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Disclosures 

zNothing to disclose 

2 
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 Joint Commission Enterprise 

zThe Joint Commission 

ïAccreditation in the US, standards 

ïSentinel events, quality measurement 

zJoint Commission Resources 

ïPublication, education, consulting 

ïInternational standards and accreditation 

zCenter for Transforming Healthcare 

ïPartners with US hospitals and systems 

ïCreates interventions  
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Recommendations and Requirements 

zStandards 

zSentinel Event 

Alerts 

zNational Patient 

Safety Goals 
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A PSA about mental modelsé 

zHighlight 

critical 

features and 

how they are 

related 

zEasier to 

understand 

new concepts 

if it is built 

around an 

existing model 



6 

©
 C

o
p
yr

ig
h
t 

2
0
1
7
, 
T

h
e
 J

o
in

t 
C

o
m

m
is

s
io

n
 

Joint Commission Standards 
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Top Ten Standards Scored 2017 
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History 
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Sentinel Event Alerts (SEAs) 
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Recommendations from Alarm 

Management SEA 

zLeadership 

zInventory 

zEstablish guidelines for alarm settings 

zEstablish guidelines for changing alarm 

settings 

zInspect, check, test, and maintain 

equipment and settings 
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National Patient Safety Goals 

(NPSGs) 

zPromote specific improvements in patient 

safety 

zHighlight problematic areas in healthcare 

zDerived from Sentinel Event Alerts and 

recommendations from safety organizations, 

professional societies, and the Patient Safety 

Advisory Group 
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Examples of NPSGs 

Goal 1 Use at least two patient identifiers when 

providing care, treatment, and service 

 

Goal 7 Comply with either the CDC hand hygiene 

guidelines or the WHO hand hygiene guidelines. 

 

Universal Protocol 

Preprocedure verification process 

Mark the procedure site 

A time-out is performed before the procedure 
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Retired NPSGs 

Goal 3 Improve the safety of using high-alert 

medications 

3A - Remove concentrated electrolytes (including, 

but not limited to, potassium chloride, potassium 

phosphate, sodium chloride >0.9%) from patient 

care units.   

 

Goal 5 Improve the safety of using infusion pumps 

5A - Ensure free-flow protection on all general-use 

and PCA (patient controlled analgesia) intravenous 

infusion pumps used in the organization. 
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AAMI 
Clinical 
Alarms 
Summit 

2011 
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Rolling EP Effective Dates 

1. As of July 1, 2014 establish alarm safety as 

a hospital priority. 

2. During 2014 identify the most important 

alarm signals to manage 

3. As of January 1, 2016 establish policies and 

procedures for managing the alarms 

identified in EP 2. 

4. As of January 1, 2016 educate staff and 

licensed independent practitioners about 

the purpose and proper operation of alarm 

systems for which they are responsible. 
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NPSG.06.01.01 Scoring 
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Scoring compared to other NPSG 
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4.93% 4.93% 
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Top Ten Standards Scored 2017 
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What does this look like? 

1. Establish alarm safety as a 

hospital priority 

2. Identify the most important 

alarm signals to manage 

3. Establish policies and 

procedures 

4. Educate staff and licensed 

independent practitioners 

about the purpose and 

proper operation of alarm 

systems for which they are 

responsible. 
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Strength of Intervention 

More Effective 

1. Forcing functions 

2. Automation, computerization 

3. Protocols and preprinted orders 

4. Checklists 

5. Rules and double-checking 

6. Education 

7. Information 

Less Effective 
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Corrective Actions: Strong 

Source: National Patient Safety Foundation. RCA2: Improving Root Cause Analyses and Actions to Prevent Harm.  

Boston: National Patient Safety Foundation, 2015 
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Corrective Actions: Intermediate 

Source: National Patient Safety Foundation. RCA2: Improving Root Cause Analyses and Actions to Prevent Harm. 

Boston: National Patient Safety Foundation, 2015 


