














to conduct an unannounced for-cause survey. If an on-site (“for-cause”) review is conducted, the 
organization will be billed an appropriate amount based on the established fee schedule to cover the 
costs of conducting such a survey. 

Disclosable Information 
If the Joint Commission receives an inquiry about the accreditation decision of an organization that 
has experienced a reviewable sentinel event, the organization’s accreditation decision will be reported 
in the usual manner without making reference to the sentinel event. If the inquirer specifically 
references the specific sentinel event, the Joint Commission will acknowledge that it is aware of the 
event and currently is working or has worked with the organization through the sentinel event review 
process. 

Submission of Root Cause Analysis and Action Plan 
The organization that experiences a sentinel event subject to the Sentinel Event Policy is asked to 
submit two documents: (1) the complete root cause analysis, including its findings; and (2) the 
resulting action plan that describes the organization’s risk reduction strategies and measures for 
evaluating their effectiveness. This information will be submitted to the Joint Commission Central 
Office using an online RCA collection tool, also accessible from the “Continuous Compliance Tools” 
section of the extranet home page, under the “Sentinel Event Activities” link.* 

The root cause analysis and action plan are not to include the name(s) of caregivers and patients 
involved in the sentinel event. 

Alternatively, if the organization has concerns about waivers of confidentiality protections as a result 
of sending the root cause analysis documents to the Joint Commission, the following alternative 
approaches to a review of the organization’s response to the sentinel event are acceptable: 
1. A review of the root cause analysis and action plan documents brought to Joint Commission 

headquarters by organization staff then taken back to the organization on the same day 
2. An on-site visit by a specially trained surveyor to review the root cause analysis and action plan  
3. An on-site visit by a specially trained surveyor to review the root cause analysis and findings 

without directly viewing the root cause analysis documents through a series of interviews and a 
review of relevant documentation. For purposes of this review activity, “relevant documentation” 
includes, at a minimum, any documentation relevant to the organization’s process for responding 
to sentinel events, the patient’s medical record, and the action plan resulting from the analysis of 
the subject sentinel event. The latter serves as the basis for appropriate follow-up activity.  

4. When the organization affirms that it meets specified criteria respecting the risk of waiving 
confidentiality protections for root cause analysis information shared with the Joint Commission, 
an on-site visit by a specially trained surveyor to conduct the following: 
a. Interviews and review relevant documentation, including the patient’s medical record, to obtain 

information about the following: 
z The process the organization uses in responding to sentinel events 
z The relevant policies and procedures preceding and following the organization’s review of 

the specific event, and the implementation thereof, sufficient to permit inferences about the 
adequacy of the organization’s response to the sentinel event 

b. A standards-based survey that traces a patient’s care, treatment, and services and the 
organization management functions relevant to the sentinel event under review.† 

Any one of the four alternatives will result in a sufficient charge to the organization to cover the 
average direct costs of the visit. Inquiries about the fee should be directed to the Joint Commission’s 
Pricing Unit at 630/792-5115. 

The Joint Commission must receive a request for review of an organization’s response to a sentinel 
event using any of these alternative approaches within at least five business days of the self-report of 
a reviewable event or of the initial communication by the Joint Commission to the organization that it 
has become aware of a reviewable sentinel event. 



The Joint Commission’s Response 
Staff assesses the acceptability of the organization’s response to the reviewable sentinel event, 
including the thoroughness and credibility of any root cause analysis information reviewed and the 
organization’s action plan. If the root cause analysis and action plan are found to be thorough and 
credible, the response will be accepted and one or more SE MOS will be assigned (see page SE-10 
for more details). 

If the response is unacceptable, staff will provide consultation to the organization on the criteria that 
have not yet been met and will allow an additional 15 calendar days beyond the original submission 
period for the organization to resubmit its response.  

