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From the Director

People enter prison and jail at a low point in their lives and are particularly vulnerable to
violence of all kinds—including self-harm and suicide. Although the rate of suicide in jails has
decreased by 50 percent since the 1980s, it continues to be the leading cause of death, far
outpacing rates seen in the community. While it is important to acknowledge the progress
that has been made in addressing suicides in custody, there is still much room for
improvement. With recent years having seen increases in the rate of suicides (since the

lowest point in 2008), there is an urgent need for action.

The corrections community has much to learn from medicine. When a death or other serious
negative outcome occurs in a hospital or other community health setting, it is seen as a
“sentinel event,” signaling a breakdown in systems of care. The sentinel event framework
acknowledges that, to prevent similar incidents in the future, it is insufficient to assign blame
to a person or people. Rather, it is necessary to collaboratively develop and implement

systems-level solutions to prevent similar tragedies from happening in the future.

Framing suicide and self-harm in correctional facilities as sentinel events and targeting them
for collaborative, forward-thinking reviews is an important step towards ensuring the safety
of people held in corrections. This report is designed to provide practical guidance on how
correctional agencies can learn from other fields to better protect the people entrusted to

their care.
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Introduction

Since 2011, the National Institute of Justice (NIJ), through its Sentinel Events Initiative, has
been investigating the feasibility of using a sentinel events approach to review and learn from
errors in the criminal justice system such as wrongful convictions, eyewitness
misidentifications, or incidents of suicide and self-harm in custody.* Recognizing that adverse
situations are rarely caused by a single event or the actions of an individual person, NIJ
defines a sentinel event as a significant negative outcome that: 1) signals underlying
weaknesses in a system or process; 2) is likely the result of compound errors; and 3) may
provide, if properly analyzed and addressed, important keys to strengthening the system and

preventing future adverse events or outcomes.?

The fields of aviation and medicine have long used sentinel event reviews as a way to
account for significant, unexpected negative outcomes, and to leverage the knowledge
gleaned from the review process to reduce future errors (see section on “Sentinel event
reviews in aviation and medicine.”)? These reviews are intended to be non-blaming,
systemwide, and forward-looking—to prevent future errors by creating an ethic of shared
responsibility and a culture of safety.+ Taking the examples set in these fields, leaders in
criminal justice also have come to recognize that system errors might be better conceived as

sentinel events that speak to larger systemic problems.

Indeed, there is a growing body of literature and there are increasing examples from
the field to suggest the utility of a systems approach in reducing errors in the criminal justice
system. Several jurisdictions have recently used the process of root cause analysis (RCA)—a
methodology that can be used to carry out sentinel event reviews—to examine why an
adverse event occurred. For example, the New York State Justice Task Force formed a root
cause analysis subcommittee in December 2014, which led to the recommendation that RCAs
be used to respond to adverse events across the state’s criminal justice system. And in
Montgomery County, Pennsylvania, the office of the district attorney’s use of RCA revealed

that a lab report had been misread, which led to the dismissal of an indictment.

NIJ's Sentinel Events Initiative has undertaken a broader and more robust effort to
understand whether actors across various parts of the criminal justice system can adopt
sentinel event reviews as a means for creating a “culture of safety” that leads to greater system
reliability and enhanced public confidence in the system’s integrity.® The initiative has
included a research fellowship to gather feedback from criminal justice practitioners and
researchers in the field; beta projects in Baltimore, Milwaukee, and Philadelphia that provided
empirical evidence for the feasibility of such reviews in the justice system (sites designed and
conducted their own review of a justice error that had occurred in their jurisdiction); and
ongoing research projects on topics ranging from wrongful convictions to gun homicide and

non-fatal shootings.



With funding from NIJ, the Vera Institute of Justice (Vera) has been examining the
applicability and appropriateness of using sentinel event reviews for incidents of suicide and
serious self-harm in detention.” Suicide is the leading cause of death in jails and 85 percent of
U.S. prison systems report that self-injurious behavior occurs at least once a week.? This
report focuses on these incidents as prime opportunities to implement sentinel event reviews
in the criminal justice context. It takes significant direction from the health care field since
suicide and self-harm are health-related issues and health care facilities must frequently face
and respond to such incidents (see section on “Sentinel event reviews in aviation and
medicine”). The aim of this report is threefold: to provide an overview of the problem of
suicide and self-harm in correctional facilities and describe the insufficiency of current
responses; to outline the current evidence for the feasibility of sentinel event reviews in the
criminal justice system and highlight potential implementation challenges; and to offer
guidelines for conducting a sentinel event review in response to an incident of suicide or
serious self-harm in a correctional facility. In so doing, this report contributes to the
momentum for adopting a more institutionalized process of diagnosing and addressing errors

in the criminal justice system.

