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Mental Health and Addictions Services Department

Incident Reporting: Category Definitions and Examples

Introduction

The definition for each Category of Incident Reporting is not an exact science. There may be many instances where an incident can be interpreted in multiple ways, with different uses of the categories.  With hundreds of people filling out the IR forms for thousands of IR s each year, there are bound to be some extreme variances in the interpretation of each event.  This handout is meant to provide some guidelines, and perhaps, clarify some of the grey areas.  The data that incident reporting has generated is already having positive benefits for making changes that will improve the health and safety of all residents.

Suggestions: Try to check only one category.  Use a hierarchy to determine the most important event that you are attempting to report.  For example: In most “Assaults” we recognize that there was probably “Threats/Intimidation” too.  But just check the Assault box and give a good description.  We also recognize that with “Assaults” there also can be “Inappropriate Behavior” or “Clinical/Behavioral Change” However, the Assault is the most important category in this group because it could have resulted in serious injury.  We also often see both “Med Refusal” and “Missed Med” boxes checked for the same incident.  If the resident refuses to take the medication or does not come down from their bed when prompted for the medication window, it is a “Med Refusal” only.  So try to keep the reporting to one, maybe two of the most important categories.  If you feel that you need to report on more categories, then use separate forms, don’t try to cram 3 or 4 categories onto one form. There simply is not enough room to properly describe each category event.  If you are using the County’s Template, then there maybe enough room to report multiple categories.  Please number each category and connect it to the appropriate, descriptive paragraph.

Be sure to complete one incident report for each resident involved in the incident.  Only refer by name to the resident that is placed in the Resident Involved slot.  All the rest of the residents reported on that one form are referred to as Peer 1, Peer 2, etc. If the incident cannot be attached to a particular resident, then it may be reported using “No Name” in the space reserved for the name of the resident.  

Try to keep you descriptions of what happened brief, yet complete.  We’ve had 17 page dialogues that could have been condensed down to one or two paragraphs.  Also remember, this information is entered into a database under the 27 different categories only.  You cannot makeup a new category and write it in.  The database, unfortunately, is not that flexible.  We’ve seen such additional categories as “Verbal Assault”, “Emotional Change” and “Inappropriate Sexual Behavior”.  These all can be placed in existing categories.

Category Definitions and Examples:



Type of Incident


Medication Incident
Behavior/Health Incident





 FORMCHECKBOX 
Wrong Drug   
 FORMCHECKBOX 
Assault
 FORMCHECKBOX 
Clinical/Behavioral Change

 FORMCHECKBOX 
Wrong Dose
 FORMCHECKBOX 
Drug/Alcohol
 FORMCHECKBOX 
Inappropriate Behavior

 FORMCHECKBOX 
Wrong Time
 FORMCHECKBOX 
Contraband
 FORMCHECKBOX 
Medical Emergency
 FORMCHECKBOX 
Med Refusal
 FORMCHECKBOX 
Elopement
 FORMCHECKBOX 
Property Harm/Theft/Loss

 FORMCHECKBOX 
Missed Med
 FORMCHECKBOX 
Fall
 FORMCHECKBOX 
Smoking Violation

 FORMCHECKBOX 
MAR Error
 FORMCHECKBOX 
Personal Injury
Exploitation:     FORMCHECKBOX 
Sexual    FORMCHECKBOX 
Financial  

 FORMCHECKBOX 
Med Count Discrepancy
 FORMCHECKBOX 
Self-Harm 
Facility Incident / Other Incidents
 FORMCHECKBOX 
Adverse Reaction
 FORMCHECKBOX 
Threats/Intimidation
 FORMCHECKBOX 
Unlocked doors/windows

 FORMCHECKBOX 
Other Med Error
 FORMCHECKBOX 
Medical Change
 FORMCHECKBOX 
Unsecured equipment/ supplies


    




         FORMCHECKBOX 
Other Incident (Please explain below)
There are 28 different categories of Incident Reporting.  9 of these are Medication Incidents, 16 are Behavioral/Health Related Incidents, and 3 are Facility or Other Incidents.  We will start first with the Medication Incidents.

