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Form 865 Color Yellow











                                   Rev: 5/07; 9/07, 7/09, 4/10
OPPORTUNITY FOR IMPROVEMENT (OFI Notification)
When completed, give directly to your manager.

	Location of Occurrence:
	[image: image2.jpg]—_
RMH

HEAITHCARE



Unit/Dept Reporting: 
	Today’s Date
	Patient’s Sticker or 

	
	
	
	Medical Record Number


	Patient  ID (V#)

	Family notified:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No   Who: _____________________________

Date/Time: _________________

	Date of Occurrence
	Patient Name

	Physician notified:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  
First & last name of physician:


Date/Time: _________________       
 
	Time of Occurrence
	Age
	Gender

· Male
	· Female


	PRINT NAME of  Person Completing OFI (optional) or your Lawson #: 
	
	Date/Time:


For Sentinel Events or Patient Safety Events call the Quality & Patient Safety Department at 437-8645 (After May 17th, QPS department number will be 689-1650, or internally ext. 31650), or page 801-1338. 
FOR ADVERSE DRUG REACTIONS USE FORM # 150       FOR MEDICATION VARIANCES USE FORM # 1200M
	 FORMCHECKBOX 

	PATIENT NOTIFICATION   

	
	Type of Patient:    FORMCHECKBOX 
 Inpatient    FORMCHECKBOX 
 Outpatient    FORMCHECKBOX 
 Emergency Patient    FORMCHECKBOX 
 Home Health Patient    FORMCHECKBOX 
 Other–specify:______________

	
	Select ONE Indicator ONLY 

	
	AMA
	EQUIPMENT/SUPPLIES/DEVICE
	INFECTION CONTROL
	SURGERY RELATED

	
	 FORMCHECKBOX 

	AMA
	 FORMCHECKBOX 

	Equip malfunc (incl. lot # in text)
	 FORMCHECKBOX 

	PPE use
	 FORMCHECKBOX 

	Consent issue

	
	 FORMCHECKBOX 

	Left before completion of tx
	 FORMCHECKBOX 

	Equipment misuse
	 FORMCHECKBOX 

	Precautions not identified
	 FORMCHECKBOX 

	Counts off

	
	 FORMCHECKBOX 

	Left w/o being seen
	 FORMCHECKBOX 

	Equipment not available
	 FORMCHECKBOX 

	Wrong type of precautions
	 FORMCHECKBOX 

	Equipment issues

	
	
	
	 FORMCHECKBOX 

	Expired product used
	 FORMCHECKBOX 

	Other: _______________
	 FORMCHECKBOX 

	Post operative infection

	
	ANESTHESIA
	 FORMCHECKBOX 

	Supplies not available
	OB/GYN EVENT
	 FORMCHECKBOX 

	Prerequisites not done

	
	 FORMCHECKBOX 

	Airway trauma
	 FORMCHECKBOX 

	Equipment other:__________
	 FORMCHECKBOX 

	APGAR <6 at 5 minutes 
	 FORMCHECKBOX 

	Procedure incomplete

	
	 FORMCHECKBOX 

	Broken teeth
	
	
	 FORMCHECKBOX 

	Cephalahematoma
	 FORMCHECKBOX 

	Retained foreign body

	
	 FORMCHECKBOX 

	Consent issues
	EXPOSURE
	 FORMCHECKBOX 

	Newborn adverse outcome
	 FORMCHECKBOX 

	Surgical complication

	
	 FORMCHECKBOX 

	Med count not reconciled
	 FORMCHECKBOX 

	Exposure-airborne
	 FORMCHECKBOX 

	Non-attending MD delivery
	 FORMCHECKBOX 

	Unscheduled return to OR

	
	 FORMCHECKBOX 

	Pol/procedure not followed
	 FORMCHECKBOX 

	Exposure-blood/body fluids
	 FORMCHECKBOX 

	Nurse only delivery
	 FORMCHECKBOX 

	Wrong patient

	
	 FORMCHECKBOX 

	Reversal agent req’d
	 FORMCHECKBOX 

	Exposure-blood needle
	 FORMCHECKBOX 

	Other obvious physical injury
	 FORMCHECKBOX 

	Wrong procedure

	
	 FORMCHECKBOX 

	Other: _______________
	 FORMCHECKBOX 

	Exposure-blood skin
	 FORMCHECKBOX 

	Shoulder distort/collar bone injury
	 FORMCHECKBOX 

	Wrong site/side surgery

	
	
	
	 FORMCHECKBOX 

	Exposure-contact
	SAFETY/SECURITY
	
	

