CENTRAL STATE HOSPI TAL
PROCEDURE

SUBJECT: CLI ENT ACCI DENT AND | NJURY REPORT

ANNUAL REVI EW MONTH:

Novenber

RESPONSI BLE FOR REVI EW  Nurse Executive (CSH)

LAST REVI SI ON DATE:

January 2004

This procedure provides instructions for conpleting form CSH 464
(Rev. 5/03), dient Accident and Injury Report.

Parti ci pants:

Staff Person in Charge of
Client at time of
Accident/Injury

At t endi ng/ Exam ni ng Physi ci an

Per son Not i fyi ng Client's
Representati ve

Unit Director/ Team Leader/

Nur se Supervi sor/ etc.

Di vi sion Chief/Medical Drector/
Associ ate Nurse Executive

Di vi si on Chi ef

Chi ef Medical Oficer

Drector, Informati on Systens and
Program Eval uati on

Di rector, Health Information
Managenent Supervi sor

Central State Hospital (CSH)
Safety Oficer

Chairperson of Human Rights

Conmittee

Chai r person of the Human Ri ghts

Panel

DATE Ent er
known
TIME Ent er
known

either a date of occurrence (when the date is
or witnessed) or a date of discovery.

either a tine of occurrence (when the tine is
or witnessed) or a tine of discovery.

DEMOGRAPHICS e Stanp the report with the client’s stanp plate in
the right | ower corner.



ACCIDENT/INJURY
INFORMATION

ACCIDENT/INJURY
CATEGORY

For Location of Cccurrence, enter where the incident
occurred, e.g., in the restroom in the recreation
area, on the bus, in the hallway, in the restroom at
EWAC, etc. If you do not know the |ocation of the
client when the injury occurred (like in an
“unknown” or unwi tnessed injury) put “unknown” here.

For Mental Condition, put only the Mental Condition
of the Cient at the tinme the A& occurred. |
unknown, | eave this bl ank.

In your own words, describe what happened, e.g., the
client was pushed by another client and fell and hit
his head on the chair. If the injury is unknown
then put how it was discovered. You do not need to
go into great detail about what the injury was or
how it was treated. Exanple: M. B was found with
a scratch to his back at “injury check.”

There are six major accident/injury categories. Check
only one of the follow ng:

ACCI DENT: FALL (client accidental ly or
unintentionally falls/slips), DO NOI' check this
category if the client is pushed by another client
and falls (see ASSAULT: PHYSI CAL cat egory bel ow),
ACCI DENT: OTHER (the accident/injury is accidentally
or unintentionally caused by the client, another
client or staff and does not involve a slip/fall);
ASSAULT: SEXUAL (accident/injury involving sexual
cont act intentionally caused by anot her
client/staff/visitor);

ASSAULT: PHYSI CAL (accident/injury i nvol vi ng
physi cal contact, other than sexual, intentionally
caused by another «client/staff/visitor), e.g.,
client was intentionally pushed by another client

and fell. If you are filling out an A& on the
client who did the assault, whether or not he/she
was injured, you still need to code this as assault.

Do not interpret an injury that was obtained as a
result of assaulting soneone else as “self-
inflicted”, even though the client “brought it on
hi nsel f.”



TYPE OF INJURY

CHARACTERISTICS
OF INJURY

| ndi cated the responsi ble person in the “Assaul ted by”
space ONLY if you check assault. Then check the
appropriate box to indicate if the “aggressor” was or
was not injured.

Not e: If the aggressor was injured, a separate A&

shoul d be completed. If the aggressor was NOT injured
a separate A& is NOT needed.

e SELF- 1 NFLI CTED: SU CIDE ATTEMPT (self-inflicted
infjury by the client with the intent to conmt
sui ci de) .

e SELF-INFLI CTED: OTHER (accident/injury intentionally
caused by the <client such as self-injurious
behavi or, but not categorized as a suicide attenpt).
Only use this when the client INTENDED to injure
hi m her self, eg SIB. If the injury is accidental,
not intentional, use the Accident category.

