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“Health care Is a decade or more
behind other high-risk industries
in its attention to ensuring basic
safety.”

The Institute of Medicine, “To Err
is Human”

“Much can be learned from the
analysis of errors. All adverse
events resulting in serious injury
or death should be evaluated to
assess whether improvements in
the delivery system can be made
to reduce the likelihood of similar
events occurring in the future.”

The Institute of Medicine, “To Err
is Human”

“The way to improve safety is to
learn about causes of error and
use this knowledge to design
systems of care so as to prevent
error when possible, to make
visible those errors that do occur
(so they can be intercepted), and
to mitigate the harm done when
an error dose reach a patient.”

The Institute of Medicine,
“Crossing the Quality Chasm”

The Mandatory Sentinel Event Re-
porting statute became effective
in May of 2003. As many other
states, Maine recognized the
need to respond to healthcare
safety issues by establishing a law
that would require hospitals, am-
bulatory surgical centers, end-
stage renal disease facilities and
intermediate care facilities for
people with mental retardation to
report certain serious events
(unanticipated death, permanent
loss of function, surgery on the
wrong body part or patient, hemo-
lytic transfusion reactions, sui-
cide, rape, infant abduction or dis-
charge to the wrong family) to the
Division of Licensing and Regula-
tory Services within the Depart-
ment of Health and Human Ser-
vices.

In addition to reporting these
events, the facilities must also
complete a review and analysis of
their findings to identify system
weaknesses or failures. Risk re-
duction measures with resulting
action plans must be created and
monitored for effectiveness. This
information is submitted in writing
to the Division within a forty-five
(45) day window.

The concept of system failure
changes the primary focus from
that of individual blame to a
broader approach that examines
not only the human factors, but
also the organizational and tech-
nical. It has been concluded that
errors are caused by multiple ele-
ments and conditions. A system-
atic analysis of the event provides
insight into the most basic causal
factors underlying the error, and
allows modification to decrease
the risk of recurrence.

According to the Institute of Medi-
cine report “To Err is Human”,
“The focus must shift from blam-
ing individuals for past errors to a
focus on preventing future errors
by designing safety into the sys-
tem. This does not mean that indi-
viduals can be careless. People
must still be vigilant and held re-
sponsible for their actions. But
when an error occurs, blaming an
individual does little to make the
system safer and prevent some-
one else from committing the
same error”. 1
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With staff in place to manage the
submission process, Maine began
collecting event reports in January
of 2004. The Sentinel Event pro-
gram is under the direction of the
Division of Licensing and Regula-
tory Services but is carried out by
non-regulatory Health Services
Consultant Registered Nurses
(HSCs). As confidentiality is built
in to the statute and protects in-
formation gathered in sentinel
event reports from discovery, it
also maintains a firewall between
the Sentinel Event program and
the regulatory branch of the Divi-
sion. The intent of the statute is to
require facilities to look at the
“why” of these serious events and
take preventative actions that will
promote safer environments in
the health care settings.

A “Root Cause Analysis” (RCA) is
the process that facilities use to
review their events and help to
establish their risk reduction
measures. All reports submitted to
the Division since 2004 have in-
cluded Root Cause Analysis
information.

The RCA has three primary goals:
= What happened
Why it happened

«  What to do to prevent it from
happening again

The Joint Commission on Accredi-
tation of Hospital Organizations
(JCAHO) and the VA National Cen-
ter for Patient Safety both require
RCA for certain adverse events.

Maine facilities utilize the JCAHO,
VA RCA parameters or some
variation of them in performing
their analysis.

Within those parameters are
guidelines to be considered that
result in a thorough and credible
RCAZ2. They include:

= Determination of human and
other factors

=  Determination of related
processes and systems

= Analysis of underlying cause
and effect through a series of
“why” questions

= Identification of risks and their
potential contribution to the
event

= Determination of potential
improvement processes or
systems

= Participation of leadership

= Be internally consistent (not

contradict itself or leave
unanswered questions)

= Corrective actions, outcome
measures, management ap-
proval

« Considering relevant literature

In reviewing Sentinel Events,
HSCs look to the statutory require-
ments and also incorporate many
of these guidelines as a tool to
determine what constitutes an
acceptable report.
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These submissions also include
a nharrative summary of the
event that provides additional
information to support the RCA
findings and to aid in obtaining
a more clear understanding of
the facts.

