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	Policy:
	 It is the policy of the Indian Health Board of Minneapolis (IHB) that all unexpected occurrences involving death or serious physical and/or psychological injury (including loss of limb or function) or the risk thereof are responded to, investigated and reported to appropriate entities immediately.   Prompt root cause analysis and correction of identified causes is carried out to minimize the risk of recurrence.



	Purpose:
	The purposes of IHB’s Sentinel Event Management Policy are:

1. To improve patient care, treatment and services and prevent sentinel events

2. To understand underlying causes of sentinel events and reduce the probability of recurrence

3. To increase general knowledge about sentinel events



	References:
	2004 JCAHO Comprehensive Accreditation Manual for Ambulatory Care

Standards PI.1.10, PI.2.20, PI.2.30 and PI.3.10



	Process:
	1. Sentinel events are communicated promptly.

a. Events are reported to the Director(s) of the involved department(s) immediately

b. Department Director(s) report events to the Performance Development Director and the CEO immediately.

c. Events are documented on IHB’s incident report form immediately after necessary care has been provided.



	
	2. All individuals involved in or with knowledge of the event are interviewed by the CEO, Performance Development Director and Department Director(s) within 48 hours of the event.



	
	3. The Performance Development Director and the CEO review the event and determine whether reports to external agencies are required.



	
	4. The Performance Development Director and Department Director(s) conduct and document a thorough and credible root cause analysis of the event, focusing on process and system factors.  

The root cause analysis:

a. Identifies potential process/system improvements likely to reduce the recurrence of such events in the future, or

b. Determines that no such improvement opportunities exist



	
	5. If process or system improvements are identified through the root cause analysis, an action plan is developed and documented.  The action plan:

a. Identifies strategies IHB intends to implement to reduce the risk of similar events occurring in the future;

b. Assigns responsibility for implementation, oversight, pilot testing as appropriate, timelines and methods of evaluating the effectiveness of actions.



	
	6. The action plan is carried out.



	
	7. The effectiveness of process or system improvements is monitored according to the action plan.


Approved by:














Signature & Title








Date
PAGE  
Page 1 of 2

