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Disclosures 

Nothing to disclose 
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 Joint Commission Enterprise 

The Joint Commission 

– Accreditation in the US, standards 

– Sentinel events, quality measurement 

Joint Commission Resources 

– Publication, education, consulting 

– International standards and accreditation 

Center for Transforming Healthcare 

– Partners with US hospitals and systems 

– Creates interventions  

 



4 

©
 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
 

Recommendations and Requirements 

Standards 

Sentinel Event 

Alerts 

National Patient 

Safety Goals 
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A PSA about mental models… 

Highlight 

critical 

features and 

how they are 

related 

Easier to 

understand 

new concepts 

if it is built 

around an 

existing model 
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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 

Leadership 

Inventory 

Establish guidelines for alarm settings 

Establish guidelines for changing alarm 

settings 

Inspect, check, test, and maintain 

equipment and settings 
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National Patient Safety Goals 

(NPSGs) 

Promote specific improvements in patient 

safety 

Highlight problematic areas in healthcare 

Derived 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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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 



23 

©
 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
 

Corrective Actions: Intermediate 

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: Weak 

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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Questions to Consider 

 How is leadership involved?  

– How has the organization demonstrated leadership 

commitment to the action plan? 

 Does the action correspond to the identified risk? 

 Has the organization considered other common 

causes/risk, impact to other processes, other areas 

in which action can be leveraged, unintended 

consequences of action? 

 How will the action be measured for effectiveness 

and sustained over time? 
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Enhancing Actions 

New procedure/policy 

– Weak if process was actually already in 

place and there’s no particular change to 

process other than reinforcement  

– Stronger if new procedure has removed 

unnecessary steps or serves to 

standardize 

– Stronger if procedure/policy includes front-

line staff and supported by leadership 

(culture) 
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Enhancing Actions 

Training/Education 

– Weak if re-educating, reminding, 

reiterating a process that was already in 

place 

– Weak if it is an education module, reading 

a policy, or similar review 

– Stronger if training includes practice 

opportunities (simulation) 
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Enhancing Actions 

Audit/Observation 

– This is not an action per se but a 

measurement strategy. Asking “what does 

the audit/observation address?” will reveal 

the action. 

– If an organization has found a process has 

drifted and are using an audit for 

assessment, remaining questions to 

ponder are why did the process drift, how 

can it be improved to increase 

consistency, etc. 



29 

©
 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
 

Enhancing Actions 

Leadership support as an action 

– Weak if leadership support is limited to 

“signing off” on action 

– Stronger if strategies include tangible 

commitment and inclusion of leadership 

(e.g., executive walk-rounds, standing 

“town hall” meetings, resources and 

support) 
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Strategies for Implementation 

and Sustainment 

Leadership Support and Active Involvement 

– Provide necessary support, resources time 

– Evaluate quality/thoroughness of analysis 

– Approve/disapprove actions and intervene when 

RCA does not meet expectations (at least one 

intermediate or strong action recommended) 

Effective Measurement 
– Process and outcome measures 

Ongoing Assessment 
– Avoiding Drift           

– Routine progress reporting to board (standing 

agenda) 
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Complexity Theory 

Simple 

Complicated 

Complex 

Gawande, Atul. The Checklist 

Manifesto: How To Get Things Right. 

New York, N.Y. : Metropolitan Books, 

2010. 
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Today… 
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Thank You! 


