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Ekecutive Summ~ 

Purpose The quality of health care provided by the Department of Defense (pop) 
direct health care system is of continuing concern to the Congress and 
users of the system. DOD has undertaken several initiatives to assure 
high-quality care. One of these initiatives-the occurrence screen 
program-is intended to identify individual cases as well as patterns of 
potentially substandard care or care that could be improved. GAO con- 
ducted its review to determine how well occurrence screen programs 
were being implemented to meet this intent. 

GAO concentrated its study on how well DOD hospitals were identifying 
indicators of potentially substandard care during the first review of a 
patient’s medical records-the initial screening process. GAO also 
examined program changes being implemented by DOD to determine their 
potential impact on the effectiveness of the occurrence screen program. 

GAO'S work was done at the request of the Chairman, Subcommittee on 
Military Personnel and Compensation, House Committee on Armed Ser- 
vices, and Senators Daniel K. Inouye, Claiborne Pell, and Jim Sasser. 

I 
I- 

Background Occurrence screening is one of several elements in a DOD hospital’s qual- 
ity assurance program. It involves a review of patient records by trained 
personnel who use designated criteria to identify occurrences that rep- 
resent deviations from normal procedures or expected outcomes. For 
example, if a patient had a drug or transfusion reaction or was unex- 
pectedly returned to an operating room after initial surgery, each such 
incident would be considered an “occurrence.” Once identified during 
the review of a medical record, the occurrence is evaluated through a 
peer review by physicians, who determine whether the care given was 
appropriate and met acceptable medical standards. 

Occurrence screen data can be used to identify single instances of poten- 
tially substandard care or can be aggregated by the hospital to provide 
information on trends in the type of care provided by either the hospital 
or individual physicians within it. (See p. 8.) 

IX)D established the occurrence screen program in 1984 to help address 
problems identified in military health care. In late 1986 and in 1987, 
while GAO was conducting its review, DOD restructured its program from 
one of centralized oversight through reporting of cumulative data on 
hospital performance to DOD, to a more localized effort, wherein services 
and individual hospitals develop and use occurrence screen data for 
their own particular needs. (See pp. 8, 10.) 
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Executive Summary 

Results in Brief Substantial numbers of occurrences were not being identified during the 
initial screening process. Full identification of all occurrences is impor- 
tant not only to identify potential instances of substandard care but also 
to accurately identify patterns or trends in the delivery of care in IX)I) 
hospitals. (See p. 21.) 

uou’s 1986 and 1987 policy changes were designed to improve the utility 
of occurrence screen programs at the hospital level and were needed to 
achieve more positive acceptance of the program by the hospitals. The 
extent to which these changes help to improve individual hospitals’ pro- 
grams, however, will depend on how the hospitals and services design 
and implement their programs within the revised policy framework. 
(See p. 13.) 

Principal Findings 

Improvements Needed in 
Initial Screening Process 

GAO’S examination of selected patient medical records revealed that hos- 
pital personnel failed to identify substantial numbers of occurrences 
during their initial screening reviews. GAO’S analysis of 25 1 patient 
records containing occurrences at six hospitals showed that one or more 
occurrences were missed by hospital reviewers in 164, or about 65 per- 
cent, of the records. No single service was significantly more proficient 
than another in detecting occurrences. Failure to identify occurrences 
undermines the intent of the program-to identify individual cases and 
patterns of potentially substandard care and care that could be 
improved. (See p. 21.) 

GAO identified three factors in hospitals’ initial screening processes that 
it believes contribute to missed occurrences. First, DOI) and the services 
had not provided sufficient guidance on what to do if more than one 
occurrence is found in a patient’s medical record. As a result, reviewers 
did not always record every occurrence identified in the medical file. 
(See p. 23.) 

. 

Second, in the two Navy hospitals GAO visited, the personnel who 
reviewed patient records to identify possible occurrences included 
corpsmen. Officials in one hospital indicated that these corpsmen may 
not have had sufficient medical expertise and training to identify all of 
the occurrences. (See pp. 23, 24.) 
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Third, attending physicians in the Army and Air Force screen their own 
patient records. From an internal control perspective, this practice 
raises the issue of reviewer objectivity and raises questions about the 
screen programs’ credibility. (See pp. 24, 25, 26.) 

DOD Program Changes 
A.imed at Strengthening 
Hospital-Level Programs 

DOD hospitals did not make full use of the original occurrence screen pro- 
gram primarily because (1) the screens required by DOD were deemed to 
be too prescriptive (2) and the management information system (AQCESS) 
did not provide sufficient accurate data to make occurrence screen pro- 
grams useful at individual hospitals. (See p. 13.) 

DOD's 1986 and 1987 policy initiatives were designed primarily to allow 
the services and individual hospitals more flexibility in determining the 
specific occurrences they want to monitor without obtaining prior DOD 
concurrence. Service and hospital officials as well as civilian experts 
agree that hospitals should be involved in designing their own occur- 
rence screen programs, relevant to their specific needs. (See pp. 14, 15.) 

DOD has also attempted to make occurrence screen programs more useful 
to hospitals by expanding the number of screening criteria and other 
quality assurance indicators that can be tracked by the system and 
increasing its data analysis capabilities. All three services are requiring 
their hospitals to use a standard set of six screening criteria in their 
programs. However, the information tracking capabilities of the revised 
management information system allow many additional screens to be 
used at the option of each hospital, depending on their unique require- 
ments. (See pp. 15, 16, 17, 18.) 

L)ata Collection and 
Analysis Above Hospital 
Level Could Improve 
Program Effectiveness 

The services’ decision to use a specified minimum set of screening trite- 
ria at each service hospital will provide a degree of uniformity in the 
data collected at the hospital level. This uniformity could facilitate 
multihospital trending and analysis if the data were collected and ana- 
lyzed by service commands above the individual hospital level. Such 
analysis could be used by both individual hospitals and command levels 
to focus quality assurance resources and efforts. 

* 

The Air Force and Navy are requiring that data be reported above the 
hospital level-the former to mid-level commands and the latter to the 
Naval Medical Command. The Army, although not requiring hospitals to 
report data to higher commands, has asked hospitals to submit screens 
that have had a positive effect on the quality of patient care. These data 
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Ager Icy con unents 

--.-- __ -.- ..__.__.-_ 
should be helpful; however, the Army will not have information readily 
available to measure the performance of its hospitals against each other 
or other hospitals in the DOD system and to identify systemwide trends 
in the quality of care being provided. (See pp. 17, 18, 19.) 

Recommendations The Secretary of Defense should direct the service secretaries, in con- 
junction with the Assistant Secretary of Defense for Health Affairs, to: 

l Instruct screeners to identify all applicable occurrences during the ini- 
tial screening process. (See p. 27.) 

l Discontinue using attending physicians to screen their own patient 
records and use properly trained nonphysician personnel to perform 
this function. (See p. 27.) 

l Collect and analyze occurrence screen data above the hospital level and 
provide comparative and related analysis to the individual hospital com- 
manders for management purposes. (See pp. 19,20.) 

1x11) agrees that the concept of collecting data above the hospital level 
and analyzing it for trends has great potential. But, because of past 
experience with occurrence screen data, DOD does not want to require 
collection by the services until it knows more precisely what data will be 
meaningful. DoD concurred with GAO’S recommendation to instruct 
screeners to identify all occurrences and stated that its management 
information system now has the software to facilitate this. DOI) also 
agreed that in most instances the initial screens could be done by non- 
physicians, but expressed the opinion that individuals (e.g., physicians) 
who are most knowledgeable about the case should not be excluded. 1x11) 
believes its automated medical system, which should be in place by the 
mid to late 1990’s, will enable it to perform the vast majority of initial . 
screenings and satisfy both the GAO and the DOI) perspectives on 
improvements needed. (See pp. 43-45.) 

GAO continues to believe that attending physicians should not screen 
their own patient records. DOD’S suggestion that its automated medical 
system is the best solution to this problem and would satisfy both GAO 
and IWI) perspectives would have merit if its implementation date were 
more immediate. (See p. 45.) 
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Chapter 1 

Introduction 
~- i 

__._ .-.* .--_ ---. 
In recent years the Congress and military beneficiaries have been 
increasingly concerned about the quality of health care provided by the 
military’s direct health care system. In response to these concerns, the 
Department of Defense (MD) undertook several initiatives to assure 
high-quality care. One such initiative was an occurrence screen program. 

Occurrence screening is one of several elements in a typical quality 
assurance program. It is increasingly being used in civilian hospitals and 
has been required in all Veterans Administration facilities since October 
1988. Under occurrence screen programs in DOD hospitals,l patient medi- 
cal records are reviewed by personnel with medical training using objec- 
tive designated criteria. The reviewers identify events that took place 
during a patient’s treatment in the hospital that represent a deviation 
from normal procedures or expected outcomes. All patient records in 
which such occurrences are identified are reviewed by physician peers, 
who determine whether the care provided was appropriate or whether 
any opportunity for improvement of care exists. If the care is deemed to 
be substandard, appropriate action is taken. Depending on the problem, 
these actions can range from having the providing physician counseled 
by his supervisor to discontinuing use of faulty medical equipment. 
Occurrence screen data can also be used to identify events that are 
applicable to other elements of a hospital’s quality assurance program. 
According to DOD, as experience is gained with occurrence screening, 
quality assurance officials have come increasingly to appreciate the 
methodology and apply it to a broader range of activities, such as 
resource allocation. 

A 1983 directive on standards for DOD health care provider performance 
mandated that mortality and complication rates be determined for indi- 
vidual DOD health care providers and used in evaluating their work. To 
comply with this directive, in September 1984 DOD instituted a program * 
called occurrence screening, under which inpatient records were to be 
reviewed as a way to record and report provider-related patient care 
complications. At that time, DOD required that all inpatient records be 
screened against 18 specified criteria2 and that any instances of proven 
substandard care be recorded in the provider’s credentials file and used 

‘In fiscal year 1986, DOD operated 168 hospitals, admitted over 877,000 patients, and had an average 
daily census of about 13,500. 

%‘hese criteria were derived from criteria used in the 1977 California Medical Insurance Feasibility 
Stndy. In this study, researchers identified a number of adverse events (occurrences) pertinent to the 
population of hospitalized patients. 
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in his/her performance assessment. The screening criteria, or occur- 
rences, to be used are shown in table 1.1. 