Sentinel event reviews in aviation and medicine

In the mid-1970s, the Federal Aviation Administration created the Aviation Safety Reporting System for
mandatory and confidential reporting of errors and “near-misses.” The National Transportation Safety Board

compiles and publishes reports on all significant events.®

The medical field also has a long tradition of conducting multidisciplinary reviews of medical errors and
adverse outcomes. The Morbidity and Mortality Conference—a regularly occurring meeting that provides
clinicians with the opportunity to review adverse events—has been a standard forum for medical resident
and continuing education since the early 20th century.b Beginning in the 1990s, however, academics and
practitioners increased their attention to the problem of medical error and to making good on the system’s
promise to “first, do no harm.” Reports by both the Institute of Medicine and Lucian Leape, a leader in the
field of medical error, encouraged the field to move away from a view of error as solely the product of
individual negligence and to adopt instead an institutionalized approach that identifies root causes and

underlying system failures.c

The Joint Commission—a major independent accreditation body for U.S. health care organizations and
programs—has had a Sentinel Event Policy in place since 1996 to review patient safety events that are not
primarily related to the natural progression of the patient’s illness or underlying condition, and that result in
death, permanent harm, or severe temporary harm.d The Joint Commission’s policy requires a

“comprehensive systematic analysis for identifying the causal and contributory factors” as well as “strong
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corrective actions that provide effective and sustained system improvement.”e All sentinel events that occur in
accredited health care facilities, which include some correctional facilities, must be reviewed by the
organization and are subject to review by The Joint Commission.fBecause health care facilities such as
psychiatric units also face the issue of suicide and self-harm among their patient populations, applying

sentinel events reviews from the medical field to a correctional setting is particularly promising.

Overview of the problem: Suicide
and self-harm in correctional
facilities

Suicide is the leading cause of death in local jails, accounting for over one-third of jail deaths
in 2013; it is less frequent in prison settings but still accounted for nearly 6 percent of the
deaths of people in state custody in 2013.9 Although suicide rates in jail declined steadily from
129 deaths per 100,000 people in 1983 to 47 deaths per 100,000 in 2002, the rate of suicide
increased by 12 percent between 2008 and 2013 and the suicide mortality rate is three times
higher in jail populations than in either prison populations or in the community.*° There are
also clear demographic trends in jail suicides: men incarcerated in jail are 50 percent more
likely to commit suicide than women and incarcerated people who are white are far more
likely to commit suicide than those who are black or Latino (six and three times more likely,

respectively).**

Self-harm in correctional settings is a less well-understood phenomenon but
nonetheless a serious health concern. Historically, research on its occurrence has been
hindered by a lack of consistent terminology as well as ambiguity in defining what
constitutes self-harm or self-injury. (See “Defining suicide and self-harm.”) No comprehensive
national data exist on self-harm in correctional facilities, but recent research indicates that up
to 15 percent of adults and up to 24 percent of young people engage in non-suicidal self-
injury while in custody (defined as “deliberate, self-inflicted tissue damage without intent to
die”); rates are even higher when the person has a mental health disorder (up to 61
percent).»2 Surveillance data from the New York City jail system are also revealing; there
were 2,514 acts of self-injury from 2007 to 2011, with the annual rate of self-injury increasing

significantly during this time period.:3



Defining suicide and self-harm

Although the definition of suicide is generally considered straightforward (defined by the Centers for Disease
Control and Prevention as “death caused by self-directed injurious behavior with an intent to die as a result
of the behavior”), appropriate definitions for various acts of self-harm are debated. The term “self-harm” is
commonly used to define a wide range of behaviors in which people deliberately inflict physical harm on
themselves. Terminology for this behavior varies and may include terms such as “attempted suicide,”

“deliberate self-harm,” “parasuicide,” “self-injury,” and “self-mutilation.”®

One particularly difficult question to resolve is whether and how to include a person’s motivation or “intent”
in definitions of self-harm. While some believe that definitions of self-harm should include those acts where
someone has intent to kill oneself, others argue that the definition should only include acts undertaken
without the intent to die.® Still others argue that self-harm can be defined without reference to the presence or
absence of intent since intent itself is so difficult to assess and since intention may not be relevant to the
physical damage that occurs.® For this report, Vera employs a broad definition of self-harm that includes all
acts leading to direct and deliberate harm to oneself with or without intent to die. The terms self-harm and

self-injury are used interchangeably and the inclusion or exclusion of intent is noted where appropriate.

A full review of how suicide and self-harm may differ in terms of intent, function, and prevalence is beyond
the scope of this report; however, recent literature suggests there are important differences in the people who
engage in self-harm versus those who attempt or complete suicide while in custody. For example, rates of
suicide and self-harm vary by gender, with men more likely to commit suicide in jail but with documented
rates of self-harm significantly higher among women.e Other research suggests that whereas most people
who engage in suicide are engaging in an act that is intended to be life-ending, some people who engage in
self-harm are employing the behavior as a coping mechanism to relieve psychological distress and are not
intending to end their lives.f A better understanding of the differences between suicide and self-harm is thus
important for practitioners, both because self-harm can be a risk factor for suicide and because these

distinctions affect how a person should be assessed and treated.