	
	BEHAVIOR (PATIENT)
	 FORMCHECKBOX 

	Exposure-droplet
	 FORMCHECKBOX 

	Infant/peds bracelet alarm
	TEST/TREATMENT

	
	 FORMCHECKBOX 

	Aggressive/violent
	
	
	 FORMCHECKBOX 

	Patient ID bracelet wrong/missing
	 FORMCHECKBOX 

	Consent issue

	
	 FORMCHECKBOX 

	Disruptive behavior
	
	
	 FORMCHECKBOX 

	Other: _______________
	 FORMCHECKBOX 

	Delay in service

	
	 FORMCHECKBOX 

	Elopement
	FAILURE TO DIAGNOSE
	
	
	 FORMCHECKBOX 

	Mislabeling

	
	 FORMCHECKBOX 

	Rape/attempted rape 
	 FORMCHECKBOX 

	Return for same condition w/i 72 hrs
	SKIN RELATED (Hospital Acquired)
	 FORMCHECKBOX 

	Omission

	
	 FORMCHECKBOX 

	Suicide or attempted suicide
	
	
	 FORMCHECKBOX 

	Equipment related
	 FORMCHECKBOX 

	Pol/procedure not followed

	
	 FORMCHECKBOX 

	Other: _______________
	
	
	 FORMCHECKBOX 

	Skin-blister
	 FORMCHECKBOX 

	Wrong patient

	
	
	FALL
	 FORMCHECKBOX 

	Skin-full thickness
	 FORMCHECKBOX 

	Wrong test/treatment

	
	BLOOD ADMINISTRATION
	 FORMCHECKBOX 

	Assisted to floor
	 FORMCHECKBOX 

	Skin-necrotic
	 FORMCHECKBOX 

	Wrong time

	
	 FORMCHECKBOX 

	Blood adverse reaction
	 FORMCHECKBOX 

	Climbed over rails
	 FORMCHECKBOX 

	Skin-partial thickness
	 FORMCHECKBOX 

	Other: _______________

	
	 FORMCHECKBOX 

	Consent issue
	 FORMCHECKBOX 

	Fainted
	 FORMCHECKBOX 

	Skin-scrape or tear
	
	

	
	 FORMCHECKBOX 

	Mislabeling
	 FORMCHECKBOX 

	Fall from bed/crib
	 FORMCHECKBOX 

	Skin-topical application 
	UNPLANNED/UNEXPECTED TRANSFER

	
	
	
	
	
	 FORMCHECKBOX 

	Pressure ulcer stage I
	

	
	 FORMCHECKBOX 

	Pt received wrong blood
	 FORMCHECKBOX 

	Fall from chair/commode
	 FORMCHECKBOX 

	Pressure ulcer stage II
	

	
	 FORMCHECKBOX 

	Wrong patient
	 FORMCHECKBOX 

	Fall from standing position
	 FORMCHECKBOX 

	Pressure ulcer stage III
	 FORMCHECKBOX 

	Transfer ASC to inpatient

	
	 FORMCHECKBOX 

	Other: _______________
	 FORMCHECKBOX 

	Fall to/from bathroom
	 FORMCHECKBOX 

	Pressure ulcer stage IV
	 FORMCHECKBOX 

	Transfer cath pt to OR

	MISC PATIENT CARE VARIANCE (not otherwise captured on Med Variance Form)
	 FORMCHECKBOX 

	Fall to/from shower
	 FORMCHECKBOX 

	Other: _______________
	 FORMCHECKBOX 

	Transfer pt to CCU

	
	
	
	
	
	 FORMCHECKBOX 

	Transfer pt to ED

	
	 FORMCHECKBOX 

	CT contrast
	 FORMCHECKBOX 

	Fall to/from table
	
	
	
	

	
	 FORMCHECKBOX 

	02 therapy variance
	 FORMCHECKBOX 

	Found on floor
	
	
	
	

	
	      FORMCHECKBOX 

	Self extubation
	 FORMCHECKBOX 

	Pt lowered self to floor
	
	
	
	

	
	      FORMCHECKBOX 

	Other (including infiltrations)


	 FORMCHECKBOX 

	Fall-other:___________
	
	
	
	



	
 FORMCHECKBOX 

	NON-PATIENT or VISITOR NOTIFICATION   

	
	Type of Nonpatient:   FORMCHECKBOX 
 Visitor    FORMCHECKBOX 
 Volunteer    FORMCHECKBOX 
 Physician    FORMCHECKBOX 
 Wellness Center Member    FORMCHECKBOX 
 Student  
                                     FORMCHECKBOX 
 Other–specify:_____________