~___~ 
Table 1 .l: DOD Occurrence Screen 
Criteria Criterion 

2 

10 

11 

12 

13 

14 

15 

16 
17 

18 

Description 
AdmIssIon for a condltlon that may represent a compllcatlon of previous 
outpatient treatment 

ReadmIssIon within 6 months for a condltlon that IS possibly a compllcatlon 
of previous treatment 

Drug or transfusion reaction 

Unexpected transfer from a general care bed to a special care bed 

Unantlctpated transfer to another acute care facility 

Cardiac or respiratory arrest 

Organ failure (heart, kidney, lung, brain) not present on admission 

Death 

Neurosensory or functional deficit or Intractable pain not present on 
admrsslon 

APGAR score of four or less at 1 minute or seven or less at 5 minutes” 

Injury of organ/body part during mvaslve procedure (mcludmg obstetrical 
delivery) 

Unexpected return to operating room 

Unplanned removal or repair of normal body part during surgery (not 
documented on the Informed consent) 

Postoperation complication 

Acute myocardlal Infarction or cardiovascular accident after surgery 

Operation for removal of foreign body left in operative site 

Repeat of the same Invasive procedure dunng the same admisslon 

Discharge against medical advice 

“The APGAR score IS the numencal expresslon of the condltlon of a newborn Infant on assessmenl of 
the Infant’s heart rate, respiratory effort, muscle tone, reflex rrrrtabrlrty, and color 

As part of its original program, IKH) instructed each service to submit. an 
annual report summarizing the number of times any of the aforemen- 
tioned occurrences were identified in each hospital. The data were to be 
arranged across four provider specialty groupings (pediatrics, obstet- 
rics/gynecology, surgery, and medicine). DOD officials hoped that the 
annual reports would yield information useful for systemwide quality 
assurance analysis. DOD also established the Automated Quality of Care 
Evaluation Support System (AQCIBS),~ a hospital-based management 
information system intended in part to assist the hospitals in collecting 

“A~XSS was dcvc~lop~d to collect and rqort clinical, administrative, and mwa#,c~ri;d informal ion 
nc~ssary to sripport inpaticnl administration of the medical quality a!!suranc~e programs within Do(I). 
Oc~currt~~~ sc~rvvning is onv functional capability of the system’s quality arsrrramc~ mtdnk, whic+l 
inc4udvs. among other things, incidrnt reporting and cwdrntialing. 
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and analyzing data on indicators of quality of care, including occurrence 
screen criteria. 

We began our review of DOD'S occurrence screen program in May 1987. 
In late 1986 and 1987, DOD significantly revised its objectives and expec- 
tations for the program and made major changes in AQCESS. DOD discon- 
tinued central reporting and redirected its efforts toward revising the 
occurrence screen program and its AQCESS support, with emphasis on 
hospital-level development and use. Specifically, DOD eliminated the 
requirement for both the 18 specific screens and the annual report con- 
taining summary data on individual hospital screening results. 

DoD now allows hospitals to design their own occurrence screen pro- 
grams, including development of their own screen criteria. DOD also 
made major revisions to AQCXS to provide space for additional screens 
and to enhance hospitals’ ability to collect and analyze data. These 
changes were made because M)D recognized that its initial approach was 
not achieving the desired results at the hospital level. WD found that 
(1) all 18 specified screen criteria are not necessarily appropriate in 
every hospital, (2) occurrence screening is most effective as a hospital- 
based program focusing on improving each facility’s overall medical 
care, (3) the data analysis and data gathering capacity of AQCFSS was 
insufficient, and (4) central reporting of data to DOD was not as useful as 
originally expected. 

We completed our work at the hospitals in December 1987. By May 
1988, MID, the Army, and the Air Force had issued revised policies and 
procedures that reflected the changes made to the occurrence screen 
program. The Navy had an interim policy. At that time, staff in most of 
the hospitals had also received training on the new version of AQCJESS, 

which includes major modifications to the quality assurance component. * 

Objectives, Scope, and Our review of the occurrence screen program was requested by the 

M+hodology 
Chairman, Subcommittee on Military Personnel and Compensation, 
IIouse Committee on Armed Services, and Senators Daniel K. Inouye, 
Claiborne Pell, and Jim Sasser, who asked us to monitor the implementa- 
tion of several DOD initiatives aimed at improving the quality of care 
provided in military health care facilities. As agreed with the reques- 
ters, we did not undertake a full assessment of the occurrence screen 
program because DOD was making significant changes to it. Instead, we 
focused on the effectiveness of individual hospitals’ screening of 
patients’ medical records to identify occurrences that could indicate that 
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the patient received substandard care. This effort is termed initial 
screening. We also reviewed program changes, such as the elimination of 
specified screens and revisions to ALE!!, being implemented by IX)I) to 
determine their potential impact on hospitals’ effectiveness in detecting 
and assessing patterns that might indicate substandard or improvable 
care. 

We interviewed officials and reviewed pertinent occurrence screen poli- 
cies and procedures at the Office of the Assistant Secretary of Defense 
for llealth Affairs; the Army, Navy, and Air Force Offices of the Sur- 
geons General; and the Naval Medical Command. We also obtained their 
views on the effectiveness of the current program and the potential 
effect that the 1986 and 1987 changes may have on the situations we 
observed at the hospitals. 

We also reviewed occurrence screen data and interviewed personnel 
involved in quality assurance activities at six military hospitals: 
Womack Army Community Hospital, Fort Bragg, North Carolina; Ken- 
ner Army Community Hospital, Fort Lee, Virginia; Naval Hospital, .Jack- 
sonville, Florida; Naval Hospital, Bethesda, Maryland; IJnited States Air 
Force Regional IIospital, Langley Air Force Base, Virginia; and Malcolm 
Grow IJnited States Air Force Medical Center, Andrews Air Force Base, 
Maryland. These facilities were judgmentally selected to include hospi- 
tals from the three military services and both small and large hospitals, 
in terms of number of beds. (See app. I for information on the hospitals 
we visited.) The results of our work cannot be projected to all military 
hospitals. 

To determine the completeness of the initial screening process, we com- 
pared hospital-identified occurrences at the six locations visited to those 
identified by civilian medical record abstracters who reviewed a sample . 

of inpatient hospital records as a part of IX)I)‘s civilian peer review pro- 
gram.4 With the exception of Kenner Army Community Ilospital, 
abstracters had identified between 15 and 81 cases with occurrences at 
each facility for the period we selected for review--.July and August 
1986. We used a longer period at Kenner-March through August 
1986---because so few cases with occurrences were noted by the 
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abstracters in ,July and August. At the time of our review, these data 
were the most recent available. 

Our initial universe at the six hospitals consisted of 313 patient medical 
records, in which civilian peer reviewers had identified 518 occurrences. 
As a result of our review, 62 medical records and 118 occurrences were 
eliminated because (1) GAO’S Chief Medical Advisor believed that the 
civilian abstractor had made an error and the hospital’s initial screener 
was correct to have excluded it; (2) the hospital was using slightly dif- 
ferent criteria from the abstractor’s and, when measured against the 
hospital’s criteria, no error had been made; or (3) the patient file could 
not be located. Our final sample consisted of 261 patient medical 
records, in which the civilian peer reviewers had identified 400 occur- 
rences that should have been identified by the hospitals. 

If the hospital did not identify an occurrence that the abstracters did, 
we discussed the case with hospital officials. In many cases they agreed 
that the occurrence should have been noted. Where they disagreed, 
GAO’S Chief Medical Advisor reviewed the case to determine if, in his 
opinion, the occurrence should have been identified. 

We interviewed DOD hospital personnel as well as individuals in the pub- 
lic and private sectors who are knowledgeable about occurrence screen- 
ing to obtain their opinions on (1) ways to implement occurrence screen 
programs, including those used by DOD hospitals we visited; (2) results 
achieved by the military hospitals we visited in identifying instances of 
potentially substandard care; and (3) DOD’S proposed changes to the pro- 
gram. Among those contacted in the public and private sectors were the 
Joint Commission on Accreditation of Healthcare Organizations, Chi- 
cago; the American Hospital Association, Chicago; the Department of 
Health and Human Services’s Health Care Financing Administration, L 

Baltimore; the Maryland Hospital Education Institute, Lutherville 
(Maryland); the Risk Management Division of St. Paul Fire and Marine 
Casualty, a medical malpractice insurance company, St. Paul; and two 
risk management/quality assurance consulting firms, Interqual, Boston, 
and Medical Management Analysis, Inc., Auburn (California). 

We performed our work between May and December 1987 in accordance 
with generally accepted government auditing standards. 
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Char>ter 2 

DOD Policy and Management Information 
System Changes Aimed at Improved Hospital 
Implementation of Occurrence Screen Program 

- 
IX)I) hospitals did not make full use of the original occurrence screen pro- 
gram because the screens required by DOD were deemed to be too pre- 
scriptive, and the management information system (AQCESS) did not 
provide sufficient accurate data to make occurrence screen programs 
useful at individual hospitals. DOD recognized that in order to achieve 
more effective hospital-level programs and greater acceptance of the 
program by hospital personnel, changes would have to be made in the 
requirements. 

Through policy revisions DOD reduced its involvement in occurrence 
screen programs and allowed hospitals greater leeway in developing 
programs to suit their individual needs. These revisions have been gen- 
erally acclaimed at the service level and by hospital quality assurance 
personnel as positive moves to enhance the effectiveness and utility of 
screen programs. The changes are also supported, in principle, by qual- 
ity assurance personnel we spoke to in the private sector-most of 
whom favored hospital-specific occurrence screen programs. 

Kevisions to the information-tracking capabilities of ACmS!$ made to 
improve individual hospitals’ ability to collect and analyze screen data 
pertinent to their own specific interests, have received praise from users 
of the system. 

Isy May 1988, the new policies had been implemented and enhancements 
to the management information system installed in most service hospi- 
tals. Whether hospitals realize the full potential of these changes will 
depend on the kind of analyses they choose to perform and the extent to 
which they develop meaningful screens. Also, as discussed in chapter 3, 
IXXI’S revisions do not address problems in the way hospitals implement 
the initial screening process. 

. 
The Air Force and Navy are requiring each of their hospitals to submit 
some occurrence screen data to higher commands for evaluation and use 
in preparing summary information for the Surgeons General. Among 
other things their data can be used to identify problems in individual 
hospitals or to compare hospital performance to identify possible sys- 
temic problems that need higher command attention. The Army has not 
required its hospitals to submit such data beyond the hospital level. 
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System Changes Aimed at Improved Hospital 
Implementation of Occurrence 
Screen Program 

DOD Policy and 
Management 
Information System 
Changes 

DOD’S current occurrence screen policy requires only that hospitals have 
a screen program. DOD no longer requires that certain screen criteria be 
used or that all patient records be screened. This allows the services and 
individual hospitals more flexibility in developing screen programs to 
meet their specific needs. Modifications to the AQCESS quality assurance 
module are intended to enhance individual hospitals’ ability to collect 
and analyze occurrence screen and other quality assurance data each 
believes important to assure high-quality care. These data are used in 
conjunction with other quality assurance mechanisms to help identify 
quality-of-care problems that need attention or aspects of care that 
could be improved. 