The reasons for elevated rates of suicide and self-harm in correctional facilities are
myriad, ranging from the characteristics of the population, to the experience of incarceration,
to the common features of the environment. Many people enter the correctional system with

multiple risk factors for engaging in suicide or self-harming behavior, including having a
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serious mental illness and/or substance use problems, a history of trauma, and a history of
self-harm, suicide attempts, and recent suicidal ideation.*4 These individual risk factors,
combined with environmental risk factors, such as the stress of the correctional environment
and the trauma of arrest, place detained people at a particularly high risk for suicide and self-

harm.

In addition to the direct harm caused by these behaviors, staff, or other people who
witness suicidal or self-harming acts, are at serious risk for experiencing psychological
repercussions, such as post-traumatic stress disorder.'> They are also likely to experience
burnout and apathy over time.*® Even having relatively small numbers of people who self-
harm can present substantial challenges to institutions and the people who both work and are
detained there, since self-injurious behaviors consume significant institutional resources

through disrupted routines, higher staffing levels, and security risks.*7

Traditional responses to suicide and self-harm in correctional facilities

Best practices for suicide prevention and response for correctional systems do exist and a
growing body of research establishes the essential components of a reasonable suicide
prevention program in jails and prisons.*® These include initial and annual staff trainings,
intake and on-going assessment, communication procedures, and housing that includes
architectural and environmental safeguards—for example, buildings free of protrusions and
designed to ensure the incarcerated person is maximally visible in any location, procedures
for emergency response, appropriate mental health care, and multidisciplinary mortality
reviews.’ Even so, prevention and review processes for incidents of suicide and self-harm in

many correctional facilities lag in three specific ways, detailed below.

Lack of review processes

When a death in custody occurs, the National Commission on Correctional Health Care

(NCCHC) has standards that stipulate a three-pronged review:



o an administrative review (an assessment of the correctional and emergency response

actions);

o aclinical mortality review (an assessment of the clinical care provided and the

circumstances leading up to a death); and

o apsychological autopsy if the death is by suicide (a written reconstruction of the person’s

life emphasizing factors that may have contributed to his or her death).

The goal of such a review is “to determine the appropriateness of clinical care; to ascertain
whether changes to policies, procedures, or practices are warranted; and to identify issues
that require further study."?° These mortality reviews share many features of sentinel event
reviews but are limited in scope to incidents of death; a sentinel events framework calls for a

broader scope of review for negative outcomes and could include serious, non-fatal incidents.

However, even with standards for review in place, it is clear that many correctional
facilities do not follow them. A national survey of jail suicide, conducted in 2005 and 2006 by
the National Institute of Correction (NIC), found that the majority (63 percent) of jails did not
conduct a mortality review following a jail suicide.* Although no comparable research exists
on the prevalence of reviews for incidents of self-harm, it is reasonable to assume that the
majority of correctional facilities also do not regularly conduct formal reviews when such
incidents occur. The lack of a system-wide, institutionalized response to these events inhibits
an honest assessment of the “error” that, in turn, forecloses opportunities for staff and
correctional leaders to learn from mistakes and prevent future incidents of suicide and self-

harm.

Emphasis on individual versus system responsibility

The criminal justice system has traditionally employed a “retrospective, adversarial inspection
model of quality control” characterized by assigning individual responsibility for

errors.?* Such an approach may prove effective at providing isolated fixes to specific problems
(i.e., eliminating “bad apples”), but it fails to account for the sometimes multiple and complex
root causes of error that are related to underlying system problems and it is divorced from an
ideal of continuous quality improvement—the idea that process-based and data-driven
approaches can improve the quality of a process or service. A robust response to reducing the
problem of suicide and self-harm in correctional facilities thus requires a bolder approach—
one that encourages the reporting of incidents, prioritizes the identification of systemic causal

factors, and looks to develop the capacity for forward-looking and shared accountability.



Inadequate staff training

Most correctional facilities have fairly minimal staff training on suicide and self-harm
prevention. The NIC survey found that 62 percent of jails provide suicide prevention training
to at least go percent of their correctional staff. However, the majority of these trainings were
two hours or less and only 75 percent of those who held trainings did so

annually.®3 Furthermore, it is not clear whether correctional facilities have training on non-
lethal self-harm, which is essential if correctional administrators are to address the important
differences in the underlying mechanisms and motivations for suicide and self-harm (for
example, the differences in the issue of “intent” described in “Defining suicide and self-harm”
above).24 One study found that many prisons use suicide protocols to respond to acts of self-
injury, a response that may be inappropriate if the differences in the motivations and risk

factors for suicide and self-harm are not addressed in these protocols.?>

Using sentinel event reviews to
address suicide and self-harm

The prevalence of incidents of suicide and self-harm in correctional facilities—and the fact
that current responses are often fragmented and fail to account for the multiple systems and
actors (such as health providers and correctional officers) involved in the operations of a
correctional facility—suggest that these events are particularly ripe for a sentinel event

review process.

