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Unusual Incident Investigations
Stark County Board Provider Meeting

About the Department
The Ohio Department of Developmental Disabilities
(DODD) oversees a statewide system of supports and
services for people with developmental disabilities
and their families. DODD does this by developing
services that ensure an individual’s health and safety,
encourage participation in the community, increase
opportunities for meaningful employment, and
provide residential services and support from early
childhood through adulthood.
Mission and Vision
The Ohio Department of Developmental Disabilities is
committed to improving the quality of life for Ohioans
with developmental disabilities and their families.
Offering support across the lifespan of people with
developmental disabilities, the department oversees a
statewide system of supportive services that focus on
assuring health and safety, supporting access to
community participation, and increasing opportunities
for meaningful employment.
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Protecting the health and welfare of individuals supported in
Ohio is of the utmost importance. In that regard, Ohio works
diligently to build collaborative working relationships with service
delivery partners focusing on reporting, investigation and
prevention. The critical incident reporting system in Ohio (MUI
System ) is a robust, quality improvement process that counts on
participation from individuals, families, providers, county boards
and other constituents. Working together we can provide services
that allow individuals to enhance quality of life outcomes while
managing risk and protection from harm. Thank you for the work
you do and the lives you change every day.

Today’s Discussion:
• Your Role in the Health and Welfare Process
• Why Unusual Incidents (UI) Investigations are so important
• Defining Unusual Incidents
• Reviewing Immediate Actions
• Steps for investigating UIs
• Other UI requirements
• Available resources
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Your role in
investigations
Prevention
Advocacy
Protection
Reporting
Investigating
Communication

It’s More Than a
Critical Incident Report System…
It’s a Health and Welfare
Quality Improvement Process
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Ohio’s Health and Welfare System
Incident
(Unusual or
Major Unusual)

Immediate
Actions

Identify Cause
& Contributing
Factors

Prevention
Planning

Investigation
Initiated

Current State
• Neglect MUIs are down 29% YTD
• Providers are doing more UI investigations
• Quality UI investigations have prevented some MUIs,
injuries, etc.
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Role of the Provider in UI Process
Independent Provider:
• Immediate Actions.
• Write an incident report.
• Notifications-guardian and send incident report to
SSA (designee) the first working day following the
day the incident was discovered. Other providers
when necessary.
• Identify causes and contributing factors.
• Collaborate on the development of prevention plan
and implement.
• Complete UI log monthly and review for patterns
and trends-corrective actions for trends.
• Send UI logs to county board upon request (random
sampling).
• Work with team to ensure that risks associated with
UIs are addressed in the plan.

Agency Provider:
• Immediate Actions.
• Write an incident report.
• Notifications-guardian and others per plan.
Notify other providers when necessary.
• Identify causes and contributing factors.
• Investigate (send CB upon request).
• Collaborate on the development of prevention
plan and implement.
• Complete UI log monthly and review for
patterns and trends-corrective actions for
trends.
• Send UI logs to county board upon request
(random sampling).
• Work with team to ensure that risks associated
with UIs are addressed in the plan.

Defining Unusual Incidents (UI)s

“Unusual incident" means an event or occurrence involving an individual
that is not consistent with routine operations, policies and procedures, or
the individual's care or service plan, but is not a major unusual incident.
Unusual Incident includes but is not limited to;
•
•
•
•
•

Dental injuries;
Falls;
Injury that is not a significant injury;
Medication errors without a likely risk to health and welfare;
Overnight relocation due to fire.
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Defining Unusual Incidents (UI)s
• Natural Disaster
• Mechanical Failure
• Incident involving two individuals served that is not a Peer-to-Peer
act that is not a major unusual incident;
• Rights code violations
• Unapproved behavioral support without a likely risk to health and
welfare.
• Emergency room or urgent care treatment
• Program implementation incidents

Program Implementation Incidents
An unusual incident involving the failure to carry out a personcentered plan when such failure causes minimal risk or no risk.
Examples include, but are not limited to, failing to provide
supervision for short periods of time, and automobile accidents
without harm.