Impact of Revised 
Screening Policy on 
Hespitals 

Before DOD implemented its revised screen program, we spoke to quality 
assurance personnel and physicians at four DOD hospitals about the 
changes being contemplated. (At the time of our visits to the other two 
facilities, hospital officials were not aware of the changes DOD had 
planned.) Of those officials who knew of the policy changes, all believed 
they would have a positive effect on the program. They especially 
favored having the authority to develop their own screens rather than 
use the 18 screens formerly prescribed by M)D-which some officials 
believed to be too subjective. One Air Force hospital quality assurance 
coordinator indicated that soon after he announced the new program, he 
received sets of specialty-specific screens (such as for obstetrics and 
general surgery) from eight departments. 

Hospital-level programs have support in the private sector as well. For 
example, the Joint Commission on Accreditation of Healthcare Organiza- 
tions emphasizes that quality assurance monitoring and evaluation 
methods should be tailored to the needs of individual facilities. This con- 
cept was echoed by officials of the other organizations we contacted- & 

for example, the medical services manager at St. Paul Fire and Marine 
Insurance Company, a major insurer of civilian hospitals, stated that 
how a hospital uses occurrence screen data depends on its individual 
situation and problems. 

Although Don-specified program requirements have been removed, each 
service has specified some basic program requirements, including con- 
tinuation of loo-percent record screening and the use of a minimum set 
of screen criteria. The minimum screen criteria established by each ser- 
vice include six criteria that DOD originally considered requiring of all 
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military hospitals under the revised program.’ Specifying a minimum set 
of screen criteria will help assure at least a minimum program in all mili- 
tary hospitals and will not conflict with the need for and development of 
hospital-specific programs because, as discussed below, (1) the revised 
management information system has expanded capacity to allow hospi- 
tals to use additional locally developed screen criteria and (2) the six 
specified criteria are generally accepted as applicable to most hospitals. 

AQCISSS Changes Designed The revised quality assurance module of AY<XSS is designed to f’acilitatc 

to I1hlmw Hospital broader analysis of quality assurance data, including occurrence screen 

l’rograms data, at the individual hospital level. According to WI) officials, the revi- 
sions will allow more and better defined occurrence screen criteria to be 
tracked by the system and will facilitate follow-up of any patterns of 
substandard care. The system’s quality assurance module permits 
designation of up to 99 events-and up to 99 subcategories for each of 
these events-for data collection and analysis by hospital staff. Accord- 
ing to I)oI) officials, the term “event” includes, but is not limited to, 
occurrence screen criteria. An event is defined as any negative or posi- 
tive item relating to patient care that the hospital may wish to monitor. 
The revised system can accommodate events identified as hospitalwide 
or department-specific occurrences. Additionally, other quality assur- 
ance/risk management indicators, such as incident reports, can be 
included among events recorded. 

The revised system can provide a list of occurrences or other factors 
attributed to a specific provider and can provide a summary description 
of the problem involved in each case for which an occurrence has been 
noted. In addition, patterns of care can be identified and initially ana- 
lyzed without going back to medical records. Other changes have been 
designed into the system to encourage and facilitate hospital analysis of . 

occurrence screen data. The following are some of the more significant 
changes. 

1. Occurrences can be attributed to problems with staffing, administra- 
tive support, equipment, or other facility-related conditions. Attribution 
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may be made to more than one source, and a description of the role that 
one or more individuals played in the event may be recorded. 

2. Events can be placed into one of four categories (as opposed to the 
original two-adequate and substandard) according to the predictability 
of the occurrence and the extent to which an acceptable standard of 
care has been met. Categories I and II include predictable and unpredict- 
able occurrences within accepted standards of care; categories III and IV 
include occurrences related to minor and significant deviations from 
accepted standards of care. The significance of patterns of care can also 
be more easily interpreted. This system was originally developed by the 
Navy for its occurrence screen program, and Navy officials said physi- 
cians feel more at ease with the broader categorization of occurrences. 

3. Events that are deemed through peer review to have individually met 
the expected standard of care can be analyzed. For example, certain 
occurrences may be known as fairly common complications of a given 
procedure. However, when an individual provider continually has the 
same occurrence appearing on his or her cases, analysis could determine 
whether there is a pattern that indicates a problem needing attention. 
To illustrate, during delivery, tissue is sometimes torn near the mother’s 
birth canal as a result of the baby’s movement. Minor tears happen 
fairly regularly, but major tears are unusual, often the result of an 
unusually large baby or extremely quick birth. In any individual case, a 
severe tear may be considered “within standard,” but if a provider has a 
large percentage of cases with tears, it would raise a question about the 
adequacy of the technique used. 

Quality-of-care personnel and physicians at the hospitals we visited who 
were familiar with the revised system believed the additional AQCESS 

tracking capability would allow individual departments within the hos- I 

pita1 to collect more meaningful information and develop more effective 
analysis. DOD officials emphasized to us, however, that the system’s pur- 
pose is to facilitate hospitals’ implementation of their individually 
designed quality assurance programs and does not have to be fully used. 
But, through such means as training courses and conferences, DOD has 
tried to foster positive attitudes about the revised AQCFS and its useful- 
ness as a tool to facilitate occurrence screen and quality assurance pro- 
grams. The services have also supported the modifications and have 
communicated this support to command-level personnel. 

Page I6 GAO/HRD89-36 DOD Occurrence Screen Program 



(:hnptrr 2 
IW)I) Policy and Managemrnt Information 
System Change Aimed at. Improvrd Honpitnt 
lmptrmrntatiun of Occunmcc 
Scrrru Program 

Effectiveness of DOD ‘l‘hc extent. to which 1~)‘s policy changes have a positive impact, on ind- 

Initiatives Depends on 
vidual occur-t-(~n(*o screen programs will depend on how hospitals and 
services design and implement their programs. Given the l;itit,udo 

Hospitals’ afforded hospitals in program design and imJ)lcmcnt.ation, and diffcar- 

Implementation cncc:s of opinion about the usefulness of occurrt:nct: screen programs, 
the t!ffchc+t of IH)I) policy revisions and changes to thck management. infor- 
mation syst,ttm could vary significantly among facilitit~s. 

At, tho hospitals visited, we found not only significant, dift’cbrcnccs in pro- 
gram dcvclopmctnt, (such as differoncc~s in definitions of criteria, t.hta 
screening process, and data analysis), but, also varying attitudes ~.ow;trd 
the uscafulness of occurrcncc screen programs. Although officials at 1hc 
hospitals WC visited generally supported the conccbpt, of oc:currcn(*t 
screening, some added that they had learned of no ncbw problems 
through its use. One quality assurance reprcbscntativc told us that oc’(*IIr- 
r-once scrocning is best used as a cross-chtbck with other quality assur- 
ance rnochanisms. WC wcrc also told that many physicians bcGvc4 t hc 
~JrO#YiITI to be punitive. According to one dcpartmcnt, quality assuran(‘( 
rc~grc~scnt,ativc, physicians’ perceptions wcrc that, occurrcncc scr(~(*n 
data were being collected for use against. providers during pc~rforrnanc*o 
assctssments. Othctr hospitals’ quality assurance pcbrsonnel had seen 
some improvement in physician attitudes toward occurrence screening. 
For cxamplc, thcb chief of hospital scrviccs at one hospital said that. phy- 
sicians had become more cooperative over time bccauso they had seen 
that occurrcnco identification did not. cquato to punitive action. 

___. ___--___--__-~. .__-__~.--~~ .~ 

Data Collection Above In November 19387 the Assistant Sccrctary of Ikfcnscb for Iiealth Aff’airs 

Hospital Level Would 
mformed tho services that central reporting of occurrence screen data to 
his office had not, been useful for qualit,y assurance’ analysis and was no 

Further Improve longer roquircd. For his purposes, useful data on quality assuranc*cb . 

Program procosscs wore being provided through several other programs. 
Whct,hcxr the sctrviccs collected data from their hospitals was ma&l 
optional. 

Scrvico policies with regard to accumulating and rr:J)orting oc.c*urrcac*c 
sczctn data vary. ‘I’hc Air For-cc and heavy rcquiro hosJ)itals to ac*cllmu- 
late and report data above the hospital lcvcbl-t.hc Air For-co to t.hc 
major mid-level commands, and the Navy to the Naval Medical (:om- 
mad. As of .Junc 1988 officials at the Naval Medical Command wcro 
analyzing the first, set of data and planned to rofintr their program basc~d 
on the hospitals’ experiences with the revised AQCXSS. Air Force officials 
said they intcndcd that the commands review the occurrence scrocn 
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data and report summary information to the Surgeon General’s office. 
At the time of our review, the Army Surgeon General did not require 
data to be reported because officials told us they see no use for it at a 
higher level. Further, according to DOD, the Army obtains information 
from such sources as peer review processes, which permits it to monitor 
patient care. Hut, as part of its effort to identify and develop more 
meaningful data, the Army is now requesting each of its facilities to sub- 
mit a copy of no more than three screens per department that have had 
a positive effect on the quality and appropriateness of patient care. 
These will then be disseminated to all facilities for their consideration in 
the Army quality assurance program. The first reports to the Army Sur- 
geon General are due by the end of April 1989. 

Although they supported the need for hospital-developed programs, 
civilian experts also indicated that occurrence screen programs could 
benefit from the collection and analysis of data to establish norms and 
allow comparisons among hospitals2 For example, a representative of 
the American Hospital Association noted that having systemwide norms 
would be useful to individual hospitals in identifying areas for possible 
improvement. Likewise, a Health Care Financing Administration official 
stated that cumulative data for more than one hospital could be a useful 
management tool to identify problems and determine where resources 
should be directed. Officials of other organizations, such as the Joint 
Commission on Accreditation of Healthcare Organizations, also 
encouraged central data analyses. 

Conclusions IX)I) began its original occurrence screen program in 1984 by imposing 
rigid screening and reporting demands on its hospitals and providing a 
management information system that did not adequately support hospi- 
tal use of occurrence screen data. Within 2 years IK)D recognized that * 
major changes were necessary in order for the program to establish its 
credibility in hospitals. Thus, DOD revised its occurrence screen policy to 
lessen its involvement and strengthen the program’s use at the hospital 
level. The changes appear to be well directed and are designed to 
encourage identification of patterns of improvable care, as well as indi- 
vidual cases of potentially substandard care, by allowing hospitals to 
design programs to meet their unique needs. AQCEss information tracking 
capabilities were also increased to facilitate this process. 

-.._- 
2A hospital ~uld compare its rate of specific occurrences to the average rates for other hospitals 
within the! sorvicc>, within DOD, etc. If a hospkal’s rak for transfusion reactions, for cxamplt:, is 
significantly higher than other hospitals’, it could investigate to dckrminc~ if arc could be improved. 
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Since hospitals had not implemented the changes when we compl~~tod 
our review, we could not judge their impact on the occurrence screcln 
program. Varying opinions about the usefulness of occurrence screening, 
differences in past programs, and the flexibility given hospitals to 
design and implement their own programs point to the possibility that. 
the effectiveness of hospital occurrence screening may vary. On the 
other hand, IK)I) efforts to encourage positive attitudes and service 
acceptance of the new policies and revisions to the AQCXSS tracking capa- 
bilities have established the framework from which ctffective programs 
can develop. 

