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OVERVIEW

This guidance is to assist nursing homes (“facilities”) with what constitutes a reportable alleged violation(s) involving mistreatment, neglect, or abuse, including injuries of unknown source, and misappropriation of resident property.  A Facility Reported Incident (FRI) involving a resident may involve another resident or a vendor, friend, family member, visitor or staff member, including volunteers.

Per the Centers for Medicare and Medicaid Services (CMS), all certified nursing homes must immediately report [emphasis added] alleged violations to the nursing home administrator, or designee in the absence of the administrator, and to the Department of Licensing and Regulatory Affairs (LARA), Bureau of Community and Health Systems (BCHS). For purposes of reporting to the state agency (LARA), CMS defines "immediately" to be as soon as possible but not to exceed 24 hours after discovery [emphasis added] of the incident. Do not wait for completion of the investigation to report an incident. 

The nursing home must also have evidence that alleged violation(s) are thoroughly investigated, and must prevent further incidents while the investigation is in progress. The results of an investigation must be reported to LARA within 5 working days or less (excluding holidays, Saturday and Sunday) from the point of discovery of the incident. LARA recommends usage of the LARA Determination of Reportable Incident / Investigation Guide (as a best practice).

If the alleged violation is verified, the nursing home must take appropriate corrective action to mitigate the circumstances and to ensure the resident’s wellbeing.

Nursing homes must ensure that employees, contractors, volunteers, and residents are knowledgeable about the nursing home’s reporting procedures and requirements. Staff must be trained to immediately report to the administrator alleged violations as cited in this guidance.

DEFINITIONS (42 CFR 488.301)

· “Abuse” means the willful infliction of injury, unreasonable confinement, intimidation, or punishment with resulting physical harm, pain or mental anguish. 

·  “Injuries of Unknown Source” an injury should be classified as an “injury of unknown  source” when both of the following conditions are met:

· The source of the injury was not observed by any person or the source of the injury could not be explained by the resident; and
· DEFINITIONS cont.

· The injury is suspicious because of the extent of the injury or the location of the injury (e.g., the injury is located in an area not generally vulnerable to trauma) or the number of injuries observed at one particular point in time or the incidence of injuries over time.

· “Misappropriation of Resident Property” means the deliberate misplacement, exploitation, or wrongful, temporary or permanent use of a resident’s belongings or money without the resident’s consent.

· “Neglect” means failure to provide goods and services necessary to avoid physical harm, mental anguish or mental illness.

GENERAL GUIDANCE

· “Willful” means that the individual intended the action itself that he/she knew or should have known could cause physical harm, pain, or mental anguish.

Special Note (Willful): A diagnosis of Dementia (including Alzheimer’s) does not rule out the ability of a person to form intent.  The nursing home needs to determine if the resident has the ability to understand the possible outcome of his/her actions. Does the resident understand that if s/he hits, bites, pushes, etc. another person, that person could be injured? If the resident does not understand, the incident is not reportable. If the resident does understand, or if the nursing home does not rule out intent (because the nursing home was unable to rule out intent), then the incident must be reported if injury, or the potential for pain, injury, or psychosocial harm, using the reasonable person concept, has occurred.

For an action to be “willful,” the resident needs to have intended the action (e.g., the push or hitting) or needs to understand that such an action could have consequences.

Questioning the resident about his/her understanding of the consequences of his /her actions is important. This interview should take place immediately after the occurrence, if possible:

· If the resident cannot understand cause and effect, cannot remember the incident or understand what is being referred to, it is unlikely that the resident is/was able to form intent.

· If the resident remembers the occurrence, knows that his/her actions could have harmed another person, or verbalized intent (e.g., “I’m going to get you”), then the resident is/was able to form intent. Under these circumstances, the incident is reportable if pain, injury, or psychosocial harm has occurred or the likelihood of pain, injury or psychosocial harm using the reasonable person concept has occurred.



INVESTIGATION

CMS does not specifically identify what information must be included in an investigation. Nursing homes have some discretion in determining what information to collect to complete their investigation. An adequate investigation addresses the circumstances of the allegation. An investigation should include the facts necessary to form a reasoned conclusion as to what happened. In some cases a nursing home may not be able determine what actually occurred. The nursing home should document their investigation and the reasons for their conclusion. The goal of an investigation is to enable the nursing home to prevent future occurrences.

[bookmark: _GoBack]After the initial report upon discovery, the nursing home has up to 24 hours to determine if the alleged event occurred and meets reportable requirements.  If the nursing home determines that an incident does not need to be reported to LARA, the findings, conclusions and action(s) taken must still be clearly documented.


LARA recommends usage of the LARA Determination of Reportable Incident Guidance as a best practice.


















DISCLOSURE
The Michigan Department of Licensing and Regulatory Affairs provides this document as general guidance only.  This Facility Reported Incident (FRI) document can be used as a guide/tool by the facilities when investigating a FRI related incident.  The facility is not required to use this document if they do not wish to, and the mere use of this document does not assure compliance with state or federal law.
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