An individual’s staff is there to provide overnight support in case he
has a seizure. The staff self-reported she fell asleep for 10 minutes.
John was checked on and fine. He suffered no adverse effects.
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Program Implementation Examples
• An individual with eyes on supervision walks away from staff while they
are paying for groceries. The individual makes it to the front door before
staff catches up to them.
• An individual is riding in a car driven by staff. The individual tried to
open the car door while the vehicle is moving. The staff engages the
child safety locks to prevent the individual from opening the door.
• An individual is dropped off at home with no staff present. The individual
uses his key and enters the home. The individual is home alone for an
hour. There is no known risk to the individual.

Immediate Actions
Before looking into what happened, you must intervene to ensure immediate actions
have occurred. Always document what actions were taken following the incident:
Checked for
Injuries

Called
911

Initiated First Aid

Contacted the
Doctor

Secured the
money

Made sure
individual had
food

Picked up needed
meds

Notified Law
Enforcement for
criminal acts

Contacted County
Board/IA

Separated the
individuals

Removed the PPI
when appropriate

Nursing
Assessment

Taken to E.R.

Called Poison
Control

Provided
additional staffing
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Unusual Incident Investigations
• Determines what happened
• Identify root cause and other contributing factors to aid in
developing a prevention plan that:
• Decreases the chances of it happening again
• Minimizes the risk of injury for all involved
• Improve outcomes for individuals served
• Focus on outcomes

Steps For Conducting UI Investigations
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Review the Incident Report
Does the information given by staff explain:
Who

What

What happened prior (antecedent)

When
Where

What were the individual(s) and staff doing prior

Review Other Documentation
•
•
•
•
•
•
•
•
•

Medication Administration Records
ISP
Staff notes
Urgent Care/ER visit notes
Nursing notes
Maintenance records
Schedules
Financial ledgers and receipts
Training records

What other documents could aid in your investigation?
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Conduct Interviews
Talk to anyone who can provide information:
• Those involved -witnesses
• Individual(s)
• Family Members
• Staff
• Medical Personnel
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Scene Assessments and Photos
• Sometimes going to where the incident occurred can
provide additional insight.
• Reviewing photos of injuries or incident locations are
important when conducting your investigation.
• Always ask, does this make sense based on what I
learned and what was reported.

Review all the Facts
• If there is an injury, does it match what was reported and/or
documented?
• Are the interviews consistent with what is documented?
• If not, you may need to obtain more information or consult
with the County Board
• Incident specific not based on historical information
• Be careful of bias
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Causes and Contributing Factors (CCF)
It is important to identify the cause(s) and contributing factors so
we can prevent the incident from occurring again.
According to Dan Guzman…
• Cause is a condition that produces an effect; eliminating a cause(s)
will eliminate the effect.

• Contributing Factor(s) is a condition that influences the effect by
increasing its likelihood, accelerating the effect in time, affecting
severity of the consequences, etc.; eliminating a contributing
factor(s) won’t eliminate the effect

Causes and Contributing Factors (CCF)
• The “5 Whys” technique is a
powerful tool to get to the root
cause of an incident.
• By repeatedly asking the question
why, you can get a better
understanding of what happened
and the root cause.
• Why is it happening today?
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Types of Causes and Contributing Factors
Process
Lack of policies, procedures
not followed, or ineffective
policy

People or Human
Factors
Like training, communication,
scheduling, and other factors
lead to incident

Equipment

Environment

Materials

Required tools to support
individuals or carry out job
tasks are not available or
operational

May contribute to incident
due to line of sight issues,
etc.

Needed to provide
support are not available
I.e. medications, depends

Developing a Prevention Plan
The prevention plan should address:
• The cause(s) of incident discovered through the investigation
• All significant contributing factors that contributed the
incident
• Takes into account not only “people” issues, but “systems”
issues.
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Elements of a Good Prevention Plan
• Includes involvement of the individual and their guardian (as
applicable) in the planning process.
• Shared across a variety of settings
• Has a holistic approach
• Not developed in a vacuum and should not be a means to an
end.
• Are both specific for the individual case and far reaching
system.