If the response does not meet established criteria, the organization’s accreditation decision 
automatically will be changed to Provisional Accreditation, and both the organization and the 
Accreditation Committee will be notified. The Joint Commission staff will provide additional 
consultative support to the organization and allow an additional 10 business days to submit an 
acceptable root cause analysis and action plan. The organization’s accreditation decision reverts to 
Accredited when the root cause analysis and action plan are determined to be acceptable. 

If the third submission continues to not meet established criteria, the Joint Commission staff will 
recommend that the organization’s accreditation decision be changed to Conditional Accreditation, 
and both the organization and the Accreditation Committee will be notified. The organization will 
have one final 45-day period in which to submit an acceptable root cause analysis and action plan. If 
the submitted root cause analysis and action plan still do not meet established criteria, the 
Accreditation Committee of the Joint Commission will be requested to change the organization’s 
accreditation decision to Preliminary Denial of Accreditation. 

When the organization’s response (initial or revised) is found to be acceptable, the Joint Commission 
issues a letter that does the following: 
z Reflects the Joint Commission’s determination to continue or modify the organization’s current 

accreditation decision 
z Assigns an appropriate follow-up activity, typically one or more sentinel event measures of 

success due in four months 

Sentinel Events Measures of Success 
The organization’s follow-up activity will be conducted through the measure of success (MOS) 
process. A MOS is a numerical or quantifiable measure usually related to an audit that determines if a 
planned action was effective and sustained. The SE MOS are due four months after the root cause 
analysis and action plan are determined acceptable. If the planned action can be associated with a 
standard or National Patient Safety Goal requirement, it will have a level of compliance expectation 
based on the type of element of performance (EP) for the associated standard or National Patient 
Safety Goal requirement. That is, if the action is equivalent to an EP that is identified as an “A” EP, 
the level of compliance expectation for the SE MOS for that action will be 100%. If the action is 
equivalent to an EP that is identified as a “C” EP, the minimum required level of compliance for the 
SE MOS for that action will be 90%. If the action cannot be associated with an existing standard or 
National Patient Safety Goal requirement, the organization will identify the level of compliance 
expectation, which must be at least 85%, subject to approval by the Joint Commission. The following 
information further outlines the SE MOS requirement: 
z If an SE MOS is 30 or more days late, the organization’s accreditation status will automatically be 

changed to Provisional Accreditation, and both the organization and the Accreditation Committee 
will be notified. 

z If an SE MOS is 60 or more days late, the Joint Commission staff will recommend that the 
organization’s accreditation decision be changed to Conditional Accreditation, and both the 
organization and the Accreditation Committee will be notified. 



z If an SE MOS is 90 or more days late, the Joint Commission staff will recommend that the 
organization decision be changed to Denial of Accreditation. In accordance with the Accreditation 
Committee policy, such an organization will not be afforded any appeal.* 

z If an SE MOS is submitted on time but does not meet established levels of compliance, the Joint 
Commission staff will request an additional four months of data. The organization’s accreditation 
decision will be changed to Provisional Accreditation, and both the organization and the 
Accreditation Committee will be notified. 

z If the second set of data meet established levels of compliance, the organization will be restored to 
Accredited. 

z If the second set of data does not meet established levels of compliance, the Joint Commission 
staff will recommend that the organization’s accreditation decision will be changed to Conditional 
Accreditation, and both the organization and the Accreditation Committee will be notified. Any 
further actions will be based on the standards-based MOS decision rules. 

A decision to maintain or change the organization’s accreditation decision as a result of the follow-up 
activity or to assign additional follow-up requirements will be based on existing decision rules unless 
otherwise determined by the Accreditation Committee. 



 
Table 1. Examples of Reviewable and Nonreviewable Sentinel 
Events* 
 
Examples of Sentinel Events That are Reviewable Under the Joint 
Commission’s Sentinel Event Policy 
 
Any patient death, paralysis, coma, or other major permanent loss of function 
associated with a medication error. 
 
A patient commits suicide within 72 hours of being discharged from a hospital 
setting that provides staffed around-the-clock care. 
 
