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Purpose and Objectives 
The purpose of The Joint Commission (TJC): Focus on Safety is to: 
 
• Present information about the role that The Joint Commission (TJC) plays in promoting healthcare 

quality and optimal patient outcomes. 
• Identify nursing responsibilities and opportunities in relation to The Joint Commission (TJC) safety 

initiatives. 
• Present examples of successful safety initiatives that address The Joint Commission (TJC) safety 

programs.  
 
After completing this course, you will be able to: 
 
1. Describe the role The Joint Commission (TJC) plays in promoting optimal patient outcomes and 

high quality healthcare. 
2. Give examples of National Patient Safety Goals (NPSG) and how they impact patient care. 
3. Describe The Joint Commission (TJC) Sentinel Event program and its impact on patient safety. 
4. Explain the nurse’s role in supporting National Patient Safety Goals (NPSG) and preventing 

Sentinel Events. 
5. Give examples of successful safety initiatives that address The Joint Commission (TJC) safety 

programs. 
 
The Joint Commission (TJC) 
Founded in 1951, TJC seeks to continuously improve healthcare for the public, in collaboration with 
other stakeholders, by evaluating health care organizations and inspiring them to excel in providing 
safe and effective care of the highest quality and value.  
 
TJC evaluates and accredits more than 20,000 healthcare organizations and programs in the United 
States.  
 
An independent, not-for-profit organization, TJC is the nation's oldest and largest standards-setting and 
accrediting body in healthcare.  
 
TJC has established quality and safety standards for each type of healthcare organization which it 
accredits. Many standards direct healthcare organizations to establish policies on specific aspects of 
care. Your organization’s policies and procedures (P&P) include many items that specifically address 
TJC requirements. 
 
(TJC, 2013a)  
 
The Need to Improve Safety 
In 2000, the Institute of Medicine (IOM) reported findings that approximately 98,000 patients die each 
year from Hospital Acquired Conditions (HAC) (Kohn, et al, 2000). Despite the launch of numerous 
safety initiatives, little improvement has occurred and the situation has worsened in some respects 
(Landrigan et al., 2010). 
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In addition to its ongoing efforts to promote quality healthcare and safety through the accreditation 
process and educational programs, TJC has developed specific safety initiatives, including: 

• Core Measures developed collaboratively with the Centers for Medicare and Medicaid (CMS). For 
further information about Core Measures, see the RN.com course Core Measures: The Nurses 
Role.  

• Transitions of Care Portal, a new initiative focused on safety and quality at transitions of care, 
particularly transitions between healthcare settings. The initiative will develop materials, products, 
new standards and survey process to provide safe, quality transitions of care. 

• National Patient Safety Goals (NPSG) 
• Sentinel Event Program 
 
This course focuses on the NPSG and Sentinel Event programs. 
 
Underreporting of Hospital Safety Lapses 
The Joint Commission estimates that only 1% of Sentinel Events are reported (Levinson, 2008). Since 
January 1995, there have been approximately 7,000 Sentinel Events reviewed by the Joint 
Commission, an average of approximately 400 per year (TJC, 2013b). 
 
The Agency for Healthcare Research and Quality (AHRQ) found that 54% of more than 1,000 surveyed 
facilities did not report any events (sentinel or otherwise) (Sorra, 2011). 
 
State regulators in California have found 87 hospitals that have not reported a serious medical error in 
three years. By California State Law hospitals are required to report any of 28 designated adverse 
medical events (California Healthline, 2010). 

 

Hospital Affairs reported a study on three leading hospitals in Utah and found that over 90% of adverse 
events are missed when detected through self-reporting (Classen et al., 2011).  
 
Transition-of-Care Portal 
TJC’s Transition-of-Care (TOC) Portal provides a wide range of resources to strengthen safety and 
quality when the patient transitions from one healthcare setting to another. At the portal you will find 
information about specific TJC programs, the “Speak Up” initiative which encourages patients to 
advocate for their own safe care, hand-off communication, and other information. 
 
Also at the TOC portal, you will find “Hot Topics.” In 2012, TJC began its 3-year plan to produce a series 
of reports on specific TOC topics. 
 
TJC intends that the TOC programs will build bridges between organizations. 
 
TJC has identified 7 foundations to assure safe transitions: 
Transfer of information 
Patient and family engagement 
Medication management 
Transitional planning 
Early identification of clients and patients at risk 
Multidisciplinary collaboration 
Leadership support 
For further information go to http://www.jointcommission.org/toc.aspx 

Material protected by copyright 

http://www.jointcommission.org/toc.aspx


 
(TJC, 2013c) 
 
National Patient Safety Goals 
In 2002, TJC established its National Patient Safety Goals (NPSG) program. TJC established the 
NPSG to help accredited organizations address specific areas of concern in regard to patient safety. 
 
