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I. Background:  People with special needs shall be protected from abuse, neglect, and mistreatment.  
Maryhaven will accomplish this by maintaining high health, safety, and dignity standards for the 
individuals served and by supporting the dedicated staff who provide services.

II. Purpose: The goal of the incident management program is to ensure a safe, supportive, and 
inclusive experience for all the individuals served by Maryhaven. Maryhaven has developed this 
policy to implement and monitor the effectiveness of the incident management program, with the 
intent of protecting the health and safety of individuals served and enhancing their quality of care.  
Consistent with the requirements of Social Services Law Article 11 Protection of People with 
Special Needs § 488-497; Mental Hygiene Law § 33.06 & 33.23; Title 14 NYCRR: Chapter XIV 
Parts 624 & 625 Office for People with Developmental Disabilities; Chapter XX Parts 700-704 & 
710 Justice Center for the Protection of People with Special Needs. 

III. Applicability: Those facilities of Maryhaven certified, sponsored, or funded by the Office of Persons 
with Developmental Disabilities (OPWDD) for the provision of services to persons with 
developmental disabilities. All Maryhaven employees, consultants, contractors, and volunteers.

IV. Definitions: see definitions of types of reportable incidents below.
V. Record Retention:  All incident records are retained for 7 years from the date the incident is closed 
as per Maryhaven records retention schedule. Records are destroyed in January of the year 
following the seventh year.

VI. Abbreviations: 

Maryhaven Center of Hope - Maryhaven 


Vulnerable Persons Central Registry – VPCR


Office of Persons with Developmental Disabilities – OPWDD


Mental Hygiene Legal Service - MHLS


Mental Hygiene Law - MHL


New York Codes, Rules and Regulations – NYCRR


Quality & Performance Improvement Department - QI


Incident Review Committee – IRC


Incident Report and Management Application – IRMA


Web Submission of Investigative Report – WSIR


Qualified Person Information Notification Sheet – QPINS


Corrective Action Plan – CAP
VII. Policy: 
Maryhaven’s Executive Director (ED) has designated the Senior Director of Quality Improvement and the investigative staff to assume responsibility for incident management. The ED attends IRC 
meetings as available and is provided with regular updates on incident reporting and management activities, both verbally and in the form of written reports by the Senior Director of Quality Improvement.

The following are considered reportable incidents, which will be immediately reported to the Justice Center at 1-855-373-2122.
Abuse/Neglect:
a. "Physical abuse,” which shall mean conduct by a custodian intentionally or recklessly causing, by physical contact, physical injury or serious or protracted impairment of the physical, mental or emotional condition of a service recipient or causing the likelihood of such injury or impairment.  Such conduct may include but shall not be limited to slapping, hitting, kicking, biting, choking, smothering, shoving, dragging, throwing, punching, shaking, burning, cutting, or the use of corporal punishment. Physical abuse shall not include reasonable emergency interventions necessary to protect the safety of any person.

b. "Sexual abuse," which shall mean any conduct by a custodian that subjects a person receiving services to any offense defined in article one hundred thirty or section 255.25, 255.26, or 255.27 of the penal law; or any conduct or communication by such custodian that allows, permits, uses or encourages a service recipient to engage in any act described in articles two hundred thirty or two hundred sixty-three of the penal law.  For purposes of this paragraph only, a person with a developmental disability who is or was receiving services and is also an employee or volunteer of a service provider shall not be considered a custodian if he or she has sexual contact with another service recipient who is a consenting adult who has consented to such contact.

c. "Psychological abuse," which shall mean conduct by a custodian intentionally or recklessly causing, by verbal or non-verbal conduct, a substantial diminution of a service recipient's emotional, social, or behavioral development or condition, supported by a clinical assessment performed by a physician, psychologist, psychiatric nurse practitioner, licensed clinical or master social worker or licensed mental health counselor, or causing the likelihood of such diminution.  Such conduct may include but shall not be limited to intimidation, threats, the display of a weapon or other object that could reasonably be perceived by a service recipient as a means for infliction of pain or injury in a manner that constitutes a threat of physical pain or injury, taunts, derogatory comments, or ridicule.

d. "Deliberate inappropriate use of restraints," which shall mean the use of a restraint when the technique that is used, the amount of force that is used, or the situation in which the restraint is used is deliberately inconsistent with a service recipient's individual treatment plan or behavioral intervention plan, generally accepted treatment practices and/or applicable federal or state laws, regulations or policies, except when the restraint is used as a reasonable emergency intervention to prevent imminent risk of harm to a person receiving services or to any other person. For purposes of this subdivision, a "restraint" shall include the use of any manual, pharmacological or mechanical measure or device to immobilize or limit the ability of a person receiving services to freely move his or her arms, legs, or body.