Although there are various methods for carrying out sentinel event reviews, the RCA
methodology is used most commonly and has the most available evidence for its
effectiveness.?® For example, individual criminal justice systems—such as New York City and
State and Montgomery County, Pennsylvania, which were mentioned in previous examples—
have successfully incorporated the use of RCA methodology into their practices.? In
addition, The Joint Commission encourages the use of RCAs and the Veterans Health

Administration requires that an RCA is conducted for certain adverse events.

In health care settings, a small but growing body of work has shown that the use of
RCA can improve safety and is associated with decreased mortality during hip surgery,

increased survival rates for liver transplants, and fewer adverse drug events.?® There is also



research demonstrating that RCAs can improve collaboration and enhance shared decision-
making in response to errors. For instance, one survey of health professionals who conducted
RCAs found that more than 8o percent of respondents believed RCAs improved work
practices, facilitated teamwork, and improved communication about patients. Another study
found that over 75 percent of respondents who had attended RCA training felt that it enabled
them to improve work processes for the provision of a safer clinical culture.? Indeed, when
an event occurs that results in an undesirable outcome, RCA has been widely adopted as a
powerful method to examine an organization's processes and systems and determine what

happened, why it happened, and what can be done to prevent it from happening again.3°

Certainly, more evaluative work of RCAs—and of sentinel event reviews more broadly
—is warranted. This is particularly true in the criminal justice system, where the feasibility of
conducting sentinel event reviews is just beginning to be established and where research is
needed that examines how sentinel event reviews can improve system functioning and avoid
future errors.3* Even so, the fact that RCAs have been used successfully in a growing number
of criminal justice systems and has long been recommended as standard practice in health
care and other fields suggests the criminal justice field may find great utility in this

methodology.

Steps for conducting a root cause
analysis (RCA)

Outlined below is a sequence of steps for conducting an RCA in response to an incident of
suicide or serious self-harm in correctional facilities. These steps draw on examples from
criminal justice systems that have used RCAs to respond to adverse events, as well as on
guidance documents produced by the Center for Medicare & Medicaid Services (CMS), the
Joint Commission, and the Veterans Health Administration (VHA) National Patient Safety
Improvement Handbook.3? However, the suggested steps are meant to be illustrative rather
than prescriptive. The goal is to demonstrate how conducting an RCA in a correctional
setting could result in a set of recommendations and reforms aimed at reducing the frequency
of suicide and self-harm. The procedure outlined below can be modified to fit the needs of

individual correctional facilities.



1. Identify the sentinel event

The first step in any sentinel event review, including ones that use RCA, is defining what
constitutes a sentinel event for the particular organization. In its policy, the Joint Commission
requires that accredited organizations review patient safety events that fall under their basic
definition of a sentinel event (resulting in death, permanent harm, or serious temporary harm)
or that fall within a list of additional events (such as suicide, unanticipated death of a full-
term infant, and discharge of an infant to the wrong family). However, it also specifies that
organizations are expected to decide how to respond to patient safety events that do not meet
the definition of a sentinel event but may nonetheless be worthy of review—for example a
“near-miss” case.33 Applied to correctional settings, agencies thus have the responsibility for
deciding what constitutes a sentinel event within a facility and what criteria they will use to

identify reviewable events.

While identifying a suicide within a correctional facility as a reviewable sentinel event
may be relatively straightforward since the seriousness of death is so obvious, an important
step for leadership in correctional settings will be to evaluate what incidents of self-harm
should trigger an interdisciplinary review. Correctional settings might focus on incidents
which were nearly lethal or which required significant medical intervention to save the life of
a person in custody. Or they might decide that frequency of self-harm is an appropriate
trigger. Reviewed events need not be the biggest or most notorious; sometimes, smaller
events or “near-misses” yield the most informative accounts because they have less acute
liability concerns. (For more information on liability concerns, see "Concerns about Legal
Liability," located under "Potential challenges for implementation in correctional facilities.")
Stakeholders may also consider “near-misses” successful, because they can cast it as a

potential error that was ultimately avoided.34

2. Gather a multidisciplinary team

Once a review process has been triggered for a sentinel event, the next step is to select the
team members who will be responsible for conducting the RCA. The team generally consists
of a leader who has knowledge of the event and authority in the organization, a facilitator,
and team members (normally a maximum of six).35 The facilitator, once properly trained in
how to conduct a review, assembles and manages the team, guides the analysis, documents
findings, and reports findings to internal stakeholders such as leadership or units that might

