	SENTINEL EVENT REPORT WORKSHEET

For use of this form see MEDCOM Reg 40-41

	Section I - Demographics

	1. MEDICAL TREATMENT FACILITY (Name and Location)

     
	2. CASE NUMBER

     

	3. MTF POC (Last  Name, First, MI)

     
	4. TELEPHONE and FAX NUMBERS

     
	5. DATE(dd-mm-yy)

     

	SECTION II – EVENT IDENTIFICATION

	DIRECTIONS – All incidents meeting the current Joint Commission on Accreditation of Healthcare Organizations (JCAHO) definition of a sentinel event will be reported to the USA MEDCOM, Patient Safety center (PSC).  This form will be completed and transmitted by a facsimile.

FAX to 2210-221-7118, or other electronic means.  Other requirements of the JCAHO related to a sentinel event will also be followed.

	3. TYPE OF EVENT (check all that apply):

 FORMCHECKBOX 
  Unanticipated death or,   FORMCHECKBOX 
  Major permanent loss or,   FORMCHECKBOX 
  Serious physical injury or,   FORMCHECKBOX 
  Serious psychological injury not related to natural course of patient’s illness or underlying condition.

Preliminary information indicated this is related to:     FORMCHECKBOX 
  Anesthesia       FORMCHECKBOX 
  Delay in treatment/Transfer        FORMCHECKBOX 
  Laboratory

      FORMCHECKBOX 
   Equipment    FORMCHECKBOX 
   Restraints    FORMCHECKBOX 
   Fall    FORMCHECKBOX 
   Environment of Care (e.g. Fire, Hazardous Material, Medical Gas, Security, Utilities)

      FORMCHECKBOX 
   Operative/Other Invasive Procedure        FORMCHECKBOX 
    Medication      FORMCHECKBOX 
Obstetric Complication

      FORMCHECKBOX 
   Other (Specify)                                                                                                                                                                           .

 FORMCHECKBOX 
  Suicide in a 24-hour facility

 FORMCHECKBOX 
  Infant abduction, or  FORMCHECKBOX 
   infant discharged to wrong family

 FORMCHECKBOX 
   Rape

 FORMCHECKBOX 
   Hemolytic transfusion reaction due to administration of blood or blood products having major blood group incompatibilities

 FORMCHECKBOX 
   Surgery on the wrong patient,    FORMCHECKBOX 
   Surgery on the wrong site (side, level, part), or     FORMCHECKBOX 
   The wrong surgery/procedure performed

 FORMCHECKBOX 
   A close call (near miss), a recurrence of which presents a significant chance of a serious adverse outcome

 FORMCHECKBOX 
   Other (please explain)                                                                                                                                                                                   .

	SECTION III - TIMELINES

	7. REPORTING REQUIREMENTS.  From discovery date of incident the following will apply:

	     a. 72 hours to report incident to USAMEDCOM PSC.

	    b. Five (5) days report to JCAHO.

	     c. 45 days to transmit completed root cause analysis (RCA) and action plan to the JCAHO and USAMEDCOM PSC.

	8. RECORD OF EVENTS.

	DATE
	ACTION

	     
	a. incident identified.

	     
	b. Root Cause Analysis Team Chartered.

	     
	c. Incident reported electronically or telephonically to USAMEDCOM PSC.

	     
	d. Regional Medical Command (RMC) notified.

	     
	e. Initial report of incident to JCAHO (if applicable).

	     
	f. RCA and action plan to USAMEDCOM PSC. 

	
	g. RCA and action plan to JCAHO (select one):

     FORMCHECKBOX 
   Certified mail/overnight delivery

     FORMCHECKBOX 
   Review at JCAHO  central office

     FORMCHECKBOX 
   On-site visit by JCAHO representative 

	SECTION IV – USAMEDCOM ACTION

	9a. USAMEDCOM ACTION OFFICER (Name):

     
	9b. USAMEDCOM LOG NUMBER

     

	10. FOLLOWUP WITH MTF.

	DATE
	ACTION
	The information placed on this form is confidential and privileged IAW 10 U.S.C 1102. UNAUTHORIZED DISCLOSURE CARRIES A $5,000 FINE.  DO NOT FILE OR REFER TO THIS FORM IN PATIENT RECORD.  REPORT EVENT TO SUPERVISOR/DEPARTMENT CHIEF IMMEDIATELY.
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