e. "Use of aversive conditioning," the application of a physical stimulus intended to induce pain or discomfort in order to modify or change the behavior of a person receiving services. Aversive conditioning may include but is not limited to, the use of physical stimuli such as noxious odors, noxious tastes, blindfolds, the withholding of meals, and the provision of substitute foods in an unpalatable form. The use of aversive conditioning is prohibited by OPWDD.

f. "Obstruction of reports of reportable incidents," which shall mean  conduct  by  a  custodian  that  impedes  the  discovery,  reporting  or  investigation of the treatment of  a service  recipient  by  falsifying  records  related  to  the  safety, treatment or supervision of a service  recipient, actively persuading a mandated reporter from making a  report  of  a  reportable  incident to the statewide vulnerable persons' central  register with the intent to suppress the reporting of the  investigation  of   such   incident,   intentionally   making  a  false  statement  or  intentionally withholding material information during  an  investigation  into  such  a  report; intentional failure of a supervisor or manager to  act upon such  a  report  in  accordance  with  governing  state  agency  regulations,  policies or procedures; or, for a mandated reporter who is  a custodian as defined in subdivision two of this  section,  failing  to  report a reportable incident upon discovery.

g. "Unlawful use or administration of a controlled substance," which shall mean any administration by a custodian to a service recipient of: a controlled substance as defined by article thirty-three of the public health law, without a prescription; or other medication not approved for any use by the federal food and drug administration.  It also shall include a custodian unlawfully using or distributing a controlled substance as defined by article thirty-three of the public health law at the workplace or while on duty.

h. "Neglect," which shall mean any action, inaction, or lack of attention that breaches a custodian's duty and that results in or is likely to result in physical injury or serious or protracted impairment of the physical, mental, or emotional condition of a service recipient.  Neglect  shall  include,  but  is not limited to: (i) failure to provide  proper supervision, including a lack of proper supervision that  results  in  conduct  between  persons  receiving  services that would constitute  abuse if  committed  by  a  custodian;  (ii)  failure  to  provide  adequate food,  clothing,  shelter,  medical,  dental,  optometric  or  surgical   care,  consistent with the rules or regulations promulgated by the state agency  operating,  certifying  or  supervising the facility or provider agency,  provided that the facility or provider agency has reasonable  access  to  the  provision  of such services and that necessary consents to any such  medical, dental, optometric or surgical treatment have been  sought  and  obtained  from  the appropriate individuals; or (iii) failure to provide  access to educational instruction, by a custodian with a duty to  ensure  that  an  individual  receives  access to such instruction in accordance  with the provisions of part one of article sixty-five of  the  education  law and/or the individual's individualized education program.
Significant Incident:

Significant Incident shall mean an incident, other than an incident of abuse or neglect, that because of its severity or the sensitivity of the situation, may result in, or has the reasonably foreseeable potential to result in, harm to the health, safety, or welfare of a person receiving services, and shall include but shall not be limited to:

a. Conduct between persons receiving services that would constitute abuse as described above if committed by a custodian, except sexual activity involving adults who are capable of consenting and consent to the activity;

b. Conduct on the part of a custodian that is inconsistent with the individual’s plan of services, generally accepted treatment practices, and/or applicable federal or state laws, regulations, or policies and which impairs or creates a reasonably foreseeable potential to impair the health, safety, or welfare of an individual receiving services, including c – g below:

c. Seclusion - The placement of an individual receiving services in a room or area from which he or she cannot, or perceives that he or she cannot, leave at will, except when such placement is specifically permitted by Part 633.16 of Title 14 NYCRR. Unless permitted by Part 633.16, the use of seclusion is prohibited; the use of exclusionary time out may be included in a formal behavior support plan and implemented in accordance with the conditions and limits set forth in paragraph 633.16(j)(3). The use of exclusionary time out in the absence of an approved behavior support plan that incorporates the use of exclusionary time-out, or a failure to implement such a plan as designed, is considered to be “seclusion” and is prohibited.

d. Unauthorized use of time-out - For the purposes of incident reporting only, means the use of a procedure in which a person receiving services is removed from regular programming and isolated in a room or area for the convenience of a custodian for disciplinary purposes or as a substitute for programming;

e. Medication error with adverse effect - administration of a prescribed or over-the-counter medication that is inconsistent with a prescription or order issued for a service recipient by a licensed qualified health care practitioner and that has an adverse effect on an individual receiving services. For purposes of this clause, "adverse effect" means the unanticipated and undesirable side effect from the administration of a particular medication that unfavorably affects the well-being of a person receiving services;