	
	Select ONE Indicator ONLY

	
	ACCIDENT & INJURY                          
	ACCIDENT & INJURY (cont’d)
	MEDICATION P&P VARIANCE

	
	 FORMCHECKBOX 

	Assisted to floor
	 FORMCHECKBOX 

	Fall while ambulating
	 FORMCHECKBOX 

	Narc & Sed sheet/proc not followed

	
	 FORMCHECKBOX 

	Back pain 
	 FORMCHECKBOX 

	Fall-other: _______________
	 FORMCHECKBOX 

	Variance in drug count

	
	 FORMCHECKBOX 

	Burn
	 FORMCHECKBOX 

	Fracture
	 FORMCHECKBOX 

	Other: _______________

	
	 FORMCHECKBOX 

	Contusion/bruise
	 FORMCHECKBOX 

	Muscle sprain/strain
	

	
	 FORMCHECKBOX 

	Cut/laceration/scrape/tear
	 FORMCHECKBOX 

	Puncture wound
	EQUIPMENT/SUPPLIES/DEVICE

	
	 FORMCHECKBOX 

	Exposure-airborne 
	 FORMCHECKBOX 

	Other: _______________
	 FORMCHECKBOX 

	Equipment malfunction

	
	 FORMCHECKBOX 

	Exposure-blood/body fluids
	
	
	 FORMCHECKBOX 

	Equipment misuse

	
	 FORMCHECKBOX 

	Exposure-blood needle
	
	 FORMCHECKBOX 

	Equipment not available

	
	 FORMCHECKBOX 

	Exposure-contact
	BEHAVIOR
	 FORMCHECKBOX 

	Equipment-other:________

	
	 FORMCHECKBOX 

	Exposure-droplet
	 FORMCHECKBOX 

	Aggressive/violent
	 FORMCHECKBOX 

	Supplies not available

	
	 FORMCHECKBOX 

	PPE Use
	 FORMCHECKBOX 

	Disruptive behavior
	
	

	
	 FORMCHECKBOX 

	Eye-foreign body in
	 FORMCHECKBOX 

	Lack of  response to page
	
	

	
	 FORMCHECKBOX 

	Found on floor
	 FORMCHECKBOX 

	Rude
	
	

	
	 FORMCHECKBOX 

	Fainted
	 FORMCHECKBOX 

	Other: _______________
	
	

	
	 FORMCHECKBOX 

	Fall from standing position
	
	
	
	

	
	
	
	
	
	


SELECT GENERAL CAUSE(S) THAT LED TO THE EVENT: (check ALL that apply)
	 FORMCHECKBOX 

	Abbreviations
	 FORMCHECKBOX 

	Environment
	 FORMCHECKBOX 

	Patient education

	 FORMCHECKBOX 

	Cardiac/Respiratory Arrest
	 FORMCHECKBOX 

	Equipment malfunction
	 FORMCHECKBOX 

	Patient identification failure

	 FORMCHECKBOX 

	Availability of equipment
	 FORMCHECKBOX 

	Equipment design confusing
	 FORMCHECKBOX 

	Patient unwilling to follow directions

	 FORMCHECKBOX 

	Availability of staff
	 FORMCHECKBOX 

	Fax/scanner involved
	 FORMCHECKBOX 

	Patient unable to follow directions

	 FORMCHECKBOX 

	Availability of supply
	 FORMCHECKBOX 

	Handwriting illegible/unclear
	 FORMCHECKBOX 

	Staff Competency

	 FORMCHECKBOX 

	Communication
	 FORMCHECKBOX 

	Information Management System
	 FORMCHECKBOX 

	Storage proximity

	 FORMCHECKBOX 

	Computer entry
	 FORMCHECKBOX 

	Knowledge deficit
	 FORMCHECKBOX 

	System safeguard(s) inadequate

	 FORMCHECKBOX 

	Computer software
	 FORMCHECKBOX 

	Labeling/Packaging
	 FORMCHECKBOX 

	Transcription inaccurate/omitted

	 FORMCHECKBOX 

	Delay in providing service
	 FORMCHECKBOX 

	Monitoring inadequate/lacking
	 FORMCHECKBOX 

	Unknown

	 FORMCHECKBOX 

	Deterioration of patient
	 FORMCHECKBOX 

	Performance (human) deficit
	 FORMCHECKBOX 

	Written orders

	 FORMCHECKBOX 

	Device use
	 FORMCHECKBOX 

	Procedure/Policy not followed
	 FORMCHECKBOX 

	Workflow disruption

	 FORMCHECKBOX 

	Documentation inaccurate/lacking
	 FORMCHECKBOX 

	Lack of patient comprehension
	 FORMCHECKBOX 

	Wrong armband on patient

	 FORMCHECKBOX 

	Education
	 FORMCHECKBOX 

	Patient condition
	
	


FOR EITHER NOTIFICATION CATEGORY, PLEASE RECORD THE FOLLOWING:

	BRIEF description of FACTS.  Write legibly:       
                           



When completed, give directly to your manager. 
M ANAGER COMMENTS with signature and date:

 FORMCHECKBOX 
 Intense Review Requested
Event details on reverse side:          �





QPS use only: Notification # & Date:	 2010 -									





Red Fields Are Mandatory 





DO NOT COPY THIS FORM 














