patient. However, 
this is not clearly stated in the policy. 
cThe Army has developed a draft policy that includes these revisions. Army officials expect the draft 
policy to become official in early 2018. 
dDHA officials told us that MTFs could submit their MOS reports to meet this requirement. 
 

• Definition of adverse medical event. The Navy uses DOD’s 
definition of an adverse medical event—which includes events that 
may or may not result in harm to the patient. However, the Army, Air 
Force, and NCR defined this term more narrowly, to include only an 
event that causes actual harm to the patient.23 While the difference in 
these definitions could potentially result in the underreporting of 
events, officials from all four of the MTFs we visited told us that the 
discrepancy does not have much of an impact because the individuals 
who report these events—MTF personnel—are unlikely to be aware of 
the difference and likely follow the broader DOD definition. 

• Policy on entering events in the JPSR system. Only NCR’s policy 
states that adverse medical events should be entered into the JPSR 

                                                                                                                     
23In February 2018, the Air Force provided a copy of its draft revised policy, which 
included an updated definition of adverse medical events. In March 2018, Army officials 
provided a copy of their draft policy revision, which included an updated definition of 
adverse medical events.   
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system. However, Army, Navy, and Air Force officials as well as 
officials from one MTF we spoke with stated that they record all 
adverse medical events in the JPSR system even though their 
policies do not require it.24 

• Policy on reviewing adverse medical events. NCR and Air Force 
policies, which align with DOD’s policy, require a review of an adverse 
event that is based on whether there is harm to the patient. In 
contrast, Army and Navy policies do not require that an adverse 
medical event be reviewed on the basis of whether there is harm to 
the patient, but they do require the event to be reviewed for the level 
of severity and probability of recurrence.25 However, Navy officials 
told us that reviewing an event for severity includes an assessment of 
harm to the patient even though this is not clearly stated in their 
policy. Additionally, all of the MTF officials we interviewed said that 
the JPSR system requires them to review an adverse medical event 
on the basis of whether there is harm to the patient and to assign a 
harm scale category. 

• Memorandum that revised the definition of a sentinel event. Only 
the Army’s draft policy aligned with DOD’s March 2015 revised 
definition of sentinel events. However, MTF officials from the other 
military services and NCR told us that even though the revised 
definition was not in their policies, they were aware of the memo and 
were using this definition. 

• Memorandum that requires the military services and NCR to 
submit copies of their reports on the implementation of 
corrective actions to DHA. The Army’s draft policy that aligned with 
DOD’s revised definition of sentinel events also included a section 
requiring the submission of these reports to DHA. The policies of the 
other military services and NCR do not include this requirement. 
However, officials from the other military services we interviewed told 
us that they are aware of this requirement and are submitting MOS 
reports to meet this requirement. NCR officials told us that they are 
aware of this requirement but have not begun submitting these 
reports. 

                                                                                                                     
24In March 2018, Army officials provided a copy of their draft policy revision, which stated 
that all adverse medical events should be entered into the JPSR system. 
25In March 2018, Army officials provided a copy of their draft policy revision, which 
required the review of an adverse medical event based on harm to the patient. 
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In March 2017, DOD’s senior military medical leadership published 
operating principles to guide the implementation of specific MHS 
requirements outlined in the NDAA 2017. One of the operating principles 
to guide the transition of MTF administrative responsibilities to DHA 
requires DHA to create all health care policies for the direct care system 
(the MTFs) to ensure greater consistency and eliminate duplicative 
governance. As a result, the military services and NCR will no longer be 
establishing their own policies. According to DHA officials, the transition 
for DHA to be the single policy writer for MTFs will take time, and policies 
issued by the military services and NCR will remain in place until they are 
superseded by revised DHA policies. DHA officials are in the process of 
updating the department’s patient safety policy through the Patient Safety 
Improvement Collaborative, a working group that includes patient safety 
representatives from all of the military services, NCR, and DHA.26 
However, as of January 2018, DHA officials were uncertain as to when 
this effort would be complete. 

 
 

 

 

 

 

 

 
 

 

 
 

                                                                                                                     
26The Patient Safety Improvement Collaborative intends to coordinate the development, 
validation, and dissemination of patient safety activities across the MHS and foster 
interagency collaboration in the implementation of the patient safety program.  
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We found that the process used by the military services, NCR, and DHA 
to track sentinel events is fragmented.27 (See fig. 5.) Similar to all other 
types of adverse events, DHA requires that sentinel events be recorded in 
the JPSR system. However, DHA officials told us there are additional 
follow-up reports and associated deadlines for sentinel events that go 
beyond the JPSR system’s current tracking capabilities, and as a result, 
officials from each of the military services and NCR told us they track 
sentinel events in their own tracking record outside of the JPSR system. 
Officials told us the military services and NCR receive reports about 
sentinel events from their MTFs via email, which are then entered in their 
respective internal tracking records and reported to DHA via email. DHA 
then enters and tracks the sentinel events in its own internal tracking 
record. DHA officials told us that they do not believe that all sentinel 
events are being entered in the JPSR system, and that the JPSR system 
does not currently have the capability to pull sentinel event data for 
tracking purposes.28 As a result, the same sentinel events are entered 
and tracked in two separate tracking records—DHA’s tracking record and 
the tracking records maintained by the military services or NCR. 