f. Inappropriate use of restraints - The use of a restraint when the technique that is used, the amount of force that is used, or the situation in which the restraint is used is inconsistent with an individual’s plan of services (including a behavior support plan), generally accepted treatment practices, and/or applicable federal or state laws, regulations, or policies. For the purposes of this subdivision, a "restraint" includes the use of any manual, pharmacological, or mechanical measure or device to immobilize or limit the ability of a person receiving services to freely move his or her arms, legs, or body;
g. Mistreatment—Other conduct on the part of a custodian inconsistent with the individual’s plan of services, generally accepted treatment practices, and/or applicable federal or state laws, regulations, or policies that impairs or creates a reasonably foreseeable potential to impair the health, safety, or welfare of an individual receiving services, except as described in any other provision of this subdivision.
h. Missing person at risk of injury - The unexpected absence of an individual receiving services that based on the person's history and current condition exposes him or her to risk of injury;
i. Unauthorized absence - The unexpected or unauthorized absence of a person after formal search procedures (see glossary, section 624.20) has been initiated by the agency. Reasoned judgments, taking into consideration the person's habits, deficits, capabilities, health problems, etc., determine when formal search procedures need to be implemented. It is required that formal search procedures must be initiated immediately upon discovery of an absence involving a person whose absence constitutes a recognized potential danger, except as defined in clause (c) of this subparagraph, to the wellbeing of the person or others;

j. Choking, with known risk, - shall mean partial or complete blockage of the upper airway by an inhaled or swallowed foreign body, including food that leads to a partial or complete inability to breathe, involving an individual with a known risk for choking and a written directive addressing that risk.
k. Choking, with no known risk. - For the purposes of this paragraph, partial or complete blockage of the upper airway by an inhaled or swallowed foreign body, including food, that leads to a partial or complete inability to breathe, other than a choking, with known risk, incident (see clause (e) of this subparagraph), involving an individual with a known risk for choking and a written directive addressing that risk;

l. Self-abusive behavior with injury beyond First Aid - A self-inflicted injury to an individual receiving services that requires medical care beyond first aid;
m. Injury with hospital admission. - An injury that results in the admission of a service recipient to a hospital for treatment or observation, except as defined in clause (g) of this subparagraph;
n. Theft and financial exploitation - Any suspected theft of a service recipient's personal property (including personal funds or belongings) or financial exploitation involving a value of more than $100.00; theft involving a service recipient's credit, debit, or public benefit card (regardless of the amount involved); or a pattern of theft or financial exploitation involving the property of one or more individuals receiving services;
o. Other significant incident - An incident that occurs under the auspices of an agency but that does not involve conduct on the part of a custodian and does not meet the definition of any other incident described in this subdivision, but that because of its severity or the sensitivity of the situation may result in, or has the reasonably foreseeable potential to result in, harm to the health, safety, or welfare of a person receiving services.

Notable Occurrences
The following are “Notable Occurrences” as defined by OPWDD and are required to be reported to agency administration, Quality Improvement, and OPWDD.  
Minor Notable Occurrences:
Theft or financial exploitation, minor notable occurrence - Any suspected theft of a service recipient's personal property (including personal funds or belongings) or financial exploitation involving values of more than $15.00 and less than or equal to $100.00, that does not involve a credit, debit, or public benefit card, and that is an isolated event;
Injury, minor notable occurrence - Any suspected or confirmed harm, hurt, or damage to an individual receiving services caused by an act of that individual or another, whether or not by accident and whether or not the cause can be identified, that results in an individual requiring medical or dental treatment by a physician, dentist, physician's assistant, or nurse practitioner, and such treatment is more than first aid.

Serious Notable Occurrences:
Death - The death of any person receiving services, regardless of the cause of death. This includes all deaths of individuals who live in residential facilities operated or certified by OPWDD and other deaths that occur under the auspices of an agency. All deaths of any recipient will be reported to the Justice Center Death Reporting number.
Sensitive situations - Those situations involving a person receiving services that do not meet the definitions of other incidents in section 624.3 of this Part or in this subdivision but that may be of a delicate nature to the agency and are reported to ensure awareness of the circumstances. Sensitive situations include but are not limited to, possible criminal acts committed by an individual receiving services.
OPWDD Part 625
Events or situations that are not under the auspices of Maryhaven are defined as follows in accordance with OPWDD regulations Part 625 and are required to be reported to agency administration, Quality Improvement, and OPWDD. The OPWDD form 150 is to be completed to document and investigate these incidents.  All applicable notifications are to be made. 

Any event or situation that directly involves or may have involved Maryhaven personnel under the supervision of a State agency other than OPWDD (e.g., an agency employee has a second job at a hospital and an incident occurred while he or she was providing care to an individual receiving services during the individual’s hospitalization).

Any event or situation that exclusively involves the family, friends, employers, or co-workers of an individual receiving services (other than a custodian or another individual receiving services), whether or not in the presence of Maryhaven personnel at a certified site.

Any event or situation that occurs in the context of providing services subject to the oversight of a State agency other than OPWDD (e.g., special education, article 28 clinic, hospital, physician's office), whether or not in the presence of Maryhaven personnel.

Any report of neglect that is based on conditions in a private home.

The death of an individual who received OPWDD-operated, certified, or funded services, except deaths that occurred under the auspices of an agency.

