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*In thetermpatientsafetyevent, theword“patient” correspondsto “patientor resident” in theNursing
CareCentersetting.

Sentinel Event Policy (SE)

Carefulidentification,investigation,andanalysisof patientsafetyevents,* aswellas
strongcorrectiveactionsthatprovideeffectiveandsustainedsystemimprovement,is
essentialto reduceriskandpreventpatientor residentharm.TheSentinelEventPolicy
explainshowTheJointCommissionpartnerswith healthcareorganizationsthathave
experiencedaseriouspatientsafetyeventto protectfuturepatients,improvesystems,
andpreventfurtherharm.

Althoughorganizationsarenot requiredto reportsentineleventsto TheJoint
Commission,accreditedorganizationsmusthaveapolicydetailinghowtheorganization
addressessentinelevents.Thespecificrequirementsof thatpolicyareincludedin the
“Leadership” (LD) and“PerformanceImprovement” (PI) chapterson E-dition® or in
thehard-copyComprehensiveAccreditationManual. Theorganizationmustcompletea
thoroughcomprehensivesystematicanalysis(mostcommonlyaroot causeanalysis)to
determinewhytheeventoccurred.Theorganizationmustthencreateacorrectiveaction
planto preventsimilareventsfrom happeningagain,implementtheplan,andmonitor
itseffectiveness.

All accreditedorganizationsareencouragedto self-reportpotentialsentineleventsto
TheJointCommissionto allowcollaborationwith theOfficeof QualityandPatient
Safety(OQPS).Timelyreportingwill promoteearlyengagementwith apatientsafety
specialistassignedto workwith yourorganization.

ContactingTheJointCommissionfollowingasentineleventallowsthehealthcare
organizationto availitselfof thewealthof expertiseandexperienceof its staff.Joint
Commissionpatientsafetyspecialistscanhelpanalyzeroot causes,redesignprocesses,
andmonitorperformanceimprovementpracticesandotheraspectsof the
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eventstatisticsbecome.TheJointCommissionsentineleventdataidentifynot only the
relativefrequencyof differentcategoriesof sentineleventsreportedeachyear,theyalso
provideinformationon trendsin theoccurrenceof themostreportedsentinelevent
categories.

Goals of the Sentinel Event Policy
TheJointCommissionadoptedaformalSentinelEventPolicyin 1996to helphospitals
thatexperienceseriousadverseeventsimprovesafetyandlearnfrom thosesentinel
events.TheJointCommission’sSentinelEventPolicyhasthefollowingfour goals:
1. To positivelyimpactcare,treatment,andservicesbyhelpinghealthcareorganiza-

tionsidentifyopportunitiesto changetheirculture,systems,andprocessesto
preventunintendedharm

2. To helphealthcareorganizationsthathaveexperiencedasentineleventdetermine
andunderstandcontributingfactors(includingunderlyingcauses,latentconditions,
andactivefailures)anddevelopstrategiesto preventor reducesucheventsin the
future

3. To increasethehealthcareorganization’sresiliencebybecomingalearning
organization

4. To maintaintheconfidenceof thepublic,clinicians,andhealthcareorganizationsin
thepriority of patientandresidentsafetyin JointCommission–accreditedhealth
careorganizations

Identifying Sentinel Events
Sentineleventsareasubcategoryof adverseevents.A sentineleventisapatientsafety
event(not primarilyrelatedto thenaturalcourseof apatient’sor resident’sillnessor
underlyingcondition)that reachesapatientor residentandresultsin death,severeharm
(regardlessof durationof harm),or permanentharm(regardlessof severityof harm).