* UNKNOMWN (origin of the accident/injury is not
known) .

If no injury fromthe accident, check “No Injury.” If
there is an injury, indicate the specific type(s) of
injury that occurred as a result of the accident. Check
all that apply. |If soneone were to fall or get hit or
sone simlar “injury” but doesn’t have a visible
injury, then check “Qther” in the blank provided. |If
you do not check other, DO NOT PUT ANYTHI NG ON TH S
LINE. Do not repeat what you entered previously about
how t he A& happened.

If no injury fromthe accident, check “Not Applicable.”
If there is an injury, describe the specific
characteristics of the injury by checking all that
apply. This is about the injury, not about the client.
So, unless the client got a head injury and is acting
weird, do not check “Altered Mental Status” for a
scratch on his el bow.



4. 20A
Li censed nurse to conplete the follow ng
SEVERITY/ SEVERI TY LEVEL: Check only one. But al ways check one.
TREATMENT If the client is sent to the ER YOU MUST WAIT FOR

THE CLIENT TO RETURN TO FIND OQUT WHAT THEY DID TO
COVMPLETE THI S PART OF THE FORM

* Check “No Treatnment” when there is no injury or the
injury does not require first aid, nedica
intervention, or hospitalization; the injury may be
exam ned by a clinician but no treatnent is applied
to the injury.

e Check (0) “First Ald Only” when the injury received
S of m nor severity and requires t he
adm nistration of mnor first aid to include the
application of Band-Aids, cleaning of abrasions,
application of ice packs for mnor bruises, and the
use of over-the-counter nedications such as
antibiotic creans, aspirin, acetam nophen, etc. An
order for diagnostic tests such as |ab work or x-
ray with no form of treatnment other than m nor
first aid would al so apply here.

e Check (1) “Beyond First Ad” when the injury is
severe enough to require the treatnent (nore than
mnor first aid, e.g., sutures) of the client by a
| i censed nedical doctor, osteopath, podiatrist,

denti st, physi cian’s assi st ant, or nurse
practitioner, but the treatnment required is not
serious enough to require hospitalization. The

treatnent received may be provided on the unit, at
ER or outside the facility. The nbst comon
exanpl es are sutures and broken bones. For these
types of injuries, an Incident Report nust be
conpleted. It does not matter if they go to the ER
to get this done/diagnosed or if the unit doctor

does it.
o Check (2) “Hospitalization” if the injury received
requires nedical intervention and treatnment as

well as adm ssion as an inpatient to a general
acute care unit within the facility (e.g., MSH) or
outside facility. Check this only if they get
admtted to any acute care hospital, including
MSH.

o Check (3) “Death” if the injury received was so
severe that it resulted in — or conplications
fromthe injury lead to — the term nation of the
life of the injured client.



INJURY SITE
DIAGRAM

POTENTIAL RISK
FACTORS

No. 4.20A
TREATMENT: Check all treatnments that apply. | f
medi cation was ordered, indicate the type of

medi cation on the line next to the Medication box. If
specific treatnment is not |isted, check “Cher” and
specify treatnent the TX line. Again, you do not

have to get too detail ed. This is not a nedica
order form Just put sonething I|ike “Topical
antibiotics and bandage.” Renmenber to check

“Treatnment on the Unit” 1if treated on the unit (note
the specific treatnent in the space provided), check
“Referred to Emergency Departnment” if referred to the
ED, and to check “Sutures” if the client was sutured.

Medi cation ordered would be something I|ike
“Tylenol”; you do not need to wite the dose.

PAI N ASSESSMENT COVPLETED: Indicate “yes” or “no” and
the pain assessnent rating. |f something happened to

the client that warranted you doing this form then
you need to do a pain assessnent of sonme sort. Verba
clients who are able to indicate if they have pain
may sinply be asked if they hurt or if they want sone
medicine. This is a pain assessnent. |f you nake an
assessnent of the presence or absence of pain, you
have done a pain assessnent, and should enter it as
such on this form If the client indicates that
he/ she has pain, then you need to obtain treatnent
for the pain. This question is not asking have you
filled out one of those “pain assessnment” forns.