‘l’hrL program could bo further improved, however. Data should btb col- 
lcctcd and analyzed above the hospital level by all the services. As 
pointed out by civilian experts, data collection and analysis above the 
hospital level could add a valuable aspect to the program by allowing 
thr~ dcvclopment of system norms and giving individual hospitals, the 
services, and IHN) (if it chose to do so) a way to compare hospital results 
to both the system norms and to other hospitals’ results in order to b($- 
tot- identify problems and focus resources. It would also be possible to 
analyze data at the higher command level to identify trends and assist. in 
managomcnt decisions concerning potential quality assurance problems 
and solutions. Data could be reviewed to identify individual probltbm 
hospitals or possible systemic problems that need higher command 
att.ctntion and to help monitor hospitals’ program implementation. In 
using such data higher commands could look for command-related prob- 
lems, such as staff shortages or inadequate medical equipment, which 
could result in the delivery of substandard cat-c. Also, hospit,als could bth 
compared to identify outliers that may have significantly mortt or fcbwt:l 
problems. 

Two of the scrvictts arc requiring data above the hospital lcvc~l. ‘I’hc 
Army has rctquclstttd each of its hospitals to submit three screcns/c:ritc~- 
ria that, have had a positive effect on patient, cart. By limiting its data 
collcc~tion, the Army will not have information readily available to mea- 
sure the pc~rformancc~ of its hospitals against each other or hospit,als in 
the I)(H) system and to identify systemwido trends in the quality of (*:tr(~ 
bcbing provided. 

Recommendation ‘1‘0 tic41) ;tssur( t~ffoctive implementation of occurrcncc~ screen programs 
in military hospitals, we rchcommend that t.hcb Secretary of I)c~fc!nsc~ dircc*t 
the scrvico st~c:rcUrics, in conjunction with the Assistant Sea-&n-y of 
1 )c~fc~nsc for 1 Icalt 11 Affairs, to c~ollcct. and analyze occurrence scrt‘cn 
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data above the hospital level and provide comparative and related anal- 
ysis to the individual hospital commanders for management purposes. 

Agency Comments 
-..-..--~-- 

In a November 3, 1988, letter commenting on a draft of this report (see 
app. II), 1x)1) partially concurred with our recommendation to collect and 
analyze data above the hospital level and provide the data to hospita.ls 
for management purposes. DoD stated that, theoretically, trending data 
to look for improvable patterns of care in a multihospital system has 
great potential. IJut, DUD added that trending of identified occurrences 
should be selective and developed after careful peer review and assess- 
rnent of the screening product. According to DUD, while collection of 
occurrence screen data from DOD hospitals has not produced meaningful 
results in the past, ideas are emerging about data analysis above the 
hospital level and these ideas will require some time to refine. Thus, IX)D 
believes it would be inappropriate at this time to require reporting of 
data until it knows more about which data are meaningful to report. As 
it is determined which data would be useful to higher authority, DOU 
said it would require appropriate reporting. 

We agree that the services should only collect and disseminate informa- 
tion that is useful. The Navy and Air Force are gathering occurrence 
screen data above the hospital level, and the Army’s effort to collect 
screens that have had a positive effect on patient care is in keeping with 
the intent of our recommendation. Continued service attention and 
emphasis to identifying occurrences that affect health care and patient 
experience is important, and efforts should continue to be made to iden- 
tify and report on problems that may be of systemic significance. 
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Although IHH) is modifying many aspects of the occlurrence screen pro- 
gram, none of the changes address the initial screening phase. In initial 
screening, the patient’s medical records are rcbvicwed and an asscssmcbnt 
made as to whether an occurrence exists that could indicate that a 
patient rc:ceived substandard care. Our review at six IHH) hospitals 
revealed that in each facility, many occurrences wa-c not idontificd dur- 
ing the initial screening process. Three factors contributed to this situa- 
tion: ( 1) the hospitals had been given insufficient guidance on what. to 
do if an individual case contained more than one occurroncc, (2) Navy 
corpsmen scrccncrs at one of the facilities did not. have the technical 
knowledge to identify all occurrences, and (3) in many casts attending 
physicians in the Arrny and Air Force were screening t,hoir own paticr1t.s’ 
records. 

Hospitals Did Not Our analysis of’ 251 patient medical records at six I)OI) hospitals dis- 

Identify a Substantial 
closed that one or more occurrences were missed in about GT, percent. of 
the medical records reviewed.l More specifically, the hospitals missed 

Number of 2 10 of 400 occurrences that they should have noted during the initial 

Occurrences During 
screening process, as shown in table 3.1. No sin&l sclrvic*c was signifi- 
cantly more proficient than the others in identifying occurrences in the 

Initial Screening medical files. 
--- _~_____. 

Table 3.1: Results of GAO Analysis of 
Sampled Cases at Hospitals Reviewed Number Percent .__~ 

Cases Occurrences Cases Occurrences 

Hospital ldentlfled all correctly 07 112 34 7 28 0 

Hospital mlssed cntwly 103 122 41 0 30 5 

tiospltal partially correct 61 24 3 

ldentiled correctly 78 195 

bd not Identify correctly 88 220 , 

Total sample size 251 400 100.0 100.0 

WV did not. dcXtcrminc if occurrc’nccs missed had been identified through 
other hospital quality assurance systems, nor did WV HSSCSS the yualit y 
of cart in casts whet-c occurrences were missed. Further, we have no 
indic*ation thiit (*a-e provided in the individual casts where o(*currt’ncos 
were idcntificd was substandard. 



Chapter 3 
Improvements Needed in Initial 
Screening Process 

Air Force and Navy officials we spoke to believe that if an occurrence 
was noted elsewhere in the hospital’s quality assurance program, the 
impact of its nonidentification during the initial screening process is 
lessened. We disagree. Full identification of occurrences is important not 
only to identify potential instances of substandard care but also to iden- 
tify patterns or trends in the delivery of care in the DOD hospitals. In 
fact, some civilian experts cite trending of occurrences as the major ben- 
efit of occurrence screening and point to the need to identify all occur- 
rences, not just those that are deemed to be substandard, in order to 
effectively identify potential problems in hospital systems, procedures, 
and provider performance. 

Identification of occurrences and subsequent trending is also recognized 
as valuable by the Navy. In a February 1988 memorandum, the com- 
mander, Naval Medical Command, informed Navy hospitals that “Occur- 
rence screening data should continue to be trended and analyzed at least 
quarterly” at each hospital, and “trending of individually justifiable 
adverse events, will enhance our ability to identify opportunities to 
improve the care and services we provide.” 

Factors Inhibiting 
Identification of 
Occurrences 

Discussions with hospital officials and our analysis of records indicated 
that three factors contributed to occurrences not being identified during 
initial screening: (1) confusion as to when more than one occurrence 
should be identified in a patient’s medical file, (2) Navy corpsmen at one 
of the facilities not having sufficient technical knowledge to recognize 
all occurrences, and (3) use of attending physicians to screen their own 
patients’ records. 

‘fable 3.2 summarizes the most frequently missed occurrences at the 
hospitals visited. 

Table 3.2: Criteria Most Frequently 
MiS/eed by Selected Hospitals During 
lnitilal Screening 

Criteria 

Percent of 
Number 
missed 

Unexpected transfer from a general to a special care bed 

Readmission within 6 months for a condition that is possibly a 
complication of previous treatment 

38 18.1 

30 14.3 

Postoperation complication 29 13.8 

Organ failure (heart, lung, etc.) not present on admission 26 12.4 

lniurv of oraan/bodv Dart durina invasive procedure 20 9.5 

Total 68.1 
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Although thcX oc*c.urrcncc screens are designed to be objective, many 
involve judgment on the part of the reviewer. Often, more t.han one 
occurrence can appear in a patient’s record. For example, a patient. 
could have a drug reaction at one point in the hospital stay, followed by 
a l)ost,oJ)ctrat,ion complication, and ultimately death. In this-example (and 
using IK)I)‘S original 18 screen criteria cited on p. 9), three occurrcnccs- 
drug reaction, postoperation complication, and death-should be idcnti- 
ficd. IMU) and sorvicc guidance recognizes that a patient’s record could 
have multiple occurrences and implies that all should be reported. The 
guidance does not, however, explicitly state that all occurrences in a 
patient’s record should be identified and reported. As a result, service 
personnel have made their own interpretations of the guidance. Quality 
assurance personnel at one Army and one Navy hospital thought it 
unnecessary to identify such multiple occurrences. In their opinion, the 
medical record review is designed to flag a case of potentially substan- 
dard care for later peer review, which can be accomplished by idcntify- 
ing a single occurrence. Another official indicated that multiple 
occurrences need not be identified if a single incident triggered them, for 
chxamplc, if a heart attack caused subsequent death. This explains some 
missed occurrences in situations where the hospital correctly identified 
some, but not, all, of the occurrences in our sampled cases (see p. 21). 

WC disagree with the arguments presented for not identifying all occur- 
rt’nccw because they fail to recognize the importance to hospital managc- 
mcnt of knowing all situations where potential substandard or 
improvable care was delivered. Complete data are needed to identify 
pat.t.c*rns of’ improvable care and individual ca.scs of potentially substan- 
dard care. They are also needed to assure that any comparative analy- 
ses or trending data are based on the most complete and accurate 
information available. 

Navy (hrpsmen Not 
Sufficiently Trained as 
Screttnttrs 

In the Navy, initial screening is done by nonphysicians trained as utiliza- 
tion review/occurrence screen technicians. At the t,wo Navy hospitals 
visited-l~ethcsda and .Jacksonvillc-the screeners were primarily 
corpsmen. At Hcthesda, quality assurance officials commented that the 
c’orpsmon screeners may not have had enough training to identify cer- 
tain types of occurrences, such as postoperative complications, and 
problems relating to the nervous system not present on admission, called 
neurosensory deficits. At the time of our review, we noted that the 
screeners at Hethesda had independently determined that they needed 
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additional guidance and, in conjunction with nurse advisors, had devel- 
oped additional informal written guidance for use in identifying occur- 
rences. The guidance provides standard operating procedures for 
corpsmen to use when identifying occurrences in patient records. 

Civilian experts stressed the importance of training for screeners. In 
their opinion, well-trained screeners are crucial to the accuracy and 
comprehensiveness of the screening data, and training lessens the varia- 
bility among screeners. Screeners must be well versed in the way to 
review a record, the meaning of the screen criteria, and the significance 
of being an objective reviewer. These experts also believe that staff 
other than nurses and doctors are capable of doing the initial screening. 
Navy officials at Bethesda were confident that appropriate training and 
experience would result in accurate initial screening by their corpsmen. 