All the written reports submitted
to the Division for the calendar
year (CY) 2005 either met the
time frame requirement of forty-
five (45) days, or had extensions
granted to the facilities in order
to obtain consultant/external
review information.

While RCA information was pro-
vided by all facilities, the extent
and quality did vary. Some re-
ports contained extensive detail,
while others submitted the mini-
mum required. In those cases
where useful data was omitted
or not clear, the Division re-
quested additional information.
Risk reduction actions should
designate who is responsible for
that action and a method for
evaluating its effectiveness. The
absence of this type of data was
the primary reason for the addi-
tional information requested.

The secondary component of
the request was to identify po-
tential causal factors that the
HSCs determined were not ad-
dressed in the RCA. This was an
attempt to promote consistency
in the report data. It is the ex-
pectation that the written re-
ports will contain common core
elements that provide useful
information.
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By February 1, 2005, the Divi-
sion had completed and submit-
ted the Annual Report to the
State Legislature. The two-
member Sentinel Event team
conducted onsite visits for all
the events reported to the Divi-
sion in 2005, performed record
reviews pertinent to the events,
held conference calls, met with
facility teams and administra-
tion to provide education and
help with their decision-making
processes.

Submitted written reports were
assessed for completeness,
findings and the presence of
corrective actions. Information
was entered into a database for
tracking of event activity, follow
up, and aggregate purposes.

In April 2005, a review of the
findings of the annual report
was presented to the Maine
Hospital Association. Providers
were encouraged to dialogue,
pose questions and offer sug-
gestions to the Sentinel Event
team.

The Health Services Consult-
ants, in partnership with Goodall
Hospital staff, were selected to
participate in the Patient Safety
Improvement Corps (PSIC) that
is sponsored by the Agency for
Healthcare Research and
Quality (AHRQ) and the Veterans
Administration National Center
for Patient Safety (NCPS).

This is a three-session training
(September 2005, January
2006, May 2006) for the pur-
pose of improving patient safety

by providing to State field staff and
hospital partners the knowledge
and skills necessary to: 3

Conduct effective investigations
of reports of medical errors (e.g.,
close calls, errors with and with-
out patient injury) by identifying
their root causes with emphasis
on underlying system causes.

« Prepare meaningful reports on
the findings.

= Develop and implement sustain-
able interventions based on
report findings.

» Measure and evaluate the im-
pact of the safety intervention
(i.e., that will mitigate, reduce,
or eliminate the opportunity for
error or patient injury).

« Ensure the sustainability of ef-
fective safety interventions by
transforming them into standard
clinical practice.

The first two PSIC training sessions
have been completed. The State
Team project for this program is to
create and present sentinel event
education sessions to all the Inter-
mediate Care Facilities for Persons
with Mental Retardation (ICFs/MR)
and End Stage Renal Disease Facili-
ties (ESRDs).

By November 2005, all the state
ICF/MR facilities had representa-
tives attend a program to
strengthen their knowledge of the
regulations and the reporting re-
quirements under the statute. They
also received information and in-
structions on performing root cause
analysis activities.
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The Sentinel Event team has
provided follow up to facilities
as needed, shared lessons
learned from similar events,
and relevant literature. In addi-
tion the HSCs have tracked
national activities to keep ap-
prised of standards and guide-
lines and monitored proposed
legislation that could impact
the statute.

Division administrators have
participated in the Maine
Quality Forum’s (MQF) discus-
sion groups to address issues,
provide information and offer
recommendations on the
sentinel event review process.

Upon request of the MQF, a
comparison of Maine Sentinel
Events with the National Qual-
ity Forum (NQF) core set of 27
reporting standards was done
utilizing NQF Serious Report-
able Events Criteria. The com-
parison in Appendix D is inter-
esting in that over the past
twenty-three (23) months, use
of the Maine Sentinel Events
statute, identified forty-seven
(47) sentinel events. A cross-
walk using the NQF of twenty-
seven (27) core standards re-
vealed only twenty-four (24) or
51% of events.