  

                                                                                                                     
27GAO-15-49SP. Fragmentation refers to those circumstances in which more than one 
federal agency (or more than one organization within an agency) is involved in the same 
broad area of national need, and opportunities exist to improve service delivery. 
28NCR officials told us they do not require their MTFs to enter sentinel events into the 
JPSR system because these events are reported to NCR directly. Further, DHA officials 
told us that the contract to obtain the JPSR system did not include the requirement for the 
system to track sentinel events. 

Sentinel Event Tracking 

https://www.gao.gov/products/GAO-15-49SP
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Figure 5: Fragmented Process for Tracking Sentinel Events and Root Cause Analysis (RCA) Reports in the Military Health 
System 

 
aInstead of emailing the RCA, Air Force officials told us that they upload the RCA to a secure website 
and send DHA a notification to view the RCA when it has been uploaded. 
 

In a similarly fragmented process, MTFs email RCA reports—a 
requirement for sentinel events—separately to their respective military 
services or NCR, which then emails them to DHA.29 Although DHA 
requires MTFs to use a methodology currently supported by the TapRooT 
system to complete their RCA reports, DHA officials told us the TapRooT 
software is not compatible with most MTFs’ computer systems, and as a 
result, MTFs do not share RCA reports through this system. Instead, they 
told us MTFs use the methodology from the TapRooT system to prepare 
the RCA report as a standalone document. Officials told us MTFs then 
email the RCA reports to their military service or NCR, which notates the 

                                                                                                                     
29Two of the military services and the NCR email DHA a copy of the RCA report. One 
military service told us they post the RCA reports on a secure website and send a link to 
DHA to view the reports on the website.   

RCA Report Tracking 
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RCAs in their respective internal tracking record. The military services 
and NCR email the RCA reports to DHA, which notates the reports in its 
own internal tracking record. 

 
Because the process used by the military services, NCR, and DHA to 
track sentinel events and RCA reports is fragmented, DHA officials told us 
they must rely on their reconciliation process to ensure they have 
complete information. Specifically, on a monthly basis, DHA officials email 
separate spreadsheets of DHA’s sentinel event records to each of the 
military services and NCR requesting confirmation of reported sentinel 
events and the status of overdue RCA reports, among other information.30 
DHA officials acknowledged that their reconciliation process is inefficient 
and told us that their full-time employees and contractors spend an 
average of 80 hours per month working on it. Additionally, officials told us 
that sometimes information about sentinel events and RCA reports is lost 
or not effectively communicated due to complexities related to routing the 
email submissions and to turnover in the contract staff who track and 
reconcile this information. The cooperation of the military services and 
NCR is key to this process because officials told us that DHA currently 
has no authority to compel a response from these entities, although this 
may change with the transition of MTF administrative responsibilities to 
DHA. DHA officials told us they sometimes do not receive a response to 
their emails, and in these cases, DHA assumes concurrence. 

In an effort to improve the reconciliation process and compliance with 
RCA report submission requirements, DHA officials told us that they 
developed a new tool called the Comprehensive Analysis Progress 
Tracker for all three military services and NCR. DHA officials told us this 
tracker shows the full cycle of each sentinel event, including which RCAs 
are overdue, and is available on the MHS internal website.31 DHA officials 
told us that this tracker, launched in October 2017, replaced the previous 
system of separate monthly reconciliation emails with individual 
spreadsheets for each military service and NCR. In January 2018, DHA 
officials told us they began using this tracker at monthly Patient Safety 
Improvement Collaborative meetings and will use it during monthly check-
                                                                                                                     
30DHA also reconciles for missing JPSR system numbers associated with reported 
sentinel events. JPSR system numbers are assigned by the system when the MTF enters 
the sentinel event in the JPSR system. 
31DHA will populate the Comprehensive Analysis Progress Tracker with data from its 
internal tracking record. 
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ins with the military services and NCR to discuss delayed or missing 
items. However, the military services and NCR cannot directly edit the 
Comprehensive Analysis Progress Tracker. As a result, DHA officials told 
us that the military services and NCR will continue to use email to submit 
their sentinel events and RCA reports as well as any corrections or 
additional information needed for the tracker, which may perpetuate 
previous inefficiencies. 

 
Despite DHA’s efforts to reconcile its information on sentinel events and 
RCA reports, we identified discrepancies and missing information in its 
tracking record. 

 
 

We found that the sentinel events in all of the military service and NCR 
tracking records matched DHA’s tracking record except for those of the 
Navy. Specifically, DHA had a record of 19 sentinel events that the Navy 
did not have for 2013 through 2016. DHA officials were not sure of the 
reason for the discrepancy between their tracking record and the Navy’s, 
but told us that sometimes sentinel events are reported to DHA and later 
determined to not be reportable, and DHA is not given the updated status 
of the event. Navy officials told us that although they initially reported 
these 19 events as sentinel, the Joint Commission informed the Navy that 
it did not consider these events to be sentinel after reviewing the Navy’s 
submission. Navy officials told us that they determined these events also 
did not meet other sentinel event criteria per DHA’s revised definition, 
which goes beyond the definition used by the Joint Commission. Further, 
Navy officials told us they informed DHA that these events had been 
deemed non-sentinel by the Joint Commission, and DHA’s tracking 
record subsequently noted this. However, DHA did not remove the events 
from its tracking record. 