Physical abuse - The non-accidental use of force that results in bodily injury, pain, or impairment, including but not limited to being slapped, burned, cut, bruised, or improperly physically restrained.

Sexual abuse - Non-consensual sexual contact of any kind, including but not limited to forcing sexual contact or forcing sex with a third party.

Emotional abuse - The willful infliction of mental or emotional anguish by threat, humiliation, intimidation, or other abusive conduct, including but not limited to frightening or isolating an adult.

Active neglect - The willful failure by the caregiver to fulfill the care-taking functions and responsibilities assumed by the caregiver, including but not limited to abandonment, willful deprivation of food, water, heat, clean clothing, and bedding, eyeglasses or dentures, or health-related services.

Passive neglect - The non-willful failure of a caregiver to fulfill caretaking functions and responsibilities assumed by the caregiver, including but not limited to abandonment or denial of food or health-related services because of inadequate caregiver knowledge, infirmity, or disputing the value of prescribed services.

Self-neglect - An adult's inability, due to physical and/or mental impairments, to perform tasks essential to caring for oneself, including but not limited to providing essential food, clothing, shelter, and medical care; obtaining goods and services necessary to maintain physical health, mental health, emotional well-being, and general safety; or managing financial affairs.
Financial exploitation - The use of an adult's funds, property, or resources by another individual, including but not limited to fraud, false pretenses, embezzlement, conspiracy, forgery, falsifying records, coerced property transfers, or denial of access to assets.

Death - The end of life, expected or unexpected, regardless of cause.

Staff Training:
All Maryhaven employees, volunteers, contractors, and consultants are expected to abide by this policy.  New employee orientation includes Incident Management and reporting training, and a copy of this policy is also provided.  The policy is available on the intranet for all staff to reference.  All new employees receive a copy of the OPWDD “Learning about Incidents” brochure during new employee orientation. All employees, volunteers, contractors, and consultants are provided with the Code of Conduct and Notice to Mandated Reporters.  An annual attestation is reviewed and signed.  

Notification to individuals and families:

Upon admission, Individuals receiving services and their families are provided with a copy of the Maryhaven policy on Incident Management and Reporting and a copy of the “Learning about Incidents” brochure provided by OPWDD.  The Incident Management & Reporting policy is also available on the agency website and is updated as necessary.  Families and individuals are informed of the availability of the policy upon admission.    They are informed of where to find the OPWDD Part 624 regulations and will be provided with a paper copy upon request.  Annually upon request, Maryhaven provides a paper copy of the policy and brochure.  

Reporting of Incidents:

All Maryhaven employees, interns, volunteers, consultants, and contractors are required to report any event or situation that meets the criteria of a reportable incident or notable occurrence.  All staff persons are “custodians” and are considered to be mandated reporters and are required to report reportable incidents to the VPCR. A Custodian is defined as: “Employees, volunteers, directors and operators of covered facilities and programs, and external staff who have regular and substantial contact with the people being served.”

Minor Notable Occurrences must be reported to the Quality Improvement Department within 48 hours of occurrence or discovery.

Serious Notable Occurrences and Reportable Incidents must be reported to Quality Improvement immediately upon discovery.

QI is responsible for notifying OPWDD via phone immediately. 

QI is responsible for notifying MHLS as applicable within 3 working days of occurrence or discovery via fax for all allegations of abuse alleged to have occurred in a certified residence.

All allegations of physical and sexual abuse require police notification.  Designated program staff on duty at the time the incident occurred or was discovered are responsible for contacting the local police to report.  In the event of an imminent emergency, 911 is to be called.  In the event the incident is reported after the fact or is not an imminent emergency, 631-852-COPS will be utilized to not overburden emergency services.

Whenever a staff person has reasonable cause to suspect a Reportable Incident involving a vulnerable person has occurred, he or she is required to make a report to the Vulnerable Persons Central Registry (VPCR) immediately upon discovery.  

Reasonable Cause means that, based on your observations, training, and experience, you suspect that a vulnerable person has been subject to abuse or neglect, as described above. Significant incidents that may place a vulnerable person at risk of harm must also be reported. Reasonable cause can be as simple as doubting the explanation given for an injury. 

Immediately means “right-away;” however reporting may be delayed to prevent harm (e.g., for as long as it takes to call emergency responders and/or address the need to maintain supervision.) Staff “going off-duty” does not justify a reporting delay. In any event, reports must be made to the VPCR within 24 hours. 

Discovery comes from witnessing the situation or when the vulnerable person or another individual comes to you and the available information indicates reasonable cause. 

If a staff person has doubts about whether the available information indicates such reasonable cause, he or she should call the VPCR. Reporting to the VPCR is an additional reporting requirement and does not relieve the Mandated Reporter of any other reporting requirements or duties that may be required by law, regulation, or policy. 