The NQF is an organization
created to develop and imple-
ment a national strategy for
healthcare quality measure-
ment and reporting, whose
mission is “to improve Ameri-
can healthcare through en-
dorsement of consensus-
based national standards for
measurement and public re-
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porting of healthcare perform-
ance data that provide meaning-
ful information about whether
care is safe, timely, beneficial,
patient-centered, equitable and
efficient”.

There were a total of twenty-
eight reportable sentinel events
from January 2005 through De-
cember 2005. All but one event
occurred in a hospital setting.
One event was reported by an
Intermediate Care Facility for
People with Mental Retardation
(ICF/MR). Of those twenty-eight,
twenty were deaths, five were
permanent loss of function, and
three were wrong surgery. These
numbers are similar to those of
2004. There was an increase of
four total reported events. This
is not unexpected, as better un-
derstanding of the reporting re-
quirements and recent educa-
tion for ICFs/MR would support
greater compliance with the
statute and the potential for in-
creased reporting.

Fifty percent of events involved
patients over sixty-five years of
age and were evenly distributed
male to female. Wrong surgery
accounted for 11% of the
events, loss of function 18%,
and unanticipated death 71%.
These numbers are similar to
those reported by the Joint Com-
mission on Accreditation of
Healthcare Organizations
(JCAHO) for sentinel events from
1994 to 2005.4 JCAHO also indi-
cated wrong surgery at 12.5%,
loss of function at 10%, and
death at 74%.

Thirty-five percent of Maine
events for calendar year (CY)
2005 involved falls. This was
significant compared to the pre-
vious reporting year, where no
events were fall-related.

HSCs consulted on ten events
that were determined to be non-
reportable under the statute.
Facilities did follow their internal
review processes in these
cases, and elected to perform
Root Cause Analyses as part of
their risk management and qual-
ity programs.

We should be aware that re-
ported serious events are small
in number in relation to the
numbers of admissions to facili-
ties and procedures performed
over a calendar year. The review
of these events, though retro-
spective, can point to areas for
improvement. Events also serve
as a guide to certain safety is-
sues and to heighten awareness
for caregivers and consumers
alike. In this regard, the Agency
for Healthcare and Research
has published a fact sheet that
gives “20 Tips to Prevent Medi-
cal Errors”.5 Some of these sug-
gestions include:

« The single most important
way you can help to prevent
errors is to be an active
member of your health care
team.

Make sure that all of your
doctors know about every-
thing you are taking. This
includes prescription and
over-the-counter medicines,
and dietary supplements
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such as vitamins and herbs.
Make sure your doctor knows
about any allergies and ad-
verse reactions you have had
to medicines.

Ask for information about your
medicines in terms you can
understand—both when your
medicines are prescribed

and when you receive them.

If you have a choice, choose a
hospital at which many pa-
tients have the procedure or
surgery you need.

If you are in a hospital, con-
sider asking all health care
workers who have direct con-
tact with you whether they
have washed their hands.
When you are being dis-
charged from the hospital, ask
your doctor to explain the treat
ment plan you will use at
home.

If you are having surgery,
make sure that you, your doc-
tor, and your surgeon all agree
and are clear on exactly what
will be done.

Make sure that someone,
such as your personal doctor,
is in charge of your care.

Make sure that all health
professionals involved in

your

care have important health
information about you.

Ask a family member or friend
to be there with you and to be
your advocate (someone who
can help get things done and
speak up for you if you can't).
Learn about your condition
and treatments by asking your
doctor and nurse and by using
other reliable sources.

This year Health Services Consult-
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ants have performed medical
record reviews of twenty unan-
ticipated deaths. Of those
events, 35% or 7 of 20 were re-
lated to injuries secondary to
falls. It was noted that the aver-
age age was 77 years, and the
majority of the patients were
female. Root Cause Analyses
submitted by various facilities
have included risk reductions
measures such as revision of
fall risk assessments, evaluation

PATIENT FALLS

o 35% of All Events
o Average Age 77 years

o Majority Females

of call-bell systems, bed alarm
devices, and staff education.

The Division has made several
recommendations to include:

= Taking a thorough history at
the time of presentation to
the Emergency Department
or during a planned admis-
sion.

