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UNUSUAL OCCURRENCE REPORTING
I.

PURPOSE
A. To establish a peer to peer report and response mechanism for resolving issues and
incidents that are reportable but are not a threat to public health and safety or pose a
threat to the integrity of the EMS system.
B. To establish a mechanism for reporting and investigating issues and incidents which pose
a threat to the integrity of the EMS system and/or pose an imminent threat to public
health and safety and/or possibly constitute a violation of California Health and Safety
Code Section 1798.200 et seq.
C. To set standards for regular reporting of incidents to the EMS Agency for the purpose of
monitoring the EMS system and identification of opportunities for improvement in
clinical outcomes and/or system structures and processes.

II.

AUTHORITY
California Health and Safety Code, §1797.204, 1797.220, and 1798.
California Code of Regulations, Title 22, §100402, 100148, 100168 and 100210.

III.

POLICY

OVERVIEW OF INCIDENT REPORTING
Peer to Peer Reporting
Mandatory Reporting
Immediate Reporting
Includes, but is not limited to:
• For minor interpersonal
• For patient care issues
issues, misunderstandings
complete a Monterey
• Use of intoxicants or
or operational issues not
County EMS Agency
involving patient care.
Unusual Occurrence Form
impaired ability due to
and mail to provider
alcohol or drugs while on
management and to the
duty as an EMS provider;
• Resolve as soon as
Monterey County EMS
possible after the incident
Agency. This includes
• Clinical acts or omissions
in person or by telephone
commendations.
with supervisors or
that may be considered
management
negligent or possibly
• For system issues
representatives
contributed to a poor
involving patient care, file
patient outcome;
a written report to the
• If unsure whether the issue
Monterey County EMS
is Peer to Peer or
• Deviation from EMS
Agency
in
addition
to
the
Mandatory, submit an
policy or protocol that may
Unusual Occurrence Form.
Unusual Occurrence Form
result in a poor patient
or contact the EMS
outcome;
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Agency staff for guidance.
•

•

If the issue cannot be
resolved at Peer to Peer
level or has become a
repeated problem, submit
as a Mandatory Report.

•

•

A.

For dispatch issues
potentially affecting
•
patient care, such as wrong
address or delayed
response, complete a
Monterey County EMS
•
Agency Unusual
Occurrence Form and mail
to provider management
and to the Monterey
County EMS Agency.
•
Reporting party may also
call provider management
or the Monterey County
EMS Agency to verbally
report an occurrence
which will be documented
on the Unusual
Occurrence Form by the
provider.

•

Any act or omission that
constitutes a threat to
public health and safety;
Any event where
recurrence would have a
significant chance of
adverse outcome.
Report to the Monterey
County EMS Agency Duty
Officer Immediately via
AMR dispatch at 831-7966444
File a written report to the
Monterey County EMS
Agency within 8 hours of
the event.

Send a written report to
the Monterey County EMS
Agency within 72 hours of
the event.

Peer to Peer Reporting
1. Any incident or event such as minor interpersonal conflicts, misunderstandings
and demeanor issues that are unrelated to patient care activities or minor
operational issues.

B. Mandatory Reporting
1. Any event that the reporting party believes warrants reporting to Monterey
County EMS Agency. The event will be documented and forwarded by the
reporting party to all other agencies involved, including the Monterey County
EMS Agency within 72 hours from the end of the event.
a. Reportable incidents or events include, but are not limited to:
1) Policy or protocol violations not related to clinical care or patient
outcome;
2) Deviation from authorized use of supplies or equipment;
3) Documentation error or omission not related to patient care;
4) Failure to maintain mandatory supplies;
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5) Communication errors;
6) Delay in dispatch;
7) Wrong address given by dispatch;
8) Destination errors with no impact on patient outcome;
9) Near miss incidents; and
10) Operational (non-clinical) issues.
b. Commendations may also be submitted to communicate exceptional care
by an individual or group of providers.
2. Mandatory incidents will be documented using the Monterey County EMS
Unusual Occurrence Form (Appendix A).
a. The written report must include copies of all pertinent documentation
including but not limited to:
1) Patient care records;
2) Dispatch logs;
3) Written statements by involved personnel;
4) Summary of initial investigation and actions taken by agency
(when applicable and available).
5) Receiving hospital nurses’ notes or physician dictations.
3. The EMS Agency shall log Mandatory Incident Reports for the purposes of data
collection and analysis.
4. If a recipient of a Mandatory Unusual Occurrence Form fails to respond or
provides an inadequate response, the reporting party may inform the Monterey
County EMS Agency of the failure and request follow-up action on closure
reporting.
C. Immediate Reporting
1. Any event that is actionable pursuant to Health & Safety Code Section 1798.200
shall be reported via telephone to the EMS Agency Duty Officer immediately,
and in writing within 8 hours.
a. Immediately reportable events include but are not limited to:
1) Use of intoxicants or impaired ability due to alcohol or drugs while
on duty as an EMS provider;
2) Clinical acts or omissions that may be considered negligent or
possibly contributed to a poor patient outcome;
3) Deviation from EMS policy or protocol that may result in a poor
patient outcome;
4) Any act or omission that constitutes a threat to public health and
safety;
Page 3 of 9