TJC updates NPSG annually, retiring some goals that have been largely achieved, incorporating some 
goals into standards of accreditation, and introducing new goals and criteria. Some goals apply only to 
particular types of healthcare organizations.   
 
Access current NPSG for each type of healthcare organization that TJC accredits at the TJC website. 
http://www.jointcommission.org/standards_information/npsgs.aspx  
 
The slides that follow state the 2013 NPSG and identify the healthcare settings to which each goal 
applies. 
 
You will note that the goals are not numbered consecutively because original numbers are retained 
when goals are retired or incorporated into TJC standards. 
 
(TJC, 2013d) 
 
NPSG: True or False? 
TJC updates National Patient Safety Goals (NPSG) every year.  
True! 
 
TJC has incorporated some former National Patient Safety Goals (NPSG) into accreditation standards. 
True! 
 
Specific healthcare organizations’ performance on National Patient Safety Goals (NPSG) is posted at 
TJC’s website. 
False. 
 
Healthcare organizations’ performance on National Patient Safety Goals (NPSG) directly affects 
reimbursement from Medicare and other insurers. 
False. 
 
 
Goal 1. Patient Identification 
Improve the accuracy of patient identification. 

• NPSG.01.01.01: Use at least two patient identifiers when providing care, treatment and services.  
Applies to: Ambulatory, Behavioral Health Care, Critical Access Hospital, Home Care, Hospital, 
Lab, Long Term Care, Office-Based Surgery 

• NPSG.01.03.01: Eliminate transfusion errors related to patient misidentification. 
Applies to: Ambulatory, Critical Access Hospital, Hospital, Office-Based Surgery 

 
(TJC, 2013d) 
 
 
 
Material protected by copyright 



 
Goal 2. Improve Communication 
Improve the effectiveness of communication among caregivers. 

• NPSG.02.03.01: Report critical results of tests and diagnostic procedures on a timely basis. 
Applies to: Critical Access Hospital, Hospital, Lab  

 
TJC, 2013c 
 
Goal 3. Medication Safety 
Improve the safety of using medications. 

• NPSG.03.04.01: Label all medications, medication containers, and other solutions on and off the 
sterile field in perioperative and other procedural settings.  

Applies to: Ambulatory, Critical Access Hospital, Hospital, Office Based Surgery 
 
• NPSG.03.05.01: Reduce the likelihood of patient harm associated with the use of anticoagulant 

therapy.  
Applies to: Ambulatory, Critical Access Hospital, Hospital, Long Term Care 

 
• NPSG.03.06.01: Maintain and communicate accurate patient medication information. 

Applies to: Ambulatory, Behavioral Health Care, Critical Access Hospital, Home Care, Hospital, 
Long Term Care, Office-Based Surgery 

 
TJC, 2013c 
 
Nurse-led Team Implements DVT Prophylaxis 
A nurse-led multidisciplinary team at Memorial Medical Center, Springfield, IL launched a program to 
identify the need for and administer preventive treatment (prophylaxis) in a timely manner to at-risk 
patients. Within 24 hours of admission to the unit, nurses use an evidence-based tool to classify 
patients’ risk of deep vein thrombosis (DVT) into low-, moderate-, or high-risk categories.   
 
Providers then prescribe anticoagulants and/or mechanical devices based on the patient's risk. 
 
The team uses reminders to nurses and providers to complete assessments and prophylaxis in a timely 
manner. Nurses contact providers to secure orders when needed. Daily rounds, chart audits and 
regularly scheduled meetings give feedback on adherence to the protocol. 
 
Prescribing anticoagulants based upon risk and alerting prescribers to patients for whom anticoagulant 
therapy is contraindicated improves anticoagulant safety. In addition, pharmacy reviews all orders for 
anticoagulation therapy to adjust dosing for renal impairment. 
 
Adherence to the protocol has remained at 92% or above. Appropriate preventive treatment in 
moderate- and high-risk patients increased from less than 50% before the program to nearly 70% 
initially and after a 2009 chart audit, 98% adherence was attained (Weitzel, 2010). 
 
For detailed information about this project go to http://innovations.ahrq.gov/content.aspx?id=1708  
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Goal 6: Clinical Alarm Safety 
New NPSG in 2014 
 
For 2014, TJC has introduced NPSG 06.01.01. Improve the safety of clinical alarm systems. 

• Applies to hospitals and critical access hospitals 
 
During 2014, healthcare organizations must identify on alarm safety as a priority and identify the most 
important alarm signals to manage. 
 
