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Policy and Procedure: Accident and Incident (A/I) Investigation and Reporting

	Administrative Policy and Procedure

	Subject: Accident and Incident (A/I) Investigation and Reporting

	Approved By: 

	

	Effective: 

	Reviewed/Revised: 12/4/2024






POLICY
It is the policy of this facility to thoroughly investigate any accident and/or incident (e.g., falls, resident-to-resident altercations, alleged cases of abuse, neglect, mistreatment, or misappropriation of property, injuries of unknown origin, serious bodily injury, elopement, etc.). In addition, the facility will follow all Federal and State reporting requirements. 

PURPOSE
An Accident/Incident (A/I) Report is initiated so that the facility can obtain information relevant to each occurrence and conduct a root cause analysis (RCA) to prevent recurrence.

DEFINITIONS

	TERM

	DEFINITION

	ACCIDENT
	any unexpected or unintentional incident, which results or may result in injury or illness to a resident. This does not include other types of harm, such as adverse outcomes that are a direct consequence of treatment or care that is provided in accordance with current professional standards of practice (e.g., drug side effects or reaction).


	AVOIDABLE ACCIDENT
	Occurred because the facility failed to:
· Identify environmental hazards and/or assess individual resident risk of an accident, including the need for supervision and/or assistive devices; and/or 
· Evaluate and analyze the hazards and risks and eliminate them, if possible, or, if not possible, identify and implement measures to reduce the hazards/risks as much as possible; and/or 
· Implement interventions, including adequate supervision and assistive devices, consistent with a resident’s needs, goals, care plan and current professional standards of practice in order to eliminate the risk, if possible, and, if not, reduce the risk of an accident; and/or 
· Monitor the effectiveness of the interventions and modify the care plan as necessary, in accordance with current professional standards of practice.

	UNAVIODABLE ACCIDENT
	An accident occurred despite sufficient and comprehensive facility systems designed and implemented to:
· Identify environmental hazards and individual resident risk of an accident, including the need for supervision; and 
· Evaluate and analyze the hazards and risks and eliminate them, if possible and, if not possible, reduce them as much as possible; 
· Implement interventions, including adequate supervision, consistent with the resident’s needs, goals, plan of care, and current professional standards of practice in order to eliminate the risk, if possible, and, if not, reduce the risk of an accident; and
· Monitor the effectiveness of the interventions and modify the interventions as necessary, in accordance with current professional standards of practice


	ABUSE
	The willful infliction of injury, unreasonable confinement, intimidation, or punishment with resulting physical harm, pain or mental anguish. Abuse also includes the deprivation by an individual, including a caretaker, of goods or services that are necessary to attain or maintain physical, mental, and psychosocial well-being.


	ALLEGED VIOLATION
	A situation or occurrence that is observed or reported by staff, resident, relative, visitor, another health care provider, or others but has not yet been investigated and, if verified, could be noncompliance with the Federal requirements related to mistreatment, exploitation, neglect, or abuse, including injuries of unknown source, and misappropriation of resident property.


	INJURIES OF UNKNOWN SOURCE/ORIGIN

	· The source of the injury was not observed by any person; and
· The source of the injury could not be explained by the resident; and
· The injury is suspicious because of the extent of the injury or the location of the injury (e.g., the injury is located in an area not generally vulnerable to trauma) or the number of injuries observed at one particular point in time or the incidence of injuries over time.


	MISAPPROPRIATION OF PROPERTY
	the deliberate misplacement, exploitation, or wrongful, temporary, or permanent use of a resident’s belongings or money without the resident’s consent.


	MISTREATMENT
	inappropriate treatment or exploitation of a resident


	NEGLECT
	the failure of the facility, its employees or service providers to provide goods and services to a resident that are necessary to avoid physical harm, pain, mental anguish or emotional distress.


	SERIOUS BODILY INJURY
	an injury involving extreme physical pain, substantial risk of death, protracted loss or impairment of the function of a bodily member, organ, or mental faculty, or requiring medical intervention such as surgery, hospitalization or physical rehabilitation. Serious bodily injury is considered to have occurred when an injury results from criminal sexual abuse (see section 2011(19)(B) of the Act).