5) Any event where recurrence would have a significant chance of
adverse outcome.
2. Any individual with direct knowledge of an Immediate Reporting incident is
required to complete a written report using the Monterey County EMS Unusual
Occurrence Form and submit it directly to the EMS Agency within 8 hours.
a. Employers may require concurrent reporting internally, but shall not
preclude, inhibit, or delay direct reporting to the EMS Agency.
b. The written report must include copies of all pertinent documentation
including but not limited to:
1) Patient care records;
2) Dispatch logs;
3) Written statements by involved personnel;
4) Summary of initial investigation and actions taken by agency
(when applicable and available).
5) Receiving hospital nurses’ notes or physician dictations.
c. The EMS Agency shall lead all Immediate Reporting Investigations.
1) All providers shall assist the EMS Agency and complete requests
in the time frame determined by the EMS Agency investigator.
2) EMS provider agencies shall make available all personnel involved
with or having knowledge of the incident for interviews by the
EMS Agency investigator.
3) Provider agencies shall allow the EMS Agency access to
proprietary or confidential information directly pertinent to the
investigation.
4) All Immediate Reporting investigations shall be completed within
30 days or as soon as reasonably possible.
5) The EMS Agency shall provide a report of the findings and actions
to the reporting party.
a) Investigative reports will not disclose confidential or
proprietary information collected during the investigation.
b) Final reports may be delayed indefinitely if their release
will compromise another investigation of the incident or
involved personnel being performed by another regulatory
or investigative authority.
D. Provider Reporting
1. All EMS ambulance providers will submit an annual report that includes the
following elements:
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a. A summary of all issues received and actions taken related to the delivery
of EMS and/ or patient care.
b. A summary of all Mandatory and Immediate Reporting incidents received
and actions taken.
c. An analysis of any trends identified in the types of incidents being
reported.
d. The status of all open Mandatory and Immediate Reporting investigations,
including work and remedial actions in progress.
e. A summary of quality assurance and performance improvement activities
to include:
1) Any audits required by the EMS Agency;
2) Any education pertaining to clinical care or EMS operations.
3) Any internal projects in progress.
IV.

