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Root causes related to initiation or 

implementation of transfer in-

creased from 8% (4 SE’s) to 13% (12 

SE’s) from 2017 to 2019. The issues 

with transfers were primarily failure 

to initiate transfer appropriately, 

followed by transfers that did not 

go smoothly. The later were almost 

exclusively due to issues around 

communication and collaboration 

between birth center staff and ei-

ther EMS or hospital personnel. The 

frequency of root causes related to 

transfer is concerning given the 

known client safety and medicolegal 

risk related to transfers of care from 

one provider or facility to another. 

Analysis of sentinel events (SE’s) 

reported and reviewed by CABC-

accredited birth centers for 2017-

2019 shows trends in types of 

events, root causes identified, and 

actions taken by birth centers to 

address these root causes.  Some of 

these can be attributed to changes 

in how events are categorized by 

CABC and by increased understand-

ing of reporting requirements by the 

birth centers.  

The most common type of sentinel 

event in 2017 was neonatal death (7, 

54%), while this category only ac-

counted for 

20% (10 

events) in 

2019.  

Events cate-

gorized as 

“Serious 

fetal or ne-

onatal inju-

ry or need 

for signifi-

cant inter-

vention” 

were the 

Maternal death or serious physical 

injury or need for significant inter-

vention accounted for the greatest 

number of SE’s for 2019 (16, 31%), 

an increase from 11% (3 SE’s) in 

2018. Again, this increase may be 

due to changes in CABC categoriza-

tion as well as increased reporting. 

The most commonly identified root 

causes for this SE category were 

related to postpartum hemorrhage 

and hypertensive disorders, includ-

ing inadequate P&P’s, not respond-

ing to abnormal findings, and failure 

to follow established P&P’s. 

most-reported category in 2019 (8, 

17%). As in prior years, root causes 

related to intermittent auscultation 

were identified most commonly for 

this type of SE, followed by issues 

involving neonatal resuscitation. 

NRP, however, fell from 12% (6 SE’s) 

to 4% (4 SE’s) of root causes identi-

fied. 

The number of SE’s reviewed has 

increased from 13 in 2017 to 51 in 

2019. This increase likely reflects 

increased reporting, including more 

near-miss event reports, rather than 

a true increase in the number of 

events. 
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most birth centers are describing the 

process as positive and helpful. CABC 

goals for sentinel event reviews are: 

1) assure that CABC-accredited birth 

centers have expertise at using root 

cause analysis to evaluate sentinel 

events and take actions to address 

root causes identified; and 2) provide 

data to inform CABC and AABC edu-

cational initiatives for birth center 

providers and staff. Each birth center 

sharing the results of their root cause 

analysis with CABC is contributing to 

maintaining excellence in all birth 

centers. Thank you for your commit-

ment to excellence. 

It is important to note that the CABC 

sentinel event review process makes 

every effort to maintain confidenti-

ality. No client identifying infor-

mation are shared and no notes are 

maintained of the phone call(s) with 

birth center personnel. Data collect-

ed are stripped of any information 

with potential for identifying the 

birth center or client and confined 

to broad categorization of type of 

event, root causes identified, and 

actions taken. 

Birth centers 

identified issues 

with communica-

tion and collabo-

ration in 25% (23 

SE’s) of cases 

reviewed in 

2019. This is con-

sistent with 2018 

data showing 

this root  cause 

to be the most 

common (10, 

23%). Actions 

taken by birth 

centers or ad-

vised by CABC also showed atten-

tion to the importance of improving 

communication and collaboration 

(20, 21%).  Staff development initia-

tives and policy and procedure re-

view or revision accounted for the 

second most common action cate-

gory (11, 11% each).  

Although the process of conducting a 

root cause analysis and then review-

ing it with CABC can be stressful,     

Curious about how sentinel events 

are reviewed by CABC? A previous 

newsletter article can be found here. 

More detailed information on cate-

gories of root causes and actions tak-

en is available upon request.  

https://www.birthcenteraccreditation.org/wp-content/uploads/2019/08/CABC-January-2017-newsletter-3.pdf

