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Birth Center reports Sentinel Event through 

password-protected form on CABC website  

In this issue: 

 What is a Sentinel 

Event? 

 CABC Sentinel Event 

Review Process 

In response to concerns and questions 
from CABC-accredited birth centers and 
Commissioners, the CABC Complaint & 
Sentinel Event Committee has completed 
an evaluation of the policies and 
processes used to review sentinel 
events. In the interest of clarity and 
transparency, CABC would like to share 
more information about our sentinel 
event policy.  
 
CABC has begun to maintain de-
identified, aggregate data regarding 
sentinel events occurring in accredited 
birth centers. When adequate data has 
been collected, CABC will report this 
information to birth centers.  
 
Our intention is that CABC-accredited 
birth centers may benefit from these 
data, know where their risk of adverse 
events lies, and adjust their practices in 
ways that promote health and safety to 
childbearing families. 

What is a Sentinel Event? 

A Sentinel Event is an unexpected occurrence involving  
 

 Death 

 Serious physical injury 

 Serious psychological injury 

 Risk of injury or death, including any process variation for 

which a recurrence would carry significant chance of a   

serious adverse outcome 

The terms “sentinel event” and 
“error” are not synonymous. Not 
all sentinel events occur be-
cause of an error, and not all 
errors result in sentinel events.  
 

The goal of the sentinel event 
review is not to assign blame, 
but to identify the root cause 
and take actions to prevent a 
recurrence of avoidable sentinel 
events. 

Birth Center 

 Conducts Root Cause Analysis 

 Redacts PHI from documents that will 
be shown during call with Sentinel 
Event Review Panel 

 

CABC 

 Logs Sentinel Event for Complaints & 
Sentinel Event Committee 

 Schedules screen-sharing call with 
Birth Center 

 Appoints Sentinel Event Review Panel 

1st Conference Call with Birth Center 

CABC 

 Does not take notes or record call 

 Reviews Root Cause Analysis 

 Confirms reporting to appropriate    

entities 

Birth Center 

 Explains what happened 

 Presents Root Cause Analysis and 
action plan, if any 

 May offer recommendations for 
change in Indicators 

Follow up Conference Call with Birth Center if needed 

CABC 

 Provides requirements or recommen-
dations based on Indicators, if any 

 Enters de-identified data into Sentinel 
Event database 

Birth Center 

 Conducts additional Root Cause    
Analysis 

 Revises action and/or evaluation plan 

How Does the Sentinel Event Review Process Work? 
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Part 1. 

The Birth Center notifies CABC 
that they have had a sentinel 
event, within 14 days of its occur-
rence. 
 

CABC emails the Birth Center a 
link to a password-protected form. 
The Birth Center identifies the 
type of event. 
 

The CABC Sentinel Event Com-
mittee convenes a Review Panel 
of 2 clinicians. A Commissioner 
who is a parent representative 
may be included if appropriate. 
 

A conference call is scheduled 
within 30 days of the event. 
One 2-week extension may be 
requested. 
 

Birth Center conducts a Root 
Cause Analysis. 

Part 3. 

A 2nd conference call, if needed, 
is scheduled to report on any fur-
ther Root Cause Analyses con-
ducted and evaluation of the ac-
tion plan.  
 

Additionally, are there any recom-
mendations for changes to the 
CABC Indicators based on  fur-
ther Root Cause Analyses? 

Part 2. 

A conference call with the Review 
Panel and Birth Center repre-
sentative occurs. 
 

Recording the call is not permitted 
and no paper or electronic notes 
are retained by the Review Panel 
or CABC staff for any aspect of 
the review. Screen-sharing may 
be used to show redacted Birth 
Center documents. 
 

The Review Panel and Birth Cen-
ter discuss what happened includ-
ing details of the Root Cause 
Analysis, if causes were identified, 
or if an action plan was imple-
mented. 
 

Also, was the Sentinel Event re-
ported to all required state agen-
cies, boards and medical liability 
insurance carriers? 
 

Based on Birth Center’s Root 
Cause Analysis and experience 
with this Sentinel Event, do they 
have any recommendations for 
changes to the CABC Indicators? 
 

CABC and the Birth Center agree 
upon an action plan if indicated for 
further Root Cause Analysis or 
other actions as applicable. 

Part 4. 

A Resolution Letter is sent     
stating only: 
 
“On [date], Sentinel Event commit-
tee members met with you to discuss 
the [year] event that   occurred at 
your birth center.”  
 
“After reviewing the details of the 
Root Cause Analysis the CABC has 
determined that the birth center has 
satisfied any and all requirements of 
accreditation relative to this inci-
dent.” 
  
“This event file is now closed.”   

No record that the Sentinel Event 
review occurred is maintained in 
Birth Center accreditation file. 
 
The following is added to the 
CABC Sentinel Event database: 
 Type of incident (e.g. 

“neonatal injury”) 
 Year the Sentinel Event oc-

curred  
 Root cause(s) identified 
 Summary of action plan 
 
No data are entered by which the 
birth center could be identified. 

Part 5. 

The Review Panel submits a re-
port to the Complaints & Sentinel 
Events Committee. This report is 
confined to data listed in Sentinel 
Event database only. 
 
Recommendations for revision of 
the CABC Indicators is sent to 
Indicators & Research Commit-
tee. 