PROCEDURE
A. Peer to Peer Reports
1. When incidents involving minor interpersonal issues, misunderstandings or minor
operational issues not involving patient care occur, reporting party shall directly
contact supervisor or management representatives of the recipient agency to
resolve the issue as soon as possible after the incident by telephone or in person.
2. Providers will log these reports and document actions to resolve the problems in a
timely manner.
3. If unsure whether the issue is Peer to Peer or Mandatory, submit an Unusual
Occurrence Form or contact the EMS Agency staff for guidance.
4. If the issue cannot be resolved at Peer to Peer level or has become a repeated
problem, submit as a Mandatory Report.
B. Mandatory Reporting
1. Reporting party will complete a written report using the Monterey County EMS
Unusual Occurrence Form or call the provider or the EMS Agency to verbally
report an incident which will be documented on the Monterey County EMS
Unusual Occurrence Form by the individual reporting the incident.
2. Reporting party will forward the Unusual Occurrence Report Form, along with all
supporting documentation to the provider agency’s management for individual
clinical issues or to the EMS Agency for system issues.
3. The provider agency will file a written copy of the Unusual Occurrence Report
Form to the EMS Agency within 72 hours of receipt.
4. To close the incident, the provider or EMS Agency will issue a report of the
investigation and actions taken to the reporting party within 30 days of receipt.
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5. This policy shall not require that recipients consult with reporting party regarding
any actions taken; only that the reporting party be notified of the findings and
actions.
a. This policy shall not require any agency to disclose any information of a
proprietary or confidential nature to the reporting party.
6. Written closure reports will be made via letter. The recipient may orally onduct
the closure report with the reporting party. At that time, the provider will ask the
reporting party of a copy of the written closure report if desired. The provider
will log the way the closure was provided to the reporting party and provide a
copy of the closure report to the EMS Agency.
C. Immediate Reporting
1. Any person with direct knowledge of an incident as defined in III, C, a, shall
notify the EMS Agency Duty Officer immediately via telephone, and within 8
hours of the event in writing by filing a written report to the EMS Agency. The
Duty Officer can be contacted through the AMR dispatch Center at 831-7966444.
a. In cases with multiple people from the same agency having knowledge of
an event, one notification to the EMS Agency Duty Officer may be made;
however, individual written reports are still required.
b. The person(s) reporting the incident may, in addition, choose to contact a
field supervisor or management representative of the involved provider.
2. Each person with direct knowledge of an Immediate Reporting Incident shall
submit a written report using the Monterey County EMS Incident Reporting
Form, along with supporting documentation within 8 hours.
3. The EMS Agency Duty Officer shall:
a. Verify that the incident qualifies for Immediate Reporting; and
b. Contact the appropriate investigator or their respective designee to initiate
an investigation consistent with the requirements of this policy; or
c. If an incident does not qualify as Immediate Reporting, the reporting party
shall be notified and the matter will be pursued as a Mandatory Report, as
detailed in IV, B.
4. Upon notification of the incident, management at the involved provider agency
will conduct an investigation and submit a report of the findings to the EMS
Agency along with supporting documentation. The report will be due within 30
days or sooner at the discretion of the EMS Agency.
a. If the provider agency needs additional time to conclude their
investigation, the individual conducting the investigation will contact the
EMS Agency to request additional time.
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5. EMS Agency shall review all information from the EMS Agency-led fact finding
and from reports of the involved agencies to determine the outcome of the
investigation and any corrective actions. Investigations will be completed within
30 days, or as soon as reasonably possible.
a. In cases where personnel or information is not available, the investigative
period may be extended, with the approval of the EMS Medical Director,
as necessary to ensure a comprehensive and equitable investigation.
6. The EMS Agency will prepare a final report that will include the following
elements:
a. Investigation summary;
b. Identified causes, including system or process inadequacies that require
correction;
c. Recommended actions.
7. Provider agencies will prepare a corrective action plan that addresses any
organizational, mechanical, or process causes and will include method of
correction and anticipated completion date.
a. Corrective action plan shall be submitted to the EMS Agency for review
and approval no later than 30 days after being notified of deficiencies.
8. The EMS Medical Director may act as determined appropriate pursuant to the
California Health and Safety Code Section 1798.200 et seq., other sections of
state or federal law, or refer the matter to other agencies for investigation and
adjudication.
9. Provider Reporting
D. Each EMS provider agency shall compile data as described above and submit it to the
EMS Agency by the required deadline.
V.

MEDICAL EVENT REPORTING IN A JUST CULTURE
A. The Monterey County EMS Agency embraces Just Culture. To that end, the EMS
Agency encourages all organizations to consider the following Just Culture outline in
their Unusual Occurrence reporting.
B. A “Just Culture” balances the assessment of systems, processes, and human behavior
when an error or event is reported. The term “Just Culture” refers to a safety-supportive
system of shared accountability where health care organizations are accountable for the
systems they have designed and for responding to the behaviors of their staffs in fair and
just manners. Staff, in turn, is accountable for the quality of their choices and for
reporting both their errors and system vulnerabilities.
C. Definitions:
1. Human Error – inadvertent action; inadvertently doing other than what should
have been done; slip, lapse, mistake.
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2. Repetitive Behavior – Persistent errors demonstrated despite previous coaching,
counseling, and education.
3. At-Risk Behavior – Behavioral choice that increases risk where risk is not
recognized, or is mistakenly believed to be justified.
4. Reckless Behavior – behavioral choice to consciously disregard a substantial and
unjustifiable risk.
D. Process
1. A Medical error is an Immediate Reporting incident. Follow process listed above
for reporting timeframes.
2. EMS Provider Organization Leadership:
a. Research the event through discussion with involved participant,
documentation, and existing policy and procedures.
1) Determine the following:
a) Was the duty to follow the rule known to the employee?
b) Was it possible to follow the rule?
c) Did the employee knowingly violate the rule?
d) Did the benefit exceed the risk?
e) Did the employee have good faith but mistakenly believe
the violation of the rule was insignificant or justified?
3. Path
a. If a rule does not exist, consider creating a rule.
b. If a rule exists, determine the level of the error (Peer to Peer, Mandatory,
or Immediate Reporting incident) If the behavior is determined to be
repetitive, at risk, or risky behavior, refer to Repetitive Human Error, AtRisk Behavior, and Risky Behavior Investigation tool (Appendix C)
E. Medical Event Correction
1. Once a problem has been identified, steps must be taken to correct the problem
and prevent reoccurrence. The fundamentals of problem correction are:
a. The process must be objectively, openly, and fairly administered.
b. Remedial activity should be initiated by concern for the individual’s
overall performance, rather than a single-case (and shall be discussed with
them in confidence).
c. Emphasis is placed on education and modification of practice rather than
sanctions.
d. Monitoring and documentation of remediation must be clearly explained.
F. Loop Closure