= Providing accurate documen-
tation of patient medications
with special attention to anti-
thrombolytics.

« Obtaining a history of previ-
ous falls, and listing dates of
prior surgery.

« Performing on admission, a
complete fall risk assess-
ment and revising the as-
sessment thereafter on each
shift.

Many examples of fall risk

assessments are available, e.g., VA
National Center for Patient Safety
2004 Toolkité or the Johns Hopkins
Hospital Fall Risk Assessment Tool?.
Both assessments feature impor-
tant aspects to incorporate: age, fall
history, mobility, elimination, mental
status changes, medication, and
patient care equipment. These tools
may require some modification ac-
cording to the specific population
needs of the facility.

Risk for falls can be categorized as
low, moderate or high. Approxi-
mately 70% of the falls reviewed by
HSCs occurred during toileting ac-
tivities. Interventions specific to this
activity can vary. A patient at moder-
ate fall risk may only require super-
vision or assistance with toileting,
while a patient who is at high risk
will require someone to remain pre-
sent while toileting.

Regardless of the level of fall risk,
HSCs noted that in some events
staff had failed to follow the recom-
mended interventions, even when
policies existed. In at least one
event, policies were just being de-
veloped, but none were in place at
the time of the event.

Review of these sentinel events
showed that many facilities have
alarm systems in place to alert staff
when a patient is attempting to get
out of bed or chair. However, it was
noted these alarms may be selec-
tively turned off.

There should be a clear statement
in the facility policy explaining under
what conditions alarm systems are
deactivated and requiring accurate
documentation to support the ra-
tionale.
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Accurate patient medication
history is especially important
during the initial and ongoing
assessment process. Staff
must be aware of a patient’s
reaction to medications e.g.,
sleep aids that might contribute
to a fall, or anti-thrombolytics
that might complicate a fall by
causing internal bleeding.

During review of Root Cause
Analyses related to fall injuries,
it was apparent that many facil-
ity policies had no clear guide-
line to define what should hap-
pen after a patient has fallen.
Many protocols only included
the need to document a set of
vital signs and notify the physi-
cian at a later time, if there was
no obvious patient injury.

Often physicians were not noti-
fied of any injury until the pa-
tient began to show signs of
mental status changes. In
some cases, this was too late
to intervene and prevent a po-
tentially bad outcome.

Some facilities have estab-
lished an orientation program
designed to familiarize patients
with the hospital environment
as a way to help them safely
cope with this change.

The Division encourages facili-
ties to educate staff on the im-
portance of following existing
protocols and not relying on
their individual interpretation of
the patient’s physical or mental
status.

In spite of fall interventions, we
know that these accidents may
still occur. It is the responsibil-
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ity of the healthcare facility to
create an environment to avert
patient injury. Part of this proc-
ess should be the inclusion of a
post fall assessment.

Documentation that describes
the patient’'s explanation of
what occurred, along with vital
and neurological signs, and an
immediate notification to the
provider should be present.
Those details, as well as the pa-
tient assessment and a list of
the patient medications, espe-
cially if the patient is receiving
anticoagulation therapy, should
be communicated to the physi-
cian. Indication of frequent, on-
going assessments to include
any mental status changes, and
general physical condition is vi-
tal.

In conclusion, lessons learned
and recommendations from
unanticipated deaths related to
falls include:

« accurate documentation of

patient history and list of
medications.
= initial fall risk assessment

and subsequent reassess-
ment documented at the
change of each shift during
the patient’s stay.
adherence to the hospital
protocols specific to risk
level.

performance of a post fall
assessment with a policy
that clearly establishes a
guide for staff to follow.

Most Maine hospitals are aware
of the 2006 safety goals (9A,
9B) set by JCAHOS, one of which
is to “reduce the risk of patient

harm by: assessing and periodically
reassess each patient's risk for fal-
ling, and have developed policies
and procedures in keeping with
these standards”.