As of January 1, 2016, organizations must have established P&P that identify:  

• Clinically appropriate settings for alarm signals 
• When alarm signals can be disabled 
• When alarm parameters can be changed 
• Who in the organization has the authority to set alarm parameters 
• Who in the organization has the authority to change alarm parameters 
• Who in the organization has the authority to set alarm parameters to “off” 
• Monitoring and responding to alarm signals 
• Checking individual alarm signals for accurate settings, proper operation, and detectability 
 
As of January 1, 2016, organizations must educate staff and licensed independent practitioners about 
the purpose and proper operation of alarm systems for which they are responsible.  
 
Goal 7. Healthcare-Associated Infections 
Reduce the risk of healthcare-associated infections  

• NPSG.07.01.01: Comply with either the current Centers for Disease Control and Prevention (CDC) 
hand hygiene guidelines or the current World Health Organization (WHO) hand hygiene guidelines. 

Applies to: Ambulatory, Behavioral Health Care, Critical Access Hospital, Home Care, Hospital, 
Lab, Long Term Care, Office-Based Surgery 

 
• NPSG.07.03.01: Implement evidence-based practices to prevent health care-associated infections 

due to multidrug-resistant organisms in acute care hospitals. 
Applies to: Critical Access Hospital, Hospital 

 
(TJC, 2013d) 
 
Goal 7. Healthcare-Associated Infections 
Reduce the risk of healthcare-associated infections  
 
• NPSG.07.04.01: Implement evidence-based practices to prevent central line-associated 

bloodstream infections. 
Applies to: Critical Access Hospital, Hospital, Long Term Care 

 
• NPSG.07.05.01: Implement evidence-based practices for preventing surgical site infections. 

Applies to: Ambulatory, Critical Access Hospital, Hospital, Office-Based Surgery 
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• NPSG.07.06.01: Implement evidence-based practices to prevent indwelling catheter-associated 

urinary tract infections (CAUTI). 
Applies to: Critical Access Hospital, Hospital. (Note: This NPSG is not applicable to pediatric 
populations. Research resulting in evidence-based practices was conducted with adults, and 
there is not consensus that these practices apply to children.) 

 
TJC, 2013c 
 
75% Reduction in CLABSI in Cincinnati-area Hospitals 
ICUs in 8 Greater Cincinnati Health Council-affiliated hospitals implemented the infection control 
practice bundle, infection control teams, and ongoing data monitoring and reporting.   
 
Staff used checklists to document compliance with bundle components: proper handwashing, 
maximum barrier precautions, and chlorhexidine gluconate antiseptic.   
 
An infection control specialist led an infection control team at each hospital. Teams included staff 
nurses, a physician champion, and a supply manager. Team leaders organized work-learning-reporting 
cycles to test and report effectiveness of incremental changes in practices. The slogan, “What can you 
do by Tuesday?” emphasized measureable short-term goals. The team developed a process for 
monitoring and reporting data to staff. 
 
Adherence to guidelines improved dramatically. Use of bed-sized sterile drapes increased from 0 to 
90%; use of chlorhexidine increased from 42% to 93%. 
 
CLABSI rates decreased nearly 75%, from 1.7 per 1,000 line days to 0.4 per 1,000 line days. Infection 
rates reached 0% in 3 of 4 ICUs for all 4 quarters. Infection rates have remained low since the end of the 
year-long study, averaging 1 per 1,000 line days at all 8 hospitals. 
 
Program leaders estimated that an average cost of $13,000 per CLABSI; therefore, the initiative yielded 
a cost avoidance at the four hospitals of approximately $1 million in 2004. 
(Render, 2013) 
 
For detailed information about this project, go to http://innovations.ahrq.gov/content.aspx?id=2434  
 
Goal 9. Reduce Falls 
Reduce the risk of patient harm resulting from falls. 
• NPSG.09.02.01: Reduce the risk of falls. 

Applies to: Home Care, Long Term Care 
 
(TJC, 2013d) 
 
 
An Effective Fall Reduction Program 
Nurses at Partners Healthcare System, which includes Massachusetts General Hospital, Brigham and 
Women’s Hospital, and other Boston-area healthcare organizations, used a fall prevention toolkit to:  

• Periodically assess each hospitalized patient's risk of falling 
• Identify patient-specific risk factors that could lead to a fall, and  
• Customize interventions designed to reduce those risks.  
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Nurses complete assessments on admission, at each shift change, and with each change in patient 
status. 
 
After completing a computerized risk assessment, nurses review and select tailored prevention 
strategies recommended by the software. The system then automatically generates communication 
tools. 
 
The program significantly reduced falls, particularly in patients 65 and older. 
 