We found discrepancies in the number of RCA reports when comparing 
DHA’s internal tracking record to the military services’ and NCR’s internal 
tracking records. In some instances, we found that DHA had more RCA 
reports in its tracking record than the military services or NCR for reported 
sentinel events, and in other instances, DHA had fewer RCA reports in its 
tracking record than the military services or NCR: 

• DHA had more RCA reports in its internal tracker than in the Army’s 
internal tracker for 2015 (2 more) and 2016 (1 more). 

Despite Reconciliation 
Efforts, DHA Does Not 
Have Complete 
Information on Sentinel 
Events and RCA Reports 

Sentinel Event Discrepancies 

RCA Report Discrepancies 
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• DHA had fewer RCA reports than the Air Force in 2013 (3 less), 2014 
(2 less), 2015 (13 less), and 2016 (1 less). 

• Additionally, DHA had fewer RCA reports for reported sentinel events 
for NCR in 2015 (1 less) and 2016 (18 less). 

Officials with the military services and NCR told us they did not know why 
there were differences between their tracking records and those of DHA. 
However, Army and NCR officials offered potential reasons for these 
differences. 

• Army officials told us that they may have fewer RCA reports than DHA 
because they recently transitioned their sentinel event and RCA 
tracking record from a spreadsheet format to a database, and some 
reports may not have been copied into the database. 

• NCR officials told us their tracking record may not match DHA’s 
tracking record because an MTF may submit only one RCA report to 
DHA that covers multiple similar sentinel events, so DHA may have 
fewer reports documented in its internal tracking record. 

For some reported sentinel events, we found that the required RCA 
reports had not been recorded in any tracking record for the Army, NCR, 
or DHA. (See table 3.) 

Table 3: Number of Root Cause Analysis (RCA) Reports Missing in Tracking 
Records, 2013 through 2016 

 Number of RCAs both the Defense Health 
Agency (DHA) and the Military Services or 
National Capital Region (NCR) Are Missing 

 2013 2014 2015 2016 
DHA and Army 0 0 14  55  
DHA and Navy 0 0 0 0 
DHA and Air Force 0 0 0 0 
DHA and NCR 1  3  0 2  
Total 1 3 14 57 

Sources: GAO analysis of DHA’s, military services’, and NCR’s data. I GAO-18-378 
 

Army and NCR officials told us that they did not know why they did not 
have a record of an RCA report for every sentinel event in their internal 
tracking record. However, these officials explained that there are a 
number of potential reasons that RCA reports could be missing, including 

Missing RCA Reports 
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insufficient MTF staff to carry out these activities, and MTF officials’ 
confusion about the revised definition of a sentinel event. 

DHA officials told us that they did not know the reasons for the 
discrepancies between the tracking records for the military services, 
NCR, and DHA or for the missing RCA reports. Specifically, DHA officials 
did not know whether these reports were completed but not submitted to 
DHA or were not completed at all. They told us that they rely on the 
cooperation of the military services and NCR to submit these reports and 
cannot enforce the requirement, although this may change with the 
transition of MTF administrative responsibilities to DHA. Because of these 
discrepancies and missing RCA reports, 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. 

We have previously reported that when fragmentation or overlap exists, 
there may be opportunities to increase efficiency.32 In particular, our prior 
work identified management approaches that may improve efficiency and 
effectiveness, including implementing process improvement methods and 
technology improvements.33 As MTF patient safety responsibilities are 
transitioned to DHA, the fragmented tracking process may hamper DHA’s 
ability to efficiently and effectively monitor sentinel events and RCA 
reports, potentially leading to missed opportunities for systemic 
improvements. 

  

                                                                                                                     
32In 2010, Congress directed us to identify programs, agencies, offices, and initiatives with 
duplicative goals and activities within departments and government-wide and report to 
Congress annually. For more information on our work on fragmentation, overlap, and 
duplication in the federal government, see the most recent annual report, GAO-17-491SP. 
33GAO, Streamlining Government: Opportunities Exist to Strengthen OMB’s Approach to 
Improving Efficiency, GAO-10-394 (Washington, D.C.: May 7, 2010). 

https://www.gao.gov/products/GAO-17-491SP
https://www.gao.gov/products/GAO-10-394
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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 its efforts to reconcile information 
for these reports have been limited. Prior to January 2018, DHA did not 
include MOS reports as part of its reconciliation process for sentinel 
events and RCA reports. However, in January 2018, DHA officials told us 
they added MOS reports to their new monthly reconciliation process using 
the Comprehensive Analysis Progress Tracker. While this tracker 
displays the total number of MOS reports DHA has received, it does not 
display whether individual reported sentinel events have an associated 
MOS report. Without this information, DHA may be unable to identify 
which MOS reports are missing. DHA officials told us that they may revise 
the Comprehensive Analysis Progress Tracker to follow up on MOS 
reports associated with specific sentinel events in the future. 

DHA’s efforts to identify which MOS reports are missing are further 
impeded by the military services’ and NCR’s inconsistent tracking efforts. 
Specifically, the military services and NCR have been tracking the 
submission of their MOS reports in different ways or not at all. 

• Army officials had told us that the completion of MOS reports was 
noted in their internal tracking record for sentinel events and RCAs. 
Army officials subsequently told us that as of January 2018, they 
began tracking whether MOS reports were submitted to DHA in the 
notes section of their internal tracking record. 

