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• Why adverse/sentinel y /
event reporting is 
important for patientimportant for patient 
safety and overall health 
care qualitycare quality

• New process for adverse/ 
i l isentinel event reporting 

(including unusual occurrences 
and near misses)and near‐misses) 

• How to report adverse/ 
sentinel events
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• Why report

• Who should report

• What to report

• How and when to report
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• Find problematic or “faulty” healthFind problematic or  faulty  health 
care processes

k i l h h• Take time to analyze why these 
processes aren’t working

• Fix them in a way that is sustainable

P t t ti t d t ff• Protect patients and staff 

• Improve the work environment

• Meet regulatory requirements

A t i f t l i• A trigger for root cause analysis
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• New policy and 
procedures issued at 
the end of 2012

• Health care staff must 
report Adverse/report Adverse/ 
Sentinel Events 
(including Unusual(including Unusual 
Occurrences) within 
24 h f di24 hours of discovery

• Also important to 
report “near misses”
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• Implement a system to identify and address p y y
risks to patients, staff, and visitors

• Shift away from focusing on the individual to• Shift away from focusing on the individual to 
focusing on system processes

kl b h i bl h– Reckless behavior, a blameworthy act, 
intentionally withholding information, or 

idi i l di f l i f ti ill bproviding misleading or false information will be 
appropriately addressed to ensure patient and 
staff safetystaff safety

• All staff is responsible for reporting 
d / ladverse/sentinel events
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• All health care staff is responsible for 
reporting adverse/sentinel events.
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Health care staff must:

• Report adverse/Report adverse/ 
sentinel events and 

lunusual occurrences, 
which include near‐
misses within 24 
hours of discoveryhours of discovery. 
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• Adverse/Sentinel Event: An event or series of events 
that cause the death or serious disability of athat cause the death or serious disability of a 
patient, personnel, or visitor. 
• Includes sentinel events per the California Health and• Includes sentinel events per the California Health and 

Safety Code (GACH requirement) and unusual 
occurrences per Title 22 (CTC requirement)occurrences per Title 22 (CTC requirement).

• Unusual Occurrence: An occurrence which poses a 
potential or actual risk to the safety of a patient orpotential or actual risk to the safety of a patient or 
personnel.

N Mi A t it ti th t ld h• Near‐Miss: An event or situation that could have 
resulted in an adverse/sentinel event but did not, 
ith b h th h ti l i t tieither by chance or through timely intervention.
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Surgical Events Death or serious disability associated with:g y

Wrong body part

Wrong patient

Wrong procedure

Retention of a foreign object (unintentional)

Death during surgery or up to 24 hours after induction ofDeath during surgery or up to 24 hours after induction of 
anesthesia – normal, healthy patient

Product or Device 
Events

Death or serious disability associated with:
Events Contaminated drug, device, or biologic*

Use or function of a device

Intravascular embolismIntravascular embolism

*Biologic ‐ A preparation, such as a drug, a vaccine, or an antitoxin, 
that is synthesized from living organisms or their products and
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that is synthesized from living organisms or their products and 
used as a diagnostic, preventive, or therapeutic agent.



Care Management  Death or serious disability associated with:g
Events

y

Medication Error

Labor and delivery in a low‐risk pregnancy

Hypoglycemia

Stage 3 or 4 ulcer acquired after admission to health 
facility

Spinal manipulative therapy

Environmental Events Death or serious disability associated with:

Electric shock

Wrong gas or toxic substance given (via oxygen or other 
line to patient)

Burn

Fall

f
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Use of restraints or bedrails



Criminal Events Death or serious disability associated with:

Sexual assault

Physical assault

Patient Protection 
Events

Death or serious disability associated with:

Suicide or attempted suicide
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Unusual Occurrences Poisoningsg

Fires or explosions

Death of patient, employee, or visitor due to unnatural 
causes

Sexual acts involving patients who are minors, non‐
consenting adults, or persons incapable of consent

Physical assaults on patients, employees, or visitors

All suspected criminal acts involving patients, 
employees or visitorsemployees, or visitors

All suspected incidents of physical or sexual abuse of a 
patient

Unexplained or illicit disappearance or loss of patient or 
patient remains

Disruption of CTC services
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Disruption of CTC services



Near‐Miss An event or situation that could have resulted in an 
adverse/sentinel event but did not, either by chance or 
through timely intervention.
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• A patient received treatment of the wrong toothA patient received treatment of the wrong tooth
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• Patient experiences a severe medication reaction,Patient experiences a severe medication reaction, 
and is sent to the hospital with an injury that lasts 9 
days.days.
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• Patient transfers from county jail with aPatient transfers from county jail with a 
history of suicide.

• Patient found hanging in his cell 2 weeks later• Patient found hanging in his cell 2 weeks later.
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• Patient with previously wellPatient with previously well 
controlled schizophrenia 
decompensates and seriouslydecompensates and seriously 
injures himself by smashing 
his head on the cell door.his head on the cell door.

20



• A diabetic patient has a legA diabetic patient has a leg 
wound which becomes 
infected and he is sent outinfected and he is sent out 
to the hospital and has his 
leg amputated.leg amputated.
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• Patient complains of an episodePatient complains of an episode 
of blood in his urine.  

• One and a half years go by and• One and a half years go by and 
the patient again complains of 
blood in his urineblood in his urine.  

• It is discovered that the patient 
h l i bl kidhas a large inoperable kidney 
cancer and dies 4 months later.
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• Patient with end stage liverPatient with end stage liver 
disease in a CTC bed is 
being treated for anbeing treated for an 
episode of encephalopathy.  

• Patient falls out of the bed• Patient falls out of the bed 
and develops an 
intracranial bleed and diesintracranial bleed and dies.
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• Stabilize the patient

f d• Remove any unsafe devices, equipment, 
medications, etc.

• Address other immediate risks

S t th t ff• Support the staff

• Document and collect information

• Report the event
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• Access the Sentinel Event / Adverse Event 
Reporting (SEAE) form on LifelineReporting (SEAE) form on Lifeline

• Complete Part 1 of the form

• You can remain anonymous if you want

H i l t P t 2A• Have a supervisor complete Part 2A

• Supervisor will notify the CEO immediately

• Submit the SEAE form to HQ within     

24 h f di24 hours of discovery
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• Click on a grey box and press F1 on your 
keyboard to get helpful hints.
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• Reporter name is optional, you may remain anonymous
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• Notify a supervisor as soon as possible



• Notify CEO and submit the report via email within 24‐hours
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Notify CEO and submit the report via email within 24 hours 
to:  HealthIncidentReporting@cdcr.ca.gov



• A multi‐disciplinary group of staff, the HQ Sentinel 
Event Review Executives (SEREs) reviews the reportEvent Review Executives (SEREs) reviews the report 
and makes recommendations

Th I i i b k d l R• The Institution may be asked to complete a Root 
Cause Analysis (RCA) on the adverse/sentinel event

• If an RCA is necessary, it is due to HQ within 45 days 
of assignment.

• The SEREs at Headquarters will track all incoming 
reports and monitor institution RCAsp
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• The Adverse Sentinel Event Committee will review 
the instit tion’s RCA for acceptabilit thoro ghnessthe institution’s RCA for acceptability, thoroughness, 
and credibility (there will be a training on the RCA 

i )process coming soon).

• Once the RCA is approved, the institution will submit 
a monthly progress report for at least 4 months to 
ensure that the Plan of Action is fully implemented 
and successful.

• IST Code # 8158
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• IST Code # 8158
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