(Dykes et al., 2010) 
 
Partners Healthcare System Fall Prevention Tools 
The assessment is based on the 125-point Morse Fall Scale and considers 6 specific risk factors: 

1. A recent history of falling (25 points) 
2. Having at least two diagnoses listed in the medical record (15 points) 
3. Need for an ambulatory aid (0 to 30 points) 
4. Use of intravenous therapy (20 points) 
5. Gait disturbance (0 to 20 points) 
6. Impaired mental status (15 points) 

 
Based upon knowledge of the individual patient, nurses select from software-generated interventions, 
including: 

• Strategies to assist with toileting and ambulation 
• Frequent checks on the patient by nursing personnel  
 
Partners Healthcare System Fall Prevention Tools 
After the nurse selects interventions, the software automatically prints three communication tools which 
are shared among team members, including patients and families. The tools include simple icons that 
illustrate any of 11 selected strategies. 

• Interdisciplinary fall prevention care plan in the patient's record. 
• Patient/family education handout: This one-page, consumer-friendly handout notes the patient's 

risk of falling, describes the patient's specific risk factors, lists selected prevention strategies, and 
depicts the associated icons. The nurse reviews this handout, which can be printed either in English 
or Spanish, with the patient and family. 

• Bedside alert poster: This poster alerts caregivers and visitors to the patient's risk of falling and 
depicts a maximum of six icons reflecting specific fall prevention strategies being used with the 
patient. 

(Dykes et al., 2010) 
 
Fall Prevention Success 
Over the 6-month study period in Partners Healthcare System: 

• 67 patient falls occurred on units using the program, well below the 87 falls on those not 
implementing it.  

• Implementing units experienced 3.15 falls per 1,000 patient days, well below the 4.18 rate on those 
not using the program and below the Massachusetts average of 3.99 falls per 1,000 patient days.  
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• Fall rates differed between patients over age 65 and younger patients. Greater reduction occurred 
among those over 65 (2.76 falls per 1,000 patient days in implementing units vs. 5.05 in other units).  

• The program prevented roughly one fall every 4 days, or approximately 90 falls a year, on the 4 
units. 

• Implementing units experienced 7 falls that caused an injury in patients over age 64, fewer than the 
9 such falls that occurred on the other units. This difference, however, did not meet the test of 
statistical significance, due primarily to the small number of such falls.  

 
Partners Healthcare System plans a study to evaluate the program's impact on injury-causing falls in a 
population of 80,000 patients. 
 
(Dykes et al., 2010) 
 
For detailed information about this project see http://innovations.ahrq.gov/content.aspx?id=3094 
 
Test Yourself 
In the Partners Healthcare System fall prevention program, what was one action that nurses performed? 

A. Customized interventions for the individual patient. - Correct! 
B. Gave the greatest weight in the fall assessment to “impaired mental status.” 
C. Relied on computer software to monitor patients who were at risk for falling. 

 
 
Goal 14. Pressure Ulcers 
Prevent healthcare-associated pressure ulcers (decubitus ulcers).  
 
• NPSG.14.01.01: Assess and periodically reassess each resident’s risk for developing a pressure 

ulcer and take action to address any identified risks.  
Applies to: Long Term Care 

 
(TJC, 2013d) 
 
90% Reduction in Pressure Ulcers 
Staff developed and implemented interdisciplinary guidelines, the SKIN™ bundle, with patients with a 
Braden score of 18 or lower. 
 
Surface  
1. Be sure patient is on correct type of mattress. 
2. Do not use multiple layers of linens under the patient. 
3. Keep linens free of wrinkles. 
4. Be sure patient is not lying on tubing, telephones or call bells. 
 
Keep turning  
1. Reposition and/or educate the patient of the importance of turning at least every 2 hours when in 

bed. Documentation of "self-repositioning" is not acceptable. 
2. Document the patient's actual position. 
3. Reposition at least every hour if in a chair. 
4. Use a chair pad when patient is in a chair. 
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90% Reduction in Pressure Ulcers 
Incontinence management 
1. Offer toileting assistance every 2 hours. 
2. If incontinent, give perineal care every 2 hours and as needed for stool incontinence. 
3. Apply a moisture barrier after incontinence care. 
4. If not incontinent, to apply moisture barrier every 8 hours. 
5. Avoid diapers unless needed for containing excessive amounts of stool, or if the patient is not 

ambulatory or if the patient saturates linens with most urinary incontinence episodes, or requests a 
diaper. 

 
Nutrition and hydration management  
1. Order a nutrition consult for any patient who appears to have a nutrition deficit or is at risk of 

developing one. 
2. Assess albumin levels, recent weight loss, and consumption of food and liquids (i.e., hydration 

status).  
3. Carry out nutrition orders. 
4. Record supplement and meal intake. 
 
90% Reduction in Pressure Ulcers 
They encouraged compliance with: 

• Regular assessment and documentation on flow sheet. 
• Consultation with a wound, ostomy and continence specialist. 
• Clinical alerts at the bedside. 
• Weekly team meetings to review cases. They expanded the focus of the meetings to other quality 

measures such as fall prevention and use of restraints. 
• Ongoing performance monitoring and reporting. 
 