DHA’s Efforts to 
Ensure It Receives 
MOS Reports Are 
Limited and Impeded 
by Inconsistent 
Report Tracking and 
Unclear 
Requirements about 
Report Submission 

DHA’s Efforts to Ensure It 
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• Navy officials told us they indicated the due date of the MOS report 
and the date of its submission to DHA in their internal tracking record 
for sentinel events and RCA reports. 

• Air Force officials told us they indicated in their internal tracking record 
for sentinel events and RCA reports the date that the MOS report was 
sent to DHA. However, they told us the Air Force’s process for 
tracking and submitting MOS reports to DHA has been inconsistent, 
and they plan to revise it in the future. 

• NCR officials told us they did not track the completion of MOS reports 
or their submission to DHA.34 

Because of these issues, DHA may not be able to fully reconcile its 
information for individual MOS reports or identify the reports it is missing, 
impeding its ability to obtain complete information on the effectiveness of 
MTFs’ corrective action plans. This is inconsistent with federal internal 
control standards, which require management to identify and respond to 
risks to achieve its objectives, and for management to use quality 
information to achieve its objectives.35 

 
The requirement in DOD’s memo to submit reports on the implementation 
of corrective actions is unclear, which may also impact DHA’s ability to 
ensure that it is receiving these reports for all sentinel events. DHA 
officials told us that MTFs could meet this requirement by submitting 
copies of their MOS reports.36 According to the Joint Commission’s 
guidance, the Joint Commission assigns MOS reports on an ad hoc 
basis, depending on the sentinel event, RCA report, and corrective 
actions, and as a result, an MOS report is not necessarily required for 
each sentinel event.37 

                                                                                                                     
34NCR officials told us that they discuss these reports during routine management 
meetings with their MTFs. 
35GAO-14-704G. 
36DHA officials told us that they do not have guidance on reports about the 
implementation of corrective actions. These officials said that they tell MTFs to use the 
Joint Commission MOS guidance for developing these reports.  
37For example, Navy officials told us an MOS report might not be required if there were no 
causal factors identified in the RCA report. An MTF official also told us that an MOS report 
might not be required if the MTF could prove the corrective action was already completed 
by the time the MTF discussed the RCA and corrective actions with the Joint Commission. 
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https://www.gao.gov/products/GAO-14-704G
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DHA officials told us that they intended to obtain a report on the 
implementation of corrective actions for every sentinel event, and they 
believed that an MOS report was required and thus would be reported for 
every sentinel event, similar to RCAs. However, DHA officials told us that 
they learned from the military services and NCR at the January 2018 
Patient Safety Improvement Collaborative meeting that an MOS report 
was not required for every sentinel event and that DHA’s requirement for 
submitting reports on the implementation of corrective actions was 
unclear. Specifically, DHA officials told us the military services and NCR 
told DHA that the 2015 memo did not state when the reports on the 
implementation of corrective actions are required by DHA. For example, 
the memo did not state whether DHA requires this report for a reported 
sentinel event and RCA when the Joint Commission does not. 

DHA’s unclear requirement is inconsistent with internal control standards, 
which require management to review policies for continued relevance and 
effectiveness in achieving the entity’s objectives.38 Under the current 
policy, DHA cannot be sure it is receiving all reports on the 
implementation of corrective actions—such as MOS reports—as it 
intended, and therefore, it may be missing important information on the 
effectiveness of MTFs’ implementation of their corrective actions that 
could be used to help inform broader system-wide improvements. DHA 
officials told us that they expect to clarify this requirement in DHA’s 
update to its patient safety policy. 

 
We found that DHA has introduced several system-wide patient safety 
improvement initiatives informed by data on adverse medical events from 
the JPSR system and data on sentinel events from DHA’s tracking 
database, including the following: 

DHA’s Partnership for Improvement. In January 2015, DHA 
established an MHS-wide information technology system called the 
Partnership for Improvement. The Partnership for Improvement collects 
data from MTFs and assesses MTF performance on approximately 38 
health care measures that were established by a committee of MHS 
officials and designed to improve readiness, population health, and 
quality of care as well as control costs. Three of these measures focus on 
patient safety—central line-associated bloodstream infection, unintended 

                                                                                                                     
38GAO-14-704G. 
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retained foreign object, and wrong site surgery.39 To track these 
measures, DHA officials told us that they created an associated 
performance dashboard, including acceptable ranges for each measure, 
to provide visibility into MHS, military service-, and NCR-level 
performance. The dashboard is available to all MHS users on the system 
website and allows MTF leaders and staff to review MTF-level 
performance data. DHA officials conduct quarterly system-wide 
performance assessments on these measures. DHA officials told us they 
use the data on this dashboard to determine what is improving and where 
to make changes. Officials from each of the military services, NCR, and 
each of the MTFs we visited told us they are aware of the Partnership for 
Improvement and its associated dashboard and that they review the data 
to assess their performance. 

Publications on Patient Safety. DHA produces several types of 
publications using adverse medical event and sentinel event data that 
officials told us are generally distributed to MTFs through the military 
services and NCR, including the following. 

• Patient Safety Data Snapshot. This monthly publication contains an 
overview of adverse medical event and sentinel event data, trends 
across the MHS, and short descriptions of sentinel events that have 
been reported in the system in the same month. Additionally, this 
publication may include reports of medical product deficiencies, or 
materials that have been determined to be or are suspected of being 
harmful, defective, deteriorated, or unsatisfactory because of 
malfunction or design. 