wish to apply lessons from the work.3¢

It is important that review teams are multidisciplinary, with staff from all relevant



departments (including health and corrections), and involve those in leadership who have
decision-making authority as well as staff members with knowledge about the processes and
systems of the organization. Some guidelines suggest including, on a case-by-case basis,
individuals who have been directly involved with the incident in the review process, because
they have detailed information of the event, but excluding people who cannot be unbiased
because they are experiencing difficult emotions related to the event.3” Indeed, VHA
guidelines indicate that including any of the people affected by the incident in the RCA is
contraindicated, because their ability to be objective may be compromised, thus inhibiting the
RCA's credibility. However, VHA guidelines go on to indicate that individuals who are
directly involved should be interviewed during the RCA process, so that their knowledge and

suggestions for the future are included 38

There is, of course, a careful balance to be constructed in making decisions about who
to include in the process. For example, the presence of leadership is necessary for bringing
people together and facilitating buy-in, but the inclusion of multiple managers or supervisory
staff may discourage open and honest sharing by lower-level staff. On the other hand, in
correctional facilities that have a strong sense of hierarchy and protocol, lower-level staff
such as correctional officers may be unwilling to share without the explicit permission or
inclusion of leadership. In addition, for organizational and administrative purposes, it may be
helpful to have a staff member who does not participate in the review but acts as a note-taker,
recording minutes, compiling documentation, and tracking “homework” assigned to team
members as well as recommendations made by the team .39 In any case, the people who make
up the RCA team need to have the time to commit to the process, the desire to make
improvements, the ability to cooperate, listen, and communicate, and the authority to ensure

that recommendations are implemented.

3. Describe the event/create a timeline

The first task of the assembled review team is to gather information about the incident and
craft a detailed description and timeline of the event. Information gathering should begin as
soon as feasible after the sentinel event to ensure that witnesses recall the event accurately
and that the results of the review are relevant.4° Review team members can gather
information by interviewing staff members involved in the event, reviewing written
documents such as medical records or policy and procedure manuals, and collecting other
available data, such as physical evidence and video recordings. It is important during this
stage that leadership guarantee to staff that the RCA is confidential and will not be used for

disciplinary purposes.+*

The information the team gathers will be used to create a preliminary timeline of the

event. The timeline is a linear display of the steps that led up to the adverse event and
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accurately conveys the “story” of the event. Every step leading to the event is pertinent. Team
members should agree on the accuracy of the timeline and ensure that any missing
information or inconsistencies have been addressed. Guidance from the field emphasizes that
team members should focus on the facts at this stage and not try to skip ahead to identifying
root causes. According to the Center for Medicare & Medicaid Services, “Jumping to
conclusions about root causes increases the likelihood the team will end up with ‘quick-fix’
solutions that do not address the underlying systems gaps, or contributing factors, and fail to

prevent similar events in the future."+

4. Identify contributing factors

With a complete description of the adverse event, the review team can move forward with
identifying the range of contributing factors. This step is “an inherently creative type of task”
since it involves “generating as extensive a list as possible of potential causes that could have
led to, or contributed to, the occurrence of the event."s3 The idea here is not to initially zero in
on the root cause specifically but to brainstorm with the goal of ensuring the team comes
away with a broad overview of possible contributing factors. Thus, it is important that
everyone on the team is heard during this phase and that no sorting or screening of

contributing factors takes place.

A list of contributing factors is included below along with examples relevant to

criminal justice settings where appropriate:

o Human: Individual limitations and capabilities, such as fatigue or distraction, and

sufficiency of staffing.
o Patient assessment: Timeliness, accuracy, documentation, and communication.
o Equipment: Availability, function, and condition.
o Environment: Lighting, accessibility, safety of cell, and observation/surveillance capacity.
o Information: Accessibility, accuracy, and completeness.
e Communication: Technology, documentation, timing, and hand-off.

o Training/competency: Education, scope of practice, competency assessment,

qualifications, effectiveness, and frequency of training.
o Procedural compliance: Compliance, availability of procedures and policies, and barriers.
o Care planning: Individualization and effectiveness.

o Organizational culture: Response to risk and safety issues, communication of safety

priorities, and prevention of adverse outcomes.44
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Organizations may choose to use different processes for identifying the range of
possible factors that contributed to the adverse event. One possibility is to describe the event
as well as the social and environmental context within which it occurred, and then
brainstorm with the aid of a fishbone diagram. A fishbone diagram is a tool used to
understand the cause and effect relationship between an event and its antecedents. The event
is placed at the right end of a large arrow and the team then writes main categories of causes
on branches that lead off from the arrow. All possible causes in each category are then listed
at relevant branches, with the understanding that not all of these causes will ultimately be
identified as root causes or be deemed worthy of further attention. Figure 1 below shows a
hypothetical example of a fishbone diagram noting contributing factors for a suicide in a
correctional facility. The goal of completing this exercise is for the team to walk away feeling
confident they have identified all possible contributing factors to the event and are ready to

proceed with looking for the root cause.