Staff are to adhere to the following order whenever they have reasonable cause that a reportable incident has occurred or has been discovered:
a. The individual’s safety is ensured – Staff are to intervene to end any abuse, notify management to ensure that necessary medical treatment is provided, call 911 / Law enforcement, if necessary, separate the individual from the subject staff, provide any other needed supports and/or immediate protections to the individual, and call the VPCR.
b. Staff contacts/calls Supervisory / Administrative staff to report the incident. 
c. While ensuring the safety of all individuals and providing immediate protections, supervisory/administrative staff ensures that all staff with knowledge of the incident unless (i) he or she knows that the report has already been made by another mandated reporter; and (ii) that he or she has been named in that report as a person with knowledge of the incident; either call the VPCR 1-855-373-2122 and document the Justice Center Reference # or submit the online Justice Center Web Intake Incident Form (https://vpcr.justicecenter.ny.gov/WI/ ) The VPCR reporting form (Appendix I) will be used to document the contact to the Justice Center as well as identify witnesses as described to the Justice Center.  
When necessary and advised by program administration or Quality Improvement, subject staff in allegations of abuse/neglect will be separated via either re-assignment or administrative suspension.  The suspension script will be used in these circumstances and sent to QI with other required documentation. (Appendix II)
Designated staff will make or ensure that notifications to qualified persons are made, and the Maryhaven QPINS form is completed appropriately and forwarded to QI with other required documentation.  During the notification phone call to the qualified person, the script on the QPINS form will be followed and includes an offer to meet with the ED, and a written status report for abuse/neglect reports.  If the qualified person accepts the offer to meet with the ED, this information is provided to the Executive Administrator who will follow up and schedule the appointment.  The qualified person is encouraged to wait until the investigation is complete prior to the meeting. However, a meeting will be scheduled according to the wishes of the qualified person.

The qualified person will also be notified that their family member may be interviewed regarding the incident and offered the opportunity to contribute assistance in the way of effective communication, and to be present for the interview although not privy to any potentially confidential information that may be shared.  This notification is to be clearly documented on the QPINS for alleged abuse/neglect.

The Executive Director or designee will be notified of all incidents. Quality Improvement staff is the designee for incident reporting purposes.

Reporting Deaths:

All deaths of any individual who had received services certified by OPWDD within 30 days preceding his or her death must be reported to:

Program Administration

Quality Improvement (designee of ED)

OPWDD

Justice Center at 855-373-2124 

Death must be reported immediately and no more than 24 hours after discovery.  

Subsequent information via the report of death will be submitted to the Justice Center via IRMA with 5 working days of the discovery of the death.

The investigative file in its entirety will be uploaded into IRMA within 50 days of the date of report.
Documentation of Incidents 
Reportable Incidents reported via the VPCR are populated in IRMA automatically via the VPCR when a report is made to the Justice Center.
When a report of a reportable incident or a serious notable occurrence is not made to the VPCR, initial information, inclusive of immediate protections, shall be entered into IRMA within 24 hours of occurrence or discovery or by the close of the next working day, whichever is later. 

Maryhaven does not enter Minor Notable Occurrences into IRMA.  Minor Notable Incidents are documented via Precision Care software.  All other incident classifications are entered into IRMA as required.  

Maryhaven has a dedicated e-mail box for communication between OPWDD and Maryhaven’s QI Department to act on any identified issues in a timely manner,  Incidents@maryhaven.org.
Subsequent information is information concerning the incident or occurrence that is not included in the initial information entered into IRMA. This includes, but is not limited to, information about required notifications that were not reported as part of the initial information and any updates to information related to deaths (e.g., autopsy reports).  Subsequent information will be entered by designated Quality Improvement staff the close of the fifth working day after the action is taken or the information becomes available, except as follows:

(1) Subsequent information about immediate protections shall be entered into IRMA within 24 hours after the action is taken or by the close of the next working day, whichever is later.

(2) Subsequent information about a death shall be entered in IRMA within five working days of the discovery of the death in the manner and form specified by OPWDD. (see above)
Notifications are to be made to program administration and Quality Improvement. In addition, required documents include:
a. Body check (as applicable)

b. Photographs (as applicable)

c. Potential witness form

d. Qualified Person Information Notification form (QPIN)

e. OPWDD form 147 (in Precision Care)

f. OPWDD form 148 (in Precision Care)

g. Emergency room or other medical documentation as applicable

h. Police field report with cc# (required for all allegations of physical and sexual abuse)

i. Other documentation as applicable and as requested by Quality Improvement

Investigation of Incidents:

As soon as the Maryhaven is made aware that an allegation of abuse or neglect has been reported to the Justice Center, or a death has occurred, an investigation will be immediately commenced. 
If Maryhaven anticipates that the Justice Center or OPWDD will assume responsibility of an investigation, actions taken by Maryhaven are restricted to securing and/or documenting the scene as appropriate, collecting, and securing physical evidence, taking preliminary statements from witnesses and involved parties to the extent necessary to ensure immediate protective measures can be implemented and performing other actions as specified by the Justice Center or OPWDD.
If the Justice Center or OPWDD is responsible for the investigation, the agency must fully cooperate with the assigned investigator but must not conduct an independent investigation.
If law enforcement directs Maryhaven to forgo any of the investigatory actions specified in this policy, Maryhaven will comply with such direction.

