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CLIENT INJURY AND INCIDENT REPORTING PROCEDURE
Purpose

The purpose and objective of an incident review procedure for Bluebonnet Trails is:

A. To establish a procedure which insures aggressive Interdisciplinary Team intervention in situations involving known and unknown injuries and/or incidents to individuals served by  Bluebonnet Trails Community Services.

B. To provide a data base to assist in identifying trends or situations which need intervention or resolution.

C. To provide a standardized flow of the Injury\Incident Report Form and other related paperwork to insure it is handled efficiently and correctly.

Responsibility

IT IS THE RESPONSIBILITY OF EVERY STAFF MEMBER TO REPORT ALL INCIDENTS ACCORDING TO THIS PROCEDURE.

Definitions

Critical Incident: A critical incident is an unexpected episode or occurrence, which results in a serious negative outcome to a Bluebonnet Center client, employee or a visitor to a Center facility.  Examples of a critical incident include the following: 
· Suicide attempt requiring medical attention by a client receiving residential services

· Harmful adverse reactions to a medication prescribed by a Bluebonnet Center physician that results in hospitalization.
· Medication error that results in hospitalization if the medication is prescribed by a Bluebonnet Trails physician.

Incident: An incident is an unexpected episode or occurrence which involves a Bluebonnet Center client, employee, or a visitor to a Center facility which results in or could have resulted in an unsatisfactory outcome to the individual.  Types of incidences include:

· Consumer injury, including self injuries
· Medical emergencies (seizure, heart attack) which require medical attention or CPR.

· Each application of restraint of hold by a staff member.  Note that restraint documentation form must also be completed.

· Vehicle accidents

· Client receiving residential services acquired infection directly related to Bluebonnet Center practices and resulting in the need for medical care.

· Unplanned departures

· Death of a client enrolled in a non-residential Bluebonnet Center service.

· Medication errors that do not result in hospitalization.

Incident Report: A detailed account of a non-routine occurrence made in compliance with Center policy and procedure on Incident Reporting, using the Center-designated form.

Medical Emergency:  An event in which an individual receiving Bluebonnet Trails services demonstrates symptoms of an acute illness or incident (not an injury) and requires emergency face to face contact from medical personnel, such as a nurse, doctor, paramedic or is taken to a doctor’s office or Emergency room.  This includes any use of CPR or chocking protocols.

Sentinel Event: A sentinel event is an unexpected occurrence involving death or serious physical injury or psychological injury not related to the natural cause of the client’s illness or underlying condition. Examples include:
· Any client death, paralysis, coma or other permanent loss of function associated with a medication error or Bluebonnet Center health care acquired infection.

· A fall that results in death or major permanent loss of function as a direct result of the injuries sustained in the fall.

· Suicide of any client receiving care, treatment, or services in a staffed around-the-clock setting.

· Any elopement, i.e. unauthorized departure, of a client from an around-the-clock care setting resulting in a temporally related death (suicide or homicide) or major permanent loss of function.

· Rape, as defined as non-consensual sexual contact involving a client and another client, staff member, or other perpetrator while in a Bluebonnet Center facility or on a Bluebonnet Center sponsored activity.  This includes oral, vaginal or anal penetration or fondling of the client’s sex organ by another individual’s hand, sex organ or object.  One or more of the following must be present to determine reviewability:  any staff-witnessed sexual contact as described above, sufficient clinical evidence obtained to support allegations of non-consensual sexual contact, or admission by the perpetrator that sexual contact, as described above, occurred on the premises.

· Assault, homicide, or other crime resulting in death or major permanent loss of function of a client while in a Bluebonnet Center facility, or on a Bluebonnet Center sponsored activity.

· Abduction of any client receiving care, treatment, or services in a staffed around-the-clock setting.

Unusual Incident: An event that occurs that is not a regular part of doing business.  An example of this would be willful property damage, or an unusual staff and client interaction.
Action Steps When an Incident, Critical Incident, or Sentinel Event Occurs
When an incident, critical incident, or sentinel event (hereinafter referred to as an “incident”) occurs on the premise of a center facility or during an activity supervised by center staff, the staff member shall undertake steps 1 – 6  in the order stated, unless the safety and well-being of clients or staff dictate a variation.  
1. Eliminate the risk of further harm, or damage to the emotions of the person(s) involved;

2. Secure the area, calm and control the person or persons involved in the incident, and if necessary, remove the people from continued risk to ensure safety;

3. Obtain medical attention for any individual as indicated by center policy;
4. Call the police, sheriff’s department, or other law enforcement agency if appropriate;

5. If necessary, secure the area so that any witnesses are identified and any physical evidence is immediately secured for safekeeping, testing or analysis;

6. Complete an Incident Report and fax to the Director of Quality Management or their designee.  This must be done within 24 hours of the incident occurring, and one hour after a critical or sentinel event.  Forward the original copy of the form to the Quality Management department.  Do not file a copy in the consumer’s record and do not release the report to an outside party.

7. The Quality Management Director may direct an internal investigation.
Incidences that may be the result of abuse or neglect must be reported to the Texas Department of Family and Protective Services: 1-800-647-7418

Disposition of Incidents, Critical Incidents, and Sentinel Events
All incidents, critical incidents, and sentient events must be reported to the Director of Quality Management or her designee, for review, categorization, and assurance of timely attention to safety issues.  The Director of Quality Management shall consult staff and legal council as necessary and will be responsible for forwarding the information to the appropriate committee in accordance with approved procedures.  She will also be responsible for ensuring reportable events are communicated to Central Office.  Investigations and actions following the death of persons served, regardless of whether the death is an incident, critical incident or sentinel event will be made pursuant to the HHSC’s rules and regulations.  