Figure 1
Example of fishbone diagram for suicide in a correctional facility

’ Screening/Assessment ‘ ’ Communication

Lack of communication about
inmate movement

Lack of privacy & confidentiality

Staff turnover B ;
N during screening/assessment

>

Administrative & clinical staff

Lack of staff trainin,
9 have insufficient contact

-

Poor
Outcome:
Suicide

Facility in disrepair
e

Staff not empowered to fast

" ! No comprehensive Job site designed with
track repairs screening tool poor lines of sight
TR
Bureaucracy ‘ ’ Resources ‘ ‘ Infrastructure ‘

5. Identify the root cause(s)

Having identified the contributing factors to an event, the next stage is for the team to drill
down until they find the root cause or the most fundamental causal factor of the event. There

may be more than one root cause for an event. There are multiple tools available to facilitate
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this process for teams but the “Five Whys” is widely available and relatively easy to use.5 As
shown in Figure 2, the structured process involves asking a cascading series of “why”
questions to discover organizational, systemic, and individual-level factors that explain why
an incident occurred. The team starts by identifying the adverse event and asking the
question, “Why did this happen?” They then continue asking “why” until no new answers

have been found.

Figure 2
Five Whys tool

Problem statement:

(One sentence description of event)

Why?

Why?

Why?

Why?

Why?
Root cause(s)

Figures 3 and 4 below provide two hypothetical examples of how this might occur—the first
in the case of a suicide related to inadequate screening at intake and the second in the case of

an incarcerated person who is hospitalized due to poisoning.
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Figure 3

Five Whys - Screening Assessment

Problem statement:

Individual in jail completes suicide in general population housing

(One sentence description of event)

Suicide by hanging.

Why?

Individual who completed suicide was not on suicide watch.

Why?

Individual was not identified as being a suicide risk.

Why?

Screening form did not adequately address suicide risk.

Why?

perceived as high risk.

Suicide screening protocol was only developed for people

Why? \ Root cause(s)

1. Comprehensive suicide screening protocols have not
being developed for the facility.
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Figure 4
Five Whys - Access to Cleaning Supplies

Problem statement: Individual in jail requires outside hospitalization for poisoning.

(One sentence description of event)

Individual drank bleach

Why?

Individual had access to cleaning supplies/bleach.

Why?

Supply closet was not locked.

Why?

Lock was report broken but not prioritized for repair.

Why?

A major leak in another part of the facility needed attention

first and took up time and resources.
Why? \ Root cause(s)

1. Poor infrastructure
2. Minimal funding for addition maintenance staff

As the examples above suggest, teams must push themselves to continue asking “why” in
order to ensure that they do not stop the exercise prematurely and fail to uncover the root
cause. The Joint Commission suggests that a team has identified the root cause of the event
when they can answer “No” to all of the following questions: 1) “Is it likely that the problem
would have occurred if the cause had not been present?” 2) “Is the problem likely to recur due
to the same causal factor if the cause is corrected?” and 3) “Is it likely that a similar condition

will recur if the cause is corrected or eliminated?"46

Once the root cause has been identified, the team constructs a succinct root cause
statement. The VA National Center for Patient Safety (VA NCPS) and the Joint Commission
recommend that organizations consider a series of guidelines when developing their root
cause statement in order to avoid focusing on individuals and instead seek out system-level

causations:
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o Clearly show the cause-and-effect relationship;

o Use specific and accurate descriptors for what occurred, rather than negative and vague

words;
o Every human error has a preceding cause;
o Violations of procedure are not root causes, but must have a preceding cause; and
o Failure to act is only causal if there is a preexisting duty to act.47
As an example, the root cause statement in the example in Figure 4 might read,
“Because the infrastructure in Facility C has not been adequately maintained in recent years,
and there are a large number of emergency repairs that occupy the time of existing

maintenance staff, maintenance staff were unable to respond to a non-emergency repair

request in a timely fashion.”

6. Develop an action plan

After the root cause(s) have been identified, the team must formulate an action plan for each
root cause.#® The goal of the action plan is to ensure that the same adverse event does not re-
occur in the future. Actions should be concrete and easily understood. Reviewers assign
responsibility for implementing each action, develop a timeline for implementation, and
outline metrics for evaluating their effectiveness. Teams may consider pilot testing actions so

that necessary modifications can be made.4?

