Sentinel Event Policy (SE)

Carefulidentificationjnvestigatiorandanalysisf patientsafetyeventsaswellas
strongcorrectivactionghat provideeffectiveandsustainegystemmprovements
essentidb reducaiskandprevenpatientor residenharm.The SentineEventPolicy
explaindiow The JointCommissiormpartnersvith healthcareorganizationthat have
experiencedserioupatientsafetyevento protectfuture patientsimprovesystems,
andpreventurtherharm.

Althoughorganizationarenot requiredo reportsentineeventso The Joint
Commissionaccreditedrganizationsiusthavea policydetailinghow the organization
addressentinebventsThe specificequirementef that policyareincludedin the
“Leadership(LD) and“Performancemprovemerit (PI) chaptersn E-ditior® or in
thehard-copyComprehensidecreditatioManual. The organizatiomustcompletea
thoroughcomprehensivgystematianalysi§mostcommonlyaroot causenalysisp
determinavhytheeventccurredThe organizatiomustthencreatea correctivection
planto prevensimilareventsrom happeninggainjimplementhe plan,andmonitor
its effectiveness.

All accreditedrganizationareencouragetb self-reporpotentialsentinekventso
The JointCommissiorto allowcollaboratiomwith the Office of QualityandPatient
SafetfOQPS) Timelyreportingwill promoteearlyengagememtith a patientsafety
specialisassignetb work with your organization.

ContactingThe JointCommissioriollowingasentinekventallowsthe healthcare
organizatiomo availitselfof thewealthof expertisandexperiencef its staff.Joint
Commissiormpatientsafetyspecialistsanhelpanalyzeoot causesedesigiprocesses,
andmonitor performancénprovemenpracticeandotheraspectsf the

“In thetermpatientsafetyeventtheword“patient correspond® “patientor resideritin the Nursing
CareCentersetting.
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eventstatisticbecomeThe JointCommissiorsentinekbventdataidentify not only the
relativedrequencyof differentcategoriesf sentinebventseporteceachyeartheyalso
provideinformationon trendsin theoccurrencef the mostreportedsentinekvent
categories.

Goals of the Sentinel Event Policy

The JointCommissioradoptedaformalSentineEventPolicyin 1996to helphospitals

thatexperiencgeriougdverseventsmprovesafetyandlearnfrom thosesentinel

eventsThe JointCommissiots SentineEventPolicyhasthefollowingfour goals:

1. To positivelympactcaretreatmentandserviceBy helpinghealthcareorganiza-
tionsidentifyopportunitiego changeheirculture systemsndprocesses
prevenunintendecharm

2. To helphealthcareorganizationthat haveexperiencegsentinekventetermine
andunderstandontributingfactorgincludingunderlyingcausesatentconditions,
andactivefailurespanddevelopstrategie® prevenbr reducesucheventsn the
future

3. Toincreasthehealthcareorganizatioisresiliencby becomingilearning
organization

4. To maintaintheconfidencef thepublic,cliniciansandhealthcareorganizationis
thepriority of patientandresidensafetyn JointCommissionaccreditetiealth
careorganizations

ldentifying Sentinel Events

Sentinebventsareasubcategoryf adverseventsA sentinebvents a patientsafety
eveni(not primarilyrelatedo the naturalcourseof apatientsor residerisillnessor
underlyingcondition)that reacheapatientor residenandresultsn death severbarm
(regardlessf durationof harm),or permanenharm(regardless severityf harm).

