
• Sentinel event data are voluntarily reported by accredited 
organizations who are required to conduct and submit a root 
cause analysis for each event.

• TJC and JCI collect, de-identify, enter into a database, and 
aggregate the sentinel event and root cause data.

• The database represents a small portion of actual events given 
that reporting is voluntary.

• TJC compiles a report that identifies common-cause categories 
and underlying issues contributing to sentinel events.

• We reviewed a TJC report of sentinel event data collected from 
2004 through 2015 to identify the most frequent root causes of 
events; we then focused our review on the most recent data from 
2015 to identify 6th Edition JCI Hospital Standards related to the 
most frequent causes.

A sentinel event is a patient safety event that is an unexpected 
occurrence involving death or serious physical or psychological 
injury. Serious injury specifically includes loss of limb or function. 
Sentinel event data are voluntarily reported by organizations 
accredited by The Joint Commission (TJC) and Joint Commission 
International (JCI). For each sentinel event, organizations conduct a 
root cause analysis (RCA), which is a process for identifying the 
causal factors that underlie the occurrence of the event.

We sought to map the most frequent types of root causes of 
sentinel events to standards from the JCI Accreditation Standards 
for Hospitals, 6th Edition. Identifying standards that address root 
causes of sentinel events may help accredited organizations 
discover systems issues that are potential risks and implement 
strategies to provide safer care for their patients. 

Data indicate that sentinel events are a frequent occurrence; however, these events may be underreported due to organizations’ reluctance 
to report to their accrediting body. Important information is learned from root cause analysis of sentinel events. Reporting sentinel events and 
submitting root cause analyses are important steps in identifying ways in which to prevent events from occurring. Standards that address the 
causes, trends, settings, and outcomes of sentinel events can help accredited organizations identify potential systems risks and implement 
strategies to provide safer care for their patients in a safer environment.
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Figure 2. Most Frequent Root Causes of 

Sentinel Events 2004-2015

• Of the ten most common sentinel events (SEs) reported to TJC from 2013 to 
2015, the top two SEs reported most were unintended retention of a foreign 
body and wrong–patient, wrong-site, wrong-procedure (see Figure 1).

• The majority of SEs had multiple root causes (see Figure 2) with human 
factors as the most frequently reported root cause.

• Underlying issues that contributed to each of the root causes are shown in 
Table 1 along with examples of relevant standards from the JCI Accreditation 
Standards for Hospitals, 6th Edition.
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