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POLICY:  It is the policy of the <Organization Name> to conduct a full investigation of all events which seriously compromise the quality of patient care as well as patient safety.





DEFINITION:  





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





At least two of the following criteria should be met in order for the occurrence to be defined as a Sentinel Event:





The event has resulted in an unanticipated death or major permanent loss of function.





The event is associated with significant deviation from the usual processes for providing health care services or managing the organization.





The event has undermined, or has significant potential for undermining, the public’s confidence in  <Organization Name>








DETERMINATION OF SENTINEL AND/OR SERIOUS EVENTS:  The determination of whether an adverse occurrence is to be classified as a Sentinel and/or Serious Event shall be made by the Quality Management, Risk Management, the Medical Director of the specialty involved, the Director of Nursing for the area involved, and a member of Hospital Administration. Other key individuals may be called upon as appropriate to the nature of the occurrence.  This group shall also determine who in the hospital will be assigned to the investigation if the event is classified as sentinel and/or serious.





It is recognized that when an event results in an unfavorable outcome, consideration of known complications, and/or patient information regarding the risk/complication through informed consent, will be utilized in determining if a Sentinel Event has occurred.





REPORTABLE SENTINEL EVENTS:  The Joint Commission suggests notification of Sentinel Events on a voluntary basis, which include those resulting in unanticipated death or major permanent loss of function, or one of the following types of events:





Infant abduction


Infant discharged to the wrong family


Rape (by another patient or staff)


Hemolytic transfusion reaction


Surgery on the wrong patient or wrong body part














More specifically these events will include;





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


Medication errors that resulted in permanent patient harm, near-death event (e.g. anaphylaxis, cardiac arrest), or resulted in a patient death.





REPORTING OF EVENTS:





Joint Commission:  The determination to self-report to the Joint Commission or any other agency will be by Administration or as designated.  Events that are voluntarily reported to the Joint Commission shall be reported within five (5) business days of the occurrence, or the discovery thereof, by Quality Management.  A Root Cause Analysis and risk reduction plan will be completed within 45 days by the Quality Management.  Administration will make the determination of which review option will be selected under the Joint Commission Sentinel Event Policy.





PROCEDURE:  When a Sentinel Event has been determined to have occurred, a Root Cause Analysis (RCA) shall be completed within 45 days of the occurrence and will be performed as follows:





Quality Management will notify the physicians involved, including those who are to be part of the RCA Team, and will follow up with the physicians involved accordingly.





The  RCA Team  assigned to assess the Sentinel Event and chaired by Quality Management will include staff at all levels closest to the issues, the Risk Management Specialist, Department Directors, and Hospital legal counsel.





The Team will confer as frequently as necessary.





The Director of Quality Management or his/her designee will document the findings and recommendations of the group.  No other written documentation will be made or maintained except for peer review purposes.  Oral progress reports will be made to senior management by the Quality Management or a member of the Risk Management Department.





The RCA Team will be responsible for determining the common causes of the event that lie in the larger organizational systems supporting the hospital’s health care providers.  These systems include but are not limited to: credentialing and privileging for physicians and other licensed independent practitioners; hiring and competency review for others; continuing education of staff; management of information, including facilitation of communication, accessibility of knowledge-based information, and linkage of information sources; work process design; and measurement of performance with respect to both processes and outcomes.











The RCA Team will focus attention on systems that can be redesigned for improvement, rather than on processes and people who cannot control causes outside themselves and who have only limited control over their own ability to avoid human error.





The RCA Team will use multiple techniques including brainstorming and flow charts.  The question “Why” will form the basic structure of the inquiry and will be re-addressed until all causes have been determined.





The RCA Team may have access to Personnel Files and Peer Review Files if necessary to complete the investigation.





Recommendations for change in the health-care-delivery process will be communicated on an ongoing basis and at the end of the investigation.





A Framework for Conducting a Root Cause Analysis and Action Plan is attached with this policy to be used as a guideline by the RCA Team.





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.





All minutes, reports, recommendations, communications and actions made or taken pursuant to this policy are deemed to be covered by the provisions or the corresponding provisions of any subsequent federal or state statute providing protection to peer review for related activities.  Furthermore, the department directors, committees and/or panels charged with making reports, findings, recommendations or investigations pursuant to this policy shall be considered to be acting on behalf of the hospital and Board of Directors when engaged in such professional review activities and thus shall be deemed to be “professional review bodies” as that term is defined by the Healthcare Quality Improvement Act of 1986.
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