Elements of a Good Prevention Plan
• Plans may include technology, adaptations, and other
supports and should balance what is important to a person
to promote satisfaction and achievement of desired
outcomes and what is important for the person to maintain
health and welfare.
• It is pertinent to clearly know and understand what the
support is, why it is needed, and what is expected of staff.
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Elements of a Good Prevention Plan
• It is not just “a plan to plan,” but is specific in identifying who
is going to do what, when, where, and how.
• Include a responsible person and timeline.
• Are within the control of a responsible person.
• Ensure that necessary resources are available.
• When effectively implemented, can minimize the recurrence of
an incident.

Have you ever?
•
•
•
•
•

Wished it won’t happen again
Crossed your fingers
Said you would “Monitor”
Ignored the underlying issue
Continue to do the same thing repeatedly producing the same results

You will increase your chances of success if you are specific and clear in
prevention plan. Example: Instead of “Provide Training”, say something like
“All Residential and Workshop Staff will be provided training on Susan’s new
diet by 7/18/19 by the Program Director.
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Document your investigation
• Implement the plan and write down what steps you took and
dates of action steps.

• Share this information with other team members and
document when you shared it with them.
• Remember to notify SSA/QIDDP as risks associated with
unusual incidents should be addressed in the personcentered plan.

Recap of UI Investigations
1. Review the Incident Report
2. Gather and review other documentation
3. Conduct Interviews
4. Check Facts
5. Identify Causes and Contributing Factors
6. Develop a Prevention Plan
7. Document your investigation
8. Verify

16

1/10/2020

Choking Incidents 2006-2018
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Update: in calendar year 2019, there have been 4 choking deaths reported.
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Prevention is the key
Assessment and Evaluations

Team Discussion

What were results and recommendations
What does the team recommend based on
recommendation (diet, supervision, tracking)

Person Centered Plan

Are current discussions and risk clearly addressed
dietary guidelines should be included if needed

Training

Who provides training? Who is responsible for actions and
reasonable time frames. It needs to be specific with pictures and
demonstrations

How are changes communicated across all setting and
documented

Communication

Fall Prevention
Year

Falls Reported as
Significant Injuries

Total Significant Injuries
Reported

% Falls Related
Injuries

2010

752

1763

45%

2011

733

1638

45%

2012

761

1635

47%

1755

44%

2013

764

2014

771

1691

46%

2015

734

1619

45%

2016

730

1553

47%

2017

691

1505

46%

2018

721

1474

49%
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Fall Prevention
12
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8

6
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2010 2011 2012 2013 2014 2015 2016 2017 2018
Fall related Deaths 11
7
4
9
5
8
6
9
11

Transportation
• Distracted Driving (talking on cell phone, texting, paying attention to something
other than driving)
• Impaired Driving (alcohol, prescription drugs or over counter drugs with sedative
effect)
• Individual left unattended
• Individual left unattended in extreme weather conditions
• Wheelchair lift is unsecured
• Reckless driving (speeding, erratic, falling asleep)
• Wheelchair not properly secured
• Individual is not properly secured in wheelchair
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Questions
and
Comments

Frequently Asked Questions
• Do I have to complete a log if no UI’s? Yes, your review must be documented and
be available upon request by county board and during your compliance reviews.
Best practice-look at previous months UI logs. If there has been a decrease,
celebrate that success. Look at reasons why there was a decrease for that person,
home or your agency and share that information with the team(s).
• Do I need to write down all incidents on the UI log? Your log should contain all
unusual incidents defined in OAC 5123-17-02 (C) (25).
• Do all UI’s require a prevention plan? Yes, all unusual incidents require a prevention
plan.
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Frequently Asked Questions
• How many same or similar incidents in a week/month constitute a
trend? A good rule of thumb is generally 3 unusual incidents in a week
and/or 5 in a month.
• What information my incident report have to contain. There are 13
required elements-please see OAC 5123-17-02 (C)(9)(a)-(m).
• If there is a known risk and it has been addressed in the in ISP – Do I
need to complete an incident report form every time occurs? Yes, if it is
one the types of unusual incidents defined in the UI definition you will
need to complete an incident report.