SYSTEMS INPACTED BY
SENTINEL EVENTS
2005
COMMUNICATION 67.86%
POLICY/PROCEDURE  64.29%
EDUCATION/TRAINING 60.71%
DOCUMENTATION 35.71%
STANDARDS OF CARE ~ 28.75%
2004
COMMUNICATION 54.55%
POLICY/PROCEDURE  31.82%
EDUCATION/TRAINING  9.09%
DOCUMENTATION 4.55%
STANDARDS OF CARE ~ 50.00%

It is our hope that healthcare facili-
ties will continue to strive towards
providing a safe environment for
our Maine patients, and in doing so
will decrease the unanticipated
deaths or loss of function associ-
ated with falls.

Communication failure was cited in
67.86 percent of the reported
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events and was similar to the
last reporting year with 54.55
percent. Policy and Procedures
were indicated as a weak area
in 64.29 percent of events, up
from 31.82 percent in 2004.
Education and Training im-
pacted 60.71 percent of the
events and that was an increase
from 9.09 percent. Documenta-
tion also showed an increase
from 4.55 percent to 35.71 per-
cent. Standards of Care had
dropped down from 50.00 per-
cent in 2004 to 28.75 percent.
In comparison, JCAHO reported
Communication and Education/
Training as their top two RCA
findings.®

These numbers are similar to
other national results and other
state data.

Facilities have undertaken vari-
ous risk reduction measures in
response to specific events
based on their RCA results.

The following are examples of

measures submitted for im-
provement to:
« Posting of abnormal vital

signs on communication
board in the Emergency De-
partment (ED).

= ED physicians to acknowl-
edge review of vital signs.

« Nurse to nurse inter-shift re-
port of assessment/
reassessment and imple-
mented interventions.

« Electronic documentation of




Maine Sentinel Events 2005

fall risk assessment each
shift

Procedure for patient hand-
off between departments.
Policy for the review and fol-
low up of critical lab values
in discharged patients

Follow Code 99
events

Standing order policy
requiring retest for
Clostridium Difficile (C Diff)

if symptoms change or
worsen

Development of medication
reconciliation process
Revision of telemetry policy
to include every 4 hour fre-
guency of vital signs and
new alarm limits adjusted to
include change in patient’s
condition

Development of Falls Risk
Policy

Policy to revise the secure
handling/receiving of
ambulance run sheets
Develop ED process for tran-
scription of orders and ac-
countability

Develop Fall Prevention com-
mittee to track, educate, and
follow up on falls

Revision of night access to
Pyxis (medication dispens-
ing) system

Requirement of two nurses
to override Dilaudid in Pyxis
system

up for

Competency training for
Clostridium Difficile (C. Diff)
Pharmacy to educate staff

on geriatric drug uses (e.g., Am-
bien)

Clostridium Difficile
newsletter

Falls prevention education to
include ancillary staff members
Retreat/workshop to promote
team approach to care

Staff education on Insulin proto-
cols

Staff education on proper han-
dling of telemetry strips

Hands on and written
competency for use of Pyxis
system (medication

dispensing)

Lab education for critical

values reporting

Staff and Physician

education specific to

analgesic charts/Meperidine
guidelines/medication
documentation

Patient and family education
regarding medications brought
to hospital

(C. Diff)

Process for documenting medi-
cations brought from home
Physician documentation to ver-
ify review of nurse triage data
Development of standards for
discharge documentation for
physicians/nurses

Nurse documentation tool with
visual triggers to prompt for re-
assessment of abnormal find-
ings

Failure Mode Effects Analysis
regarding intravenous
documentation

Critical Troponin level
reporting requirements
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Auditing of Peripherally In-
serted Central Catheter
(PICC) line care
Pharmacy review of 30 day
stop process

» Infectious Disease Com-
mittee to focus on CDC
(Centers for Disease Con-
trol recommendations and
provide ongoing education
Formation of Rapid Re-
sponse Teams

« Continuous cardiac moni-
toring for patients trans-
ported from OR to post op
recovery area
Review of feasibility of pre-
op nasal swabbing for
Methicillin Resistant
Staphylococcus Aureus
(MRSA) in elective cardiac
catheter patients

Wrong surgery contributed to
three events for 2005. Actions
specific to those events in-
cluded:

« Second time out to occur
after the site prep and
drape
Pre-op checklist to include
site marking by patient and
policy to address discrep-
ancies

= For operative sites not eas-
ily visible to patient, digital
cameras will be available
to photograph the site for
validation
Verification protocol to in-
clude hair clipping to visu-
alize cutaneous lesions be
carried out in the pre-
anesthesia area