Sentinekventarenot only eventshat occurduringthe careandtreatmenbf
individualsPhysicaandverbaliolenceabductionsandpowerfailuresareall potential
sentinekventghat canaffectthe healthcareorganizatiomndits patientor residents.
The Joint Commission considers the following list of events, though not comprehen-
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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:'
= Deathcausedy self-inflictednjuriousbehavioif anyof thefollowingapply:
Whilein ahealthcaresetting
Within 7 day=f dischargéom inpatientservices
Within 7 day=f dischargbom emergencgepartmen(ED)
Whilereceivingr within 7 daysf dischargéom thefollowingbehavioral
healthcareservice®ay Treatment/PartiaHospitalizatiorProgram{PHP)/
IntensiveDutpatientProgran{lOP), ResidentialGroupHome,andTran-
sitionalSupportive.iving
= Unanticipatedleathof afull-terminfant
= Homicideof anypatientor residenteceivingaretreatmentandserviceghileon
siteatthe organizatioor whileunderthe careor supervisionf the organization
= Homicideof astaffmemberyisitor,or vendomwhileon siteat the organizatiomr
whileprovidingcareor supervisioto patientor residents
= Anyintrapartummaternatieath
= Severe maternal morbidity (leadingo permanent harm or severe harm)*
= Sexual abuse/assault of anypatientor residenteceivingaretreatmentand
servicewhileon siteat the organizatiomr whileunderthe careor supervisioof
theorganization
= Sexuahbuse/assaulf astaffmemberyisitor,or vendomwhileon siteatthe
organizatiomr whileprovidingcareor supervisioto patientor residents
= Physicadssaulfleadingo deathpermanenharm,or severbarm)of anypatient
or residenteceivingaretreatmentandservicewhileon siteat the organizatiormr
whileunderthe careor supervisionf the organization
= Physicadssaulfleadingo deathpermanenharm,or severbarm)of astaff
memberyisitor,or vendormwhileon siteat the organizatiomr while providingcare
or supervisioto patientor residents

" Throughoutthis sectionfermsthat areshownin boldface and italics aredefinedn the“Key
Terms$ sidebar.

* Ongoingvigilanceo betteridentify patientsat riskfor severenaternamorbidity—andtimely
implementatiomf clinicalinterventiongonsistentvith evidence-basgdidelines-areimportant
stepsn the ongoingprovisionof safeandreliablecare Appropriatesystemsnprovementsanbe
informedby identifyingoccurrencesf maternamorbidity,reviewinghe casesandanalyzinghe
findings.
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= Surgeryr otherinvasive procedure performedatthewrongsite,on thewrong
patient,or thatisthewrong(unintendedprocedurdor apatientregardless the
typeof procedurer the magnitudeof the outcome

= Dischargef aninfantto thewrongfamily

= Abductionof anypatientor residenteceivingarefreatmentandservices

= Any elopemenfthatis,unauthorizedleparturedf apatientor residenfrom a
staffedaround-the-clockaresetting(includingthe ED), leadingo death,
permanenharm,or sever@armto the patientor resident

= Administrationof bloodor bloodproductshavingunintendedABO andnon-ABO
(Rh, Duffy, Kell, Lewis,andotherclinicallyimportantblood groupsjncompati-
bilities? hemolytidransfusiomeactionsor transfusionsesultingn death,
permanenharm,or severdarny

= Unintendedetentionof aforeignobjectin apatientafteraninvasiveprocedure,
includingsurgery

= Severaeonatahyperbilirubinemigbilirubin >30 milligrams/deciliter)

= Fluoroscopyesultingn permanentissuenjury whenclinicalandtechnical
optimizationwerenot implementeénd/orrecognizegracticgparametenserenot
followed

$If aclinicaldeterminationvarrantthe useof Rho(D) positivebloodto aRho(D) negativeecipient
or uncrossmatchdadoodfor emergentr lifesavingnterventionsit would not beconsidered
reviewablsentinebvent.

I' Administrationof bloodor blood productswvheresafetypotencypr purity hasbeencompromised
whilethebloodproductin questionwasin the laboratoris controlwould beconsidered sentinel
eventSourcd-oodandDrug Administration Centerfor BiologicEvaluatiorandResearct21 CFR
606.171.