Medication Incidents:

Wrong Drug:  This is used when a resident is given someone else’s medication, or even his or her own medication, but the wrong pack is used.  This can apply even if the dose and time are correct, but it is from someone else’s pack.  This also can apply if they are given their own medication: for example they’re given the correct medication, at the correct dose, but out of the HS pack instead of the AM pack.  The bottom-line is that even though they were given the correct dose at the correct time, it was from the wrong pack.  The potential for a worse wrong drug was there, so it is recorded as a wrong drug.

Example:        Resident A received the correct dose of Atenolol at the correct time, but it was from Resident B’s pack.

Resident A received the correct dose of Atenolol at the correct PM time, but it was from Resident A’s AM pack.

Resident A received a dose of Resident B’s Atenolol, but Resident A does not have a doctor’s order for Atenolol.

Wrong Dose:  This is when a resident received the wrong dose from their pack.  They have a doctor’s order for the medication, and have the medication on hand; it just is given at the wrong dose. 

Example: 
A pill sticks inside the bubble pack, and the resident received only one pill instead of 2 of his medication.

A resident is given an inhaler that by doctor’s orders, they are to take 2 puffs from and instead, they quickly take 4-5 puffs.  

A resident is suppose to get 11 units of insulin, but instead gives themselves 6 units.

Wrong Time: This one is pretty self-explanatory: the Resident has a doctor’s order for the medication given, but it was given outside of the medication window.  This applies for even when there is approval given for the dose by an RN / PCP / or other LMP.  It establishes that the resident is not receiving their medication at the prescribed time, regardless of approvals.

Med Refusal:  This is when the resident refuses to take any medication with a doctor’s order.  This does not apply to PRNs.  This also applies to any other medical procedure or process that is listed on the MAR.  For example: weekly weight, CBGs, or 20 minutes of exercise.  If the resident outright refuses, even one medication out of 20 that they are taking, there should be an IR filed.  If a resident refuses to get out of bed and come down for their medication, that is a Med Refusal.  If they “cheek” a medication, that is a Med Refusal.  If they immediately go to the bathroom and force vomiting, that is a Med Refusal.  If they attempt to deceive that they are taking a medication but are not, that is a Med Refusal.

There often is some confusion about CBGs, Weekly weights, Prescribed Exercises and other Medical procedures being included in this category.  Just remember; if the client refuses anything that has a doctor’s order, then it’s a “Med Refusal.” 

Examples:
Resident is told to come down and take their medication but they stay in bed or ask that the med be brought to their room.  After 3 attempts, they still won’t come down.  That is a Med Refusal.

Resident refuses to take a medication claiming that his doctor has DC’d it.  No DC has been received.  Until the medication is officially DC’d, it’s a Med Refusal.

Resident is prescribed 2 pills of a medication, but refuses to take 2 and will only take one; this can be a med refusal or a wrong dose.  Since they are taking a partial dose, we would probably opt to call it “Wrong Dose”.  

Resident refuses to exercise 20 minutes today as ordered on MAR.

We have some cases where a PCP has “ordered” a resident to stop smoking, and this becomes an issue that smoking becomes technically a “Med Refusal” to follow doctor’s orders.  This becomes most burdensome when a resident smokes multiple times, daily which generates multiple Incident Reports.  In order to reduce paperwork, and still document resident’s failure to comply with smoking cessation, it is not required to complete an IR for every cigarette a resident smokes, as long as a record of some kind is kept to document that the resident is still smoking.  This could be entered in the daily or monthly progress notes, or similar to keeping track of water intake, a daily count may be done to document the level of smoking.  The purpose of the incident reporting is not to document every cigarette that a resident might smoke, but to document if they are not complying with orders.  If so desired, For example: a facility may report a Med Refusal that the resident has smoked XX cigarettes in the last 7 days, taking the number from their other records.  This at least documents that the resident is not complying with the doctor’s order to quit smoking.
Missed Med:  This category is used when a resident has actually missed one or more medications at any medication window.  He/She has not refused the medication; they just didn’t receive it for a number of reasons.  Remember, it’s either a Missed Med or Med Refusal, very seldom is it both.