The program reduced the incidence of pressure ulcers by more than 90% (from 5.7% to less than 
0.5%), including completely eliminating stage 3 and 4 facility-acquired pressure ulcers for a significant 
period of time.  
 
(Gibbons et al., 2006) 
 
Goal 15. Risk Assessment 
The organization identifies safety risks inherent in its patient population.  
 
• NPSG.14.01.01: Assess and periodically reassess each resident’s risk for developing a pressure 

ulcer and take action to address any identified risks.  
Applies to: Long Term Care 

 
• NPSG.15.01.01: Identify patients at risk for suicide.  

Applies to: Behavioral Health Care, Hospital (applicable to psychiatric hospitals and patients 
being treated for emotional or behavioral disorders in general hospitals) 

 
• NPSG.15.02.01: Identify risks associated with home oxygen therapy, such as home fires. 
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Applies to: Home Care 
 
(TJC, 2013d) 
 
Universal Protocol 
Universal Protocol for Preventing Wrong Site, Wrong Procedure, Wrong Person Surgery™ 
 
• UP.01.01.01: Conduct a preprocedure verification process.  

Applies to: Ambulatory, Critical Access Hospital, Hospital, Office-Based Surgery 
 
• UP.01.02.01: Mark the procedure site. 

Applies to: Ambulatory, Critical Access Hospital, Hospital, Office-Based Surgery 
 

 
• UP.01.03.01: A time-out is performed before the procedure. 

Applies to: Ambulatory, Critical Access Hospital, Hospital, Office-Based Surgery 
 
(TJC, 2013d) 
 
Universal Protocol (UP) drew upon, expanded and integrated, a series of requirements under The Joint 
Commission’s 2003 and 2004 National Patient Safety Goals. (TJC, 2013e). 
  
UP is included with NPSG. 
 
Sentinel Events 
A sentinel event is an unexpected death or serious injury, or the risk of these types of death or injury 
(TJC, 2013f). 
 
More specifically: 

• “A sentinel event is an unexpected occurrence involving death or serious physical or psychological 
injury, or the risk thereof. Serious injury specifically includes loss of limb or function.” 

• “The phrase ‘or risk thereof’ includes any process variation for which a recurrence would carry a 
significant chance of a serious adverse outcome.” 

• “Such events are called ‘sentinel’ because they signal the need for immediate investigation and 
response.” 

• “The term “sentinel event” and “medical error” are not synonymous; not all sentinel events occur 
because of an error, and not all error result in sentinel events.” 

(TJC, 2012) 
 
Sentinel Event Alerts 
Periodically TJC publishes Sentinel Event Alerts to call healthcare professionals’ attention to a specific 
type of Sentinel Event and recommend preventive strategies.   
 
The 2013 Sentinel Event Alert, Medical Device Alarm Safety in Hospitals, reported that between 
January 2009 and June 2012, TJC received reports of 98 alarm-related events: 

• 80 resulted in death 
• 13 resulted in permanent loss of function 
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• 5 resulted in unexpected additional care or extended stay 
 
Common injuries or deaths related to alarms included those from falls, delays in treatment, ventilator 
use, and medication errors. 
 
In response to the constant noise in the clinical setting, healthcare professionals develop “alarm 
fatigue” and may turn down the volume of the alarm, turn it off, or adjust the alarm settings outside the 
limits that are safe and appropriate for the patient. Alarm fatigue is a major contributing cause to 
alarm-related Sentinel Events. 
 
Among other preventive recommendations, TJC suggests a multidisciplinary approach including 
clinicians, clinical engineering, information technology, and risk management, to address alarm safety 
and the potential impact of alarm fatigue. 
 
Based on the data collected concerning alarm-related Sentinal Events, TJC is introducing the NPSG 
related to alarm safety for 2014. 
 
(TJC, 2013g) 
 
Alarm Fatigue Sentinel Event 
A patient died in the ICU of a Boston hospital after staff failed to respond to alarms that indicated a 
change in his condition. 
 
The patient, a 60-year-old man, was receiving treatment for a head injury he had sustained when a tree 
branch fell on him.   
 
Alarms sounded, signaling a rapidly increasing heart rate and falling blood O2 levels. Staff did not 
respond. 
 
One hour later a critical alarm alerted staff that the patient had stopped breathing. Though staff 
responded to the critical alarm, the patient suffered irreversible brain damage due to lack of oxygen. 
After several days he was removed from life support. 
(Kowalczyk, 2011 in TJC, 2013g)  
 
Sentinel Events Policy 
TJC has established a Sentinel Events policy which identifies specific events which TJC-accredited 
healthcare organizations must submit to TJC for review within 45 days of the occurrence of the event. 
The healthcare organization must submit a report of the event, a Root Cause Analysis that identifies the 
factors that contributed to the event, and an action plan to prevent recurrence of the event or 
occurrence of similar events. 
 