During investigations, the confidentiality of information regarding the identities of reporters, witnesses, and subjects of all reportable incidents and notable occurrences is maintained, and access to such information is limited to parties who need to know, including, but not limited to, personnel administrators and assigned investigators.

Investigations are conducted by staff who are independent of the staff and the event of a reportable incident.  The following restrictions are placed on situations that may compromise the independence of investigators:

(i) An investigator who has been assigned to investigate a reportable incident or notable occurrence in which he or she recognizes a potential conflict of interest in the assignment shall report this information. The assigned investigator will be relieved of the duty to investigate if it is determined that there is a conflict of interest or a perception of such in the assignment.
(ii) An investigator will not conduct an investigation of any reportable incident or serious notable occurrence in which he or she was directly involved, in which his or her testimony is incorporated, or in which a spouse, domestic partner, or immediate family member was directly involved.

(iii) An investigator will not conduct an investigation in which his or her spouse, domestic partner, or immediate family member provides supervision to the program where the incident took place or provides supervision to directly involved parties.

(iv) Members of an incident review committee (IRC) shall not routinely be assigned the responsibility of investigating incidents or occurrences. In the event that an IRC member conducts an investigation of an incident or occurrence, he or she will recuse himself or herself from the committee's deliberations. Such members may, however, participate in committee deliberation regarding appropriate corrective, preventive, or remedial action.

(v) For reportable incidents and serious notable occurrences:


(a) The assigned investigator’s work function will be at arm's length from the staff persons who are directly involved in the reportable incident or serious notable occurrence.


(b) The investigator will not be in the direct line of supervision of the staff persons who are directly involved in the reportable incident or serious notable occurrence.


(c) Although the Executive Director is in the direct line of supervision of all staff, the Executive Director (not a designee) may conduct the investigation of a reportable incident or serious notable occurrence unless he or she is the immediate supervisor of any staff who are directly involved in the reportable incident or serious notable occurrence.

Incidents delegated to Maryhaven for investigation are assigned to a trained investigator who has received specialized training in incident investigation from an OPWDD-approved program.  

All Maryhaven investigators are initially certified in conducting investigations via a training course offered by OPWDD, the Justice Center, or other agency/provider offering investigation training (i.e., Labor Relations).  Refresher training or re-certification will be conducted on an as needed basis as determined by the Senior Director of Quality Improvement & Compliance.  
The Investigative process: 

Investigations shall be conducted in accordance with the guidelines of OPWDD and shall include the following components, which will be implemented commensurate with the type and severity of the incident:
Preservation of evidence:
1.    Where there is physical evidence of an incident, it will be preserved whenever possible, maintaining a chain of possession. For example, if an individual is injured, bloodied clothing or linens will be saved and labeled according to the date, time, and location where found, and the identity of all persons who handled the item will be recorded until such time as any investigation and any disciplinary action is completed.  A secure storage space for such evidence will be maintained;

2. If the incident is an allegation of physical abuse, a body check will be completed, and/or photographs will be taken to document evidence of injury, or lack thereof;

3. Any written documents potentially associated with the incident will be collected and safeguarded as soon as the incident is reported or discovered to ensure that they are not altered or lost. Such documents may include, but are not limited to: individuals' charts, communication logs, shift reports, IES forms, ABC sheets, staff assignment logs, incident reports, shift-to-shift communication books, and video camera files.

All staff identified as subject staff of allegations of abuse or neglect will be sent the Letter to Subject Staff (Appendix III) informing them that they have been named as a subject staff in an allegation of abuse or neglect, unless notifying the subject of the report would impede the investigation.

Interviewing victims and witnesses:
1. When Maryhaven receives notification that an incident of abuse or neglect has been accepted into the VPCR, any victim and the personal representative of the victim will be notified that an incident of abuse or neglect has been accepted by the Justice Center and that an interview may take place; for any potential witness to an incident of abuse or neglect, the witness and the personal representative of the witness will be notified that an incident of abuse or neglect has been accepted by the Justice Center and an interview may take place. The personal representative will be asked if they have any information as to the most effective ways to communicate with the service recipient to support the interview process.  Notification to the personal representative will be documented as part of the investigative report and will include Form 163.  Notification to the personal representative will not be made if it is determined to be clinically contraindicated or if notification would delay the timely completion of the investigation.

2. Potential witnesses to an incident, which may include individuals, will be interviewed by persons qualified to conduct such interviews. Interviews will be conducted separately and as privately as possible;

3. Each potential witness will be asked appropriate questions to gather pertinent information about the incident. Where possible, investigators will consider any apparent issues that may impact an individual's manner of communication, such as culture, English proficiency, nature of disability, acuity of illness, etc. When interviewing individuals, the option of having clinical support in the room with them will be offered if it is not someone who may also be interviewed during the investigation.