Sentineleventsarenot onlyeventsthatoccurduringthecareandtreatmentof
individuals.Physicalandverbalviolence,abductions,andpowerfailuresareall potential
sentineleventsthatcanaffectthehealthcareorganizationandits patientsor residents.
The Joint Commission considers the following list of events, though not comprehen-
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† Throughoutthissection,termsthatareshownin boldface and italics aredefinedin the“Key
Terms” sidebar.
‡ Ongoingvigilanceto betteridentifypatientsat riskfor severematernalmorbidity—andtimely
implementationof clinicalinterventionsconsistentwith evidence-basedguidelines—areimportant
stepsin theongoingprovisionof safeandreliablecare.Appropriatesystemsimprovementscanbe
informedby identifyingoccurrencesof maternalmorbidity,reviewingthecases,andanalyzingthe
findings.

sive, to be sentinel events if they occur under any Joint Commission–accredited health
care organization, although some of these events are unlikely to occur in certain health
care settings:†

■ Deathcausedby self-inflictedinjuriousbehaviorif anyof thefollowingapply:
❏ Whilein ahealthcaresetting
❏ Within 7 daysof dischargefrom inpatientservices
❏ Within 7 daysof dischargefrom emergencydepartment(ED)
❏ Whilereceivingor within 7 daysof dischargefrom thefollowingbehavioral

healthcareservices:DayTreatment/PartialHospitalizationProgram(PHP)/
IntensiveOutpatientProgram(IOP),Residential,GroupHome,andTran-
sitionalSupportiveLiving

■ Unanticipateddeathof afull-terminfant
■ Homicideof anypatientor residentreceivingcare,treatment,andserviceswhileon

siteat theorganizationor whileunderthecareor supervisionof theorganization
■ Homicideof astaffmember,visitor,or vendorwhileon siteat theorganizationor

whileprovidingcareor supervisionto patientsor residents
■ Any intrapartummaternaldeath
■ Severe maternal morbidity (leadingto permanent harm or severe harm)‡

■ Sexual abuse/assault of anypatientor residentreceivingcare,treatment,and
serviceswhileon siteat theorganizationor whileunderthecareor supervisionof
theorganization

■ Sexualabuse/assaultof astaffmember,visitor,or vendorwhileon siteat the
organizationor whileprovidingcareor supervisionto patientsor residents

■ Physicalassault(leadingto death,permanentharm,or severeharm)of anypatient
or residentreceivingcare,treatment,andserviceswhileon siteat theorganizationor
whileunderthecareor supervisionof theorganization

■ Physicalassault(leadingto death,permanentharm,or severeharm)of astaff
member,visitor,or vendorwhileon siteat theorganizationor whileprovidingcare
or supervisionto patientsor residents
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§ If aclinicaldeterminationwarrantstheuseof Rho(D) positivebloodto aRho(D) negativerecipient
or uncrossmatchedbloodfor emergentor lifesavinginterventions,it wouldnot beconsidereda
reviewablesentinelevent.
|| Administrationof bloodor bloodproductswheresafety,potency,or purity hasbeencompromised
whilethebloodproductin questionwasin thelaboratory’scontrolwouldbeconsideredasentinel
event.Source: FoodandDrugAdministration,Centerfor BiologicsEvaluationandResearch.21CFR
606.171.
# Thetimeperiodafteraninvasiveprocedureencompassesanytimeafterthecompletionof final skin
closure,evenif thepatientisstill in theproceduralareaor in theoperatingroomunderanesthesia.A
failureto identifyandcorrectanunintendedretentionof aforeignobjectprior to thatpoint in the
procedurerepresentsasystemfailure,whichrequiresanalysisandredesign.It alsoplacesthepatientat
additionalriskby extendingthesurgicalprocedureandtimeunderanesthesia.If aforeignobject(for
example,aneedletip or screw)isleft in thepatientbecauseof aclinicaldeterminationthat therelative
riskto thepatientof searchingfor andremovingtheobjectexceedsthebenefitof removal,thiswould
not beconsideredareviewablesentinelevent.However,in suchcases,theorganizationshall(1) disclose
to thepatienttheunintendedretentionand(2)keeparecordof theretentionsto identifytrendsand
patterns(for example,by typeof procedure,by typeof retaineditem,by manufacturer,by practitioner)
thatmayidentifyopportunitiesfor improvement.
** Source: Adaptedfrom NationalCouncilon RadiationProtectionandMeasurements(NCRP):
Outlineof AdministrativePoliciesfor QualityAssuranceandPeerReviewof TissueReactions
Associatedwith Fluoroscopically-GuidedInterventions(https://ncrponline.org/wp-content/themes/
ncrp/PDFs/Statement_11.pdf)andtheUSFoodandDrugAdministration(FDA).AccessedJan11,
2024.