Example:  
The pharmacy either has not delivered the medication in time for the next dose, or staff has failed to order a refill in time for the next dose.

The resident is out of the facility at the time for the medication and forgot to pack out a dose.

The resident is not around for the dose because they have either eloped or are hospitalized.  For Elopements or Hospitalizations, it is only currently necessary to file one IR per week to document that the resident has not been available to receive the medication (dates and times should be listed).  This eliminates the inflation of data because someone is not at the facility.  In the future, we may totally eliminate the reporting of Missed Meds while the resident is either hospitalized or eloped.

IMPORTANT CHANGE AS OF 2/1/12: 
MISSED MED; If a resident is taken to the hospital AND admitted, you do not need to file Incident Reports for Missed Medications during the time they are in the hospital.  If a resident is admitted for Rehabilitation and/or a skilled nursing facility (SNF) you do not need to file for missed medications during their stay.  If they are only seen at the ER, not admitted, and discharged after a few hours but missed a medication, you DO need to report that Missed Med.  

If they are admitted to the hospital, you need to file one incident report for Medical Emergency, or Clinical / Behavioral Change, documenting that the resident has been admitted to the hospital for a physical or mental problem.

-- 
MAR Error:  This involves any irregularity in the MAR that could result in other medication errors such as wrong dose, missed med, wrong time, wrong med, Adverse Reaction.  There either is no order, but the MAR has the dose and time, or there is an order, but there is no entry into the MAR for the medication.  Also, we see cases where an order has been DC’d but the medication has been continued in the MAR and for some reason, the pharmacy continues to fill it.  This can occur when there is a change of the LMP / PCP.  While technically, this could be called “Wrong Medication” it is probably more accurate to report, “MAR Error” because this gets closer to identifying the cause of the error.  It may be all right to report both, “MAR Error” and “Wrong Med” or “Wrong Dose” because one caused the other to occur.

Example:  
A medication was increased and a new order placed in the MAR but the MAR was not updated and the old dose was continued to be given because of the MAR error.  This also could be Wrong Dose, but if it is determined that the cause of the Wrong Dose was a MAR error, then I would be inclined to record the cause of the error. 




No order is found for a medication on the MAR




Order is found, but medication not listed on MAR




Incorrect dose of medication listed on MAR, doesn’t match order.




Staff forgot to document PRNs that were given.




No follow-up documented for a PRN.




Missed med not documented on MAR.

Med Count Discrepancy:   This is used whenever there is a discrepancy in the controlled substance inventory.  This also helps to document that proper procedures were followed to correct the med count discrepancy.

Adverse Reaction:
This is used anytime that there is a strong correlation between a given medication and the adverse reaction.  The PCP should be notified of any suspected adverse reactions and there should be follow-up care in ER or physician appointment.

Other Med Error:
This is used for dropping/spilling meds while administering meds, or for meds found on the floor.  Also, if you just can’t find an appropriate category for an incident that involved medications or doctor’s orders, you can place it here.

Behavioral/Health Related Incidents

Assault:
This is used whenever there is actual unwanted physical contact.  This includes punching, scratching, slapping, spitting, hitting with any object or any thrown objects that strike the victim.  Two IR s should be completed; on for the person doing the assault and another for the person that is the target of the assault.  If it is an attempted assault without contact, then it falls under either “threats / intimidation” or “Inappropriate Behavior”.

Drug/Alcohol:
This is used for any situation that involves the use or attempted use of drugs or alcohol.  If a resident returns to the facility with alcohol on their breath, or a UA or breath test is positive, then this category is reported.  If Drug or alcohol are suspected but not confirmed, this modifier can be placed in the comments of the incident report.

Contraband:
This is used when anything is found where it should not be.  