-I-._-- 
In Army and Air Force occurrence screen programs, attending physi- 
cians are allowed to screen their own cases. Air Force officials argue 
that this is done because there is a shortage of other personnel (such as 
registered nurses) to screen records and because only physicians have 
the necessary training and judgment to properly identify occurrences. In 
addition, they believe allowing physicians to screen their own records 
saves time in completing screening checklists because they are already 
familiar with the case being screened and do not have to review 
unfamiliar patient files. Army officials told us, however, that at larger 
facilities nurses were beginning to be used more extensively in the 
occurrence screen program. 

While personnel shortages may exist and physicians may be able to 
screen their own records more quickly, DOD is responsible for assuring 
that its facilities are providing high-quality care and must act accord- * 
ingly. Allowing Air Force and Army physicians to conduct the initial 
screening of their own patients’ records is not a good management prac- 
tice. It raises a question about the reviewers’ objectivity and violates the 
internal control principle of separation of duties, The latter is meant to 
reduce the risk of error or wrongful acts and the risk of their going 
undetected-a concept that has direct applicability to this specific DOD 
practice. Officials of organizations involved in occurrence screening 
unanimously told us that allowing attending physicians to screen their 
own records seriously undermines the system’s credibility and almost 
certainly will result in not all occurrences being identified. A civilian 
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official active in quality control efforts informed us that the system pro- 
moted by her organization uses independent registered nurses for the 
initial screening process to avoid conflicts of interest. 

The medical services manager of a prominent insurance company also 
expressed the belief that an occurrence screen program relying on 
attending physicians to do the initial screening would not identify all 
occurrences. This is, he said, because physicians, like any other individ- 
uals, do not like to report adverse events that may warrant, further scru- 
tiny by their superiors and hospital management. IIe went on to say that 
allowing physicians to screen their own records calls into question a pro- 
gram’s validity and usefulness. 

For some of the foregoing reasons, the Ilealth Care Financing Adminis- 
tration decided in 1985 that attending physicians, or any person having 
any connection with a particular hospital, would not be allowed to 
screen their own records during the initial generic screening process of 
its Professional Keview Organization program. Through a series of con- 
tracts, that agency sponsors a review program that conducts several 
review functions of Medicare patient files at hospitals throughout the 
1 Jnited States. One of the components is a generic occurrence screen pro- 
gram, by which registered nurses or medical records technicians review 
medical records to determine if certain adverse events have occurred. 
According to an official of the agency’s Office of Medical Review, such 
nurses and technicians possess the necessary credentials to adequately 
conduct initial screening of medical records. 

The question of whether attending physicians in the Air Force are in a 
conflict-of-interest position when screening records of their own 
patients has been addressed by the Air Force Audit Agency. The agency 
concluded that one of the reasons that Air Force hospitals were failing . 
to detect occurrences during initial screening was that attending physi- 
cians were allowed to screen their own cases and decide which occur- 
rences to report. It also concluded that: 

“Ik~rmitt ing at.t.c~nding physicians to decidr which o(‘(‘urrc~nc~c~s should bc c~lcvat.cd 
for peer rc~vkw will almost. always result in fr-wcr occurrcnccs being identified and 
inc,onsist.c-nt applic~at.ion of scrcclning critcria, and could significantly limit the ovcr- 
iill cbffcsct ivcn(-ss of t hc quality assurance program.” 

Air Force Surgeon General officials disagreed with the Audit Agency’s 
position and responded that attending physicians could complete the 
scarcbcning chcbcklists more quickly than anyone else because they are 
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most knowledgeable about the case. The Audit Agency agreed with this 
contention but maintained that it was still inappropriate for physicians 
to screen their own records because of a loss of independence. 

The Assistant Secretary of Defense for Health Affairs reviewed the dis- 
agreement between the Audit Agency and the Surgeon General. The 
Assistant Secretary stated that DOD had not established a policy regard- 
ing either the type of personnel that should screen medical records or 
the independence of the screener. He said that initial screening should 
be done without judgment regarding the significance of the occurrence 
and that, ideally, independent physicians would do the screening but 
that this was not practical due to resource limitations. The Assistant 
Secretary went on to say that reviewers with clinical experience, such as 
nurses, screen more effectively than do less trained reviewers, such as 
medical record abstracters or technicians. Ultimately, according to the 
Assistant Secretary, the individual military services have the responsi- 
bility to decide the appropriate balance of effectiveness and cost in 
deciding which type of personnel will screen medical records. 

Although IX)D has revised many aspects of its occurrence screen pro- 
gram, the changes do not address the initial screening phase, in which 
we found hospitals had failed to identify substantial numbers of occur- 
rences. Providing explicit instructions to screeners about recording mul- 
tiple occurrences identified in a single patient medical record should 
improve the initial screening phase. It should also enhance subsequent 
data trending and analysis by improving consistency among screeners 
and providing a more complete data base. Training of personnel charged 
with the task of initial screening of records to identify occurrences is 
also important. 

We recognize that resource and capability considerations play a signifi- 
cant role in designating which type of staff is given the task of initial 
screening. But, as long as they are properly trained, staff other than 
attending physicians can be used to screen records. Civilian hospitals 
use nonphysicians to perform initial screening, as does the Navy and, to 
a limited degree, the Army. As pointed out by several experts, continued 
use of attending physicians to screen their own records will result in the 
underidentification of occurrences and undermine the credibility of the 
occurrence screen program. Further, such a practice is in direct violation 
of effective internal control procedures. Therefore, the services should 
discontinue this practice. 
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Recommendations To improve the reliability of the initial occurrence screening process, we 
recommend that the Secretary of Defense direct the service secretaries, 
in conjunction with the Assistant Secretary of Defense for IIealth 
Affairs, to: 

l Instruct screeners to identify all applicable occurrences during the ini- 
tial screening process. 

l Discontinue using attending physicians to screen their own patient 
records and use properly trained nonphysician personnel to perform 
this function. 

Agency Comments In its November 3, 1988, letter (see app. II), IHI) concurred with our ret- 
ommendation that screeners be instructed to identify all applicable 
occurrences during the initial screening process and refer them for 
appropriate peer review. DOD stated that this concept was addressed in 
the redesign of the quality assurance module of AQC:W!S software, which 
now permits all applicable occurrences in each case to be entered into 
the data base. 

[WI) partially concurred with our recommendation to discontinue using 
attending physicians to screen their own records. MI) stated that, cur- 
rently, the personnel used by the services for initial screening may not 
always be ideal. 1x)1) said however, that, if our proposal were to be imple- 
mented immediately, an adverse impact on patient care or access would 
likely occur since such a requirement would divert clinical capability 
and compound an already critical shortage. In IK)I)‘S opinion, the addi- 
tion of automation support in clinical areas in the form of medical auto- 
mation systems will permit the capture of events that need review, but 
in the process of providing and documenting care for patients, rather 
than as a retrospective additional duty. According to 1x)1), automation . 
will satisfy both our perspective on improvements needed and IXM’S. In 
IW)I)‘s opinion this solution is feasible, more obtainable, and capable of 
being adopted as quickly as any of the less desirable alternatives. Com- 
puter software for such a system is expected to become available in the 
mid to late 1990’s. 

I)OI) objected to actions that would exclude by regulation an attending 
physician from conducting an initial screen. In LX)I)‘s opinion it would be 
functionally dangerous and inherently defeating to establish a policy 
that systematically precludes the involvement of the most knowledge- 
able, involved, and accountable personnel in the process. According to 
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DOD there are some situations in which nonphysician screeners are sim- 
ply not qualified to assess whether an occurrence or “event” has hap- 
pened (for example, “Unplanned transfer to critical care area”). 
Further, in its opinion, the checks and balances structured within its 
overall quality assurance program make it nearly impossible for a physi- 
cian with a conflict of interest to “cover up” deficient performance. 

DOD commented that in the Air Force, given enough trained nonphysi- 
cians, the initial screen could, in most instances, be performed by non- 
physicians. But, given the current operational environment of limited 
administrative support staff and small hospitals with “departments” 
that have only one specialist, the Air Force believes that it is more effi- 
cient, economical, and accurate to have the attending physician review 
his or her own medical records. Thus, in the interim, the Air Force will 
rely on the checks and balances inherent in the existing quality assur- 
ance program for internal management control. 

DOD’S position that automation may eventually resolve this issue to both 
our satisfaction and DOD’S has merit. But, with full implementation of 
that automation not expected until the mid or late 1990’s, it will have no 
impact on the issue in the near term. DOD’S view that in some situations 
nonphysician screeners are not qualified to assess whether an occur- 
rence has happened is not an insurmountable problem. When such a sit- 
uation arises, the screener could immediately seek the advice of a 
physician not associated with the case. This physician could then dis- 
cuss the case with the attending physician if necessary. No initial 
screener, especially if he or she is a nonphysician (for example, corps- 
man or nurse) should be placed in a confrontational position with an 
attending physician. 

The Air Force position that it has limited administrative support and 
many small hospitals which preclude use of anyone other than an 
attending physician to screen records has some validity in certain cir- 
cumstances (for example, very small hospitals). However, we continue 
to believe that DOD should, with minimal and defined exceptions, require 
the services to discontinue using attending physicians to screen their 
own patient records. 
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Apgndix I 

Number of Operating Beds and Admissions for 
- . 

H~spitak Visited 

Facility 
Womack Army Community Hospital, 

Fort Braaa, North Carolina 

Operating Inpatient 
beds admissions 

225 17,012 

Kenner Army Community Hospital, 
Fort Lee, Virginia 

Naval Hospital, Jacksonville, 
Jacksonville, Florida 

78 3,981 

178 10,534 

Naval Hospital, Bethesda, 
Bethesda, Marvland 494 16.358 

United States Air Force Regional Hospital, 
Langley Air Force Base, Virginia 

Malcolm Grow United States Air Force Medical Center, 
Andrews Air Force Base, Maryland 

75 4,925 

275 9,191 

Note: Fiscal year 1986 statistics provided by DOD represent the latest information available at the time 
of our review. 

Page 30 GAO/HRD89-36 DOD Occurrence Screen Program 



Comments From the Department of Defense 

ASSISTANT SLCRETARY OF DEFENSE 

‘0 7 NOV 1988 

Mr. I.awrenc-e 11. ‘I’homl)son 
Assisl.i~nt C‘omptroller General 
flumiin Resource:; Division 
I! . ‘; . General AccounCing Off ice 
WashirlqCon, D.(‘. 