■ Surgeryor otherinvasive procedure performedat thewrongsite,on thewrong
patient,or that isthewrong(unintended)procedurefor apatientregardlessof the
typeof procedureor themagnitudeof theoutcome

■ Dischargeof aninfant to thewrongfamily
■ Abductionof anypatientor residentreceivingcare,treatment,andservices
■ Any elopement(that is,unauthorizeddeparture)of apatientor residentfrom a

staffedaround-the-clockcaresetting(includingtheED), leadingto death,
permanentharm,or severeharmto thepatientor resident

■ Administrationof bloodor bloodproductshavingunintendedABO andnon-ABO
(Rh,Duffy, Kell,Lewis,andotherclinicallyimportantbloodgroups)incompati-
bilities,§ hemolytictransfusionreactions,or transfusionsresultingin death,
permanentharm,or severeharm||

■ Unintendedretentionof aforeignobjectin apatientafteraninvasiveprocedure,
includingsurgery#

■ Severeneonatalhyperbilirubinemia(bilirubin >30milligrams/deciliter)
■ Fluoroscopyresultingin permanenttissueinjury whenclinicalandtechnical

optimizationwerenot implementedand/orrecognizedpracticeparameterswerenot
followed**
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continued on next page

■ Any deliveryof radiotherapyto thewrongpatientor resident,wrongbodyregion,
unintendedprocedure,or >25%abovetheplannedradiotherapydose

■ Fire, flame,or unanticipatedsmoke,heat,or flashesoccurringduringdirectpatient
or residentcarecausedby equipmentoperatedandusedby theorganization.To be
consideredasentinelevent,equipmentmustbein useat thetimeof theevent;staff
donot needto bepresent.

■ Fallin astaffed-around-the-clockcaresettingor fall in acaresettingnot staffed
aroundtheclockduringatimewhenstaffarepresentresultingin anyof the
following:
❏ Any fracture
❏ Surgery,casting,or traction
❏ Requiredconsult/managementor comfortcarefor aneurological(for example,

skullfracture,subduralor intracranialhemorrhage)or internal(for example,rib
fracture,smallliverlaceration)injury

❏ A patientor residentwith coagulopathywhoreceivesbloodproductsasaresult
of thefall

❏ Deathor permanentharmasaresultof injuriessustainedfrom thefall (not
from physiologiceventscausingthefall)

Thesidebar“KeyTerms” providesdefinitionsto helphealthcareorganizationsnavigate
therequirementsof thispolicy.

Sidebar 1. Key Terms

fire A rapid oxidation process, which is a chemical reaction resulting in the evolution
of light and heat in varying intensities. Source: National Fire Protection Association.
NFPA 901: Standard Classifications for Incident Reporting and Fire Protection Data.
Quincy, MA: NFPA, 2016.

invasive procedure A procedure in which skin or mucous membranes and/or
connective tissue are incised or punctured, an instrument is introduced through a
natural body orifice, or foreign material is inserted into the body for diagnostic or
treatment-related purposes. Examples of invasive procedures include central line
and chest tube insertions, biopsies and excisions, and all percutaneous procedures
(for example, cardiac, electrophysiology, interventional radiology). Exclusions in-
clude venipuncture, which is defined as a collection of blood from a vein. Note: This

physiologicacard
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Sidebar 1. (continued)

continued on next page

permanent harm An event or condition that reaches the individual, resulting in any
level of harm that permanently alters and/or affects an individual’s baseline health.