• Annual patient safety report. This yearly publication provides a 
retrospective status update on MHS patient safety initiatives and in-
depth adverse event and sentinel event trend analysis, system-wide 
and by military service. Content includes trends in adverse events 
reported in JPSR, sentinel events, and RCAs, including information on 
weaker, intermediate, and stronger corrective actions. This report also 
describes progress on Partnership for Improvement measures 
system-wide and by military service and NCR, the culture of patient 
safety, and collaboration across DHA, the military services, and NCR. 
The report also details online resources for MHS officials. 

                                                                                                                     
39Central line-associated bloodstream infections occur when a catheter tube is not 
inserted correctly or kept sterile. 
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• Focused review. According to officials, focused review publications 
are produced three times a year, and the topics are related to adverse 
medical events and associated follow-up data provided to DHA as 
determined by data and performance trends.40 For example, in 
September 2016, the publication included an explanation of the basic 
components of an RCA, including their associated corrective actions 
and factors DHA considers when determining if they are stronger, 
intermediate, or weaker. This publication included 2013 through 2016 
system-wide data, such as the number of RCAs submitted, the most 
common root cause categories, and the proportion of RCAs with 
stronger, weaker, or no corrective actions. The publication also 
included an example of a decrease in occurrences of wrong-site 
surgery accompanied by an improvement in RCAs with stronger 
corrective actions, common pitfalls in conducting high-quality RCAs, 
and recommendations to conduct better RCAs. 

• Patient safety alerts. DHA uses these publications to inform the 
MHS about immediate hazards, and officials told us they produce 
these publications on an as-needed basis. For example, a July 2016 
report was focused on unintended retained foreign objects during 
surgery, specifically, pieces of gloves. The publication described 
recent occurrences of retained pieces of gloves, glove selection best 
practices, tips for preventing unintended retention, and corrective 
actions when retention occurs. 

Global Trigger Tool. The Global Trigger Tool is a new tool for collecting 
adverse medical event data by selecting a sample of medical charts that 
was implemented MHS-wide as of September 2017. Unlike traditional 
methods to detect adverse events, the Global Trigger Tool does not focus 
on voluntary reporting and tracking of adverse medical events. Instead, a 
team of three reviewers managed by DHA uses the tool methodology to 
retrospectively examine a random selection of patient medical charts at a 
facility over time to identify “triggers” (or clues) that may lead to an 
adverse medical event.41 The 53 triggers include events such as a patient 
fall or readmission to the emergency department within 48 hours of 
treatment. If a trigger is discovered, the medical chart is further reviewed 
to determine if an adverse event occurred. After the Global Trigger Tool 
                                                                                                                     
40DHA officials told us that the topics of focused reviews were determined by a vote of 
military service, NCR, and DHA officials in 2016, but after 2016 were determined by data 
performance and trends. 
41The team consists of two primary medical record reviewers who have a clinical 
background, such as experience as a nurse or pharmacist, and one physician. 



 
 
 
 
 
 

Page 29 GAO-18-378  DOD Adverse Medical Events 

review is complete, the contractor is able to provide facility leaders with 
rates of harmful adverse events per 1,000 patient days and per 100 
admissions. Results from the tool are intended to aid MTFs in 
understanding the true frequency of harm events and in identifying 
systemic issues that contribute to patient safety events. All inpatient 
MTFs across the MHS will use the tool, and implementation began in 
2017. The Global Trigger Tool has just begun to provide data to the 
MTFs, and DHA officials told us that 6 to 12 months of data is 
recommended before the tool can be used to make improvements. 

Sentinel Event and Root Cause Analysis (SERCA) tool. In October 
2017, DHA released a dashboard called the SERCA tool, which DHA 
officials told us will allow all MTF patient safety leaders to share lessons 
learned in the course of sentinel event follow-up in real time. The SERCA 
tool displays sentinel event and RCA data from DHA’s internal tracking 
record reported by the military services and NCR. It is intended to provide 
quick, online access to sentinel event trends MHS-wide and at the military 
service, NCR, and MTF levels. The SERCA tool is also intended to 
facilitate sharing of lessons learned and best practices based on sentinel 
events and RCAs in a single platform. DHA officials told us that 
individuals with access to the system will be able to see a breakdown of 
corrective actions submitted by other MTFs for a particular type of 
sentinel event and whether these corrective actions were rated as 
stronger, intermediate, or weaker by DHA. DHA officials told us that for 
now, they will allow the military services and NCR to determine who has 
access to the system. Officials from two military services and NCR told us 
that they have access to this tool and are responsible for granting access 
to their MTFs. One MTF we visited told us they have access to this tool. 
However, it is too early to evaluate how the SERCA tool will be used to 
make improvements. 

 
Each year, thousands of adverse medical events are reported at MTFs. 
Tracking and conducting follow-up on these events is crucial for officials 
to learn from and prevent these events in the future. As DHA assumes 
administrative responsibility for all MTFs, its role in ensuring that sentinel 
events—the most serious type of adverse medical events—are reported 
and tracked and that required follow-up is conducted will become 
increasingly critical. However, the current fragmented and inconsistent 
tracking process across the military services and NCR has impeded the 
efficiency of DHA’s efforts to ensure DHA has complete information about 
sentinel events and RCA reports. Furthermore, DHA cannot ensure that it 
is receiving all reports on the implementation of corrective actions, such 

Conclusions 
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as MOS reports, and does not know how many reports it is missing for a 
number of reasons, including those related to policy, tracking, and 
reconciliation efforts. Collectively, all of these information gaps impair 
DHA’s ability to fully understand the types of sentinel events that are 
occurring in its MTFs, the corrective actions that have been implemented, 
and whether these actions have been effective. This information is 
essential to prevent adverse medical events from occurring in the future 
and to ensure that the care provided by MTFs is safe and effective. 