Any elopement, that is unauthorized departure, of a patient from an around-the-
clock care setting resulting in a temporally related death (suicide, accidental 
death, or homicide) or major permanent loss of function. 
 
A hospital operates on the wrong side of the patient’s body. 
 
Any intrapartum (related to the birth process) maternal death. 
 
Any perinatal death unrelated to a congenital condition in an infant having a birth 
weight greater than 2,500 grams. 
 
A patient is abducted from the hospital where he or she receives care, treatment, 
or services. 
 
Assault, homicide, or other crime resulting in patient death or major permanent 
loss of function. 
 
A patient fall that results in death or major permanent loss of function as a direct 
result of the injuries sustained in the fall. 
 
Hemolytic transfusion reaction involving major blood group incompatibilities. 
 
A foreign body, such as a sponge or forceps that was left in a patient after 
surgery. 
 
Note: An adverse outcome that is directly related to the natural course of the 
patient’s illness or underlying condition, for example, terminal illness present at 
the time of presentation, is not reportable except for suicide in, or following 
elopement from, a 24-hour care setting (see above).   
 
 
 
 



Examples of Sentinel Events That are Nonreviewable Under the  
Joint Commission’s Sentinel Event Policy 
 
Any “near miss.” 
 
Full or expected return of limb or bodily function to the same level as prior to the 
adverse event by discharge or within two weeks of the initial loss of said function. 
 
Any sentinel event that has not affected a recipient of care (patient, client, 
resident). 
 
Medication errors that do not result in death or major permanent loss of function. 
 
Suicide other than in an around-the-clock care setting or following elopement 
from such a setting. 
 
A death or loss of function following a discharge “against medical advice (AMA).” 
 
Unsuccessful suicide attempts unless resulting in major permanent loss of 
function. 
 
Minor degrees of hemolysis not caused by a major blood group incompatibility 
and with no clinical sequelae. 
 
Note: In the context of its performance improvement activities, an organization 
may choose to conduct intensive assessment, for example, root cause analysis, 
for some nonreviewable events. Please refer to the “Improving Organization 
Performance” chapter of this Joint  Commission accreditation manual.   
 
* Note: This list may not apply to all settings. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Root Cause Analysis Matrix 
Minimum Scope of Root Cause Analysis for Specific Types of Sentinel Events – October 2005 

 

Note: Updates are highlighted in RED 

Detailed inquiry into these areas is expected when conducting a root cause analysis for the specified type of sentinel event. Inquiry into areas not 
checked (or listed) should be conducted as appropriate to the specific event under review. 
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Behavioral assessment process 
(1) 

X     X X X      

Physical assessment process (2) X X X X X X X    X  X 
Patient identification process  X  X     X     
Patient observation procedures X    X X X X X  X  X 
Care planning process X  X   X X    X  X 
Continuum of care X X   X X       X 
Staffing levels X X X X X X X X X X  X X 
Orientation & training of staff X X X X X X X X X X X X X 
Competency assessment/ 
credentialing 

X X X X X X X X X X X X X 

Supervision of staff (3) X X X  X X   X   X  
Communication with patient/ 
family 

X X  X X X X   X   X 

Communication among staff 
members 

X X X X X X X X X X X X X 

Availability of information X X X X X X   X  X  X 
Adequacy of technological support  X X           
Equipment maintenance/ 
management 

 X X  X X     X  X 

Physical environment (4) X X X X  X X X X X   X 
Security systems and processes X      X X  X    
Medication Management (5)  X X  X    X  X  X 
 

(1) Includes the process for assessing patient’s risk to self (and to others, in cases of assault, rape, or homicide where a patient is the assailant). 
(2) Includes search for contraband. 
(3) Includes supervision of physicians-in-training. 
(4) Includes furnishings; hardware (e.g., bars, hooks, rods); lighting; distractions. 
(5) Includes selection & procurement, storage, ordering & transcribing, preparing & dispensing, administration, and monitoring. 
 