# Thetime periodafteraninvasiverocedurencompassasytime afterthe completiorof final skin
closuregeverif the patientis still in theprocedurahreaor in the operatingoomunderanesthesia
failureto identifyandcorrectanunintendedetentionof aforeignobjectprior to that pointin the
procedureepresentasystenfailure whichrequiregnalysiandredesignt alsoplaceshe patientat
additionafiskby extendinghe surgicaprocedur@ndtime underanesthesi. aforeignobject(for
exampleaneedldip or screwjsleftin the patientbecausef aclinicaldeterminatiorthattherelative
riskto the patientof searchinépr andremovinghe objectexceedhe benefitof removalthiswould
not beconsideredreviewablsentineeventHoweverjn suchcaseghe organizatioshall(1) disclose
to the patientthe unintendedetentionand(2) keeparecordof the retentiongo identifytrendsand
patterngfor examplehy typeof procedureby typeof retainedtem, by manufacturemy practitioner)
that mayidentify opportunitiedor improvement.

" SourceéAdaptedrom NationalCouncilon RadiationProtectiorandMeasuremen{®dCRP):
Outline of AdministrativePoliciegor Quality AssurancandPeelReviewof TissueReactions
Associatedith Fluoroscopically-Guidéaterventionghttps://ncrponline.org/wp-content/themes/
ncrp/PDFs/Statement_11.pafdthe USFoodandDrug Administration(FDA). Accessedian11,
2024
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= Any deliveryof radiotherapyo thewrongpatientor residentwrongbodyregion,
unintendedoroceduregr >25%abovehe plannedadiotherapgose
= Fire, flameor unanticipate@mokeheat,or flashesccurringduringdirectpatient
or residentarecausedby equipmenbperatecndusedoy the organizationTo be
considered sentinebventequipmenmustbein useatthetime of the eventstaff
donot needo bepresent.
= Fallin astaffed-around-the-clocresettingor fall in acaresettingnot staffed
aroundthe clockduringatime whenstaffarepresentesultingn anyof the
following:
Any fracture
Surgerygastingor traction
Requiredconsult/managemeat comfortcarefor aneurologicalfor example,
skullfracture subdurabr intracraniahemorrhage)r internal(for examplesib
fracture smalliverlacerationjnjury
A patientor residentvith coagulopathwhoreceivebloodproductsasaresult
of thefall
Deathor permanenharmasaresultof injuriessustaineétom thefall (not
from physiologieventsausinghefall)

ThesidebatKeyTerm$ provideglefinitionsto helphealthcareorganizationsavigate
therequirementsf this policy.

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

continued on next page
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Sidebar 1. (continued)

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 27.3 0 Tch@.5 Tf 100 Tz 2

continued on next page
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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
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= Completionof acomprehensivaystematianalysifor identifyingthe causaand
contributoryfactors

= Strongcorrectivactionglerivedrom theidentifiedcausaandcontributingfactors
thateliminateor controlsystentazardsr vulnerabilitieandresultin sustainable
improvemenbvertime

= Timelinefor implementatiomf correctivections

= Systemignprovementith measurableutcomes

Determining That a Sentinel Event Is Subject to
Review

To determinéf aneventis sentinelthe organizatiomustelectronicallgubmita self-
report(se¢he”“Reportinga SentineEventto The JointCommissioh section)Based
on availablenformationreceivedboutthe eventapatientsafetyspecialisfom OQPS
will determinavhethermnevenimeetghedefinitionof sentineéven{asdescribeth
the“IdentifyingSentineEvents section)Any discrepanciy thisdeterminatiorwill be
resolvedhroughdiscussionsetweerdointCommissioteadershipndthe organiza-
tion’sleadership.

Relationship  to the Survey Process
Whenconductinganunannouncedccreditatiosurveythe surveyor(3valuatethe
healthcareorganizatiols compliancevith theapplicablstandard$\ationalPatient
SafetyGoalsandAccreditatiorParticipatiorRequirementsSurveyorareinstructed
not to searclfior or investigatsentinebventsluringanaccreditatiosurveyor to
inquireaboutsentinekventshat havebeerreportedo The JointCommission.

