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Type of Sentinel Event # Yo
. H H Patient suicide 401 14.5%
Sentinel Event Statistics - July S ——— e oo
| 3 1 2004 VWrong-site surgery 346 12.5%
4 Iedication error 317 11.6%
| Delay in treatment 199 7.2%
Patient death/injury in restraints 117 4.2%
Patient fall 128 465
Total Number of Sentinel Events Assaulirapehomicide 3 | 5%
Transfusion error 79 2.9%
. . . . . Perinatal death/loss of function v 2.8%
Reviewed by the Joint Commission Since i clopemert % o
Fire 47 1.7%
January 1995: 2’768 Ventilator death/injury 39 1.4%
Anesthesia-related event 45 16%
Infection-relatsd event 42 1.5%
Medical equipment-related 36 1.3%
Iat=rnal death 3N 11%
Infant abductionfwrong family Fal 0.8%
Ltility systems-related event 18 0.7%
[ | Af}i#ﬁ%“‘* 27 Cther less frequent types 325 11.7% 28
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Root Causes of Sentinel Events
(All categories; 1995-2003)

Communication I
Orientationfraining I
Patient assessment I
Staffing levels N
Availability of info I
Competency/credentialing IR
Procedural compliance I
Physical environment I
Continuum of care I
Organization culture I
Alarm systems I

Percent of events
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Root Causes of Delays in Treatment
| (1995-2003)
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Patient assessment
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