Dedr Mr. Thompson : 

This ir; t hc? I)eparLment of Defense (DoD) response Co the 
C<:nt‘ral Accounting Office Draft ReporL, “DOD HEAI.TFl CARE: 
occurrence Screen Proqram Undergoing Changes RuL Weaknesses St i 11 
Exist,” rIdLed :;r[)Lember 8, 1988 (GAO Code 101318/OSD case 7763). 
The DoI) concurs or partially concurs wiLh all but onp findinq. In 
addition, Lhr DoI) concurs with one recommendation, and partially 
con(:u r s w i L h 1. hrz o t he r two . 

l’tlrec cenLra1 poinLs emerqed in framing our response. First , 
occur rpncc screening has iLs greaLest value as a methodology 
ap~)l icatjle in many arenas as a means to screen and, thereby, 
identify c<l!i(‘s t or further peer review analysis. 11. is not 
Iimitr>(j to individual patient/physician care review. Furl-her, ii 
is not a r:uiLable tool for accounLing purposes nor is it suitable 
a 3 d ” :i t a n d -a 1 0 n ~a ” inCerna1 management conLro1 mechanism. 

Sflcorid I y , the Civilian External Peer Review Program conl racl.or 
c:onducts independent occurrence screening for the Offire of t hc 
AssisLanl Secretary of Defense (f{ealLh Affairs), which then 
[)rovi des cumulative dat.a appropriate for comparinq facilities hack 
LO L t-If> !;crvices. 

Finally, the perception of a lack of reliabiliLy by physicians 
scror~ning Lhr?i r own records must he addressed. There are mult iplp 
check:; dnd balance:; in the DoD QualiLy Assurance Program that 
woul(l negate theoreLica1 at.tempLs by an individual Lo suppress his 
or her own I)oor performance. These checks and balances, which 
servp as internal management control mechanisms, range from Lhe 10 
percent audiC:; performed by independent reviewers in the Army 
Military Treatment Facilities to the reviews performed by Lhe 
External (Iivilian Peer Review Program. While the DOD concurs that 
it i:; beneficial Co have nonphysicians perform the iniCia1 
screeniny in a uniform way and involve physicians at the peer 
review level, there are occasions when, because of the required 
complexiLy of the screen, the process is benefited by having 
physicians perform the initial screening. For example, 
nonphysicians lack the clinical skills to idenCify “unexpected” or 
‘unplanned” events. Thus, it is appropriate and efficienC Chat 

. 
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health care providers-- and most particularly the responsible 
attending physician or physician staff--not be excluded by 
regulation or directive from the process of occurrence 
identification and initial case review. 

The detailed DOD comments on the report findings and 
r 
% 

commendations are provided in the enclosure. The Department 
ppreciates the opportunity to comment on the GAO draft report. 

Sincerely, 

F 
William Mayer, M.D. 

Enclosure 
As stated 
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Now on pp 2,8 

GAO DRAFT REPORT - DATED SEPTEMBER 8, 1988 
(GAO CODE 1013181 OSD CASE 7763 

“DOD HEALTH CARE: OCCURRENCE SCREEN PROGRAM 
UNDERGOING CHANGES BUT WEAKNESSES STILL EXIST’ 

DEPARTMENT OF DEFENSE COMMENTS 

* l l * l 

FINDINGS 

* FINDING A: DOD Occurrence Screening. The GAO observed that 
occurrence screening is one of several elemenCs in a Don 
hospiCa1 quality assurance program under which patient records 
are reviewed by personnel with medical training, using 
objective designated criteria to identify occurrences that 
took place during a patient’s treatment in the hospital and 
which represent a deviation from normal procedures or expected 
outcomes. According to the GAO, once occurrences are 
identified, a review by physician peers is undertaken to 
determine whether the care provided was appropriate and meC 
acceptable medical standards. The GAO explained that, if the 
care is deemed to be substandard, appropriate action is taken, 
which can range from counseling of Lhe providing physician by 
his supervisor to disconLinuing use of faulty medical 
equipment-, depending on the problem. (p. 3, p. 15/GAO Draft 
Report 1 

DOD Response: Partially concur. This is an incomplete 
explanaLion of occurrence screening. Occurrence screening is both 
a methodology to identify patient experience for further review 
and to identify events which, for whatever reason, are deemed to 
constitute an idenCifiable component of a quality assurance 
concern or program. As experience is gained with occurrence 
screening, qualiLy assurance professionals have come increasingly 
Lo appreciate the methodology and apply it to a broader range of 
activiLies. These activities or events are of interest to various 
groups, from departments and committees to the Department of 
Defense level, involve both clinical and administrative foci, and 
can be applicable to broader considerations--e.g., resource 
allocation and availability--rather then individual ouCcome alone. 

l FINDING B: DOD Implementation of Occurrence Screening: 
Establishment of AQCESS. The GAO referenced a 1983 Directive 
on standards for DOD health care provider performance that 
mandated mortality and complication rates he determined for 
individual DOD healLh care providers and used in evaluating 
his/her work. The GAO noted that, as a result of this 
requirement, in September 1984, the DOD instituted an 

. 
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Nor In pp. 2, 8-10. 

occurrence screening program where inpatient records were to 
be reviewed as a way of recording and reporting provider- 
related patient care complications. The GAO added that, 
initially, the DOD required all inpatient records be screened 
against 18 specified criteria and any instances where it was 
proven substandard care was provided, it be recorded in the 
provider’s credentials file and used in his/her performance 
assessment. The GAO noted that, as part of the original 
program, each of the Services was to submit an annual report 
summarizing the number of times any of the occurrences were 
identified in each hospital, in the hope that the reports 
would also yield information useful for system-wide quality 
assurance analysis. The GAO reported that the DOD also 
established the Automated Quality of Care Evaluation Support 
System (AQCESS), a hospital-based management information 
system intended (in part) to assist the hospitals in 
collecting and analyzing data on indicators of quality of 
care, including occurrence screening criteria. The GAO 
observed that, in late 1986 and 1987, during the GAO 
occurrence screening review, the DOD significantly revised its 
objectives and expectations for the occurrence screening 
program and made major changes in the AQCESS management 
information system, discontinuing central reporting and 
redirecting efforts toward revising the occurrence screen 
program and its AQCESS support, with emphasis on 
hospital-level development and use. The GAO found that, 
specifically, the DOD eliminated the requirement for both the 
specific screens and the annual report to contain summary data 
on individual hospital screening results. The GAO further 
found that DOD hospitals now design their own occurrence 
screen programs, including development of their own screening 
criteria, and provide space for additional screens to enhance 
a hospital’s ability to collect and analyze data. (PO 4, P* 
15-20/GAO Draft Report) 

DOD Response: Concur, 

* FINDING C: Impact of Revised Screening Policy On Hospitals. 
The GAO reported that, before the DOD implemented its revised 
screening program, the GAO discussed contemplated changes with 
quality assurance personnel and physicians at four DOD 
hospitals, and found that all believed the changes would have 
a positive effect on the program and especially favored having 
the authority to develop their own screens rather than use the 
18 screens formerly prescribed by the DOD, which some 
officials considered to be too subjective. The GAO further 
reported that, although DOD-specified program requirements 
have been removed, each Service has specified some basic 
program requirements, including continuation of one hundred 
percent record screening and the use of a minimum set of 
screening criteria. The GAO found that the minimum screening 
criteria established by each Service include six criteria that 
the DOD originally considered requiring of all Military 
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hospitals under the revised program. The GAO concluded that 
specifying a minimum set of screening criteria will help assure at 
leasl a minimum program in all military hospitals and will not 
conflicL with Lhe need for a development of hospital-specific 
programs because (1) the revised management information system has 
expanded capaciLy to allow hospitals to use additional locally 
developed screening criteria and (2) the six specified screeninq 
criLeria are generally accepted as applicable Lo most hospitals. 
(pp. 8-9, pp. 27-29, p. 36/GAO Draft Report) 

DOD Response : Concur. 

l FINDING D: AQCESS Changes Designed to Enhance Hospital 
Programs. The GAO reported that the revised AQCESS quality 
assurance module is desiqned to facilitate broader analysis of 
quality assurance data, including occurrence screen data, at 
the individual hospital level. The GAO learned the system 
quality assurance module permiLs designation of up to 99 
events--and up Lo 99 subcategories for each of these events-- 
for data collection and analysis by hospital staff. (The GAO 
explained Lhat Lhe term “event” includes, but is not limited 
LO, occurrence screen criteria and is defined as any negative 
or posiLive iLem relating to patient care that the hospiLa1 
may wish to moniLor1. The GAO further found that the revised 
system can accommodate events idenLified as hospital-wide or 
department-specific occurrences and other quality assurance/ 
risk management indicaLors, such as incidenL reports, as well 
as provide a list of occurrences or other factors attributed 
Lo a specific provider. The GAO also noted other changes that 
have been designed into the system Lo encourage and facilitate 
hospital analysis of occurrence screen data. 

The GAO found that the quality of health care personnel at the 
hospitals it visited, who were familiar with the revised 
system, indicated the additional AQCESS tracking capability 
would allow individual departments within the hospital Lo 
collect more meaningful information and develop more effective 
analysis. The GAO concluded LhaL, through training courses, 
conferences etc., the DOD has made efforts Lo foster positive 
attitudes about the revised AQCESS and its usefulness as a 
tool Lo support facility occurrence screening and quality 
assurance programs. The GAO further concluded that the 
Services have also been supportive of the modifications and 
have communicaLed Lhis support Lo command level personnel. 
(PP. 10-11, pp. 29-32, p. 36/GAO Draft Report) 

DOD Response: Concur. It is essential to any screening process 
that the initial event be considered neutral (not positive or 
negative) until it is reviewed in context. Also, the series or 
set of events thaL are screened needs to be broad enough to assess 
Lhe spectrum of care being reviewed. 
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* FINDING E: Effectiveness of DOD Initiatives Depends On 
Hospital Implementation. At the hospital level, the GAO 
found not only significant differences in program development 
(such as in definitions of criteria, the screening process, 
and data analysis), but also varying attitudes toward the 
usefulness of occurrence screening programs. The GAO 
explained that, although officials at the hospitals it visited 
generally supported the concept of occurrence screening, some 
added they had learned of no new problems through its use. 
According to the GAO, many physicians consider the program to 
be punitive. The GAO noted one Department quality assurance 
representative indicated that physician perceptions were that 
occurrence screen data were being collected for use against 
providers during performance assessments, while other hospital 
quality assurance personnel indicated they had seen some 
improvement in physician attitudes toward occurrence 
screening. The GAO concluded that the extent to which DOD 
policy changes have positive impact on individual occurrence 
screen programs will depend on how the Services and hospitals 
design and implement their programs. The GAO further 
concluded that, given the latitude afforded hospitals in 
program design and implementation and the differences of 
opinion about the usefulness of occurrence screening programs, 
the effect of DOD policy revisions and changes to the 
management information system could be expected to vary 
significantly among facilities. (pp. 10-11, pp. 33-34, 
p. 36/GAO Draft Report) 

DOD Response : Concur. The providers’ perception of occurrence 
screening will improve when they experience that the documentation 
produced is effective in assisting their efforts to improve their 
practice, in balancing assigned missions with available resources, 
and in protecting competent practitioners. 

