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POLICY:  

Cumberland Heights defines sentinel events and the mechanisms for identifying, investigating, and preventing recurrence of such events as part of its commitment to quality patient care and safety.
DEFINITION:  

A sentinel event is an unexpected occurrence involving death or serious physical or psychological injury, or the risk thereof.  At Cumberland Heights, these may include, but are not limited to:
1. Medication error resulting in serious injury or death

2. Suicide

3. Physical assault leading to serious injury or death.

Data relevant to these areas is gathered as part of the Quality Management Program in its Peer Review process.  This data is analyzed for trends with action plans developed and implemented and monitored for effectiveness.

PROCEDURE:

1. Sentinel events may be identified by any staff member.  Such an event is immediately communicated to the staff member’s supervisor.  The supervisor notifies the QM Director and the appropriate member of the Leadership Team.
2. A preliminary investigation of the sentinel event is completed within at least one (1) working day of the event by the QM Director.
3. A meeting to conduct a root cause analysis is arranged by the QM Director. The meeting attendees include at the very least the staff closest to the event, the supervisor of the area, Leadership team member/s, the Medical Director, and the QM Director.  Legal counsel, liability insurance risk management consultants, physicians and other expert consultants may also attend as needed.

4. A root cause analysis is conducted using the “Framework for a Root Cause Analysis and Action Plan in Response to a Sentinel Event” provided by the Joint Commission.  This analysis assesses at least the following:

a. Details of the actual sentinel event

b. Proximate cause(s)

c. Involved processes, including patient care processes, human resources issues, information management issues, environmental management issues, and leadership issues

d. Uncontrollable factors

5. Based on the assessment of the above factors, risk reduction strategies are developed for each of the relevant areas.

6. The Manager of the area and the QM Director conjointly develop methods to measure the effectiveness of the risk reduction strategies.