Duringthe surveythe surveyor(syill assegbe organizatiois compliancevith sentinel

eventrelatedstandardése&tandard.D.03.09.01andperformanceanprovement

standardm thefollowingways:

= Assesanorganizatiois performancénprovemenpracticessuchasits processes
for respondingo safetyeventsadverseventshazardousnsafeconditionsclose
callsandsentinekvents

= Reviewthe healthcareorganizatiots proces$or respondindgo asentinekvent

= |nterviewtheorganizatioisleaderandstaffabouttheirexpectationand
responsibilitie®r identifying reportingon, andrespondingo sentinekvents
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If apotentialserioupatientsafetyeventis newlyidentifiedduringsurveyactivitiesthe

surveyowill takethefollowingsteps:

= |nform the organizatiols CEO thatthe eventhasbeenidentified

= Inform the CEOtheeventwill bereportedo The JointCommissiorior further
reviewandfollow-upunderthe provision®f the SentineEventPolicy

The surveyomakeso determinatiorof whethetthe evenisasentinebventanddoes
not focuson or investigatéhe eventfurther,nor aretheyauthorizedo review
comprehensigystematianalysidocumentanddetermineredibility thoroughness,
or acceptabilittHoweverthe surveyomayidentifyaRecommendatiofor Improve-
mentif the organizatiomasnot completec comprehensivay/stematianalysisf the
eventi(includingacorrectivectionplan)within 45 daysf the event.

After thecompletiorof on-sitesurveyactivitiespncereceivety OQPS apatientsafety
specialiswill contacthe organizatioto explorehe eventanddeterminevhetherThe
JointCommissiomequiresubmissionf acomprehensivwystematianalysidf so,the
organizationvill follow the stepslescribeéh the*RequiredOrganizatiorResponsto
aSentineEvent section.

Required Organization Response to a
Sentinel Event

All sentinekventsnustundergaacomprehensivaystematianalysiby the healthcare
organizatiomegardless whetheitheeventarereportedo The JointCommissionif
areportedsentinebventisdeterminedo meetthe criteriaof thispolicyin aJoint
Commissionaccreditedrganizatiornthe healthcareorganizatiois expectetb do the
following:
= Preparathoroughandcrediblecomprehensivaystematianalysiandcorrective
actionplanwithin 45 businesdayf the evenior of becoming@wareof the event.
= Submitits comprehensivgy/stematianalysiandcorrectivectionplanto The
JointCommissiongr otherwisgrovideits responst the sentinebventusingan
approvednethodologyvithin 45 businesdaysof the knownoccurrencef the
eventfor JointCommissiorevaluationJointCommissioOQP Sstaffwill conduct
acollaborativeeviewwith the organizatioisleadershipr designet determine
whethetthe analysiandactionplanareacceptabl&he alternativapproache®
thisreviewappeain the“Submittingthe ComprehensivBystematidnalysisand
CorrectiveAction Plari section.
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Thefactthat ahealthcareorganizatiommasexperienceasentineeventwill not impact
its accreditationlecisionHoweverwillful failureto respondappropriatelyo the
sentinekventcouldhavesuchanimpact.Forinstanceif the healthcareorganization
failsto submitacomprehensiwystematianalysiwithin anadditional5 days
followingits duedate jts accreditatiodecisiormaybeimpactedin thesénstances,
patientsafetyspecialisies OQPS alongwith OQPSleadershipyouldrecommendo
theexecutivéeadershipf The JointCommissiorandthe accreditatioiwouncilto revise
thehealthcareorganizatiols accreditatiostatus.

Figurel providesageneraiimelinefor the overalprocess.
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Figure 1. Thisgeneratimelineprovidean overviewfthesentineéventesponggocess.

Reporting a Sentinel Event to The Joint

Commission
Eachhealthcareorganizatiofis stronglyencouragedhut not requiredfo reportto The
JointCommissioranypatient,
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formulatinga correctivaactionplan,therevieweamshouldanalyz¢he strengthof its
proposedolutionsAn evidence-bastmbl, suchasthe VA’s NationalCenterfor
PatientSafetisactionhierarchy!! canhelptheteamidentify strongactionghat
provideeffectiveandsustainegystenimprovement.

