CONDUCTING A THOROUGH INVESTIGATION-QUICK REFERENCE GUIDE
	STEPS
	PROCEDURES

	Step 1:  Protect the
Resident

	· Supervisor immediately assesses Resident’s personal 
safety & potential of harm to other Residents		
· If caregiver is named, supervisor immediately removes 
the accused caregiver from the Resident care area
(obtain Accused’s statement prior to allowing them to 
leave the facility)
· Notify designated managers of the allegation
· Contact RP & physician
· Determine if law enforcement should be involved


	Step 2:  Assess the Effect on the Resident

	· Nursing supervisor immediately completes an 
assessment & documents findings; 
· If there is a physical injury, document the size, location, color, pattern, number of injuries, etc.  Include if treatment or medical attention is required & provided and the results/findings of that treatment
· Lead investigator/nursing supervisor assesses for 
psychosocial changes & documents findings
· Appropriate medical/psychosocial treatment & support to the Resident is provided
· Evaluate to determine if this incident should be reported in OTIS
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Step 3: Investigate the Allegation (con’t)






















Step 4: Conclude 
the Investigation
	· Who, What, Where, When, Why & How
· Collect & protect evidence, including any pictures, videos, DVDs, ER visits, hospital, X-ray reports, etc.
· Obtain written, dated, signed statement/s from the Accused/s; do not allow the Accused to leave or terminate them without a written, dated, signed statement
· Obtain written, dated, signed statements from the 
       Resident/s & the person/s reporting the incident,
       including Residents with cognitive impairments. If the    
       Resident is unable to give a statement, document on 
       letterhead, date and sign
· Obtain written, dated, signed statements from all            
witnesses or any other persons who may have knowledge or information about this incident; ensure
that statements are as detailed & objective as possible
· Review all statements for use of vague terms (“rough” 
treatment, “treated me ugly”, etc.), & obtain clarification
· Review all statements for conflicting information & obtain clarification; pay special attention to dates & times
· Document any knowledge of bias between alleged 
       abuser/s, witnesses or Residents
· Review Accused’s work assignment & determine if
       Accused was working at the time of the incident
· Secure a copy of the Accused’s time card
· Review & consider Accused’s personnel record for previous disciplinary actions, accusations, etc.
· Review Resident’s record for history of issues with Accused or false accusations
· Document any Resident outcomes
· Review all components of the investigation
· Determine if the allegations are Substantiated,
Unsubstantiated, or Unable to Verify
· Document any training done as a result of this incident, &/or systems put in place to ensure that this incident does not re-occur
· Examine facility policies & procedures to determine if any changes are warranted
· Complete an OTIS report if determined that this is a
reportable incident
· If patterns are identified, include in QA program for 
purposes of tracking & trending
· Inform the Resident, his/her family, staff, physician & others of conclusion & findings of investigation
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