The policy identifies events which are not considered reviewable. TJC does not review near misses and 
events that did not result in death or permanent injury to a recipient of care, such as medication errors 
that did not permanently harm a patient, unsuccessful suicide attempts that did not result in permanent 
injury, minor hemolysis not caused by blood group incompatibility, death or permanent loss of function 
after a discharge against medical advice, and other events. 
 
TJC requires TJC-accredited healthcare organizations to establish their own policies regarding 
Sentinel Events. 
(TJC, 2012) 
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Test Yourself 
 
Which definition of Sentinel Events is most accurate? 

A. Sentinel Events are synonymous with medical errors. 
B. Sentinel Events include all events that create risk of injury to patients or personnel, including near misses. 
C. Sentinel Events are unexpected occurrences involving death or serious physical or psychological injury, 

or the risk thereof. Correct! 
 
 
Sentinel Events Data 
TJC-accredited healthcare organizations submit reports of reviewable Sentinel Events and voluntarily 
report other Sentinel Events to TJC. Reports include a Root Cause Analysis that identifies factors which 
contributed to the event. 
 
At its website, TJC posts statistics about Sentinel Events and root causes, with the caution that “The 
reporting of most sentinel events to The Joint Commission is voluntary and represents only a small 
proportion of actual events. Therefore, these data are not an epidemiologic data set and no conclusions 
should be drawn about the actual relative frequency of events or trends in events over time.”  
 
(TJC, 2013b) 
 
Proceed with Caution in Sentinel Events Data 
Since 1995, TJC has collected Sentinel Event data. The data show an increase in TJC’s review of many 
Sentinel Events, however this does not necessarily mean that more of these events are occurring 
than in the past; it only means that more of these events are reported to and reviewed by TJC. TJC 
reviews only events that result in death or permanent injury to a recipient of care. TJC has reviewed 
more than 7,000 events since 1995. 
 
A few highlights from the 1995 – 2012 Sentinel Event data:  

• TJC review of restraint-related events have decreased, possibly due to use of restraints only as the 
last resort.   

• TJC review of inpatient overdose events and also of delay in treatment events has increased 
dramatically. 

• A spike in reporting of medical equipment-related events in 2011 may have encouraged the 2013 
release of TJC’s Sentinel Event Alert related to medical device alarms. In 2011, 39 events were 
reviewed as compared with an average of 14 for the years 1995 – 2012. 

• A sharp increase in reviewed transfer events in 2011 probably stimulated development of the 
Transition-of-Care portal described earlier in the course. 

 
(TJC, 2013b) 
 
2012 Sentinel Events Most Frequently Reviewed by TJC 

• Perinatal Death/Injury  
• Medication Error  
• Criminal Event  
• Other Unanticipated Event (Such as: asphyxiation, choking, drowning, found unresponsive)  
• Fall  
• Op/Post-op Complication  
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• Suicide  
• Delay In Treatment  
• Wrong-Patient, Wrong-Site, Wrong-Procedure 
• Unintended Retention of a Foreign Body 
 
Though these events have changed positions on the “top 10” list, the same events have appeared 
among the “top 10” 1995 – 2012. 
 
(TJC, 2013b) 
 
Average Number of Sentinel Events Per Year 
 

 
(TJC, 2013b) 
*2005-2012 
**2004-2012 
 
 
Sentinel Events Reviewed by TJC 1995-2012 
During this 17-year span, TJC has reviewed more than 1,000 of some events such as: 

• Wrong-site, wrong-patient, wrong-procedure - 1,235 events 
• Suicide - 1,072 events  
• Operative/post-operative complications -  1,046 events 
 
Other events frequently reviewed include: 

• Delay in treatment - 970 
• Retention of a foreign object - 773 

Material protected by copyright 



• Falls - 659 
• Medication error - 641 
 
(TJC, 2013b) 
 
Bear in mind that TJC reviews only events which result in death of permanent loss of function. If one 
these events occur without harm, the event is not termed a Sentinel Event and is not reviewed by TJC, 
though the event may be reported to TJC. 
 
Test Yourself 
 
Which patients have been most frequently involved in Sentinel Events reviewed by TJC? 

A. Surgical patients - Correct! 
B. Maternal and newborn patients 
C. Psychiatric patients who were restrained 
D. Patients who received blood transfusions 
E. Patients who experienced a medication error 
 
 
Frequently Reported Root Causes 
2012 most frequent root causes 
• Human Factors 
• Leadership 
• Communication 
• Assessment 
• Information Management 
• Physical Environment 
• Continuum of Care 
• Operative Care 
• Medication Use 
• Care Planning 
 
Though these root causes have changed positions on the “Top 10” list, the same events have 
appeared among the “Top 10” 2010 – 2012. 
 