 
We are making the following two recommendations to the Assistant 
Secretary of Defense (Health Affairs): 

• Ensure DHA improves as appropriate the systems and processes 
used by the military services, NCR, and DHA to track sentinel events 
and RCA reports and require the military services and NCR to 
communicate with DHA the reasons RCA reports are not completed 
for reported sentinel events. (Recommendation 1) 

• Ensure DHA clarifies its requirement that reports on the 
implementation of corrective actions, such as MOS reports, should be 
completed and submitted to DHA, and to work with the military 
services and NCR to develop a standard system to help DHA 
consistently track and reconcile information about individual reports. 
(Recommendation 2) 

 
DOD provided written comments on a draft of this report, including 
technical comments, which we incorporated as appropriate. In its written 
comments, which are reprinted in appendix II, DOD concurred with both 
of our recommendations. In response to our first recommendation, DOD 
acknowledged that its current tracking efforts for sentinel events and 
RCAs are fragmented, inefficient, and unreliable. DOD stated that in the 
future, it envisions a single system to track and monitor sentinel events, 
RCAs, and corrective action implementation plan reports.  A single 
system would eliminate the fragmentation associated with tracking these 
reports and the need for a cumbersome reconciliation process, potentially 
improving the completeness and reliability of DHA’s patient safety data as 
well as its ability to identify and implement system-wide improvements. 
 
In response to our second recommendation, DOD stated that it will clarify 
the difference between an MOS report, which may be required by the 
Joint Commission, and a corrective action implementation plan report, 
which will always be required by DOD for reported sentinel events. DOD 
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explained that when an MOS report is required by the Joint Commission, 
this report will satisfy DOD’s requirement.  However, when the Joint 
Commission does not require an MOS report for a sentinel event, DOD 
will require a corrective action implementation plan report.  DOD stated 
that it expects the revised policy to be signed in late summer 2018 and in 
effect by October 1, 2018—the date that DHA is to assume responsibility 
for the administration of all MTFs. 
 
We are sending copies of this report to the Secretary of Defense and 
appropriate congressional committees. In addition, the report will be 
available at no charge on GAO’s website at http://www.gao.gov. 

If you or your staffs have any questions about this report, please contact 
me at (202) 512-7114 or at draperd@gao.gov. Contact points for our 
Offices of Congressional Relations and Public Affairs can be found on the 
last page of this report. Other major contributors to this report are listed in 
appendix III. 

 
Debra A. Draper 
Director, Health Care 

 

http://www.gao.gov/
mailto:draperd@gao.gov
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In a March 2015, the Assistant Secretary of Defense for Health Affairs 
issued a memorandum about improving the sentinel event and root cause 
analysis (RCA) reporting processes. This memorandum also revised 
DOD’s definition of sentinel events, which previously stated that a sentinel 
event is an unexpected occurrence involving death or serious physical or 
psychological injury or risk. The revised sentinel event definition is a 
patient safety event (not primarily related to the natural course of the 
patient’s illness or underlying condition) that reaches a patient and results 
in death, permanent harm, or severe temporary harm.1 This revised 
definition also includes additional types of events outlined by the Joint 
Commission and the National Quality Forum.2 (See table 4.) 

DOD described the following sentinel events that are outlined by the Joint 
Commission: 

• Suicide of any patient receiving care, treatment, and services in a 
staffed around-the clock care setting or within 72 hours of discharge, 
including from the hospital’s emergency department. 

• Unanticipated death of a full-term infant or discharge of an infant to 
the wrong family. 

• Abduction of any patient receiving care, treatment, and services. 

• Any elopement (unauthorized departure) of a patient from a staffed 
around-the-clock care setting (including the emergency department), 
leading to death, permanent harm, or severe temporary harm to the 
patient. 

• Destruction of red blood cells transfusion reaction involving 
administration of blood or blood products that have major blood group 
incompatibilities. 

• Rape, assault (leading to death, permanent harm, or severe 
temporary harm), or homicide of any patient receiving care, treatment, 
and services while on site at the hospital. 

                                                                                                                     
1Severe temporary harm is critical, potentially life-threatening harm lasting for a limited 
time with no permanent residual effect, but that may require transfer to a higher level of 
care/monitoring for a prolonged period of time, transfer to a higher level of care for a life-
threatening condition, or additional major surgery, procedure, or treatment to resolve the 
condition.  
2The Joint Commission is an independent, not-for-profit organization that accredits and 
certifies health care organizations and programs. The National Quality Forum is a not-for-
profit independent organization that evaluates health care performance measures for 
multiple areas, including patient safety. 

Appendix I: Department of Defense’s (DOD) 
Revised Definition of a Sentinel Event 



 
Appendix I: Department of Defense’s (DOD) 
Revised Definition of a Sentinel Event 
 
 
 
 

Page 33 GAO-18-378  DOD Adverse Medical Events 

• Invasive procedure, including surgery, on the wrong patient, at the 
wrong site, or that is the wrong (unintended) procedure. 

• Unintended retention of a foreign object in a patient after an invasive 
procedure. 

