


Policy:  Sentinel Events and Root Cause Analysis





If a sentinel event occurs, as defined below, it will be reported to designated hospital personnel as outlined in the (Procedure) listed below.


An intensive assessment (root cause analysis) will be initiated in response to the event.  The root cause analysis will be retained in the Office of Quality Management.


Any actual or potential sentinel events will be evaluated by one or more members of the (Team) according to the criteria below and a determination that the event is applicable under the policy.





Purpose:





To define a sentinel event 


To prevent and minimize occurrences of sentinel events  and identifying opportunities for reducing risks


To develop a program to reduce risk by completing an intensive assessment  (root cause analysis) and developing an action plan


To comply and adhere to the policies of accrediting and regulatory agencies regarding sentinel events





Definition:  





A Sentinel Event is an unexpected occurrence involving death or serious physical or psychological injury, or risk thereof.  Serious injury specifically includes loss of limb or function.  “Risk thereof” shall include any process variation for which a recurrence would carry a significant chance of a serious adverse outcome.





Any patient death, paralysis, coma, or other major permanent loss of function associated with a medication error


Any suicide of a patient in a setting where the patient is housed around-the-clock, including suicides from elopement


Any elopement, i.e.. unauthorized departure, of a patient from an around-the-clock care setting resulting in a temporally related death (suicide or homicide) or major permanent loss of function


Any procedure on the wrong patient, wrong side of the body, or wrong organ


Any intrapartum (related to the birth process) maternal death


Any perinatal death unrelated to a congenital condition in an infant having a birth weight greater than 2500 grams


Assault, homicide, or other crime resulting in patient death or major permanent loss of function


A patient fall that results in death of major permanent loss of function as a direct result of the injuries sustained in the fall


Hemolytic transfusion reaction involving major blood group incompatibilities








Procedure:





Any unexpected occurrence involving death or serious physical or psychological injury or risk thereof, identified through the risk occurrence screening mechanism, quality monitoring process or otherwise, will be immediately (within 48 hours) communicated to the Risk Manager and/or Quality Management department director and/or supervisor (“Risk/Quality”).





The event will be addressed initially as described in the Incident Report Policy.  All incident reports should be completed and immediately sent to the Risk Management Department.  Risk Management will determine, based on specific pre-established criteria, whether the occurrence is a sentinel event requiring immediate attention.  Risk Management will identify hospital staff from the appropriate areas in relation to the circumstances of the event.  





If the occurrence is not a sentinel event, Risk Management will investigate the matter in accordance with departmental policy.





The department manager with responsibility for the area(s) affected, will ensure that there is no disruption in patient care and that all appropriate parties have been contacted.





5.    If the event meets the above criteria and is considered to be a Sentinel Event,  a team will assembled to initiate an intensive assessment (root cause analysis) of the event. Those individuals to be included as a participant in this process, but not limited to:





Attending or Consulting Physician (Member of the Hospital Medical Staff)


Administration (or Representative)


Director of Risk Management


Director (or Designee) of Quality Management 


Chairperson of Safety Committee


Medical Staff Leadership (Chair of Medicine or Surgery or Medical-Executive Committee)


Staff members closest to the process(es) involved and any other staff members as needed





The intensive assessment (root cause analysis) will be completed within four weeks (thirty days) unless additional time is required to complete the analysis.  The progress, as well as any risk reduction strategies identified, will be included in a final analysis report by the team and will be communicated to Administration.  





The final analysis report will include:  





findings of the team, action plan/recommendations (risk reduction strategies); and measurement strategies to track improvements/action steps implemented.





any supporting data and/or documentation relevant to the analysis.





recommendations/corrective action can be implemented prior to completion of the final report, as necessary.





The results of the intensive assessment (root cause analysis) will be summarized and retained in the Office of Quality Management/Risk Management.





If any reporting to regulatory agencies is required (i.e. OSHA, NRC, FDA, etc.), the hospital will respond as required by law.





Any root cause analyses completed will be reviewed and evaluated by the Quality Management Committee.  Any risk reduction strategies identified will also be reported and monitored by this committee.  





In coordination with Risk Management, Quality Management and Administration; the intensive assessment (root cause analysis), action plan (risk reduction strategies), will be evaluated according to the Hospital Performance Improvement Methodology (PDCA/PDSA).  





The results of the intensive assessment (root cause analysis) will be summarized and retained in the Office of Quality Management/Risk Management.





If the care and/or treatment results in an outcome which significantly differs from the anticipated outcome; a serious adverse event resulting in an unanticipated patient outcome, injury, or patient harm; or a sentinel event has occurred during the course of a patient’s hospital stay and/or treatment, Risk Management, the attending physician, the medical director of the department and senior administration will discuss the incident and inform the patient and, when appropriate, their family of the incident, as well as, discuss any additional treatment that may be required.





There are errors that occur within the healthcare setting that are discovered and corrected before they reach or have the opportunity to affect a patient in any way. Only those errors that directly affect a patient as identified above will be discussed with the patient and, as appropriate, with their family.  As part of our performance improvement effort, we strive to identify all errors that may occur and take the appropriate action and response to proactively address these issues by developing the appropriate risk reduction strategies.
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