REGULATORY REQUIREMENTS

F689 Free of Accident Hazards
The facility must ensure that – 
§483.25(d)(1) The resident environment remains as free of accident hazards as is possible; and §483.25(d)(2) Each resident receives adequate supervision and assistance devices to prevent accidents.

INTENT: 483.25(d) 
The intent of this requirement is to ensure the facility provides an environment that is free from accident hazards over which the facility has control and provides supervision and assistive devices to each resident to prevent avoidable accidents. This includes: • Identifying hazard(s) and risk(s); • Evaluating and analyzing hazard(s) and risk(s); • Implementing interventions to reduce hazard(s) and risk(s); and • Monitoring for effectiveness and modifying interventions when necessary.

F610 Investigate/Prevent/Correct Alleged Violations
§483.12(c) In response to allegations of abuse, neglect, exploitation, or mistreatment, the facility must: §483.12(c)(2) Have evidence that all alleged violations are thoroughly investigated. §483.12(c)(3) Prevent further potential abuse, neglect, exploitation, or mistreatment while the investigation is in progress. 
§483.12(c)(4) Report the results of all investigations to the administrator or his or her designated representative and to other officials in accordance with State law, including to the State Survey Agency, within 5 working days of the incident, and if the alleged violation is verified appropriate corrective action must be taken.

INTENT 
The facility must take the following actions in response to an alleged violation of abuse, neglect, exploitation or mistreatment: 
· Thoroughly investigate the alleged violation; 
· Prevent further abuse, neglect, exploitation and mistreatment from occurring while the investigation is in progress; and 
· Take appropriate corrective action, as a result of investigation findings.


F609 Reporting of Alleged Violations
§483.12(c) In response to allegations of abuse, neglect, exploitation, or mistreatment, the facility must: §483.12(c)(1) Ensure that all alleged violations involving abuse, neglect, exploitation or mistreatment, including injuries of unknown source and misappropriation of resident property, are reported immediately, but not later than 2 hours after the allegation is made, if the events that cause the allegation involve abuse or result in serious bodily injury, or not later than 24 hours if the events that cause the allegation do not involve abuse and do not result in serious bodily injury, to the administrator of the facility and to other officials (including to the State Survey Agency and adult protective services where state law provides for jurisdiction in long-term care facilities) in accordance with State law through established procedures. 
§483.12(c)(4) Report the results of all investigations to the administrator or his or her designated representative and to other officials in accordance with State law, including to the State Survey Agency, within 5 working days of the incident, and if the alleged violation is verified appropriate corrective action must be taken.


PROCEDURES
I. STEPS TO TAKE IMMEDIATELY FOLLOWING AN ACCIDENT/INCIDENT OCCURRENCE
1. Ensure that the involved resident(s) is safe.
2. Alert the unit charge nurse and the RN Supervisor (RNS) of the occurrence.
3. Licensed nurse (LPN or RN) to obtain the resident’s vital signs.
4. The RN/RNS to conduct a full body assessment and document findings.
5. The RN to inform the physician/nurse practitioner (NP) and carry out any orders as applicable, including but not limited to:
a. Providing first aid
b. Placing medication orders in the EMR
c. Placing orders for labs and/or radiology in the EMR
d. Transferring the resident to acute care hospital for further evaluation if indicated
6. Inform the resident and/or resident representative of occurrence and follow-up intervention(s).
7. The unit nurse and RNS will document the occurrence and subsequent interventions, as applicable, in the resident’s medical record.
8. The RNS will initiate an accident/incident report and submit to the DNS. 
9. The RNS will initiate or update the incident specific comprehensive care plan as necessary. 
10. The Director of Nursing /Designee is to be notified immediately if a resident has sustained a significant injury (e.g., the injury is located in an area not generally vulnerable to trauma, large bruises, head injury, fractures), a resident has eloped, or an allegation of abuse has been made or witnessed.
11. The RNS or DON/Administrator to inform local law enforcement where applicable.
12. The DON/Designee will report alleged violations to the Dept of Health immediately but no later than 2 hours if the alleged violation involves abuse or results in serious bodily injury or no later than 24 hours if the alleged violation does not involve neglect, exploitation, mistreatment, or misappropriation of resident property; and does not result in serious bodily injury (refer to reporting chart below).  