• Severe neonatal excess of bilirubin (bilirubin >30 milligrams/deciliter). 

• Prolonged fluoroscopy with cumulative dose >1,500 rads to a single 
field or any delivery of radiotherapy to the wrong body region or >25 
percent above the planned radiotherapy dose. 

• Fire, flame, or unanticipated smoke, heat, or flashes occurring during 
an episode of patient care. 

• Any maternal death or severe maternal or morbidity occurring during 
or after birth (24 hours). 

Table 4: National Quality Forum Sentinel Events Outlined by the Department of Defense (DOD) 

Category of event Description of event  
1. Surgical or invasive 
procedure events 

Surgery or other invasive procedure performed on the wrong site or wrong patient or wrong surgical or 
other invasive procedure performed on a patient 
Unintended retention of a foreign object in a patient after surgery or other invasive procedure  
Intraoperative or immediately postoperative/post-procedure death of a patient classified as fit for surgery 

2. Product or device 
events 

Patient death or serious injury associated with the use of contaminated drugs, devices, or biologics 
provided by the health care setting 
Patient death or serious injury associated with the use or function of a device in patient care, in which the 
device is used or functions other than as intended 
Patient death or serious injury associated with intravascular air embolism that occurs while being cared 
for in a health care setting  

3. Patient protection 
events 

Discharge or release of a patient/resident of any age, who is unable to make decisions, to other than an 
authorized person 
Patient death or serious injury associated with patient elopement (disappearance) 
Patient suicide, attempted suicide, or self-harm that results in serious injury, while being cared for in a 
health care setting  

4. Care management Patient death or serious injury associated with a medication error (e.g., errors involving the wrong drug, 
wrong dose, wrong patient, wrong time, wrong rate, wrong preparation, or wrong route of administration)  
Patient death or serious injury associated with unsafe administration of blood products 
Maternal death or serious injury associated with labor or delivery in a low-risk pregnancy while being 
cared for in a health care setting 
Death or serious injury of a neonate associated with labor or delivery in a low-risk pregnancy  
Patient death or serious injury associated with a fall while being cared for in a health care setting  
Any stage 3, stage 4a, and unstageable pressure ulcers acquired after admission to a health care setting 
Artificial insemination with the wrong donor sperm or wrong egg 
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Category of event Description of event  
Patient death or serious injury resulting from the irretrievable loss of an irreplaceable biological specimen  
Patient death or serious injury resulting from failure to follow up or communicate laboratory, pathology, or 
radiology test results  

5. Environmental events Patient or staff death or serious injury associated with an electric shock in the course of a patient care 
process in a health care setting  
Any incident in which systems designated for oxygen or other gas to be delivered to a patient contain no 
gas, the wrong gas, or are contaminated by toxic substances  
Patient or staff death or serious injury associated with a burn incurred from any source in the course of a 
patient care process in a health care setting 
Patient death or serious injury associated with the use of physical restraints or bedrails while being cared 
for in a health care setting  

6. Radiologic events Death or serious injury of a patient or staff associated with the introduction of a metallic object into the 
magnetic resonance imaging area  

7. Potential criminal 
events 

Any instance of care ordered by or provided by someone impersonating a physician, nurse, pharmacist, 
or other licensed health care provider  
Abduction of a patient/resident of any age 
Sexual abuse/assault on a patient or staff member within or on the grounds of a health care setting  
Death or serious injury of a patient or staff member resulting from a physical assault (i.e., battery) that 
occurs within or on the grounds of a health care setting 

Source: GAO analysis of DOD document. | GAO-18-378 
aStages 3 and 4 of pressure ulcers are the most severe, in which skin and/or tissue is lost. 
 
 

 



 
Appendix II: Comments from the Department 
of Defense 

 
 
 
 

Page 35 GAO-18-378  DOD Adverse Medical Events 

 

 

Appendix II: Comments from the Department 
of Defense 



 
Appendix II: Comments from the Department 
of Defense 

 
 
 
 

Page 36 GAO-18-378  DOD Adverse Medical Events 

 

 



 
Appendix II: Comments from the Department 
of Defense 

 
 
 
 

Page 37 GAO-18-378  DOD Adverse Medical Events 

 

 



 
Appendix II: Comments from the Department 
of Defense 

 
 
 
 

Page 38 GAO-18-378  DOD Adverse Medical Events 

 

 



 
Appendix II: Comments from the Department 
of Defense 

 
 
 
 

Page 39 GAO-18-378  DOD Adverse Medical Events 

 

 



 
Appendix III: GAO Contact and Staff 
Acknowledgments 

 
 
 
 

Page 40 GAO-18-378  DOD Adverse Medical Events 

 

Debra A. Draper, (202) 512-7114 or draperd@gao.gov 

 
In addition to those named above, key contributors to this report were: 
Bonnie Anderson, Assistant Director; Danielle Bernstein, Analyst-in-
charge; Jacquelyn Hamilton; Elizabeth T. Morrison; Vikki Porter; and 
Helen Sauer. 

Appendix III: GAO Contact and Staff 
Acknowledgments 

GAO Contact 

Staff 
Acknowledgments 

(101685) 

mailto:draperd@gao.gov


 
 
 
 
 

  

 

The Government Accountability Office, the audit, evaluation, and investigative 
arm of Congress, exists to support Congress in meeting its constitutional 
responsibilities and to help improve the performance and accountability of the 
federal government for the American people. GAO examines the use of public 
funds; evaluates federal programs and policies; and provides analyses, 
recommendations, and other assistance to help Congress make informed 
oversight, policy, and funding decisions. GAO’s commitment to good government 
is reflected in its core values of accountability, integrity, and reliability. 

