


LARA Determination of Reportable Incident / Investigation Guide

To investigate an incident to determine if abuse, neglect, or exploitation/ misappropriation of resident property occurred. 

1. Incident: (Abuse, Neglect, Injuries of unknown origin, Exploitation/Misappropriation)
a. Identify the type of incident. 
b. Describe what allegedly occurred.
c. Where and when did the alleged incident occur?
d. Who is the alleged victim?
e. Who is the alleged perpetrator?  If unknown, how does the victim describe the physical description of the perpetrator? 
f. Were there any witnesses? What did the witness statements reveal?

2. Assess the resident for injury and/or psychosocial change.
a. Describe the injury size, color, appearance, location and treatment, if any.
b. Describe psychosocial changes and treatment, if any.
c. Notify physician if injury or harm is identified.  Document the date and time.

3. Describe any action taken by the facility to protect the resident(s) and to prevent a possible reoccurrence during the investigation.

4. Was the resident’s legal representative notified? Document the date and time.

5. Was the Administrator notified? Document the date and time.


Incident reported to state agency: YES / NO
If no, provide a summary of the facility’s conclusions and follow up: ______________________________
_____________________________________________________________________________________
If yes, proceed with investigative process (see below 6-15 as applicable). 


6. Provide details from witnesses to the alleged incident.  Interview witnesses and applicable staff as described below and document the occurrence of these interviews.  The more documentation you have helps assure that all the necessary steps have been taken.  For example, you should document the time, day and location of each interview and who participated in these interviews.  If possible, it is always best to have a second person there to confirm the statements taken.  Having the witnesses sign any confirming statements is very helpful, but at a minimum that staff taking the interview statements should date and sign that these statements were taken. Interview staff that cared for the resident(s) at the time of the alleged incident. Interview staff on other shifts that may have seen or heard anything, such as, 24 hours prior to the alleged incident, to try and narrow down the time frame of the alleged occurrence and to document when first sign of any injury appeared. Interview residents in the same room, or residents in the immediate vicinity of where the alleged incident occurred, who might have seen or heard something. Statements obtained from witnesses need to be very specific, (i.e. what does “rough” mean to that individual?)


	
7. Interview and/or obtain statement from affected resident. Are they alert and oriented, and able to answer questions appropriately? This would help in determining if he/she would be credible. Review the current MDS and the resident’s current care plan. If this affected resident is not alert and oriented, but the facility is utilizing their statement in the investigation, explain why the resident is considered credible (i.e. he/she consistently repeats the same story and/or has a history of consistently providing accurate information).  Consider psychological evaluations, other cognitive testing and psychosocial history. 

8. Interview and/or obtain statement from alleged perpetrator, if known.

9. Review information about the alleged perpetrator(s) which may be known to the facility. This can be an employee, visitor, or other resident, etc. Interview other individuals to gain knowledge of their experiences with the accused person. Consider past education and training provided by the facility.  

10. Review of environment and surroundings. Include configuration of the room including space, furniture, assistive devices, call light, clothing, personal items, staff schedule, etc.

11. If the allegation involves abuse: document what kind of evaluation, intervention, and/or treatment was provided. Were other agencies notified (local authorities)?

12. If the allegation involves neglect: identify the staff member(s), the length of time involved, and negative outcomes of the affected resident. Be specific.

13. If the allegation involves exploitation/misappropriation: clearly identify the items and their approximate value. Obtain copies of bills, charge slips, vendor receipts, etc., if applicable. Consider resident recent locations, such as, external facilities (hospital, transportation, physician office, restaurant, store, etc.). Consider contracted services, such as laundry services, agency staff, etc. Consider history of similar events and outcomes. 

14. Review facility policy and procedures pertinent to the type of incident being investigated.

15. Review and evaluate any additional information about the affected resident: admissions, discharges, transfers, leave of absence, room moves, diagnoses, medication and treatments, nursing notes or other facility records that may contain information about the incident or is relevant to the incident.

Summary Report of Facility’s Conclusion:
Upon the conclusion of the investigation prepare a summary report of the information gathered and conclusions. The summary should include sufficient detail of the investigation to show the facility conducted a thorough investigation. The outcome of the investigation should state what effect the incident had on the resident. The facility should identify corrective actions (i.e. disciplinary action, in-services for staff, care plans updated, etc.). 
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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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