severe harm An event or condition that reaches the individual, resulting in life-
threatening bodily injury (including pain or disfigurement) that interferes with or
results in loss of functional ability or quality of life that requires continuous
physiological monitoring and/or surgery, invasive procedure, or treatment to resolve
the condition.

severe maternal morbidity A patient safety event that occurs from the intrapartum
through the immediate postpartum period (24 hours), requiring the transfusion of 4 or
more units of packed red blood cells (PRBC) and/or admission to the intensive care
unit (ICU). Admission to the ICU is defined as admission to a unit that provides 24-
hour medical supervision and can provide mechanical ventilation or continuous
vasoactive drug support. Sources: American College of Obstetrics and Gynecology,
the US Centers for Disease Control and Prevention, and the Society of Maternal-
Fetal Medicine.

sexual abuse/assault Nonconsensual sexual 
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Sidebar 1. (continued)

suspected by staff. Any forced, coerced, or extorted sexual activity with an individual,
regardless of the existence of a preexisting or current sexual relationship, is
considered to be sexual abuse.

Organizations are required to conduct an investigation and protect an individual(s)
from nonconsensual sexual relations anytime the organization has reason to suspect
that the individual(s) does not wish to engage in sexual activity or may not have the



CAMNCC Update 1, July 2024SE – 8

◤ComprehensiveAccreditationManual for NursingCareCenters

Shading indicates a change effective July 1, 2024, unless otherwise noted in the What's New.

■ Completionof acomprehensivesystematicanalysisfor identifyingthecausaland
contributoryfactors

■ Strongcorrectiveactionsderivedfrom theidentifiedcausalandcontributingfactors
thateliminateor controlsystemhazardsor vulnerabilitiesandresultin sustainable
improvementovertime

■ Timelinefor implementationof correctiveactions
■ Systemicimprovementwith measurableoutcomes

Determining That a Sentinel Event Is Subject to
Review
To determineif aneventissentinel,theorganizationmustelectronicallysubmitaself-
report(seethe“ReportingaSentinelEventto TheJointCommission” section).Based
on availableinformationreceivedabouttheevent,apatientsafetyspecialistfrom OQPS
will determinewhetheraneventmeetsthedefinitionof sentinelevent(asdescribedin
the“IdentifyingSentinelEvents” section).Any discrepancyin thisdeterminationwill be
resolvedthroughdiscussionsbetweenJointCommissionleadershipandtheorganiza-
tion’sleadership.

Relationship to the Survey Process
Whenconductinganunannouncedaccreditationsurvey,thesurveyor(s)evaluatesthe
healthcareorganization’scompliancewith theapplicablestandards,NationalPatient
SafetyGoals,andAccreditationParticipationRequirements.Surveyorsareinstructed
not to searchfor or investigatesentineleventsduringanaccreditationsurveyor to
inquireaboutsentineleventsthathavebeenreportedto TheJointCommission.

During thesurvey,thesurveyor(s)will assesstheorganization’scompliancewith sentinel
event–relatedstandards(seeStandardLD.03.09.01)andperformanceimprovement
standardsin thefollowingways:
■ Assessanorganization’sperformanceimprovementpractices,suchasits processes

for respondingto safetyevents,adverseevents,hazardousunsafeconditions,close
calls,andsentinelevents

■ Reviewthehealthcareorganization’sprocessfor respondingto asentinelevent
■ Interviewtheorganization’sleadersandstaffabouttheirexpectationsand

responsibilitiesfor identifying,reportingon,andrespondingto sentinelevents
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If apotentialseriouspatientsafetyeventisnewlyidentifiedduringsurveyactivities,the
surveyorwill takethefollowingsteps:
■ Inform theorganization’sCEOthat theeventhasbeenidentified
■ Inform theCEOtheeventwill bereportedto TheJointCommissionfor further

reviewandfollow-upundertheprovisionsof theSentinelEventPolicy

Thesurveyormakesno determinationof whethertheeventisasentineleventanddoes
not focuson or investigatetheeventfurther,nor aretheyauthorizedto review
comprehensivesystematicanalysisdocumentsanddeterminecredibility,thoroughness,
or acceptability.However,thesurveyormayidentifyaRecommendationfor Improve-
mentif theorganizationhasnot completedacomprehensivesystematicanalysisof the
event(includingacorrectiveactionplan)within 45daysof theevent.