II. CONDUCTING A THOROUGH INVESTIGATION AFTER AN OCCURRENCE
1. The RNS is responsible for initiating an accident/incident report and forwarding it to the Director of Nursing or Designee for review.
2. The Accident/Incident report will include the following elements:
a. Name of the resident
b. Date/time and place of occurrence/incident
c. Name of the individual making the compliant, where applicable
d. Description of the occurrence, including a description of the environment/scene where applicable
e. Date/time physician was notified
f. Date/time DON/Administrator notified, where applicable)
g. Date/time law enforcement notified, where applicable. Also, include name and badge # of officer(s) notified
h. Summary of initial report/investigation
i. Names/Dates/Times of persons interviewed – include telephone or written statements
j. Reenactment with involved individuals (e.g., resident, staff, visitors) as needed
k. Review of records (progress notes, care plans, medications, video footage, personnel records, etc.)
l. Summary/Conclusion of investigation
m. Corrective actions or interventions put in place to prevent recurrence


III. REPORTING
1. The DON/Administrator/Designee will report any alleged violations related to mistreatment, exploitation, neglect, or abuse, including injuries of unknown source and misappropriation of resident property and report the results of all investigations to the proper authorities within prescribed timeframes as outline in the Table below. 

	
	42 CFR 483.12(b)(5) and Section 1150B of the Act
	42 CFR 483.12(c)

	What is to be reported
	Any reasonable suspicion of a crime against a resident or an individual receiving care from the facility
	a crime against a resident or an individual receiving care from the facility 1) All alleged violations of abuse, neglect, exploitation or mistreatment, including injuries of unknown source and misappropriation of resident property 2) The results of all investigations of alleged violations


	Who is required to report
	Any covered individual, which means the owner, operator, employee, manager, agent or contractor of the facility
	The facility

	To whom
	State Survey Agency (SA) and one or more law enforcement entities for the political subdivision in which the facility is located (i.e., the full range of potential responders to elder abuse, neglect, and exploitation including police, sheriffs, detectives, public safety officers; corrections personnel; prosecutors; medical examiners; investigators; and coroners)

	The facility administrator and to other officials in accordance with State law, including to the SA and the adult protective services where state law provides for jurisdiction in long-term care facilities

	When
	Serious bodily injury

Immediately but not later than 2 hours* after forming the suspicion No serious bodily injury- not later than 24 hours*

*Reporting requirements under this regulation are based on real (clock) time, not business hours
	All alleged violations
· Immediately but not later than 2 hours*- if the alleged violation involves abuse or results in serious bodily injury
· Not later than 24 hours*- if the alleged violation involves neglect, exploitation, mistreatment, or misappropriation of resident property; and does not result in serious bodily injury
Results of all investigations of alleged violations- within 5 working days of the incident




IV. PREVENTING ACCIDENTS/INCIDENTS
1. Ensure resident’s physiological needs (e.g., hunger, thirst, sleep, warmth, etc.) and psychosocial needs (e.g., mental, emotional, spiritual, behavioral, etc.) are met. 
2. Ensure the environment is as free of hazards as is possible. 
3. Listen and acknowledge resident/family/staff/visitor concern(s).
4. Take stock of the issue and try to figure out what is happening, where applicable; avoid escalating the situation.
5. Request/Conduct a medical work up and treat underlying cause as necessary.
6. Request/Conduct rehab evaluation as necessary.
7. Request specialty consults (e.g., physiatry, psychiatry, psychology, etc.) where appropriate for evaluation.
8. Provide assistive devices (e.g., feeding, ambulation, pressure relief, etc.) where appropriate. 
9. Develop or update individualized care plan(s) specific to the area(s) of concern and ensure plan of care is carried out.
10. Involve residents in recreational activities of their choice.
11. Provide education to staff regarding accident/incident prevention and abuse prevention annually and as needed. 
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