The organizatioshouldidentifyatleasbneintermediater strongeaction(asdefined
in theactionhierarchyjo eliminateor mitigatesystenmazardsr vulnerabilities
identifiedin the comprehensivaystematianalysisThe correctivectionplanmust
addresthefollowing:

= [Tbe

IMYS Departmenbf Veterané\ffairsNationalCenterfor PatientSafety2021Guideto Performinga
RootCaus@\nalysisFigure7. Action Hierarchy page®2-23. https://www.patientsafety.va.gov/docs/
RCA-Guidebook_02052021.pédiccessedanll,2024

#NationalPatientSafetyroundationRCA2 ImprovingRootCausé\nalyseand Actiongo Prevent

Harm. BostonNationalPatientSafetyroundation2015 Availablevith amembershiat https://

ihi.orgor at https://www.ashp.org/-/media/assets/policy-guidelines/docs/endorsed-documents/en-
dorsed-documents-improving-root-cause-analyses-actions-prevent-Aanesssiirnl 1, 2024
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andhealthcareorganizatiostaff. Thesedocumentshouldnot includethe name®f
organizatiostaff,patientspr residentgvolvedn the sentinekventor otherprotected
personahealthinformation(PHI).

If thehealthcareorganizatiommasconcernaboutsendinghe comprehensisystematic
analysiandsupportingdocumentso The JointCommissionit hasseverabptionsfor
aJointCommissiomeviewof its responsto the sentinebvent.The JointCommission
hasfour alternativapproaches areviewof the organizatiosresponst the sentinel
eventasshownin Tablel.
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Table 1. Options for a Joint Commission Review of

an Organization 's Response to a Sentinel Event

OPTION

DESCRIPTION

LOCATION OF REVIEW

Alternative O

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,

continued on next page
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The Joint Commission ’'s Response
Patientsafetyspecialisfsom The JointCommissiorasseghe healthcareorganiza-
tion'sresponst the sentinebventagainsthreecriteria:

1. Thoroughnessf thecomprehensisystematianalysis
2. Credibilityof thecomprehensivaystematianalysis
3. Acceptabilityof theorganizatiots correctivactionplan

A JointCommissiompatientsafetyspecialistill provideconsultatiorio the healthcare
organizatioiif theresponsis unacceptablendwill allowanadditionall5businesdays
beyonaheoriginalsubmissioperiodfor the organizatiomo resubmiitsresponse,
includingrevisedorrectivactionsf necessarlf.theresponsis still unacceptabléhe
healthcareorganizatiois accreditatiodecisiormaybeimpacted.

Review of Comprehensive  Systematic  Analyses
and Corrective  Action Plans
JointCommissiomatientsafetyspecialisteviewthe comprehensivg/stematianalysis
andcorrectivaactionplansfor thoroughnessredibility,andacceptability.

To bethorough, theanalysisnustdo the following:
= Repeatedlgsk'Why?i 10.5 0rg lcd.is
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assigmanappropriatdollow-upactivity.This will beamutuallyagreed-upon
documentatiomf sustaine@nprovemenandreductionof risk,whichmayincludeone
or moremeasuredf succegMOS)or areview
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Disclosable Information
If TheJointCommissiomeceiveaninquiry abouttheaccreditationlecisiorof ahealth

careorganizatiohat hasexperienceasentineeventthe organizatios current
accreditatiostatuswill bereportedn theusuaimannemithout makingreferencéo
thesentinekventlf theinquirerspecificallyeferencehe particular
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Overseeing the Sentinel Event Policy
The executivéeadershipf The JointCommissioris responsibléor approvabf this
policyandoverseeinigs implementation.

Formoreinformationaboutthe JointCommissiots SentineEventPolicy visitthe
JointCommissiotswebsitet https://www.jointcommission.org/resources/patient-
safety-topics/sentinel-event/sentinel-event-policy-and-procedures/.
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