« Brochure for pre-op pa-
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tients explaining steps to as-
sure correct patient/site/
surgery

= Distribute Universal protocol
to surgical services
Physicians to mark incision

« Method for conflict resolu-
tion between team members

Re-evaluate hospital-wide
patient call bell system

« Examining technology inter-
ventions to detect patient
movement

« Added fields to Meditech
screen to allow documenta-
tion of respiratory rate and
level of consciousness

= New cardiac monitors with
automated vital signs and
oxygen saturation

= Portable suction added to
Code cart
Assess Pyxis system for in-
ventory/overrides
Use of fall prevention equip-
ment

= Electronic Record to include
completed discharge sum-
maries with correct dates

« Utilization of TAB devices for
fall prevention (alarms)

Maine facilities are also partici-
pating in other initiatives such
as the 100,000 Lives Cam-
paign, developed by the Institute
for Healthcare Improvement and
creating Rapid Response Teams
to provide early intervention in
potentially critical events. Many
providers are moving toward
greater “transparency” with
quality data, as well as disclo-
sure with medical errors.

At the end of the second report-
able year, the Division plans to:

1. Categorize all 2006 sentinel

event data utilizing the NQF10
core set of reporting stan-
dards. Include the NQF catego-
ries in the Annual Report to
the State Legislature.

. Revise The Governing Board

(Chapter VI) Regulations for
General and Specialty Hospi-
tals to include criteria for what
is a credible and thorough
Root Cause Analysis.

. Evaluate the need to enhance

the regulations for Ambulatory
Surgical Centers, End Stage
Renal Disease Facilities and
Intermediate Care Facilities for
People with Mental Retarda-
tion.

. Conduct random follow-up re-

views of reported sentinel
events to assess implementa-
tion of corrective action plans.

. Conduct follow-up reviews on

events identified as having a
potential for high risk of recur-
rence, significant impact on a
high volume of healthcare ser-
vices, or at high risk for death
or serious injury if corrective
action is not taken.

. Conduct periodic review of all

complaints captured in health-
care entities as defined in
statute.

. Revise the Governing Board

(Chapter VI) Regulations for
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the Licensure of General and
Specialty Hospitals in the
State of Maine to include:
“The Division may conduct ran-
dom audits of any and all
healthcare facilities, and re-
view facility data/records to
assure compliance as outlined
in the statute”.

. Revise the Quality Manage-

ment Process (Chapter XXI) of
the Regulations for General
and Specialty Hospitals to in-
clude a requirement regarding
Failure Mode and Effects
Analysis (FMEA), (1. A prospec-
tive assessment that identifies
and improves steps in a proc-
ess thereby reasonably ensur-
ing a safe and clinically desir-
able outcome; 2. A systematic
approach to identify and pre-
vent product and process
problems before they occurll),

. Expand education sessions to

all the End Stage Renal Dialy-
sis Facilities (ESRDs) as part
of the State team project for
the Patient Safety Improve-
ment Corps.

10.Continue to offer consultation

services to licensed facilities
and welcome the opportunity
to provide education to staff
on the sentinel event reporting
process. HSCs have planned
presentations for the Perinatal
Nurse Managers of Maine, An-
nual Report overview with the
Maine Hospital Association,
and a presentation to the
Maine Association for Health-
care Quality.
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11.Continue to collect, review
and analyze reported senti-
nel events and share aggre-
gated data and risk reduc-
tion measures to Maine fa-
cilities.

12.Revise the Sentinel Event
Reporting form to capture
additional information re-
garding the location where
events occurred in the vari-
ous facilities, diagnosis
codes, notification informa-
tion and also to create a
standard review form to help
evaluate the information re-
ceived in the written report.

In order to maintain up-to-date
information on standards of
care, new clinical guidelines,
best practices and safety initia-
tives, the Sentinel Event team
requires funding for education.
This would also include the au-
thorization to attend training
programs, and healthcare qual-
ity conferences.

Part of the responsibility of
the HSCs is to promote dia-
logue and exchange informa-
tion on quality issues, pa-
tient care, and safety with
risk managers from Maine
and nationally. Conference
attendance allows HSCs to
network and collaborate with
other members with similar
responsibilities.