After thecompletionof on-sitesurveyactivities,oncereceivedby OQPS,apatientsafety
specialistwill contacttheorganizationto exploretheeventanddeterminewhetherThe
JointCommissionrequiressubmissionof acomprehensivesystematicanalysis.If so,the
organizationwill follow thestepsdescribedin the“RequiredOrganizationResponseto
aSentinelEvent” section.

Required Organization Response to a
Sentinel Event
All sentineleventsmustundergoacomprehensivesystematicanalysisby thehealthcare
organization,regardlessof whethertheeventsarereportedto TheJointCommission.If
areportedsentineleventisdeterminedto meetthecriteriaof thispolicyin aJoint
Commission–accreditedorganization,thehealthcareorganizationisexpectedto do the
following:
■ Prepareathoroughandcrediblecomprehensivesystematicanalysisandcorrective

actionplanwithin 45businessdaysof theeventor of becomingawareof theevent.
■ Submititscomprehensivesystematicanalysisandcorrectiveactionplanto The

JointCommission,or otherwiseprovideits responseto thesentineleventusingan
approvedmethodologywithin 45businessdaysof theknownoccurrenceof the
eventfor JointCommissionevaluation.JointCommissionOQPSstaffwill conduct
acollaborativereviewwith theorganization’sleadershipor designeeto determine
whethertheanalysisandactionplanareacceptable.Thealternativeapproachesto
thisreviewappearin the“SubmittingtheComprehensiveSystematicAnalysisand
CorrectiveAction Plan” section.
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Thefactthatahealthcareorganizationhasexperiencedasentineleventwill not impact
itsaccreditationdecision.However,willful failureto respondappropriatelyto the
sentineleventcouldhavesuchanimpact.Forinstance,if thehealthcareorganization
failsto submitacomprehensivesystematicanalysiswithin anadditional45days
followingitsduedate,itsaccreditationdecisionmaybeimpacted.In theseinstances,
patientsafetyspecialistsin OQPS,alongwith OQPSleadership,wouldrecommendto
theexecutiveleadershipof TheJointCommissionandtheaccreditationcouncilto revise
thehealthcareorganization’saccreditationstatus.

Figure1 providesageneraltimelinefor theoverallprocess.
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Figure 1. Thisgeneraltimelineprovidesan overviewof thesentineleventresponseprocess.

Reporting a Sentinel Event to The Joint
Commission
Eachhealthcareorganizationisstronglyencouraged,but not required,to reportto The
JointCommissionanypatient,
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||||USDepartmentof VeteransAffairsNationalCenterfor PatientSafety.2021GuidetoPerforminga
RootCauseAnalysis. Figure7.Action Hierarchy,pages22–23.https://www.patientsafety.va.gov/docs/
RCA-Guidebook_02052021.pdf.AccessedJan11,2024.
##NationalPatientSafetyFoundation.RCA²: ImprovingRootCauseAnalysesandActionstoPrevent
Harm. Boston:NationalPatientSafetyFoundation,2015.Availablewith amembershipathttps://
ihi.orgor athttps://www.ashp.org/-/media/assets/policy-guidelines/docs/endorsed-documents/en-
dorsed-documents-improving-root-cause-analyses-actions-prevent-harm.ashx.AccessedJan11,2024.

formulatingacorrectiveactionplan,thereviewteamshouldanalyzethestrengthof its
proposedsolutions.An evidence-basedtool, suchastheVA’sNationalCenterfor
PatientSafety’sactionhierarchy,|||| canhelptheteamidentifystrongactionsthat
provideeffectiveandsustainedsystemimprovement.