The VA NCPS has identified a “root cause analysis hierarchy of actions” in which
actions are ranked as stronger or weaker based on their likelihood for reducing vulnerability.
Stronger actions offer systemic fixes through, for example, changes to the physical
environment or the standardization of a procedure; intermediate actions use systemic fixes
but also rely on individual action (such as checklists or increased staffing); and weaker actions
rely on changes in policies and additional training.5° Teams should aim for corrective actions
with stronger or intermediate ratings. Importantly, the team must consider issues related to
costs, resources, long-term sustainability, and barriers to implementation.5* This is one reason
why it is essential for management to be involved in the development of corrective action

plans.

7. Share lessons learned

16



Once the review is complete, the team prepares a summary report that includes a brief
description of the event, the analysis, the root cause, contributing factors, and the action
plan.5® The report identifies what was learned, who needs to know the information, and how
they will be made aware of it. Such transparency is important for building the culture of
safety and for demonstrating to staff that RCAs are not meant to result in punitive action.
Over time, reports can be compiled in a database that tracks the types of sentinel events that
occur, the root causes, and the action plans that were implemented. This database would
allow a correctional facility to look for trends over time and further refine its safety

procedures.

8. Measure the success of corrective actions

Concurrent with the implementation of an action plan, the final step is to ensure there are
mechanisms in place to measure the effectiveness of the actions. The sentinel events review
team will want to monitor whether the corrective actions were put in place, whether people
complied with the recommendations, and whether the changes have made a difference.53 For
correctional facilities that have standing Suicide Prevention Committees or Quality
Assurance Programs, this might be an appropriate time for the sentinel event review team to
hand off its work and allow the standing committees to provide long-term oversight and

monitoring.

Potential challenges for
implementation in correctional
facilities

The adversarial nature of the criminal justice system and the sensitive topics of suicide and

self-harm will likely mean that there is at least initial resistance to the idea of an additional

review process—particularly one that encourages a deep dive into an adverse event. Indeed,
even as sentinel event reviews are supposed to be non-blaming and forward-looking, it is

inevitable that concerns will be raised about the process and its outcomes. Three areas of
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concern are most relevant here: logistical, interactional, and structural challenges;
confidentiality; and liability.

Logistical, interactional, and structural challenges

The presence of logistical, interactional, and structural challenges means the quality of
reviews can vary widely, that many RCAs will be performed incorrectly or incompletely (and
thus will not produce usable results), and that formulating corrective action plans can be
difficult.54 According to research and reports from NIJ beta sites, there are several examples

for these challenges:

o Logistical: finding enough time to commit to the review process; ensuring the right people
are at the table;

o Interactional: getting consistent buy-in and ongoing cooperation from the team; lack of

honesty among participants; and

o Structural: overcoming adversarial stances between agencies; getting all the information
to the table from various stakeholders; facing legal barriers to data confidentiality

(described further below).55

To ensure RCAs and sentinel event reviews are valuable and sustainable tools for promoting
safety, such challenges should be considered and addressed. It is also important for
correctional facilities undertaking a sentinel event review to have realistic expectations about
the process, to develop clear goals, and to maintain confidence in the investment of time and

resources.

Confidentiality concerns

Concerns about confidentiality may arise with respect to data sharing and the disclosure of
confidential information. Review teams should therefore consider privacy and confidentiality
implications of the sentinel event review process and consult relevant federal, state, and local

laws as necessary. Questions that might be asked, for example, include:
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o Data sharing: Will all team members have access to all documents? Can a thorough and
credible review be completed if not? Is the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) a consideration here?

o Disclosure of confidential information: Can the review team'’s documents be subpoenaed or

discovered in a legal proceeding brought by a third party?

Although a detailed legal analysis of the federal and state laws governing privacy and
confidentiality is beyond the scope of this report, our broad analysis suggests that common
concerns about the limitations imposed by HIPAA on information-sharing in the case of
suicide and self-harm incidents are likely overstated. HIPAA gives fairly broad latitude for
“covered entities"—health plans, health plan clearing houses, and health care providers who
transmit health information in electronic form—to share information with correctional
institutions if it is a) necessary for the health and safety of the individual or other people
incarcerated in a facility or b) for the maintenance of safety, security, and good order of a
facility.5° Even so, correctional facilities may very well need to establish their own forms and
practices to ensure team members understand the importance of protecting confidential

information and team deliberations.57

Separate issues may arise with respect to voluntary or involuntary disclosure of
confidential information: for example, documents produced in a sentinel event review may be
available through a public records request or be discoverable in court action against a
correctional facility or its employees. There are exemptions in most such public records
request laws as well as certain protections against disclosure during discovery. However, the
analysis of whether and how records can be disclosed will depend on the laws in force in a
given jurisdiction, which are too varied to survey here. Agencies should understand their
exposure on these fronts before beginning and include the likelihood of public disclosure as a
risk of a sentinel event review. They should also, however, weigh this risk appropriately and
consider whether the review poses disclosure risks beyond those the facility already faces in
events of suicide and self-harm. Medical records, for example, are generally discoverable in
the event of a lawsuit. For another example, in New York City and State, reviews mandated
by independent oversight committees such as the State Commission of Corrections and the
City Board of Corrections following a death in custody are also discoverable in legal
proceedings related to the death.5® Therefore, documents created during a sentinel event
review are unlikely to lead to any additional exposure for a correctional facility and the cost

of engaging in sentinel event review may be marginal.