Other reported root causes 
• Anesthesia Care 
• Nutrition Care 
• Patient Education 
• Patient Rights 
• Performance Improvement 
• Rehabilitation 
• Special Interventions, including restraints 
• Surveillance, Prevention, and Control of Infection 
 
(TJC, 2013h) 
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AHRQ Recommended Safety Strategies 
In a 2013 report, The Agency for Healthcare Research and Quality (AHRQ) provided an updated critical 
analysis of the evidence for patient safety practices. The report identifies evidence-based safety 
strategies, many of which address NPSG and prevention of Sentinel Events. 
 

Top 10 Strongly Recommended Strategies 
• Preoperative checklists and anesthesia checklists to prevent operative and postoperative events. 
• Bundles that include checklists to prevent central line-associated bloodstream infections. 
• Interventions to reduce urinary catheter use, including catheter reminders, stop orders, or 

nurse-initiated removal protocols. 
• Bundles that include head-of-bed elevation, sedation vacations, oral care with chlorhexidine, and 

subglottic-suctioning endotracheal tubes to prevent ventilator-associated pneumonia. 
• Hand hygiene. 
• The do-not-use list for hazardous abbreviations. 
• Multicomponent interventions to reduce pressure ulcers. 
• Barrier precautions to prevent healthcare-associated infections. 
• Use of real-time ultrasonography for central line placement. 
• Interventions to improve prophylaxis for venous thromboembolisms. 
 
(Shekelle et al., 2013) 
 
AHRQ Additional Recommended Safety Strategies 
• Multicomponent interventions to reduce falls. 
• Use of clinical pharmacists to reduce adverse drug events. 
• Documentation of patient preferences for life-sustaining treatment. 
• Obtaining informed consent to improve patients' understanding of the potential risks of procedures. 
• Team training. 
• Medication reconciliation. 
• Practices to reduce radiation exposure from fluoroscopy and computed tomography scans. 
• Use of surgical outcome measurements and report cards, like the American College of Surgeons 

National Surgical Quality Improvement Program. 
• Rapid response systems. 
• Utilization of complementary methods for detecting adverse events/medical errors to monitor for 

patient safety problems. 
• Computerized provider order entry. 
• Use of simulation exercises in patient safety efforts. 
 
(Shekelle et al. 2013) 
 
The AHRQ report includes more than 40 safety strategies, many of which address NPSG and Sentinel 
Events. 
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TJC-CMS Partnership 
In addition to its own safety initiatives, TJC has partnered with the Centers for Medicare and Medicaid 
Services (CMS) to enhance patient outcomes and quality and safety of patient care. 
 
In addition to their separate efforts, CMS and TJC have collaborated in setting standards for evaluating 
healthcare organizations so that when an organization meets the criteria of one of those organizations 
on a specific aspect of care, it also meets the criteria of the other on those aspects of care. 
 
CMS and TJC have also collaborated to develop data sets, measures, and reporting systems that 
permit each organization to evaluate healthcare organizations using the same criteria. These data sets, 
measures, and reporting systems are Core Measures.  
 
Core Measures results have impact on CMS reimbursement and TJC accreditation. In addition, the 
public can access the Core Measures results of specific healthcare organizations at 
http://www.medicare.gov/hospitalcompare/  
 
Core Measures pertain to evidence-based management of specific conditions such as acute 
myocardial infarction, heart failure, pneumonia, and other conditions. Morbidity and mortality data 
based upon Medicare claims data is also reported with Core Measures results. 
 
The RN.com course, Core Measures: The Nurse’s Role, contains detailed information about Core 
Measures and the nurse’s role.  
 
The Nurse’s Role 
As you have studied this course, you have undoubtedly recognized many opportunities to address TJC 
quality and safety initiatives on every shift you work. 
 
Because of the pivotal role the nurse plays in patient care, your role at times may be to remind others to 
comply with safety measures, such as hand hygiene, checklists, and the Universal Protocol checks of 
verification, site, and time out. The nurse is often in a position to prevent delays in treatment and 
facilitate timely communication of diagnostic results. 
 
Because the falls and pressure ulcers often have such dire consequences, careful assessment of risk 
factors and preventive measures tailored to individual patients’ needs can make a significant difference 
in patients’ quality of life as well as contribute to satisfying TJC requirements. 
 
Use of evidence-based practices and practice bundles has significant impact on reducing the risk of 
infection. Always practice within the policy and procedure (P&P) of your organization. If you identify 
P&P that need updating to embrace evidence-based practices, communicate this through the proper 
channel, probably beginning with your nurse manager. 
 
Many examples of effective safety initiatives that this course has presented emphasize the importance 
of multidisciplinary, interprofessional teamwork. Seek opportunities to collaborate with other disciplines 
to improve patient safety.  
 
The Surgical Patient 
Many NPSG and Sentinel Events address adverse events during the surgical experience. 
 
