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The purpose of CABC’s sentinel event review 

procedure is twofold. First, we want to help CABC-

accredited birth centers learn how to use root cause 

analysis to examine sentinel events and near-misses 

in order to identify actions needed to avoid 

preventable incidents in the future. Second, by 

providing feedback to all CABC-accredited birth 

centers about the nature, root causes, and actions taken for reported sentinel 

events, birth centers can use the lessons learned by others to improve safety in 

their own birth center. 
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CABC 2015-17 Sentinel Event Analysis Report 

A total of 32 sentinel 

events or near-

misses were reported 

by CABC-accredited 

birth centers for 2015

-2017. As shown in 

Figure 1, 3-quarters 

of the events reported 

involved fetal or neo-

natal deaths. We 

have recently begun 

to categorize intrapar-

tum fetal deaths and 

neonatal deaths sep-

arately since our 

analysis suggests  

Figure 1: Sentinel Event Categories  

that the root causes of these two events, while overlapping, are different in im-

portant ways. 

As part of their sentinel event review, CABC-accredited birth centers are asked 

to use a root cause analysis process to examine the incident or near-miss. This 

involved a detailed, systematic review of the event and identification of all possi-

ble factors that contributed in any way to the event’s occurrence or management. 

The most frequent root cause, identified by the birth center in 10 (22%) of the 32 

events reviewed, involved issues with neonatal resuscitation. These were mostly 

related to skill or confidence of clinical staff with newborn resuscitation or ad-

vanced airway management, including not initiating some aspects of resuscita-

tion when it was indicated. 

The second most common issue identified related to fetal assessment (9, 20%), 

especially intermittent auscultation (IA).  Birth centers identified both IA not done 

according to national guidelines or birth center policies and procedures, or failure 

to respond appropriately to abnormal FHT patterns noted with IA.  

In many cases, there was overlap between clinical root causes identified and the 

need for revision of P&P’s or enhancement of staff training and competency as-

sessment. In virtually all of the sentinel events and near-misses reviewed, the 

birth center identified multiple root causes and took multiple actions. In some 

cases, Commissioners asked the birth center to do additional root cause analy-

sis or directed the birth center staff’s attention to specific areas for further consid-

eration and analysis. 

Figure 2: Root Causes Identified by Birth Centers 
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Thirteen birth centers (32%) 

made revisions in one or 

more P&P’s, often after ex-

tensive literature review to 

ascertain the best available 

evidence.  These revisions 

included policies for intermit-

tent auscultation, including 

identification of and response 

to abnormal FHT patterns, 

and criteria for transfer. Oth-

er P&P’s revised were those 

addressing transfer proce-

dures and management of 

prolonged first or second 

stage labor. 

As shown in Figure 3, the most common actions taken by birth centers were di-

rected at either targeted staff development activities (18, 44%) or strategies to 

improve collaboration and communication (15, 37%). Staff development included 

enhanced NRP training and simulation drills, role playing hand-offs with transfer, 

training and practice in use of equipment, purchase of newborn simulation mod-

el, and training and ongoing competency assessment for intermittent ausculta-

tion. Actions to improve collaboration and communication included reaching out 

to hospital and EMS personnel to improve relationships and develop smoother 

transfer procedures collaboratively. 

Figure 3:  Actions Taken by Birth Centers  

Lessons Learned & CABC Actions  

The most significant finding is the fact that 75% of the events reviewed involved 

a neonatal or intrapartum fetal death, while the root cause most often identified 

by the birth centers were related to issues with neonatal resuscitation.  Birth cen-

ters noted situations in which staff did not initiate clinically indicated actions ac-

cording to the NRP algorithm because of inadequate competence or confidence 

in their skills.  Since both the AABC standards and the CABC indicators require 

adherence to current NRP guidelines, it seems evident that birth centers need 

some help in this area. 

As a result, CABC and AABC are collaborating in the development of a birth cen-

ter-specific NRP course that will be available to birth centers. The full NRP train-

ing will be conducted for all staff on-site so that staff can learn and practice the 

skills in their own setting and with their own equipment, thus improving their abil-

ity to function as a team in neonatal emergencies. The program is being devel-

oped by CABC and AABC experts in neonatology and neonatal resuscitation. 

More information on this program will be available as it develops. 

In the process of discussing their root cause analysis (RCA) with birth center 

staff, the need for further guidance in how to conduct an RCA and how to apply it 

to specific sentinel events and near-misses has been clear. CABC and AABC 

will be developing further tools to address this need, including written materials, 

webinars, and forms. 

CABC’s sentinel event review process is meant to help CABC-accredited birth 

centers with risk management and 

quality improvement. We recognize the 

challenge in conducting these reviews 

and dealing with these often stressful 

events. The spirit with which most birth 

centers have approached these re-

views is appreciated, and their honest 

self-evaluation is impressive. It is our 

hope that sharing the results of this 

work will result in all of our CABC-

accredited birth centers continuing to 

continuously achieve excellence. 

Want to know more about CABC’s 

Sentinel Event Review process? 

That was the topic of the January 

2017 newsletter. You can find it, 

along with the newsletter archive 

and other resources, here: 

https://www.birthcenteraccreditation.org/

january-2017-newsletter/ 

https://www.birthcenteraccreditation.org/january-2017-newsletter/
https://www.birthcenteraccreditation.org/january-2017-newsletter/