Examples:
3 soda pop cans and 2 bags of chips found in Resident’s room



Razor blades found in bathroom of Resident’s room.



NoDoz found in resident’s room.



OTC meds found in resident’s room.



Cigarettes found in resident’s room.



Lighter found in TV room.

Elopement:
Any time that a resident leaves a facility without notification, pass or approval or leaves a group during an outing without approval.  The question is when does it become an elopement?  Is there a time limit or distance?  Our thinking is that there probably is no time limit.  5 minutes or 5 days.  Distance; if they are off the property without permission or going through the correct process for leaving, then it could be classified as an elopement.  But most of the time, we leave it up to the administrator / staff when to call it an elopement, versus something else.  Often staff is involved in attempting to get the resident to return to the facility and are walking with the resident.  So, again, that is up to the facility what to call it.  If a resident has eloped, missed medications may be reported once every 7 days.  Once you report the elopement, don’t repeatedly check the elopement box on any further incident reports filed; such as missed meds.  It is only necessary to report the elopement once for every time that the resident has left the facility without approval.  This eliminates elopement being entered into the data base multiple times for one elopement.

Fall:  
This is an important category because of multiple medical problems and medications; a resident may be more susceptible to falls.  By the documentation of these events, any increases in frequency of a resident may indicate the need to see a PCP to consider medication changes or addition of ambulation assist devices.  A high percentage of injuries occur as the result of falls.  Often the falls are a result of the resident not using a walker or cane as prescribed by the PCP.  This also may indicate the need for a higher level of care.  Falls need to be documented and your Incident Reports do this.  

Personal Injury:
This is any injury that requires some kind of medical attention.  Even the need of cleaning a scrape and placing a Band-Aid should be documented.  This protects the facility, as well as the resident.  

Self-Harm: 
This is any attempt at hurting themselves, whether successful or not.  If it is “gestures” or “posturing” then it should probably be placed as “Inappropriate Behavior”. 

Threats/Intimidation:
This can be verbal or nonverbal.  Name calling, profanity directed at someone, outright threats, aggressive posturing, violation of personal space, throwing objects at someone but not hitting them, or offensive hand gestures.  Racial or sexual verbal slurs, any pressuring of another individual such as attempting to borrow money, cigarettes etc.

Medical Change:
Any physical change that does not require immediate transport for medical attention.  If a resident is admitted to the hospital for a scheduled procedure, this may be used.
Examples: 
CBG taken: Blood sugar found to be slightly high.  Follow Doctor’s order, increase fluids and recheck in ½ hour.

Resident vomited into wastebasket.  Feeling much better.

Resident’s BP is 96/50, pulse 52 BPM, hold atenolol per doctor’s order. If there is a doctor’s order to hold medication because of high/low BP, then this is NOT a missed med; it is a “Medical Change”.

Resident is running a low grade fever, will push fluids.

Clinical/Behavioral Change:
Any sudden change from baseline.  This is a difficult category because it often overlaps with “threats/intimidation” or “inappropriate behavior”.  But if a person is suddenly responding to internal stimuli that they haven’t previously had or it has increased to cause noticeable changes, or sleep patterns have suddenly changed, or there are other indications of significant changes in baseline, then this category is used.  Sometimes, a recent change in medication may cause a clinical/behavioral change.

Inappropriate Behavior:
This is a frequently used category.  If the cause can be better defined by using another category, then consider using that instead of this one.  Most of the other behavioral categories could be sub-categories of Inappropriate Behavior.  If it doesn’t fit any other category, then use Inappropriate Behavior.

Examples:
Resident was smoking in their room.



Resident was found peeing on side of the facility.



Resident was found naked in the common area.

Resident bought a caffeinated drink on outing when she is not supposed to have caffeine.

Medical Emergency:
This is used for any medical change that requires either calling an ambulance with EMTs doing an evaluation, or transporting the resident to the hospital ER.  Sometimes, a resident will be transported by the staff or take a cab to the ER.  This is still a Medical Emergency.  Bottom line, if they are seen by ambulance personnel, a hospital ER or unscheduled PCP visit, it is a Medical Emergency.