4. Witness interviews will be documented in writing.  All forms will be dated and signed by the witness, the investigator or person conducting the interview, and any other person present during the interview, such as for clinical support. 

Analysis of evidence:
To the extent possible, all available information pertinent to the incident will be reviewed. Examples of such information may include but are not limited to, photographs or videos, the alleged site/location of the incident, records and documents of the mental health provider, records or documents from external assessments or surveys, and/or records of similar previous incidents.
Investigatory Forms:
Investigations of reportable incidents will be documented on OPWDD – Form 149 
Completion of Investigations:
All investigations will be completed within thirty (30) days.  For investigations that are not completed within 30 days, the investigator will make updated entries including the reason for the delay and the needed actions to complete the investigation into IRMA. In addition, a Maryhaven 30 day investigation extension form will be completed inclusive of investigatory activities remaining and an anticipated completion date, and submitted to the Senior Director of Quality Improvement for review and sign off.

The investigator is responsible for adding reporting updates to IRMA within 30 days of the report and upon completion of the investigation for all investigations.  The Senior Director of Quality Improvement is responsible for adding all subsequent reporting updates until the incident is closed.  
Each completed investigation will include, at a minimum but not limited to: 
Letter to Subject Staff 

149 Investigative Report

148 form, complete and signed (as applicable)

148 letter (as applicable)

Immediate Protections supporting documentation

Qualified Person Information/Notification form (QPIN)

Police Notification for Allegations of Sexual and Physical Abuse (completed field report or Central Complaint Number)

OPWDD Notification

MHLS Fax (Allegations of Abuse/Neglect for residential service recipients only)

Witness Statements – from in person interviews and written statements 

Supporting Documentation (BSP’s, Body Check, Com logs, staff assignments, etc).

Form 163 Notification of Qualified Person for Interviews of Vulnerable Persons

Incident Status Report if accepted
Corrective Action Plan (CAP)

IRC Meeting Minutes

The investigator is responsible for receiving approval of the final investigative report from the Senior Director of Quality Improvement or the Assistant Director. Within 48 hours of approval, a complete summary of the findings, the conclusion, and the recommended corrective actions must be e-mailed to the program designee for review and follow-up.

The complete investigation will be submitted to OPWDD via WSIR (for allegations of abuse/neglect) within 50 days and IRMA (Significant Incidents/Serious Notable Occurrences) within 30 days of report.  The investigator is responsible for ensuring the investigation is uploaded in a timely manner. Deaths will be uploaded to IRMA within 50 days of report.
Upon receipt of the LOD from the NYS Justice Center, the investigator will calculate the due date of the CAP.  

The investigator is responsible for completing the abuse/neglect status report in a timely manner after the closure of the incident.  Each status report must be reviewed, approved, and signed by the Senior Director of QI.

Corrective Action Plan:
The Senior Director of QI/Compliance is responsible for submitting the corrective action plan, inclusive of all supporting documentation, to OPWDD via IRMA no later than 65 days after receipt of the LOD from the NYS Justice Center. In addition, any corrective action for subject staff that has been substantiated is to be submitted by the investigator to the Justice Center via the Web Application Administrative Action Reporting Mechanism (AARM) within 30 days of receipt of the e-mail from jc.sm.aarm@justicecetnter.ny.gov.
Incident Review Committee (IRC):

The Executive Director appoints committee members. The committee is comprised of agency management staff; a medical professional, a professional in the field of psychology, a direct care staff, an individual receiving services, a family/advocacy group member, and a member of the governing body.  A physician is accessible if there are additional medical questions or concerns.  A professional in the field of psychology and a Registered Nurse serve on a rotating basis and provide technical assistance and review in their field of expertise. A representative from program management will serve on a rotating basis.  Periodic efforts to obtain the above specified members will be documented in the event such members are unable to attend.

Maryhaven’s Incident Review Committee meets at least once per month and no less than quarterly. Its responsibility is to review and monitor all incident investigations for quality, thoroughness, and applicability of pertinent recommended corrective actions. See IRC schedules for details.

The committee will conduct a review of individual incidents to identify appropriate preventive or corrective action; a review of the facts, circumstances, processes, systems, and areas of risk that contributed to an incident, as well as opportunities for performance improvement; identification and review of incident patterns and trends; and monitoring of incident management practices and develop proactive strategies for risk reduction, error prevention, and performance improvement.  