Concerns about legal liability

Finally, correctional facilities will have to consider their legal liability not just for possible

exposure of confidential information, but also for the actual event described in a sentinel
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event review. Does a sentinel event review, in and of itself, establish liability against a
correctional facility or individual employees? Here again, it is important to use the liability
inherent in incidents of suicide and self-harm as the scale against which the liability of the
review is measured. Incidents of suicide and self-harm already draw scrutiny, because some
legal precedents have established liability in certain cases. For example, New York's highest
court ruled that the state has a duty to take “reasonable steps” to prevent reasonably
foreseeable harms to residents of correctional facilities, such as acts of violence by others held
in detention.>® In New York, jails and other custodial facilities have that same duty of care in
the context of suicide.® Further, that duty is sustained where an institution or mental health
professional with sufficient expertise to detect suicidal tendencies, and with “control
necessary to care for the person’s well-being,” fails to take such steps.®* Although the
boundaries of this duty of care is New York-specific, the special responsibilities inherent in
custody (for correctional or mental health purposes) are likely to bring a similar duty to bear
in other states, and possibly in federal courts as well. In Estelle v. Gamble, the U.S. Supreme
Court set the duty’s minimum standard: that is, the “deliberate indifference by prison
personnel to a prisoner's serious illness or injury” constitutes cruel and unusual punishment
contravening the Eighth Amendment and creates liability under 42 U.S.C. § 1983, the federal

statute barring deprivations of constitutional rights by state actors.®>

According to one author, “No one in local criminal justice leadership would willingly
expose his or her agency and its staff to aggravated financial liability or gratuitous public
humiliation.” However, he also warns that liability concerns should not be overstated. He
writes, “Criminal justice stakeholders who participated in the NIJ's 2013 roundtable
discussion and in other focus groups and forums seemed to agree that if you are going to be
sued, then you are going to be sued, with or without a sentinel event review process."® As
with concerns about confidentiality, the risks attendant on a sentinel event review should be
taken seriously, but kept in proportion—both to the risks inherent in managing a correctional
facility under any circumstance and to the risks that come with leaving problems
undiscovered and unaddressed. If the core legal obligations set forth in an agency’s
jurisdiction are to prevent reasonably foreseeable harms, broad practice of sentinel event
reviews can be a double-edged sword: improving the agencies’ ability to prevent harm, while

also potentially increasing the number of events agencies can reasonably foresee.®

Both edges of that sword, however, are not equally sharp; even in New York’s test, an
agency that foresees harm is not liable if it takes reasonable steps to prevent the harm from
coming to pass. This gets to the heart of any liability analysis done in anticipation of a review:
it has to be considered in the context of the harm it studies and aims to prevent from
recurring. In addition to their human toll, suicide and self-harm raise the specter of liability.
Integrating and maintaining thoughtful reviews as part of regular agency practice shows, in
itself, a lack of the “deliberate indifference” to harm cited by the Supreme Court. While
liability is rarely the chief concern of a sentinel events review, the reality is that a sustained,
conscientious review process may prevent harm from arising in the first place—and avoiding

harm is the most surefire liability containment strategy of them all.
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Conclusion

The idea of an all-stakeholder, non-blaming, forward-looking error review process has
significant promise for addressing the problems of suicide and self-harm in correctional
facilities. Rather than pointing to individual error as the cause of these incidents or painting
them as isolated cases, a sentinel events approach encourages an ethic of shared responsibility
where all parties work together to understand what happened when someone dies from
suicide or is injured by self-harm and to prevent similar events from happening in the future.
The goal is to create a “culture of safety” that is characterized by an atmosphere of trust,
flexibility, and a willingness to learn about and adjust systems.®> Correctional facilities that
adopt sentinel event reviews will not only demonstrate leadership in the field and contribute
to the development of a new approach, but will also help to instill a new culture within their

facilities that better ensures the safety and well-being of those under their custody.

Although correctional facilities may have to adapt the sentinel event review process
described here to account for jurisdiction-specific issues, these materials identify a way
forward for systems looking to implement a more routine and transparent response to suicide
and self-harm. Instilling an ethic of transparency and accountability in correctional settings is
challenging within a system that is historically adversarial. With leadership and commitment,
however, a sentinel events approach can help correctional systems find partners and

solutions, rather than critics and blame.
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