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	Occurrence Reporting


Definition/Purpose: To define a policy for reporting and tracking any untoward occurrence that happens while a patient/visitor is at the facility. An occurrence is any incident, accident, or event not consistent with normal patient care that results in either actual or potential injury or harm to a patient, and/or visitor. Examples of incidents include falls, medication errors, intravenous infiltration of vesicant/irritant drugs. Incidents may vary in magnitude from minor to life threatening.

Personnel Responsible: Witness of the incident and Clinical Leader

Equipment/Supplies Required:

· Occurrence Report Form

Policy:

All employees are expected to create a safe environment for patients and visitors.  In the event that an incident occurs, the employee is responsible for initiating emergency care and immediately notifying the clinical leader and the attending physician of the incident.

The attending physician, clinical leader and practice manager will evaluate the magnitude of the incident and determine whether the liability carrier should be notified.

Procedural Steps: 

Documentation

A. All incidents must be documented at the time of the occurrence on a separate occurrence form. The documentation is a factual account of the incident and includes the following elements:

1. Patient/visitor identification, including chart identification number 

2. Type of occurrence, e.g., fall, medication error, IV infiltration, etc.

3. A description of the event, including time, place, patient status, intervention provided, follow-up instructions (includes whether an injury was sustained, and whether that injury required treatment or other intervention)

4. Witness statements, if appropriate

5. Notification of the attending physician and the practice leadership, including time

6. Disposition, follow-up, and referral to other agencies/providers

B. The occurrence form is submitted to the clinical manager or department head and is not to be placed in the patient’s chart. A factual account of the incident should be included in the medical record. This should include:

1. Time, place of incident

2. What happened, i.e., the clinical event, including a description of the condition of the patient/visitor during and after the event

3. Any intervention to treat the problem, including physician’s orders

4. Disposition, including discharge, patient education to manage sequelae, transfer to another facility, follow-up appointments

5. Name of individual completing report

6. Date and time report completed

OCCURRENCE REPORT

Patient Information

Name or chart identification number


Date of birth _________________________

Address


Telephone


Type of Occurrence

Fall


Medication error


IV infiltration


Other (describe)


Description of Event

Date


Time


Location


Description of how incident occurred


Intervention provided


Follow-up instructions


Witness statements (if appropriate)


Witness name ________________________

Witness address and phone _____________________________________________________

Is the witness a clinic employee?  Y ________   N _________

Referred to outside agency?  Y______     N______

     If yes, name and date of appointment:


Name of physician notified______________________________ Date and Time __________________

Was the patient examined by the physician? _________________


Name of clinical manager notified_________________________ Date and Time _________________

Name of person completing report ________________________ Date and Time _________________
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