Maine Office of Substance Abuse and Mental Health Services
Department of Health and Human Services

CRITICAL INCIDENT REPORT

VOICE: 207-287-6333          FAX: 207-287-9152          E-MAIL: criticalincidents.dhhs@maine.gov

Level 1 Critical Incidents results in death or serious injury. They significantly jeopardize clients, public safety or program integrity.   Incidents involving clients must be reported to SAMHS, whether or not the incident took place on the program site.  When a client’s death is unknown and they die alone this must be reported as a level 1.  *Please do not report incidents that are not client related.*
  
Process: The Director of Crisis Services, Program Operations, and the Executive Director is responsible for formulating a plan which includes contacting DHHS within four (4) hours of the incident becoming known to staff.  A faxed, photocopied, or password protected e-mail using this incident report must be submitted to DHHS within twenty four (24) hours.  

Level 2 Critical Incidents include significant errors or undesirable events that compromise quality of care or client safety.  

Level 2 Process: The Director of Crisis Services, Program Operations, and the Executive Director is responsible for formulating a plan which includes contacting DHHS within twenty four (24) hours of the incident becoming known to staff.  A faxed, photocopied, or password protected e-mail using this incident report must be submitted to DHHS within twenty four (24) hours.

The Department of Health and Human Services will review and respond within five (5) working days of receipt.
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