Page 8 of 9

1. Acceptable loop closure is proof that thorough measures have been taken to
ensure that a quality issue has been addressed satisfactorily in an effort to improve
patient safety. The following steps are important components of adequate loop
closure:
a. Action plans are formulated by the EMS Provider Organization/Hospital
Leadership.
b. Action plans are implemented by the assigned personnel.
c. Action plans, after an appropriate period of time, are evaluated for their
effectiveness in solving the problem.
d. The CQI process monitors for problem recurrence for a predefined period
of time.
e. Resolution of the problem is documented before the problem is closed.
f. If a problem recurs, the problem is reopened and the entire problemsolving process is started over again.
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Unusual Occurrence Reporting Form
Appendix A

INCIDENT INFORMATION

INCIDENT LEVEL

INCIDENT #

MANDATORY:

DATE:

IMMEDIATE:

EMS AGENCY INCIDENT #

TIME:
REPORTING AGENCY

TIME:
REPORTING AGENCY

DATE:

EMS AGENCY NOTIFICATION

EMS AGENCY INCIDENT #

VERBAL:
WRITTEN:
REPORTED TO:

AGENCY(S) INVOLVED

PERSONNEL INVOLVED

SUBMISSION CHECKLIST

CLASS

COMMENTS:

Patient care reports
Incident Report(s) - Even Narrative
Base/Receiving Hospital Documentation
Dispatch Information
Investigator Report

REMEDIAL EDUCATION/
TRAINING REQUIRED
YES

NO

Attach record or remedial Education /Training
Summation of Proposed Resolution

1

Updated: November 30, 2017

Appendix B:
Record of Remedial Education/Training

Employee: ______________________

Paramedic [ ] EMT [ ]

Date______________
RE: Incident #: __________

EMS Agency Incident #____________

Incident Date________
Remediation Checklist:
1.
2.
3.
4.
5.
6.

[
[
[
[
[
[

] Statement of Problem or Issue
] Recognition of Required Performance Criteria
] Relation of Problem/Issue to the Required Performance Criteria
] Remedial Cognitive, Psychomotor, and/or Affective Education/Training objectives
] Statement of Expected Results of Remediation
] Check for Understanding

1.

Statement of Problem/Issue:

2.

Required Performance Criteria (Performance Standards) MONTEREY COUNTY
EMS AGENCY’S RECOMMENDATION FOR REMEDIATION – Objectives of the
Remediation:

Standards Referenced/Reviewed in Remediation:
•

Monterey County EMS Protocols [ ]

•

AHA Basic Life Support (BLS) Standards [ ]

•

Advanced Prehospital Trauma Life Support (PHTLS) Standards [ ]

•

AHA Advanced Cardiac Life Support Standards [ ]

•

AHA Pediatric Advanced Life Support or PEPP Standards [ ]

• Other ____________________________________________
3. Relation of Problem or Issue to Required Performance Standards

4. Cognitive, Psychomotor, and/or Affective Education/Training Objectives– content of the
remediation

5. Expected Results of Remediation

6. Potential barriers to successful remediation:

7. Employee Understanding

Employee Comments:

Appendix C:
Repetitive Human Error, At-Risk Behavior, and Risky Behavior Investigation Tool