Using the figures provided, indicate the site of the
injury. Don't forget to do this.

CAUSE OF ACCI DENT/INJURY: Indicate those factors
present at the tine of the accident/injury that MAY
have contributed to or put the client at risk for the
accident/injury. For exanple, if a client who is on
a nedication that has dizziness as a side effect
falls, then the Medication box should be checked, and
the nmedication indicated in the space provided. If a
client fell on a slippery floor, then the
Environnental / Safety | ssue box should be checked. If
you do not know how the injury happened, do not
specul ate, just |eave this blank. If none of these
i ssues apply, DO NOT PUT N A just leave it blank

If you check “Staff Know edge” you are indicating
that the staff had no idea how to take care of the
client or prevent the client from becom ng injured.
Be very careful in your use of this box. The “other”
box is there for you to use if you think that there
was sone other external item or situation that
contributed to the injury.



ENVI RONVENTAL/ SAFETY | SSUES: | f t he
Environnental / Safety |ssues box was checked above,
check all the environnmental/safety issues indicated
that were present at the tinme of the incident and MAY
have contributed to the incident, e.g., did the
client fall from a bed that was left in the high
position? Was the lighting poor? Were the side rails
up or down?, etc. Again, only put what you know to
be true, not what you think happened. I f none of
these issues apply, DO NOT PUT N A, just leave it
bl ank. The “other” box is there if there were other
things in the environnent that contributed to the
injury, such as a pile of boxes that the client fell
over. In this case, you would check other and wite
in “a pile of boxes.” Usually, sonething like this
woul d have been noted in the section where you put
how t he i njury occurred.

PHYSI CAL CONDI TIONS: Check all of the client’s
physical conditions that are applicable. These
physi cal conditions may or may not have contri buted
to this incident, but could be significant when
anal yzing trends and patterns of incidents over tine.
If a physical condition is not |listed, check the
“Qther” box and specify the condition on the I|ine
provided. Do not list all of the client’s diagnoses
here. That is a waste of tine. |If the client has
cerebral palsy that affects the gait, then check
unsteady gait. Alnost everything that our clients
have will be contained in these choices. Only use
the “other” box when you think that the client has
sonet hing that cannot fit into one of the categories,
AND that you think could contribute to accidents or
injuries. An exanple mght be that the client is on
Coumadi n, which would make mnor trauma |ook |ike
maj or trauma because the blood does not clot well.
If this is the case, check “other” and wite in
“coumadi n therapy.”

NOTE: Pl ease check “alteration in nental status” ONLY
when the client’s nental status is altered fromthe
client’s baseline due to the A/l.



WITNESSES

SIGNATURE

FALL RI SK: Check “yes” or “no” to indicate if the
client has been identified by the treatnent team as
at risk for falls. There is no need to wite in the
fall risk rating nunber. Either they are at risk or
not .

OBSERVATI ON CATEQCRY: Check the observation |evel the
client was on at the tinme of the accident/injury.
Remenber, if the client received the injury while in
restraints or time out, then the observation category
must be 1:1.

OBSERVATI ON  CATEGORY FOLLOWED: indicate if the
observation level the client was on at the tine of
the accident/injury was being followed.

RESTRI CTI VE = PROCEDURES: If the accident/injury
occurred during an episode of restraint or seclusion
or time-out, specific which type: behavi or a
restraint, non-behavioral restraint (such as nedica
protective device or adaptive supportive device), or
time-out.

Check *“yes” or “no” to indicate if there were
W t nesses. If yes was checked list nanmes of all
wi tnesses. Don't need to put any explanations here,
j ust nanes.

Staff Assigned to Client: Enter the staff’s nane in
the space provided. Don'"t need to put any
expl anations here, either. Just put the nane.
Assigned Staff SS#: Enter the last four digits of the
staff’s SS#. This is nmerely for tracking purposes.
Staffing Level Met: Indicate whether or not the
required staffing was net at the tinme of the
accident/injury.