Access to resource materi-
als, such as professional
books, and on-line journals
also helps to maintain the
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and resources are contingent
upon adequate funding.

high standards necessary to
fulfill the review activities of
the Sentinel Event team.

Technical support to establish
and maintain a sentinel event
database.

Access to clinical consultative
staff as needed.

These recommendations for edu-
cation, training, technical support,

RESOURCES

www.ahrq.gov/consumer/
www.ihi.org/IHI/Topics/CriticalCare/IntensiveCare/
Tools/RapidResponseTeamEducationChecklist
(IHITool).htm

www.ismp.org/Pages/Consumer.html
www.jcaho.org/general+public/index/htm

www.leapfroggroup.org

www.maine.gov/dhhs/bms/providerfiles/
sentinel_reporting_forms.htm

www.mainequalityforum.gov/
www.nashp.org
www.ncqa.org

www.npsf.org

www.patientsafety.gov
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1nstitute of Medicine, To Err is Human: Building a Safer Health System. Linda T. Kohn, Janet M.
Corrigan, and Molla S. Donaldson, eds. Washington, D.C.: National Academy Press, 2000

2 VA National Patient Safety Improvement Handbook 1050.1, January 30, 2002, 4-5.

3 www.ahcpr.gov/about/psimpcorps.htm

4 www.jcaho.org/accredited+organizations/sentinel+event/sestats93005.pdf

5 www.ahrq.gov/consumer/20tips.htm

6 www.patientsafety.gov/SafetyTopics/fallstoolkit/notebook/05_fallspolicy.pdf

7 Johns Hopkins Hospital Fall Risk Assessment Tool @ http://www.nursingcenter.com/pdf.asp
8 www.jcaho.org/accredited+organizations/patient+safety/06_npsg_cah_hap.htm

9 www.jcaho.org/accredited+organizations/ambulatory+care/sentinel+events/
root+causes+of+sentinel+event.htm
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Maine Sentinel Events 2005 Appendix D
Maine Sentinel Events January 2004-November 2005
Utilizing NQF Serious Reportable Events Criteria

SURGICAL EVENTS
A.  Surgery performed on the wrong body part 5
B. Surgery performed on the wrong patient 0
C. Wrong surgical procedure performed on a patient 2
D. Retention of a foreign object in a patient after surgery or other procedure 0
E. Intraoperative orimmediately post operative death in an ASA | patient 3
PRODUCT OR DEVICE EVENTS
A. Patient death or serious disability associated with the use of contaminated drugs,

devices, or biologics provided by the healthcare facility 0
B. Patient death or serious disability associated with the use or function of a device

in patient care in which the device is used for functions other than is intended 3
C. Patient death or serious disability associated with intravascular air embolism that

occurs while being cared for in a healthcare facility 0
PATIENT PROTECTION EVENTS
A. Infant discharged to the wrong person 0
B. Patient death or serious disability associated with patient elopement

(disappearance) for more than four hours 0
C. Patient suicide or attempted suicide resulting in serious disability, while being

cared for in a healthcare facility 0
CARE MANAGEMENT EVENTS
A. Patient death or serious disability associated with a medication error (e.g., errors

involving wrong drug, wrong dose, wrong patient, wrong rate, wrong preparation or 4

wrong route of administration)
B. Patient death or serious disability associated with a hemolytic reaction due to the

administration of ABO incompatible blood or blood products 0
C. Maternal death or serious disability associated with labor and delivery in a low-risk

pregnancy while being cared for in a healthcare facility 0
D. Patient death or serious disability associated with hypoglycemia, the onset of

which occurs while the patient is being cared for in a healthcare facility 0
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E. Death or serious disability (kernicterus) associated with failure to identify and treat

hyperbilirubinemia in neonates 0
F. Stage 3 or 4 pressure ulcers acquired after admission to a healthcare facility
G. Patient death or serious disability due to spinal manipulation therapy
ENVIRONMENTAL EVENTS
D. Patient death associated with a fall while being cared for in a healthcare facility. 7
OTHER
1. Events that could potentially meet NQF criteria with additional information 2

2. Events that did not meet NQF criteria
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