Within the operating room, scrupulous adherence to UP and to sponge and needle counts is of the 
utmost importance. Often it is the nurse who must advocate for strict adherence to P&P. 
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Many of the measures that prevent post-operative complications are carried out by the nurse or nursing 
personnel to whom the nurse delegates. Give priority to measures to prevent deep vein thrombosis, 
pneumonia, and surgical site infections.  
 
Partners in Safety 
TJC monitors the requirements and initiatives of other regulating and accrediting bodies so that its 
standards align with the expectations of other regulators and accrediting organizations. 
 
TJC and the Centers for Medicare and Medicaid Services (CMS) collaborated on a set of Core 
Measures which both organizations use to accredit (TJC) and certify and reimburse (CMS). 
 
The Occupational Safety and Health Association (OSHA) revised its Hazard Communication Standard 
to align it with the United Nations’ Globally Harmonized System of Classification and Labeling of 
Chemicals (GHS). TJC has updated its Environment of Care standards to be consistent with the new 
OSHA requirements.  
 
Conclusion 
The Joint Commission (TJC): Focus on Safety has presented information about the role that The Joint 
Commission (TJC) plays in promoting healthcare quality and optimal patient outcomes. The course has 
identified nursing responsibilities and opportunities in relation to The Joint Commission (TJC) safety 
initiatives. The course has also presented examples of successful safety initiatives that address The 
Joint Commission (TJC) safety programs.  
 
After studying this course, you have learned: 
 
• The role the Joint Commission (TJC) plays in promoting optimal patient outcomes and high quality 

healthcare. 
• Examples of National Patient Safety Goals (NPSG) and how they impact patient care. 
• The Joint Commission (TJC) Sentinel Event program and its impact on patient safety. 
• The nurse’s role in supporting National Patient Safety Goals (NPSG) and preventing Sentinel 

Events. 
• Examples of successful safety initiatives that address The Joint Commission (TJC) safety 

programs. 
 
Disclaimer 
This publication is intended solely for the educational use of healthcare professionals taking this 
course, for credit, from RN.com, in accordance with RN.com terms of use. It is designed to assist 
healthcare professionals, including nurses, in addressing many issues associated with healthcare. The 
guidance provided in this publication is general in nature, and is not designed to address any specific 
situation. As always, in assessing and responding to specific patient care situations, healthcare 
professionals must use their judgment, as well as follow the policies of their organization and any 
applicable law. This publication in no way absolves facilities of their responsibility for the appropriate 
orientation of healthcare professionals. Healthcare organizations using this publication as a part of their 
own orientation processes should review the contents of this publication to ensure accuracy and 
compliance before using this publication. Healthcare providers, hospitals and facilities that use this 
publication agree to defend and indemnify, and shall hold RN.com, including its parent(s), subsidiaries, 
affiliates, officers/directors, and employees from liability resulting from the use of this publication. The 
contents of this publication may not be reproduced without written permission from RN.com.  
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Participants are advised that the accredited status of RN.com does not imply endorsement by the 
provider or ANCC of any products/therapeutics mentioned in this course. The information in the course 
is for educational purposes only. There is no “off label” usage of drugs or products discussed in this 
course.  
 
You may find that both generic and trade names are used in courses produced by RN.com. The use of 
trade names does not indicate any preference of one trade named agent or company over another. 
Trade names are provided to enhance recognition of agents described in the course.  
 
Note: All dosages given are for adults unless otherwise stated. The information on medications 
contained in this course is not meant to be prescriptive or all-encompassing. You are encouraged to 
consult with physicians and pharmacists about all medication issues for your patients 
 
Resources 
• The HAC & POA web page at http://www.cms.gov/HospitalAcqCond provides further information, 

including links to the law, regulations, change requests (CRs), and educational resources 
including presentations, Medicare Learning Network® (MLN) articles, and fact sheets 

 
• LaBresh, K.A., Jarrett, N., & Lux, L. (2102). Evidence-based guidelines for selected and previously 

considered hospital-acquired conditions. Baltimore, MD: CMS. Retrieved February 2013 from 
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalAcqCond/Downloads/
Evidence-Based-Guidelines.pdf  

 
• National Patient Safety Foundation (2013). Preventing Infections in the hospital: What you as a 

patient can do. Retrieved February 2013 from  
http://www.npsf.org/for-patients-consumers/tools-and-resources-for-patients-and-consumers/pre
venting-infections-in-the-hospital/  

 
• Wagner, D. & McGann, P. (2011). Partnership for patients: Preventing hospital acquired 

conditions. Slide presentation from the AHRQ 2011 Annual Conference. Retrieved March 2013 
from http://www.ahrq.gov/about/annualconf11/agramonte_wagner_mcgann/wagnermcgann.htm 
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