

Conducting a Thorough Investigation

	                                  Step 1:  Protect the Resident






                                        









Step 2:  Assess the Effect on the Resident






Step 3:  Investigate the Allegation
























Step 3:  Investigate the Allegation (con’t.)
























Step 3:  Investigate the Allegation (con’t.)

























Step 4: Conclude the
Investigation









                                   
       
Step 5:  Follow-up
	
· Supervisor immediately assesses Resident’s personal safety and potential for harm to other
Residents
· Safety of Resident immediately assured by any and all means necessary 
· If a caregiver is named, supervisor immediately removes the accused caregiver from the patient care area.  Obtain caregiver’s statement prior to allowing them to leave the facility; inform the Accused of the allegations against them or that they are a suspect, and instruct them to write a statement telling their side of the story.  Remind them that the statement should be as specific as possible, without use of vague terms.  
· Explain to the Accused that an investigation is being initiated, that they will have the right to due process, and that they will be contacted by their supervisor/administration as part of  the investigatory process
· Obtain a written, signed, dated statement from the person making the accusation/allegation; remind them that the statement should be as specific and objective as possible, without the use of vague terms 
· Designated managers notified of the allegation
· Contact law enforcement, if applicable; involvement of law enforcement does not relieve the 
facility of the responsibility of investigating these allegations
· Safeguard all physical evidence, videos, etc.
· 
· Nursing supervisor immediately completes an assessment & documents findings; 
· If there is a physical injury, document the size, location, color, pattern, number of injuries, 
            etc.
· Lead investigator/nursing supervisor assesses for psychosocial changes & documents findings
· Provide the appropriate medical/psychosocial treatment & support to the Resident; document any treatment/support provided
· Evaluate to determine if this incident should be reported in OTIS


· Identify the type of reportable incident (Physical, Sexual, Emotional, Injury of Unknown Origin, Caregiver Neglect, Exploitation: Financial); document exactly what is alleged
· If Financial Exploitation, document exactly what is missing, and the approximate value of Resident belongings
· Examine the Resident for signs of injury, change in demeanor;  document and photograph; document if the Resident has had similar injuries in the past;  
·  Identify and document the cognitive status of the Resident Victim.  Are they alert and oriented and able to answer questions appropriately?  Consult with staff, review the current 
MDS and plan of care to determine the Resident’s cognitive status.  It is important to note that even those who have cognitive impairment should be interviewed because they can often demonstrate expressions of neglect and abuse.
· Interview the Resident, obtain the exact date and time of the incident, and a detailed account of the incident, including the Resident’s reaction to the incident, along with any pain or discomfort as a result of the incident.  Obtain a dated, written, signed statement, being mindful of who, what, where and when.  (If Resident has difficulty writing their 
statement, they may dictate to investigator, with a witness, and all date and sign the statement)  Statements should be as specific as possible; document the actual words of the Resident
· If the Resident is unable to give a statement, document the reason, on letterhead, signed by the administrator or a staff member knowledgeable of the Resident’s condition
· Interview the person reporting the incident. What allegedly occurred? Exactly when and where did the alleged incident occur? Were there any witnesses?  If abuse is alleged, has an individual been identified as the abuser? Was the incident reported timely? Review the initial statement for clarification, use of vague terms, corrections, etc.  Obtain addendum statement for any changes needed.   Clearly identify the statement as an addendum, date and sign.  
· Interview the Accused; allow the Accused to tell what happened in his/her own words.  Review the initial statement for clarification, use of vague terms, corrections, etc.  Obtain 

