
POLICY & PROCEDURE
INVESTIGATING EVENTS

Policy Statement

As part of a risk management program, offices should utilize an event report to notify the responsible individual within the practice of all events with actual or potential injury to patients and visitors. The event report form also serves to document the event and provide a method to track and trend events over time so that improvements can be made. 

The event reports are for internal use only and should NOT be provided to the patient, visitor, or family member involved.  They are confidential documents and should be clearly marked as such. The event report form should NOT be photocopied once completed and should NOT be placed in the medical record or personnel files.  Documentation in the medical record should NOT reference a report was completed.  All information obtained in the investigation, as well as any additional documents, such as corrective actions, should NOT be stapled to the event report and should be maintained in a separate file, and never placed in the medical record.  
Staff should be trained: 
· When an event report should be completed and by whom 
· To notify the responsible individual promptly of any injuries, loss of life, and/or criminal acts, and defer to appropriate people to contact law enforcement or regulatory agencies
· To treat any and all documents generated as part of the follow-up investigation as strictly confidential, to optimize opportunity for legal protection. 

Definitions
An “Event” is considered to be any happening that is not consistent with the routine or usual operation of the practice, i.e., any deviation from policy and procedure. Injury does NOT have to occur. A “near miss” or the potential for injury and/or property damage is sufficient for an event report to be completed. 

Procedure
When an event occurs, as soon as possible:
1. Ensure that any injured patient(s) or visitor(s) gets prompt medical attention. Safeguard other personnel in the area, if needed.
2. Notify the practice manager (or other designated individual) immediately.
3. Secure the area, and protect (under lock and key if possible) any physical evidence that could be important later (such as equipment used).
4. Document only the clinical facts surrounding the event in the medical record. DO NOT document that an event report was prepared.
5. Collect as much information as possible about the surrounding area before, during, and after the event:

· inspect the incident site immediately, but do not disturb the site unless it presents a hazard

· identify and interview key affected staff, patients and witnesses 

· identify the physician/dentist to whom the event was reported (if applicable) and that individual's response (orders given, exam performed)

· conduct interviews of staff, witnesses and others involved while details are still fresh to them 

· be a good listener 

· keep in mind that the focus is on prevention, so ask open-ended questions

· get the facts, without placing blame or expressing opinions 

· pay attention to unsolicited comments 

· for important points, repeat back what you heard to clarify and confirm facts

· if the event was not witnessed, try to speak with others (i.e. staff, person’s relatives) who might have interacted earlier with the person involved

· depending on the nature of the event, take photographs and measurements; sketch key aspects of the site; secure surveillance videotape, if available 

· collect physical evidence and samples for laboratory analysis, if applicable; physical evidence includes:

· position of injured patients or visitors

· for device/equipment related events, record pertinent serial numbers, manufacturer and model names, settings at time of event; safety or warning devices and/or personal protective equipment that was in use;  refer to P&P: Medical Equipment Management
· materials being used at the scene, including medications/injections/anesthesia/chemicals (records of doses, etc.)

· condition of environment: lighting, temperature, smoke, dust, mist, fumes; housekeeping and sanitation conditions (i.e. spilled liquid on floor or other involved surfaces)
6. Complete an event report (state facts only, not opinions or assumptions).  

· event report forms are most effective when completed by the person with the most knowledge about the event or the person who first becomes aware of or witnesses the event
7. Forward the completed report to the practice’s responsible individual within 24 hours of the event. 

8. The practice’s responsible individual will:

· contact Princeton Insurance and consult with legal counsel, if appropriate (i.e. significant patient injury)

· investigate the event (state facts only, not opinions or assumptions) as soon as possible

· look back over the entire sequence of events that led to the event

· collect background information after immediate investigation at the site (appropriate to event):

· employee records: training information, licenses, certifications, and employment records 

· equipment records: maintenance logs, service reports, work orders, operating manuals, and manufacturer instructions 

· previous incident reports (involving same patient, employee, device or equipment) 

· weather reports (as relevant to location and type of event) 

· review existing documents, including: material safety data sheets (MSDS), job safety analyses, safety audit results, safety committee minutes, product/equipment specifications, equipment maintenance records, policies and procedures, floor plans/mechanical drawings and blueprints

· identify the contributing factors and root cause(s) of the reported event 

· identify lessons learned that will help prevent similar events or near-misses from re-occurring

· present the results of the inquiry, de-identified to protect confidentiality, as quickly as possible to all staff to enhance the value of safety education for clinical and non-clinical staff 
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