Staff Conmpl eting Form Person conpleting formto sign
in the space provided, including the title and date.

At t endi ng/ Exam ni ng Physician to conplete the foll ow ng:

PHYSICIAN
EVALUATION

To be conpleted by the physician. Physician should
indicate “yes” or “no” for representative to be
notified. In the DDD, the physician should always
check yes. If the client is sent to the ER for
eval uation, DO NOI' COWPLETE OR SIGN THI S SECTI ON
UNTIL THE CLI ENT HAS RETURNED FROM THE ED, SO THE
FI NDI NGS AND TREATMENT SECTION CAN BE COWPLETED.
Note if medication was a contributing factor to the
accident/injury. |If you check “yes,” explain. Sign
and date the form



Person notifying client’s representative to conplete the foll ow ng:

NOTIFICATION OF To be conpleted by the staff nenber responsible for

REPRESENTATIVE notification of accidents/injuries. | f t he
representative or client has requested that
notification not be done, indicate this by checking
the appropriate box. |[If the representative is
notified, conplete the requested information, and
sign this section.

Service Director or Designee to conplete the foll ow ng:

MANAGEMENT To be conpleted by the service director or designee,

REVIEW including remarks and any actions taken. |If an
enpl oyee was responsible for the accident/injury,
specify the action taken and provide the last four
digits of the enpl oyee’ s SSt#.

Nurse Executive, Cinical D rector, and D vision Chief or Designees to
conpl ete the foll ow ng:

SIGNATURES NURSE EXECUTIVE, CLIN CAL DI RECTOR, AND DI VI SION
CH EF: Each person is to sign in the space provided
i ndicating a review has been conpl eted, including the
dat e signed.

Di vi si on Chi ef

1. Forward the original form CSH 464 to the chief nedical officer
within four (4) working days from date accident/injury is
di scovered, and forward a copy to the chairperson of the human
ri ghts panel

2. Maintain a copy of form CSH 464 until discharge/death of
client. Forward copy(ies) to division's nedical records
supervi sor upon notification of client's discharge or death.

Chief Medical Oficer

1. Review form CSH 464 and initiate further investigation as
necessary.

2. Forward form CSH 464 to Client Rights Chairperson.

Chairperson, Cient Rights Conmttee

1. Revi ew form CSH- 464 and nake foll owup as required.

2. Forward form CSH 464 to Information Systens and Program
Eval uation Ofice.



Director, Information Systens and Perfornmance Eval uati on

1. Have form CSH 464 revi ewed and fil ed.

2. Upon di scharge/death of the client, notify the office of the
di vision chief to forward appropriate copies of form CSH 464
to division's medical records.

3. Destroy any form CSH 464 of di scharged/ deceased clients upon
receipt fromthe division chief's office.

MONI TORI NG

CSH Safety Director

Summarize client accident data on a nonthly basis and present to
the CSH Environnment of Care Team ldentify trends/patterns and nmake
recommendations for actions t be taken to the CSH Managenent Team

Director, Information Systens and Perfornmance Eval uati on

Prepare aggregate client accident/injury data for presentation in
quarterly review reports, nonthly Pl report, and transm ssion of
rel evant data to the NASMHPD Research Institute.

Chai rperson of dient R ghts Panel

1. Initiate nonitoring of fornms CSH 464 for possible violation of
clients' rights.

2. Make report to division chief of any violation of client's
rights.

Appr oved:

Thi s procedure has been approved by the CMO and CEO on 1/22/04.