Theorganizationshouldidentifyat leastoneintermediateor strongeraction(asdefined
in theactionhierarchy)to eliminateor mitigatesystemhazardsor vulnerabilities
identifiedin thecomprehensivesystematicanalysis.Thecorrectiveactionplanmust
addressthefollowing:
■ ItionThe
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andhealthcareorganizationstaff.Thesedocumentsshouldnot includethenamesof
organizationstaff,patients,or residentsinvolvedin thesentineleventor otherprotected
personalhealthinformation(PHI).

If thehealthcareorganizationhasconcernsaboutsendingthecomprehensivesystematic
analysisandsupportingdocumentsto TheJointCommission,it hasseveraloptionsfor
aJointCommissionreviewof its responseto thesentinelevent.TheJointCommission
hasfour alternativeapproachesto areviewof theorganization’sresponseto thesentinel
event,asshownin Table1.
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continued on next page

Table 1. Options for a Joint Commission Review of
an Organization ’s Response to a Sentinel Event

OPTION DESCRIPTION LOCATION OF REVIEW

Alternative 0 The organization submits its com-
prehensive systematic analysis
and corrective action plan docu-
ments through the organization’s
secure Joint Commission Connect
extranet site.

Scheduled conference call

Alternative 1 A review of the comprehensive
systematic analysis and corrective
action plan documents brought by
the health care organization’s staff
to Joint Commission headquarters,
which are then returned to the
health care organization on the
same day.

The Joint Commission head-
quarters or web conference
alternative

Alternative 2 A review of the comprehensive
systematic analysis and corrective
action plan documents by a Joint
Commission patient safety special-
ist at the health care organization.

Health care organization or web
conference alternative

Alternative 3 A review of the organization’s sen-
tinel event response process and
corrective action plan by a Joint
Commission patient safety special-
ist at the health care organization.
The patient safety specialist may
ask questions regarding the com-
prehensive systematic analysis but
will not review the document itself.
The patient safety specialist will,
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The Joint Commission ’s Response
Patientsafetyspecialistsfrom TheJointCommissionassessthehealthcareorganiza-
tion’sresponseto thesentineleventagainstthreecriteria:

1. Thoroughnessof thecomprehensivesystematicanalysis
2. Credibilityof thecomprehensivesystematicanalysis
3. Acceptabilityof theorganization’scorrectiveactionplan

A JointCommissionpatientsafetyspecialistwill provideconsultationto thehealthcare
organizationif theresponseisunacceptableandwill allowanadditional15businessdays
beyondtheoriginalsubmissionperiodfor theorganizationto resubmitits response,
includingrevisedcorrectiveactionsif necessary.If theresponseisstill unacceptable,the
healthcareorganization’saccreditationdecisionmaybeimpacted.

Review of Comprehensive Systematic Analyses
and Corrective Action Plans
JointCommissionpatientsafetyspecialistsreviewthecomprehensivesystematicanalysis
andcorrectiveactionplansfor thoroughness,credibility,andacceptability.

To bethorough, theanalysismustdo thefollowing:
■ Repeatedlyask“Why?”i 10.5  0 rg
1cd.is
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assignanappropriatefollow-upactivity.Thiswill beamutuallyagreed-upon
documentationof sustainedimprovementandreductionof risk,whichmayincludeone
or moremeasuresof success(MOS)or areview
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Disclosable Information
If TheJointCommissionreceivesaninquiry abouttheaccreditationdecisionof ahealth
careorganizationthathasexperiencedasentinelevent,theorganization’scurrent
accreditationstatuswill bereportedin theusualmannerwithout makingreferenceto
thesentinelevent.If theinquirerspecificallyreferencestheparticular
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Overseeing the Sentinel Event Policy
Theexecutiveleadershipof TheJointCommissionisresponsiblefor approvalof this
policyandoverseeingits implementation.

FormoreinformationabouttheJointCommission’sSentinelEventPolicy,visit the
JointCommission’swebsiteathttps://www.jointcommission.org/resources/patient-
safety-topics/sentinel-event/sentinel-event-policy-and-procedures/.


