SENTINEL EVENT POLICY

DEFINITION

A sentinel event is 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 a serious adverse outcome.
· Such events are called "sentinel" because they signal the need for immediate investigation and response.

· The event has resulted in an unanticipated death or major permanent loss of function, not related to the natural course of the patient's illness or underlying condition, or
· The event is one of the following (even if the outcome was not death or major permanent loss of function unrelated to the natural course of the patient's illness or underlying condition):
Events that occur in the facility and that are directly related to any clinical service or process provided to a patient that resulted in: 

     A/ Surgery on the wrong patient or body part

     B/ Medication error and adverse drug reactions

C/ Major loss of physical or mental function not related to the                                                                                                                                                                                                                                                                                                                                                                                                                                                           natural course of the patient’s illness or underlying condition.

Events that occur in the facility and that are not directly related to clinical services provided to a patient and which results in an alleged:


A/  Patient or child abduction


B/  Rape of a patient


C/  Intentional injury to a patient, whether by staff or others


D/  Suicide of a patient 
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CLARIFICATIONS

1. A distinction is made between an adverse outcome that is primarily related to the natural course of the patient’s illness or underlying condition (not reviewed under the Sentinel Event Policy) and a death or major permanent loss of function that is associated with the treatment (including “recognized complications”) or lack of treatment of that condition, or otherwise not clearly and primarily related to the natural course of the patient’s illness or underlying condition (reviewable).  In indeterminate cases, the event will be presumed reviewable and the organization’s response will be reviewed under the Sentinel Event Policy according to the prescribed procedures and time frames without delay for additional information such as autopsy results.

2. “Major permanent loss of function” means sensory, motor, physiologic, or intellectual impairment not present on admission requiring continued treatment or life-style change.  When major permanent loss of function cannot be immediately determined, applicability of the policy is not established until either the patient is discharged with continued major loss of function, or two weeks have elapsed with persistent major loss of function, whichever occurs first.

3. Rape, as a reviewable sentinel event, is defined as unconsented sexual contact involving a patient and another patient, staff member, or unknown perpetrator while being treated or on the premises of the health care organization, including oral, vaginal or anal penetration or fondling of the patient’s sex organ(s) by another individual’s hand, sex organ or object.  One or more of the following must be present to determine reviewability:

· Any staff witnessed sexual contact as described above

· Sufficient clinical evidence obtained by the organization to support allegations of unconsented sexual contact

· Admission by the involved individuals that sexual contact, as described above, occurred on the premises.

4. All events of surgery on the wrong patient or wrong body part are reviewable under the policy, regardless of the magnitude of the procedure.
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GOALS OF THE SENTINEL EVENT POLICY

The policy has four goals: 

1. To have a positive impact in improving patient care and preventing sentinel events 

2. To focus the attention of an organization that has experienced a sentinel event on understanding the causes that underlie the event and on changing the organization's systems and processes to reduce the probability of such an event in the future 

3. To increase general knowledge about sentinel events, their causes, and strategies for prevention 

4. To maintain the confidence of the public and accredited organizations in the accreditation process 

REPORTING PROCEDURE

When the organization detects or suspects significant undesirable performance or variation, it initiates intense analysis to determine where best to focus changes for improvement. The organization initiates intense analysis when the comparisons show that important single events, levels of performance, patterns, or trends vary significantly and undesirably from those expected; performance varies significantly and undesirably from that of other organizations; performance varies significantly and undesirably from recognized standards; or when a sentinel event has occurred.  The following procedure should be followed upon the occurrence of any sentinel event:

1. Any “sentinel event” should be reported immediately to the CEO and Clinic Services Director.

2. The staff member witnessing the “sentinel event” should complete the Lorain County Health & Dentistry Sentinel Event Form and forward this immediately to the CEO and Clinical Services Director (copy in the addendum of this policy).

3. The CEO of Lorain County Health & Dentistry will complete the “Accredited Organizational Self-Reported Sentinel Event Form and forward this to the Joint Commission’s Office of Quality Monitoring (copy of the form in the addendum to this policy).

4. A copy of the Sentinel Event Form and the Accredited Organizational Self-Reported Sentinel Event Form will be forwarded to the Environmental Care Committee and to the Quality Improvement Committee for in-depth analysis.
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5 
Upon receiving the Sentinel Event Form and the Accredited Organizational Self-Reported Sentinel Event Form, the Environmental Care Committee will complete a Root Cause Analysis and forward this to the CEO, Clinical Services Director and Quality Improvement Committee.  A copy of the Root Cause Analysis form is an addendum to this policy.

ROOT CAUSE ANALYSIS

Root cause analysis is a process for identifying the basic or causal factors that underlie variation in performance, including the occurrence or possible occurrence of a sentinel event. A root cause analysis focuses primarily on systems and processes, not on individual performance. It progresses from special causes1 in clinical processes to common causes2 in organizational processes and identifies potential improvements in processes or systems that would tend to decrease the likelihood of such events in the future or determines, after analysis, that no such improvement opportunities exist.