* FINDING F: Data Collection Above Hospital Level Would Further 
Improve Program. The GAO reported that, in November 1987, 
the Assistant Secretary of Defense for Health Affairs informed 
the Services that central reporting of occurrence screening 
data to his office had not been useful for quality assurance 
analysis and was no longer required, since useful data on 
quality assurance processes were being provided through 
several other programs. The GAO observed that, at that point, 
whether or not the Services collected data from their 
hospitals become optional. The GAO found that Service 
policies vary with regard to accumulating and reporting 
occurrence screen data. The GAO reported that the Air Force 
and Navy require hospitals to accumulate and report data above 
the hospital level-- in the Air Force to the major midlevel 
commands and in the Navy to the Naval Medical Command. The 
GAO commented that, as of June 1988, officials at the Naval 
Medical Command were analyzing the first set of data and 
planned to refine their program based on the hospitals’ 
experiences with the revised AQCESS; while Air Force officials 
intended that the commands review the occurrence screen data 
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and report summary information to the Surgeon General’s 
office. The GAO reported that the Army Surgeon General did 
not require data to be reported because Army officials see no 
use for it at a higher level. The GAO concluded that, by this 
action, the Army will not have information readily available 
to measure the performance of each of iLs hospitals against 
each other or to other hospitals in the DOD system. The GAO 
further concluded that the Army will not he in a position to 
identify system wide trends in the quality of care heinq 
provided. The GAO observed that, although it supported the 
need for hospital-developed programs, civilian experts also 
indicated that the occurrence screening program could benefit 
from collection and analysis of data to establish norms and 
allow comparisons among hospitals. The GAO concluded that 
using such data would permit higher commands to identify 
command-related problems, such as staff shortages or 
inadequate medical equipment, which could result in the 
delivery of substandard care. The GAO further concluded that 
using such data would also permit hospitals to he compared, to 
determine those that may have significantly more or less 
problems. (PP. 10-11, p. 34, p. 38/GAO Draft Report) 

DOD Response: Partially Concur. The facts of this findinq are 
correct. However, the interpretation that “the Army will not have 
information readily available to measure the performance of each 
of its hospitals...” fails Lo take into account the information 
collected by other sources, which permit monitoring of patient 
care. For instance, the Civilian External Peer Review Program 
utilizes occurrence screening methodology, sophisticated automated 
data review, and extensive peer review processes to collect and 
report data to the Office of the Assistant Secretary of Defense 
(OASD(HA)). Various informaLiona1 products are then reported to 
all three Services. In addition, as part of its effort to 
identify and develop more meaningful data, the Army is requestinq 
from each facility a copy of no more than three screens/criteria 
per department and service. These screens must have had a 
positive effect on the quality and appropriateness of patient 
care. They will then be disseminated to all facilities for 
further benefit in the Army quality assurance program. If any of 
these screens appear to be applicable Army-wide, they will will be 
considered for central tabulation. The first report to the Army 
Surgeon General is due by the end of April 1989. The usefulness 
of occurrence screen information will vary among administrative 
levels because of what is screened. When data from an occurrence 
screen are useful to management at any level, the DOD concurs that 
such data should be reported to the appropriate level. 

l FINDING G: Hospitals Did Not Identify A Substantial Number of 
Occurrences During Initial Screening. The GAO reported that, 
although the DOD is modifying many aspects of the occurrence 
screening program, none of the changes address the initial 
screening phase. The GAO found that, at each of the six DOD 
hospitals included in its review, substantial numbers of 
occurrences were not identified during the initial screening 
process. The GAO analysis of 251 medical records records 
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showed that one or more occurrences was missed in about 
65 percent of the records reviewed. The GAO concluded that no 
single Service was significantly more proficient than the 
others in identifying occurrences from the medical files. The 
GAO disagreed with Air Force and Navy officials who indicated 
that, if an occurrence was noted elsewhere in the hospital 
quality assurance program, the impact of its nonidentification 
during the initial screening process is lessened. The GAO 
concluded that full identification of occurrences is 
important, not only to identify potential instances of 
substandard care, but also to identify patterns or trends in 
the delivery of care in the DOD hospital. The GAO concluded 
that some civilian experts cite trending of occurrences as the 
major benefit of occurrence screening and pointed to the need 
to identify all occurrences, not just those deemed to be 
substandard, in order to identify effectively potential 
problems in hospital systems, procedures and provider 
performance. The GAO further noted that, in a February 1988 
memorandum, the Commander, Naval Medical Command, informed 
Navy hospitals, “Occurrence screening data should continue to 
be trended and analyzed at least quarterly” [at each 
hospital], and “trending of individual justifiable adverse 
events, will enhance our ability to identify opportunities to 
improve the care and services we provide.” (pp. 4-6, 
PP. 39-43/GAO Draft Report) 

DOD Response: Partially concur. There is potential here for 
inappropriate policy implementation. The DOD agrees that accuracy 
and completeness of occurrence identification are essential 
ingredients of a quality assurance program. Improved software has 
been provided, which will allow for complete and accurate 
reporting. It will also allow the development of more focused and 
sophisticated criteria, which should provide more useful data for 
trending. 

Early experience has demonstrated, however, that indiscriminate 
“trending” of all identified occurrences is not useful. Trending 
of identified occurrences should be selective and developed after 
careful peer review and assessment of the screening product. As 
experience with occurrence screening methodology continues to be 
acquired, it seems likely that both sampling and selectivity- 
refined for different levels of review-will support identification 
and pursuit of opportunities for improvement in health care and 
patient experience. 

It is prudent at this point to allow flexibility in 
implementation, while supporting evolutionary refinement, These 
policy goals have been largely achieved. The DOD currently 
requires institutional occurrence screening and encourages various 
command level initiatives in developing and using criteria. As 
previously mentioned, the Civilian External Peer Review Program 
complements this particular effort. Currently, review Tasks IA-IE 
(9/51 of total review tasks or 20 percent) constitute “classic” 
occurrence screening criteria and address the general inpatient 
review category. 
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t FINDING H: Services Not Identifying All Screens Present. 
The GAO reporLed that, although Lhe occurrence screens are 
designed Lo be objective, many involve judgment of the 
reviewer and more than one occurrence can appear in a patient 
record. The GAO poinLed out that DOD and Service guidance 
recognizes that a paLienL record could have mulLiple 
occurrences and implies that all should be reported, but does 
not explicitly state ChaL all occurrences should he identified 
and reported. The GAO concluded that, as a result, Service 
personnel have made their own inLerpretations of the 
guidance. The GAO found that quality assurance personnel at 
one Army and one Navy hospital it visited Lhouqht it 
unnecessary Lo identify such mulLiple occurrences because the 
medical record review is designed to flaq a case of 
poLentially substandard care for later peer review and Lhis 
can be accomplished by identifying a single occurrence--while 
anoLher official indicaLed Lhat multiple occurrences need not. 
be idenLified if a single incident Lriggered them. The GAO 
concluded Chat complete data are needed for identify patterns 
of improvable care and individual cases of potentially 
substandard care. The GAO further concluded that compleLe 
data are also needed Lo assure that any comparative analyses 
or trending data are based on the mosL complete and accurate 
information available. (p. 6, p. 9, pp. 43-45/GAO Draft 
HeporL) 

DOD Response: Concur. Confusion regarding whether or not more 
Lhan one occurrence was Lo be noted did occur. In large part this 
was caused by firsL generation computer software that did not 
allow more than one occurrence per patient Lo he reported. This 
sofiware deficiency has been corrected. It is noteworthy that the 
qualiLy assurance personnel in the field recognized the problem 
and did compensaLe for it by reviewing Lhe entire record and not 
just the identified occurrence. Further, as noted previously, 
indiscriminate ‘Lrendinq” of all identified occurrences generally 
is not useful. Trending of identified occurrences should be 
selecLive and developed after careful peer review and assessment 
of the screening product. 

* FINDING I: Navy Corpsman Not Sufficiently Trained As 
Screeners. The GAO reported that, in Lhe Navy, iniCia1 
screening is done by nonphysicians trained as utilization 
review/occurrence screen technicians. At the two Navy 
hospitals the GAO visited, the screeners were primarily 
corpsmen. The GAO noted that, at Bethesda, quality assurance 
officials commented that the corpsmen screeners may not have 
had enough training to identify certain types of occurrences 
such as post operative complications and problems relating to 
the nervous system not present on admission (for example, 
neurosensory deficits). The GAO further noted that, aC the 
time of iLs review, the screeners at Bethesda had 
independently determined they needed additional guidance and, 
in conjunction with nurse advisors, had developed additional 

. 
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informal written guidance for use in identifying occurrences. 
The GAO observed that civilian experts stress the importance 
of training for screeners--i.e., well-trained screeners are 
not only important to the accuracy and comprehensiveness of 
the screening data, training lessens the variability among 
screeners. The GAO further observed that, according to these 
experts, staff other than nurses and doctors are capable of 
doing the initial screening. The GAO concluded that screeners 
must be well versed in (1) how to review a record, (2) the 
meaning of the screening criteria, and (3) the significance of 
being an objective reviewer. (pp. 6-7, pp. 45-46/GAO Draft 
Report 1 

DOD Response: Concur. 