Other Unusual
Incident
Requirements
OAC 5123-17-02 (M)
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Rule References –Unusual Incidents
O.A.C. 5123-17-02 (M)(1-10)
1. Unusual incidents shall be reported and investigated by the provider.
2. Each agency provider shall develop and implement a written unusual
incident policy and procedure that:
a. Identifies what is to be reported as an unusual incident which
shall include unusual incidents as defined in this rule;
b. Requires an employee who becomes aware of an unusual
incident to report it to the person designated by the agency
provider who can initiate proper action;

Rule References –Unusual Incidents

(continued)

c. Requires the report to be made no later than twenty-four hours
after the occurrence of the unusual incident; and
d. Requires the agency provider to investigate unusual incidents,
identify the cause and contributing factors when applicable, and
develop preventive measures to protect the health and welfare of
any at-risk individuals.
3. The agency provider shall ensure that all staff are trained and
knowledgeable regarding the unusual incident policy and procedure.
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Rule References –Unusual Incidents

(continued)

4. The provider providing services when an unusual incident occurs shall
notify other providers of services as necessary to ensure continuity of
care and support for the individual.
5. Independent providers shall complete an unusual incident report,
notify the individual's guardian or other person whom the individual has
identified, as applicable, and forward the unusual incident report to the
service and support administrator or county board designee on the first
working day following the day the unusual incident is discovered.

Rule References –Unusual Incidents

(continued)

6. Each agency provider and independent provider shall review all
unusual incidents as necessary, but no less than monthly, to ensure
appropriate preventive measures have been implemented and trends
and patterns identified and addressed as appropriate.
7. The unusual incident reports, documentation of identified trends and
patterns, and corrective action shall be made available to the county
board and department upon request.
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Rule References –Unusual Incidents

(continued)

Rule References –Unusual Incidents

(continued)

8. Each agency provider and independent provider shall maintain a log of
all unusual incidents. The log shall contain only unusual incidents as
defined in paragraph (C)(25) of this rule and shall include, but is not
limited to, the name of the individual, a brief description of the unusual
incident, any injuries, time, date, location, cause and contributing factors,
and preventive measures.

9. Members of an individual's team shall ensure that risks associated with
unusual incidents are addressed in the individual plan or individual service
plan of each individual affected.
10. A provider shall, upon request by the department or a county board,
provide any and all information and documentation regarding an unusual
incident and investigation of the unusual incident.
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Resources and References
• People that know the individual best (family, friends, Direct Support Professionals)
• Experts (Self-Advocates, Physicians, Psychiatrist, Speech Therapist, Occupational
Therapist, Counselors, Etc.)
• Provider Community
• Local County Boards
• DODD’s website dodd.ohio.gov
• Steady U http://aging.ohio.gov/steadyu/

• U.S. Department of Veterans Affairs
• www.patientsafety.va.gov/professionals/onthejob/rca.asp

Resources and References
• Health and Welfare/UI&MUI/Toolkit (Direct page link) https://dodd.ohio.gov/wps/portal/gov/dodd/health-and-welfare
• MUI Rule changes 2019 - https://dodd.ohio.gov/wps/portal/gov/dodd/health-andwelfare/toolkit/mui-rule-changes-2019
• DODD YouTube Pagehttps://www.youtube.com/user/DODDohio/playlists?view=50&sort=dd&shelf_id=12

• DODD Training - https://dodd.ohio.gov/wps/portal/gov/dodd/about-us/training
• https://www.youtube.com/watch?v=Nvds9Z9ZNF8 (Dustin – Positive outcome due
to investigative unit)
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County Board Reporting
lines
http://dodd.ohio.gov/contac
tus/Pages/CountyMaps.aspx
Abuse and Neglect
Hotline
(800)617-6733
DODD MUI Office
614-995-3810
www.dodd.ohio.gov

Presenters:
Kathy Bline, Regional Manager, MUI and Registry Unit
614-369-4089 | Kathleen.Bline@dodd.ohio.gov
Connie McLaughlin, Regional Manager Supervisor, MUI
and Registry Unit
614-752-0092 | Connie.McLaughlin@dodd.ohio.gov
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