	1 Special cause is a factor that intermittently and unpredictably induces variation over and above what is inherent in the system. It often appears as an extreme point (such as a point beyond the control limits on a control chart) or some specific, identifiable pattern in data. 

2 Common cause is a factor that results from variation inherent in the process or system. The risk of a common cause can be reduced by redesigning the process or system. 


To be thorough, the root cause analysis must include the following: 

· A determination of the human and other factors most directly associated with the sentinel event and the process(es) and systems related to its occurrence 

· An analysis of the underlying systems and processes through a series of "Why?" questions to determine where redesign might reduce risk 

· An inquiry into all areas appropriate to the specific type of event as described in Table 1, “Minimal Scope of Root Cause Analysis for Specific Types of Sentinel Events” in the Addendum to this policy.

· An identification of risk points and their potential contributions to this type of event 
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To be credible, the root cause analysis must do the following: 

· *Include participation by the leadership of the organization and by the individuals most closely involved in the processes and systems under review 

· Be internal consistent (that is, not contradict itself or leave obvious questions unanswered) 

· Provide an explanation for all findings of "not applicable" or "no problem" 

· Include consideration of any relevant literature 

· A determination of potential improvement in processes or systems that would tend to decrease the likelihood of such events in the future, or a determination, after analysis, that no such improvement opportunities exist 

5. The Environmental Care Committee will formulate an action plan to be implemented by the organization to correct systemic mistakes and reduce the possibility of error.

ACTION PLAN


An action plan will be considered acceptable if it does the following: 

· Identifies changes that can be implemented to reduce risk or formulates a rationale for not undertaking such changes 

· Identifies, in situations where improvement actions are planned, who is responsible for implementation, when the action will be implemented (including any pilot testing), and how the effectiveness of the actions will be evaluated 

6. The action plan will be forwarded to the CEO, Clinical Services Director and the Quality Improvement Committee for review and implementation.
7. The Environmental Care Committee will monitor the action plan for compliance and adherence.  The Environmental Care Committee will issue progress reports to the CEO, Clinical Services Director and the Quality Improvement Committee on a quarterly basis.
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	Table 1. Minimum Scope of Root Cause Analysis for Specific Types of Sentinel Events

	Detailed inquiry into these areas is expected when conducting a root cause analysis for the specified type of sentinel event. Inquiry into areas not checked (or listed) should be conducted as appropriate to the specific event under review. 

	 
	Suicide (24-Hour Care)
	Medication Error
	Procedural Complication
	Wrong Site Surgery
	Treatment Delay
	Restraint Death
	Elopement Death
	Assault/Rape/ Homicide
	Transfusion Death
	Infant Abduction

	Behavioral assessment process (1)
	X
	 
	 
	 
	 
	X
	X
	X
	 
	 

	Physical assessment process (2)
	X
	 
	X
	 
	X
	X
	X
	 
	 
	 

	Patient identification process
	 
	X
	 
	X
	 
	 
	 
	 
	X
	 

	Patient observation procedures
	X
	 
	 
	 
	 
	X
	X
	X
	X
	 

	Care planning process
	X
	 
	X
	 
	 
	X
	X
	 
	 
	 

	Continuum of Care
	X
	 
	 
	 
	X
	X
	 
	 
	 
	 

	Staffing levels
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Orientation and training of staff
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Competency assessment/ credentialing
	X
	X
	X
	 
	X
	X
	X
	X
	X
	X

	Supervision of staff (3)
	 
	X
	X
	 
	X
	X
	 
	 
	X
	 

	Communication with patient/family
	X
	 
	 
	X
	X
	X
	X
	 
	 
	X

	Communication among staff members
	X
	X
	X
	X
	X
	X
	 
	 
	X
	X

	Availability of information
	X
	X
	X
	X
	X
	X
	 
	 
	X
	 

	Adequacy of technological support
	 
	X
	X
	 
	 
	 
	 
	 
	 
	 

	Equipment maintenance/ management
	 
	X
	X
	 
	 
	X
	 
	 
	 
	 

	Physical environment (4)
	X
	X
	X
	 
	 
	 
	X
	X
	X
	X

	Security systems and processes
	X
	 
	 
	 
	 
	 
	X
	X
	 
	X

	Control of medications: storage/ access
	 
	X
	 
	 
	 
	 
	 
	 
	X
	 

	Labeling of medications
	 
	X
	 
	 
	 
	 
	 
	 
	X
	 

	1. Includes the process for assessing patient's risk to self (and to others, in cases of assault, rape or homicide where a patient is the assailant). 
2. Includes search for contraband. 
3. Includes supervision of physicals-in-training. 
4. Includes furnishings; hardware, (e.g., bars, hooks, rods); lighting; distractions. 