Examples:
Resident is short of breath and complains of chest pain.  Ambulance called, EMTs decided to take him to the hospital.

Resident feeling very ill, nondescript stomach pain.  Called a cab and went to hospital ER.

Resident is feeling unsafe, wants to go to the hospital.  Transported by staff.  This could be considered to be a Clinical/Behavioral Change, however, since the resident went to the hospital ER, it would be considered a medical emergency.

Property Harm/Theft/Loss:
This involves the damage, theft or loss of any physical objects / structure at the facility.

Examples:
Resident tore the phone off the wall.



Peer One’s wallet was found in Peer Two’s room.

Food is missing from the refrigerator. Wrappers found in Resident Four’s room.

Resident kicked over the TV and broke it.

Smoking Violation: Smoking or attempting to smoke in an inappropriate place or time.  Must be seen or admit to smoking.  Just smelling smoke or seeing smoke is probably not enough evidence.  (If repeatedly seen, then the preponderance of evidence is higher)  Finding matches /lighters is “Contraband” as is cigarette ashes or butts.
Sexual Exploitation:
This is a very sensitive area and the use of this category will cause investigation by Adult Protective Services. (APS)  This involves the coercion of one resident to perform sexual favors for another resident. Other individuals may be involved such as a visitor, or staff.  Sometimes, the victim is determined not to be sexually competent.  The coercion may be in the form of threats / intimidation or bribes.  The term of “capable” or “incapable” of making appropriate sexual decisions is currently being looked at.  There is currently a lot of work being done to attempt to arrive at legal standards / definitions for acceptable sexuality of our residents.

Financial Exploitation:
This is another sensitive area.  The same pattern develops as Sexual Exploitation, and the use of this category will cause investigation by Adult Protective Services. (APS)  This involves the coercion of one resident to give money or goods to another resident.  Other individuals may be involved such as a visitor, or staff.  The coercion may be in the form of threats / intimidation or bribes.

Facility Incident / Other Incidents

These categories are sometimes submitted with no resident's name included.  This is fine as we do have a way of tracking the facility incidents (No Name).  Sometimes, these incidents may be applied to a resident.  

Unlocked door/windows:
This is used when staff does rounds, especially in the night to check that all doors and windows are locked.  This is important because we have had several incidents involving the entry of strangers into a facility at night, stealing things such as DVD players, TVs, going into the kitchen and preparing a meal, or entering resident’s rooms and attempting to climb into their beds.  It is also important to check for locked doors to areas that are off-limits to residents.  Some facilities have basements that are dangerous, and not up to OAR standards.  The doors should remain locked, except when staff needs to enter or exit.

Unsecured Equipment/supplies: 
This is used for such incidents as the Sharps drawer being left unlocked, the laundry supplies being left unlocked, or caustic cleaning supplies being left out and not locked-up.  Even storage sheds should be locked because of dangerous items that are stored there. These all present a real danger to some of our residents.

Other Incident:
Every list must have a “catch-all” category and this is it.  Anything that you cannot fit into any of the above categories then is placed here.  Please be sure to give a good description of the incident so that we can understand what happened and how it was corrected.  If we can, we often will move IR s from this category to another, based on the description.

This attempt at defining each Incident Category is just a beginning.  As time goes by, it may be anticipated that changes and modifications will be made to the definitions.  I’m sure there have been some unanticipated situations that I have not addressed in this first document that will be brought up.  By at least having some uniformity to the reporting criteria, the data in the database will also be more uniform and accurate. The data that you’re reporting, are already having positive results on the resident’s health and safety.  At each relicensing, the administrator of the facility receives a report for the past 2 years showing “Calibrated Benchmarks” that take into consideration the type of facility, number of residents and number of months of data.  These are compared to the facility’s incident reporting numbers and trends can be determined and specific problems or excellent scores can be identified.  This has become a very important feedback tool.  
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