STATE OF CONNECTICUT 
DEPARTMENT OF DEVELOPMENTAL SERVICES 


Incident Reporting – Medication Errors (DDS Form 255m) Instructions and Definitions
Attachment F to I.D.PR.009 Incident Reporting

1. Header Information

This information must be completed for all medication errors

	Field
	Instructions

	Name/DDS #
	Enter Person’s Name and DDS Number

	Med. Error Initial Incident Date/Time
	Enter Date and Time of Initial Medication Error (Initial Incident Date/Time)

	Med. Error Corrected Date/Time
	Enter Date and Time that medication error(s) was corrected

	Date of Report
	Enter Date Report Completed

	Responsible Provider/Program
	Identify the Provider and Program responsible for the person at the time of the medication error.  It the error occurred at a location other than the actual program location, the provider and program responsible for the person at the time of the error should be recorded.

	RDID #
	This can be entered in if known but is not required in Form 255m completion (it is required for CAMRIS data entry)

	If not directly at Responsible Program
	Check off the appropriate code or write in Other.  A Responsible Provider/Program must still be entered in above.

	Service Group 
	Check all that apply.


2. Unusual Medication Error Type

This section shall be completed as follows:

Check the box for the appropriate type of error.  Be sure that any error caused as the result of a transcription error is recorded as such. (i.e., Med. Transcription Wrong Dose; Med Transcription Omission, etc. rather than Wrong Dose or Omission).

Only check the Med Other Error for an error type not listed above and describe in the Summary of Errors field.

3a.   Summary of Error(s) - (Comments)
Use this section to describe in detail: what the error(s) involved.

	Medication/ Treatment:  
	Dose   

Time:
	Error Description: 


	Start Date

Last Date
	Total Errors

	Write name of medication

Write name of treatment (e.g., warm soak, dry dressing, etc.) 
	Provide date and time of each error
	For each error, describe the error(s) in detail (i.e., write actual MD order)  
	For multiple errors, give the date of the first error and date of last error.  

For single errors, dates will be the same
	Give the total number of errors made.  (e.g., a 9 am dose missed for 10 days = 10 errors)


3b.   Reason:  Explanation of Error:

Provide detailed explanation of events causing or relating to the medication or treatment error(s).  Include effect on the individual (e.g., no negative reaction, MD treatment needed). Attach additional documentation as applicable (Medication Administration Record, Physician Orders, others as appropriate).

If Dose Rescheduled: Write in the date and time of the original dose order and then indicate the date and time the medication/treatment was rescheduled (and given).

Medication Treatment Required: Check Yes or No as to whether the individual required RN or MD assessment and treatment as a result of the medication error(s).  If Yes, a client incident Form 255 must also be completed to document the injury.

Nurse/Medical Notified: Provide the name and title of the RN or MD who was notified as well the date and time of the notification.

Name of Person Responsible for the Error:  RECORD ONLY ON THE PINK COPY   Use additional sheet if needed (in the case of multiple errors over a long period of time)

Reporter’s Relationship to client: check appropriate box

Reporter’s Name/title: write name and title of reporter


Abuse/Neglect suspected?   Check Yes or No.  If Yes, document date allegation was reported.

Person Completing Form Signature: Signature of person completing the form

4.  Administrative Review/Follow-up

	Prescriber Notified

Guardian/advocate Notified as appropriate  (see procedure)
	Give name, date and time prescriber was notified when necessary (notification usually not necessary for Class A errors)

Give name of person notified, date and time of notification (see procedure for error types that require notification)

	Review, Comment, Signature and Date
	Provide comment, signature and date reviewed by each of the individuals listed:   the individual’s primary RN, the staff’s direct supervisor, the staff’s RN supervisor

Other individuals’ notified shall also provide comment, signature and title, and date reviewed

	Check appropriate box for cause of error
	Error due to staff action or inaction

OR

Omission unavoidable (e.g., individual returned late from a recreation trip)


5. Name of Person Who Committed the Error(s)

This box shall be completed ONLY on the LAST (pink) COPY for the staff’s immediate supervisors (program’s supervisor or supervising RN).

Route as directed, being sure that only the pink copy includes the name(s) of the person who was responsible for the medication error(s).  Additional copies may be made as necessary but the responsible person shall be identified ONLY on copies going to the person’s direct supervisor and supervising nurse.
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