At tachment :
Attachment 1: Cient Accident and Injury Report



Attachment |

Page 1 of 2
Central State Hospital
Client Accident and Injury Report
Date: [ ] of occurrence Time: [_] of occurrence AM/PM
[] of discovery [ ] of discovery AM/PM

Accident/Injury Information:
Location of Occurrence: Mental Condition: [_] Quiet [_]| Excited [_|Other
State how accident/injury occurred or what happened:

Accident/Injury Category: Check only one

[ ] Accident:Fall [ ] Assault: Sexual [_] Self-inflicted: Suicide Attempt [ ] Unknown

[ ] Accident: Other [ ] Assault: Physical [ ] Self-inflicted: Other:
Assaulted by: [ ] Aggressor NOT Injured [ | Aggressor Injured

NOTE: If aggressor is injured, a Client Accident and Injury Report must be completed on the aggressor.

Type of Injury: Check all that apply

[ ] No Injury [] Choking [] Head Trauma [] Scratch

[ ] Bite [] Contusion/Hematoma [ ] Laceration/Cut [] Swelling/Edema
[ ] Bruise [ ] Fracture [] Scrape/Abrasion [ ] Other
Characteristics of Injury: Check all that apply

[ ] Not Applicable [ ] Discoloration [ ] Pain [] Skin Broken

[] Bleeding [] Lethargic [] Redness/Erythema [] Swelling/Edema

[ ] Death [ ] Nausea/Vomiting [ | Respiratory Distress [_| Unresponsive
Severity/Treatment:

Severity Level: Check only one Treatment: Check all that apply

[ ] No Treatment [ ] Treatment on the Unit

[ 10 (First Aid Only) [ ] Lab/X-Ray [] Cast/Splint/etc.

[]1 (Beyond First Aid) [ ] Medication: [ ] Head Trauma Protocol
[]2 (Hospitalization) [] Referred to Emergency Department [] Other

[ 13 (Death) [] Sutures

Pain Assessment Completed: [ ] Yes [ INo  Pain Rating: [Junk [J0 [J2 [14 [1e6 [18 []10

Indicate site of injury on diagram to the left.

STAMP PLATE

CSH-464 (Rev. 5/03) Front




Attachment |

Page 2 of 2
Potential Risk Factors:
Cause of Accident/Injury: Check all that apply
[] Environmental/Safety Issues [ ] Abuse [] Physical Condition [ ] Staff Knowledge
[] Medication (Specity) [] Restraint/Seclusion/Time Out [] Other:

Environmental/Safety Issues: Check all that apply
[]Bed Height [] Equipment Failure [ ] Side Rails Up [] Wet/Slippery Floor
[] During Transfer [] Side Rails Down [ ] Tripping Hazard [ ] Other (Specify)

Physical Conditions: Check all that apply

[] Alteration in Mental Status [ ] Hypoglycemia [ ] Hyperthermia
[] Difficulty Swallowing ] Hyperglycemia [ ] Seizures
[] Fragile Skin [] Hypothermia [ ] Unsteady Gait

[] Other (Specify):

Fall Risk: |:| Yes [ ]No
Indicate Observation Category: [ ] Routine [ ]1:1 []LineofSight [ ]Q15Min. [ ]Q 30 Min.
Observation Category Followed: |:| Yes [ ]No

Ifincident occurred during restraint/seclusion/time out, specify type,

Witnesses: || Yes [_]No Witness Name(s):

Unit Staffing Level Met? [ ]Yes [ ]No

Staff Assigned to Client: Assigned Staff SS# (last 4 digits):
Staff Completing Form: Title: Date:
Physician’s Evaluation: Should representative be notified? [ ] Yes [ |No
Findings:

Treatment:

Was medication contributing factor to the accident/injury? [ | Yes [ | No If yes, explain:

Physician’s Signature: Date:

Notification of Representative:
Representative Notified: [ JYes [JNo []Notto be notified at request of: [] representative; [ ] Client
Representative Name:

Method of Notification: |:| In Person [ ] Letter [_] Phone Notification: Date: Time:
Representative Notified by: Comments:

Management Review:

Remarks:
Action taken:
Employee SS#(last 4 digits): Signature: Date:
Nurse Executive/Designee Clinical Director/Designee Division Chief/Designee

Date Date Date

Back