* FINDING J: Attending Physicians Screening Their Own 
Records. The GAO reported that, in Army and Air Force 
occurrence screening programs, attendinq physicians screen 
their own cases. According tb the GAO,-Air-Force officials 
argue that this is done (1) because there is a shortage of 
other personnel necessary to screen records, (2) because only 
physicians have the necessary training and judgment to 
properly identify occurrences, and (3) because it saves time 
in completing screening checklists, inasmuch as the physicians 
are already familiar with the case being screened and do not 
have to review unfamiliar patient files. The GAO found that, 
at larger Army facilities, however, nurses were beginning to 
be used more extensively in the occurrence screening program. 
The GAO observed that the DOD is responsible for assuring that 
its facilities are providing high quality care and must act 
accordingly. The GAO concluded that, by allowing Air Force 
and Army physicians to conduct the initial screening of their 
own patient records, it raises a question about reviewer 
objectivity and violates the internal control principle of 
separation of duties. The GAO reported officials of 
organizations involved in occurrence screening unanimously 
agreed that allowing attending physicians to screen their own 
records seriously undermines the system’s credibility and 
almost certainly will result in not all occurrences being 
identified. The GAO found that the DOD has not established a 
policy as to which type of personnel should screen medical 
records, nor has it established a policy as to the 
independence of the screener. According to the GAO, the 
Assistant Secretary of Defense for Health Affairs indicated 
that initial screening should be done without judgment 
regarding the significance of the occurrence and that, 
ideally, independent physicians would do the screening, but 
that this was not practical due to resource limitations. The 
GAO added the Assistant Secretary further stated that 
reviewers with clinical experience, such as nurses, screen 
more effectively than do less trained reviewers, such as 
medical record abstracters or technicians and, ultimately, the 
individual Military Services have the responsibility to decide 
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the dppropriate balance of effectiveness and cost to decidinq 
which class of personnel1 will screen medical records. The 
GAO noneCheless concluded that permittinq physicians to screen 
their own records is a violation of effective internal conCro1 
principles and should be discontinued. (p. 7, pp. 46-5fl/GAO 
Draft Repot-L) 

DOE HrS[)On:jCt : Nonconcur. The perception Chat allowinq the 
involved health care provider Co screen his or her own records i.s 
insensitive to past experience and operaCiona1 requiremenLs. A 
system of checks and balances structured wiChin the overall 
quality assurance program makes iL nearly impossible for conflict 
of interesC to functionally impair Che system. For example, 
s uryical case review derives daCa from sources other than the 
classic occurrence screen, making it extremely difficult for a 
surgeon Co “cover up” missed diagnoses, intraoperative 
complicaLions, inappropriaLe operations, and post operative 
complicaCions. Similarly, incident reporCinq mechanisms, 
Lransfusion review, medical records review, patienC surveys, 
infection control review, and risk management reviews, a11 
struclured wiChin the exisLing DOD quality assurance proqram 
I’rovide significant overlap and redundant reporCinq of information 
souqht by classic occurrence screening. Finally, the civilian 
F:xternal Peer Review Program includes Len classic occurrences. 
Occurrences idenLified by Lhe Civilian External Peer Review 
Proqrdm (C’EPRP) , which do not meet stated standards, are senL hack 
to Che cognizant facility for comment. The facility’s commenLs 
and any additional data provided are Chen reviewed hy the 
dppropridte (~‘EPKP peer review panel. 

f’ast experience, as revealed by boCh the military and civilian 
medical communiLies in professional IiLerature over decades, 
:;how:; Chdt [)atienL experience has been scrutinized by hea1l.h rare 
l’roviders themselves with appropriately increasinq sophislication. 
O[~[~ortuniLi+?!i for improvement have been and continue Lo he 
~dc:nLifierl and developed. In Lhis very real sense, “quality 
d :; :; u r d nc’e ” i:-; not new. 

Allciitiorldlly, from an operational standpoint, iC would be 
functiorlally dancjerous and inherenLly defeating to establish a 
Ijo1 icy ChdC systematically precludes the involvement of the most 
knowl~?dgcable, involved, and accountable personnel in Lhe 
~,roce:;:j. In some ciluatlon.s, nonphysician screeners are simply 
rloC (jurllifirbtl to dSSeSS whether or not an occurrence or “event” 
hd!; harJ[WnPd ( e. 9 . , “unplanned transfer Co critical care area”). 

ACCUrdcy and compleCeness of occurrence identification, which are 
~~:;:;cnLial Co eliminating a credibility concern, derive from 
djlpr(0Ijr idtr:nfxss of chart documentation, accuracy and completeness 
of cod i ng , staff etlucaCion, instiCutiona1 administrative 
:;tru(:ture, dnd so on. This is largely a staffinq related--not 
merely ci hcalCh provider--issue. A quality assurance proqram 
[jrovides Lht? necessary sLructure whereby data related to 
occurrences can be developed and integrated inLo Che instiCutiona1 

. 
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corporate awareness and function. If one lesson has been learned, 
it is that the quality assurance process should structure and 
encourage participation from all health personnel as participants 
in the process. Health care provider input can augment or be 
incorporated into a comprehensive structured review process 
utilizing specifically assigned and appropriately experienced 
personnel. Such participation must be encouraged--not excluded by 
regulation. 

A related issue, given its current operational environment of 
limited administrative support staff and small hospitals with 
“departments” that have only one specialist, it is the current 
Air Force view that it is more efficient, economical, and accurate 
to have the attending physician review his or her own medical 
records. Given adequate numbers of trained nonphysicians, the 
initial screen could, in most instances, be performed by those 
nonphysicians. The physicians would, however, still be required 
to perform some initial screening and to perform their peer 
review. In the interim, the Air Force will rely on the checks and 
balances already inherent in the existing quality assurance 
program for internal management control. 
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Nowon pp 5, 19,20 

RECOMMENDATIONS 

l RECOMMENDATION 1: To help assure effecCive implementation of 
o(‘(‘uf rf’nc(? scrfxraning programs in Military hospitals, the GAO 

r~~commrnded Lhat Lhe Secretary of Defense direct the Service 
:;+~crc:Cdries, in conjuncCion with the AssisCant SecreLary of 
I)c~f~~nse for HealCh Affairs, to collecL and analyze occurrence 
screvrring data above the hospital level and provide 
~:omparative <lnd relaLed analysis Lo the individual hospital 
cornm~lrlde r s for management purposes. (p. 11, p. 38/GAO Draft 
IJr~~~or L ) 

DOD Response. -- Partially concur. TheoreLically, trending data 
<irlti looking for improvable paLterns of care in a mulLi-hospital 
:;ysLem, have greaL potential. In practice, much of the occurrence 
screening previously done in DOD hospitals has noL produced 
mchdrlingful resu1Ls. Complete answers cannot be found from the 
f’uhl ic or private ::ecLor because the civilian multi-hospital 
:;y:;Lc~m:; ~~nti Lhe Veterdns Administration are also in the early 
pila:;c!; of zyslem implementaLion. As previously indicated, much 
tld:; t)rJen learned from Lhe faults in Lhe initial DOD automation 
:;ysLr:m <ind reporting requirements. Ideas are emerginq about data 
<1ndly:;is dt)ove Che ho:;piCal. flowever, these ideas will require 
:;omt~ I. imfs Lo ref inp. Thus, iC would be inappropriate at this time 
Lr) direct. re[)orLing of data unl.il more is known about. which daCa 
rjr(: m(*~rningful Lo reporL. 

‘I’il,’ qualiLy assurance module in Lhe new version of AQCESS software 
v/d:; cjcsigned to permit l-rending of data to look for improvable 
r)dLterns of care, and for ChaC analysis to occur at any level of 
mdrldgernent. This, and expanding the scope of analysis beyond thp 
tlealLt1 care provider, ate two major innovaCive features of the 
philosophy behind Lhe software improvement. The eiqhLeen generic 
occurrence screens in the initial version of the software, when 
Lrended at Lhe OASD(HA) level, did not reveal a single opportunity 
for improving care. The Pri-Service obstetrical study, the 
iniLia1 Lrial aL specialty-specific occurrence screening, also 
failed Lo reveal any improvahle patterns of care above Che 
tlospitdl. And yet similar obsLetrica1 data usinq refined criteria 
and arlalogous meLhodology, in the form of the Perinatal Morbidity 
and MorLality Statist its, were responsible for reducing perinatal 
mortality dramatically in the past Chree decades. These 
statistical data are broad indictors. A greater level of detail 
by eLioloyy, managemenL Lechniques, and sometimes individual case 
review are necessary to find the opportunity for improvement. 
AfLer implemenLation, iL may require a sysLem-wide analysis of 
present outcomes Lo previous outcomes to demonsCrate a significant 
improvement. Such examples do not negate the benefit of ttrendinq 
quality assurance data across hospitals. They do, however, 
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Now on pp. $27. 

No w/on pp. 5,27. 

illustrate that there is much to be learned about data definition, 
selection, and utilization. As it is determined certain data would be 
useful to higher authority, the DOD will require appropriate reporting. 

* RECOMMENDATION 2: To improve the reliability of the initial 
occurrence screening process, the GAO recommended that the 
Secretary of Defense direct the Service Secretaries, in 
conjunction with the Assistant Secretary of Defense for Health 
Affairs, to instruct screeners to identify all applicable 
occurrences during the initial screen process. (P. 11, p. 51/GAG 
Draft Report) 

DOD Response: Concur. Applicable occurrences in each case should 
be identified by the initial screening process and referred for 
appropriate peer review. This concept is recognized by the OASD(HA) 
and was addressed in the redesign of the Quality Assurance module of 
the AQCESS software. The current release of the AQCESS software 
permits entering all the occurrences applicable in each case. In 
addition, the new software permits subcategorization of events (or 
occurrences) into acceptable and unacceptable varieties, or those that 
are designated for review and those that are not. The sample of 
screened charts for the GAO audit was from July and August, 1986. The 
new software was proliferated to the field at the end of 1987. 

* RECOMMENDATION 3: To improve the reliability of the initial 
occurrence screening process, the GAO recommended that the 
Secretary of Defense direct the Service Secretaries, in 
conjunction with the Assistant Secretary of Defense or Health 
Affairs, to discontinue using attending physicians to screen their 
own patient records and, instead, use properly trained 
nonphysician personnel to perform this function. (p. 11, p. 
51/GAO Draft Report) 

DOD Response. Partially concur. There is a spectrum of expertise 
that would qualify a person to perform initial screening of charts 
from a trained corpsman, through medical records personnel, nurses, 
physicians, in general, to physicians in the same specialty, The DOD 
agrees that the initial screening of practice, or collection and entry 
of data, needs to be more uniform and complete. Achievement of this 
goal is resource dependent (funded staffing levels) and will require 
appropriate authorization. To recruit and retain appropriate 
personnel, it is anticipated that pay levels, job descriptions, and 
training requirements will require extensive revision. For today, the 
personnel used by the Services for initial screening may not always be 
ideal. If such a proposal were to be implemented immediately, an 
adverse impact on patient care or access to it would likely occur 
since such a requirement would divert clinical capability and compound 
an already critical shortage. The addition of automation support in 
clinical areas in the form of medical automation systems will permit 
the capture of events that need review, but in the process of 
providing and documenting care for patients, rather than as a 
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rc~Lro.s~~ec~Livc~ adtlilional duLy. This will satisfy both the GAO and the 
1~01) }jerspecL ivcs on improvements needed. This solution is feasible, 
,~rirl i:; more obtainable, and wiLhin at least the same time frame as any 
of L11r lf2:;:; desirable alternaLives. The Department anticipaLes Lhat 
~.ornpul~6~r :;ofLware, which will enable us to have the compuLer perform 
ctie vd:;~ majority of initial screenings, will become available in the 
mid to 1dl.e 1990s. The Department further anticipates that Lhe 
~~c~c:c::;:;dry harcjware will become available simultaneously. Given the 
krjowrl cor~:;Lraint.s on I he naLiona1 hudqet, the DOD does not envision 
(tldL d allqnificant increase in personnel resources can be expected any 
6.d r 1 i f’ I . 

. 
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