addendum statement for any changes needed.   Clearly identify the statement as an addendum, date and sign.  
· Develop a list of known & possible witnesses to the incident.  Consider all possible witnesses, such as Residents and staff, housekeeping, dietary staff, family members, visitors, etc. 
· Statements from actual eyewitnesses should be very specific, and should contain the witness’s name, title if applicable, address and phone number.
·  Interview the Victim’s roommate, Residents in the immediate vicinity, all staff assigned to the Resident at the time of the incident, all identified witnesses, staff on all shifts who may have any information related to the incident from 24-48 hours prior to the incident, any family members or visitors who may have pertinent information.  Obtain written statements from each that include the following:
      *  full signature that is dated
           *  full name and title, if applicable
            *  exact date and time of the incident, or the best estimate, if possible
            *  who, what, where and when
      *  be as specific as possible, using descriptive words, not generalizations or vague terms
       *  use Resident’s exact  words if dictated to investigator
· If agency personnel are involved, identify the name of the agency, the contact person, and the names, address and phone number of the agency staff employee/s; obtain dated, written, signed statements, (including titles), being mindful of who, what, where and when, including the exact date and time of the incident.
· Observe and document any unusual demeanor of any person/s being interviewed; (see additional training on OTIS Training website “”Signs of Deception” and “Clues to Behavior”)
· Review all statements for the use of vague allegations (i.e., “rough treatment” or “treated me ugly”), for specifics.  If the statements contain vague allegations, obtain a more detailed 
description of what allegedly occurred.  Allow Resident, Accused, Reporter, witness, etc., to demonstrate what occurred, utilize role playing, etc.  
· Review and document the alleged abuser’s Resident assignment for the 48–hour period prior to and including the day of the reportable incident.  When and where was the alleged abuser/s working at the time of the incident?  Be specific as to the hall, section and room numbers.  Compare the Accused’s assignment and the witness statements for accuracy of pertinent dates, times, location and persons present.  Address any conflicting information.
· Secure a copy of the Accused’s time card; ensure that the Accused was working at the time of the incident; 
· Review the alleged abuser/s (if staff members), personnel record for a history of previous disciplinary actions, previous employment evaluations, criminal background check, in-service record, and status of certification or license.
· Interview co-workers and Residents to gain knowledge of their experiences with the alleged abuser/s
· Document any knowledge of bias between alleged abuser/s, witnesses or Residents.  What is the relationship between the witnesses and the alleged abuser/s (i.e., professionals, friends, relatives, enemies)?  Is there a reason the witness or the Victim would wrongfully accuse the alleged abuser?
· Review and compare all witness statements for conflicting information (i.e., dates, times, location, other staff present).  Remember, every statement should be written legibly and signed, including the writer’s title if applicable, including the date and time of the incident, and the date and time the statement is made.
· Obtain validation/clarification of any conflicting information in statements;  obtain statements to validate and clarify, if necessary
· [bookmark: _GoBack]Identify any diagnoses, medications, or behaviors that have potential for placing the Resident at risk for injury, i.e.: fractures, bruising, etc., and document
· Identify any diagnoses or medications that could cause the Resident to fabricate, hallucinate, etc.
· Remind the Victim and all writers that information obtained is confidential
· DOCUMENT!  DOCUMENT!  DOCUMENT!

· Review all components of investigation
· Put systems in place to ensure Resident safety;  document
· Hold trainings in facility, as indicated from investigation; document
· Make final determination of allegation findings; i.e. Substantiated, Unsubstantiated, Unable to Verify
· If the allegations were misappropriation of Resident property, determine if Resident will be reimbursed
· Submit required reports to other agencies, i.e. OTIS, if applicable
· Determine whether the incident must be reported further: APS, AG, etc.
· Inform the Resident &/or family of the results of the investigation, and if the report has been submitted to another agency
· Inform the accused caregiver of the results of the investigation
· Track and trend as indicated

· Inform the Resident and their family of systems put in place to ensure safety of all facility Residents;  if allegations were of misappropriation of property, inform the Resident and family if property will be replaced
· Inform the Resident and family if the caregiver will continue to be employed and make sure the Resident is comfortable with the caregiver.  If not, consider re-assignment
· Reassure the Resident and family that the facility has zero tolerance for abuse, neglect, misappropriation of Resident property or retaliation
· Examine facility policies and procedures to determine how to prevent caregiver misconduct, improve reporting, support Residents, etc.  Plan educational workshops, in-services, 
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