The investigator will attend the IRC meeting and present the investigative findings, the conclusion, and the recommended corrective actions to the committee.  The committee has the opportunity and responsibility to question the investigator regarding the investigatory process and the findings/conclusion. The committee will make additional recommendations for corrective action as it sees fit or make changes to corrective actions recommended by the investigator. The committee has the final say on the recommended disposition of the investigation outcome (Substantiated/Unsubstantiated, Founded/Unfounded). The investigator is not a committee member and is not permitted to participate in committee deliberations.  If a decision is brought to a vote the investigator will not participate in such vote.  
The Incident Review Committee will convene to conduct a thorough review of the investigatory findings prior to the return to work of any subject of an abuse allegation that has been placed on administrative suspension pending the outcome of the investigation into alleged physical or sexual abuse. The committee will determine if the recommended disposition is substantiated or unsubstantiated and will provide authorization for the subject to return to work if appropriate, given the findings of the investigation.  If needed, a special session of the committee will be called by the IRC Chairperson to conduct such a review.  The committee will review and approve proposed protections to be put in place as appropriate upon the return to work, and until the letter of determination has been received by the NYS Justice Center.  Additional recommendations for protections of corrective actions may be made by the committee.
The IRC Chairperson conducts education and training as appropriate with all committee members throughout the year.  Record of all committee training is maintained in the Learning Management System in use by Maryhaven at any given time.
Meeting minutes are generated by the IRC Chairperson/Senior Director of Quality Improvement within 3 weeks following the meeting date.  Meeting minutes will reflect the content of what was presented to the committee, any discussion held by the committee, the disposition of the incident as recommended by the committee, and the program's response to corrective actions.  Meeting minutes are filed in the master incident file once the incident is officially closed.  Meeting minutes are also entered into IRMA (reportable incidents) and Precision Care (Minor Notable Occurrences).  
The NYS Justice Center determines the disposition of all allegations of abuse/neglect.  The Justice Center may make additional recommendations for corrective action.  The IRC Chairperson is responsible for reviewing the Justice Center's findings via the LOD with the committee at the next scheduled meeting and documenting such review in the minutes.  Changes to the disposition will be made accordingly in both IRMA and Precision Care.  Additional corrective actions made by the Justice Center will be added to the CAP and submitted to OPWDD.

The IRC Chairperson/Senior Director of QI and QI staff complete quarterly trend reports of reportable incidents and Notable Occurrences. The IRC reviews incident trend reports quarterly. The committee receives an annual trend schedule and trend memo outlining topics trended. See the trend schedule and annual memo for details on other items included in Maryhaven’s trend review.
Governing Body:

A member of the Governing body is a participating member of the committee. In addition, the Senior Director of Quality Improvement, in conjunction with Maryhaven’s Executive Director, provides the governing board with a quarterly incident update and an annual trend report.     

Closure of Incidents:
An incident or occurrence is considered closed:

 for reportable incidents of abuse and neglect in programs that are not certified by OPWDD, and for reportable significant incidents and notable occurrences in all facilities and programs certified, operated, or funded by OPWDD:

(i) if the agency conducts the investigation, when the IRC has ascertained that no further investigation is necessary; or

(ii) if the investigation is conducted by the Central Office of OPWDD, when the Central Office of OPWDD notifies the agency of the results of the investigation; or

(2) for reportable incidents of abuse and neglect in facilities and programs that are certified or operated by OPWDD:

(i) if the agency conducts the investigation, when the Justice Center provides written notice to the agency of the Justice Center's review of the investigation; or

(ii) if the Central Office of OPWDD conducts the investigation, when the Justice Center provides written notice to the agency of the Justice Center's review of the investigation; or

(iii) if the Justice Center conducts the investigation, when the Justice Center provides written notice to the agency that the investigation is completed.

Once the LOD is received by the NYS Justice Center for allegations of abuse/neglect, the incident will be closed within 60 days.
The IRC chair will ensure all minutes are printed and included in the master file. The original investigative file is maintained in the QI offices or maintained in designated storage space within the administrative building.  Scanned copies are available to be provided by request to OPWDD auditors if they are unable to access the incident in IRMA.  Minor notable occurrences are provided to auditors during audit.  
Jonathon’s Law Requests:

Upon receipt of the written request from the identified qualified person, the Senior Director of QI will determine the eligibility of the release.  The redacted investigative report will be released to the qualified person (as per the definition in regulations OPWDD Part 624) within 21 days of the closure of the incident.  If the incident is already closed, the record will be released within 21 days of the receipt of the request.  The Senior Director of QI will send a letter to the qualified person acknowledging the request and informing them of the anticipated date of release, which depends on the incident's status (open or closed).  The record will be reviewed and redacted of all identifying information of other involved individuals and staff.  A cover letter will be attached to the redacted record informing the qualified person of their right to re-disclose only to authorized parties as per OPWDD regulation.  OPWDD letter templates are used for both letters.  A copy of the letters and the redacted materials will be maintained in the master incident file.  Requests for copies of the OPWDD form 147 and any Jonathon’s Law requests will be entered into IRMA as required.      
Revised 1/1/22, 3/22/24, 7/30/25, 9/9/25
Page 2 of 2  