The fastest and easiest way to obtain copies of GAO documents at no cost is 
through GAO’s website (https://www.gao.gov). Each weekday afternoon, GAO 
posts on its website newly released reports, testimony, and correspondence. To 
have GAO e-mail you a list of newly posted products, go to https://www.gao.gov 
and select “E-mail Updates.” 

The price of each GAO publication reflects GAO’s actual cost of production and 
distribution and depends on the number of pages in the publication and whether 
the publication is printed in color or black and white. Pricing and ordering 
information is posted on GAO’s website, https://www.gao.gov/ordering.htm.  

Place orders by calling (202) 512-6000, toll free (866) 801-7077, or  
TDD (202) 512-2537. 

Orders may be paid for using American Express, Discover Card, MasterCard, 
Visa, check, or money order. Call for additional information. 

Connect with GAO on Facebook, Flickr, Twitter, and YouTube. 
Subscribe to our RSS Feeds or E-mail Updates. Listen to our Podcasts. 
Visit GAO on the web at https://www.gao.gov. 

Contact: 

Website: https://www.gao.gov/fraudnet/fraudnet.htm 

Automated answering system: (800) 424-5454 or (202) 512-7470 

Orice Williams Brown, Managing Director, WilliamsO@gao.gov, (202) 512-4400, 
U.S. Government Accountability Office, 441 G Street NW, Room 7125, 
Washington, DC 20548 

Chuck Young, Managing Director, youngc1@gao.gov, (202) 512-4800 
U.S. Government Accountability Office, 441 G Street NW, Room 7149  
Washington, DC 20548 

James-Christian Blockwood, Managing Director, spel@gao.gov, (202) 512-4707 
U.S. Government Accountability Office, 441 G Street NW, Room 7814, 
Washington, DC 20548 

GAO’s Mission 

Obtaining Copies of 
GAO Reports and 
Testimony 
Order by Phone 

Connect with GAO 

To Report Fraud, 
Waste, and Abuse in 
Federal Programs 

Congressional 
Relations 

Public Affairs 

Strategic Planning and 
External Liaison 

Please Print on Recycled Paper.

https://www.gao.gov/
https://www.gao.gov/
https://www.gao.gov/ordering.htm
https://facebook.com/usgao
https://flickr.com/usgao
https://twitter.com/usgao
https://youtube.com/usgao
https://www.gao.gov/feeds.html
https://www.gao.gov/subscribe/index.php
https://www.gao.gov/podcast/watchdog.html
https://www.gao.gov/
https://www.gao.gov/fraudnet/fraudnet.htm
mailto:WilliamsO@gao.gov
mailto:youngc1@gao.gov
mailto:spel@gao.gov

	DOD HEALTH CARE
	Defense Health Agency Should Improve Tracking of Serious Adverse Medical Events and Monitoring of Required Follow-up
	Contents
	Letter
	Background
	Adverse Medical Events
	Sentinel Events
	Transition of MTF Administrative Responsibilities to DHA

	The Military Services’ and NCR’s Adverse Medical Event Policies Do Not Consistently Align with DOD’s Policies, but Transition to DHA’s Policies Is Planned
	Fragmented Process for Tracking Sentinel Events and RCA Reports Impedes DHA’s Ability to Ensure It Has Received Complete Information
	Process Used by the Military Services, NCR, and DHA to Track Sentinel Events and RCA Reports Is Fragmented
	Sentinel Event Tracking
	RCA Report Tracking

	Fragmented Tracking Impedes DHA’s Ability to Ensure That It Has Complete Information on Sentinel Events and RCA Reports
	Despite Reconciliation Efforts, DHA Does Not Have Complete Information on Sentinel Events and RCA Reports
	Sentinel Event Discrepancies
	RCA Report Discrepancies
	Missing RCA Reports


	DHA’s Efforts to Ensure It Receives MOS Reports Are Limited and Impeded by Inconsistent Report Tracking and Unclear Requirements about Report Submission
	DHA’s Efforts to Ensure It Receives MOS Reports Are Limited and Impeded by Inconsistent Report Tracking
	DOD’s Requirement to Submit Reports on the Implementation of Corrective Actions Is Unclear

	DHA Uses Information about Adverse Medical Events to Inform System-wide Patient Safety Improvement Initiatives
	Conclusions
	Recommendations for Executive Action
	Agency Comments

	Appendix I: Department of Defense’s (DOD) Revised Definition of a Sentinel Event
	Appendix II: Comments from the Department of Defense
	Appendix III: GAO Contact and Staff Acknowledgments
	GAO’s Mission
	Obtaining Copies of GAO Reports and Testimony
	Connect with GAO
	To Report Fraud, Waste, and Abuse in Federal Programs
	Congressional Relations
	Public Affairs
	Strategic Planning and External Liaison


	d18378high.pdf
	DOD HEALTH CARE
	Why GAO Did This Study
	What GAO Recommends

	What GAO Found



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /PageByPage

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.7

  /CompressObjects /All

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.1000

  /ColorConversionStrategy /LeaveColorUnchanged

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams true

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments false

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Preserve

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile (None)

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



