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PURPOSE:
To provide patients, families (significant others), guardians, and Milwaukee County Behavioral Health Division (MCBHD) staff (contracted or otherwise) with a process for reporting and investigating matters of patient abuse and injuries of unknown source.

POLICY:
Staff and all other persons with whom patients come in contact shall treat the patient with courtesy, respect, with full recognition of their dignity and individuality, and shall provide them considerate care and treatment at all times.  Patients at BHD can expect trauma sensitive care that incorporates a collaborative and respectful approach with individuals who have experienced trauma to promote personal healing and recovery.


MCBHD is committed to ensure compliance with Wisconsin Administrative Code HFS 13, HFS 124, HFS 132 and HFS 134 (see page 5 regarding additional reporting guidelines for Hilltop and Rehab Central), federal regulations 42 CFR, and Wisconsin Statute §48.981 Abuse or Neglected Children, Chapter 54 and Chapter 55. 


This Policy is designed to protect the patient throughout the process by which allegation of patient abuse, neglect, mistreatment, and misappropriation of property is reported and investigated.

DEFINITIONS:


A.
ABUSE:  Abuse is defined as: The infliction of injury, unreasonable confinement, intimidation or punishment with resulting physical harm, pain or mental anguish.

Abuse is further defined as: 

1. An act or repeated acts by a caregiver, that is contrary to MCBHD policies and procedures, not a part of the patient’s treatment plan, which causes or could cause pain, injury or death to a client, substantially disregards clients rights or a caregivers duties.

2. An act or acts of sexual intercourse or sexual contact as defined under Wisconsin Statute §940.225 by a caregiver involving a patient.

3. A course of conduct or repeated acts by a caregiver which serve no legitimate purpose and which could reasonably be expected to cause the client to be harassed, intimidated, humiliated, threatened or frightened.

4. Other examples of abuse include but are not limited to:

· Physical Abuse-hitting, slapping, pinching and kicking.

· Sexual abuse, harassment, inappropriate touching or assault.

· Verbal abuse- threats of harm.

· Mental abuse-humiliation, harassment, and intimidation with threats of punishments or threats of depriving care or possessions.

· Threatening words, which cause the patient, or family, or guardian, to feel fearful or intimidated.
· Words of coercion which tend to leave the patient without the freedom to act, which is a violation of his/her rights.

· Words of extortion, which are used in attempts to illegally, deprive a patient/resident of money or property.  The act of extortion is a crime.

· Words of vulgarity, which include curse words, profanity, and obscenities.
· Words of a derogatory nature causing a patient to feel ridiculed; such words can include teasing, rude, or harsh language, words of scorn or contempt and deliberate lies.

5. Other types of abuse include certain acts or gestures that are not always a crime, but are not therapeutic.  They include the following:

· Improper/inappropriate restraints (physical and/or chemical)/seclusion’s

· Threatening acts or gestures (e.g. clenched fist)

· Failure to take therapeutic action when such action is indicated

· Failure to take action when abuse arises from another patient

· Confinement to a locked room/area without proper authorization

6.
A brief description of other important terminology is:

· "Abusive Incident means abuse or misappropriation of property but does not include an act or omission caused by factors beyond the staff's control;"

· "Reasonable cause means that the evidence leads one to believe the incident occurred;"

· "Abuse standard may include staff's willful failure to provide goods or services necessary to avoid patient physical or mental harm.  It also may include staff's negligence in the manner in which goods or services are provided, even if staff did not intend to provide the goods or services in a negligent or improper manner."

B.
NEGLECT:  Neglect is defined as:  Failure to provide goods and services necessary to avoid physical harm, mental anguish or mental illness.

Neglect is further defined as: 

1.
An omission or course of conduct by a caregiver that is contrary to the Policies or Procedures of MCBHD, into a part of the client’s treatment plan, and through substantial carelessness or negligence, does any of the following.

a. Causes or could reasonably be expected to cause pain or injury, and/or death of a patient.

b. Substantially disregards a client’s rights as indicated in the MCBHD Policy of Procedure or a caregiver’s duties and obligations to a patient.

2. Neglect is the carelessness, negligence or disregard of policy or care plan, which causes, or could be reasonably expected to cause pain, injury or, death.

C.
MISAPPROPRIATION OF PROPERTY:
Misappropriation of Property is defined as: The deliberate misplacement, exploitation or wrongful, temporary or permanent use of a patient belongings or money without the patient consent.



Misappropriation of Property is further defined as: 

1. The deliberate misplacement, exploitation of, or wrongful, temporary or permanent use of a client’s belongings or money without the client’s consent.  

2. The intentional taking, carrying away, using, transferring, concealing or retaining possession of a client’s movable property without the client’s consent and with the intent to deprive the client of possession of the property.  

3. Obtaining property of a client by intentionally deceiving the client with a false representation, which is known to be false, made with the intent to defraud, and which does defraud the person to whom it is made.  

4. By virtue of his or her office, business or employment, or as trustee or bailee, having possession or custody of money or of a negotiable security, instrument, paper or other negotiable writing of a client, intentionally using, transferring, concealing, or retaining possession of money, security, instrument, paper or writing without the client’s consent.  

5. Intentionally using or attempting to use personal identifying information to obtain credit, money, financial transaction card, goods, services or anything else of value without the authorization or consent of the client.  

6. Violating Wisconsin Statute §943.38, involving the property of a client, or  Wisconsin Statute §943.41, involving fraudulent use of a client’s financial transaction card.

D.
INJURY 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

· 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.

PROCEDURE:

A.
INITIAL ASSESSMENT/NOTIFICATION:


1. All staff witnessing or having knowledge of injury of unknown source or possible alleged patient/resident/client misconduct will report it immediately to their program supervisor/administrator.  The initial report may be verbal which will be supported by a signed and dated incident report.


2.
The Supervisor/Manager on Duty will immediately contact the appropriate MCBHD Administrative Staff to ascertain and determine how the investigation will be conducted.  The minimum activities to be addressed are:

a. The registered nurse, or designated staff, shall immediately assess the patient and take steps to protect from further incident of mistreatment, misconduct, or injury. If non-medical staff, they will call a registered nurse and/or physician who shall document the assessment and related interventions. 

b. The Registered Nurse, or other appropriate staff, shall interview the patient/resident and witnesses as appropriate.

c. If after the initial assessment of the allegation/situation and where there is a potential criminal offense the Supervisor/Manager on Duty will be directed to notify the Milwaukee County Sheriff’s Department or the Police Department.

d. For children/adolescents, the supervisor or professional clinical staff must notify the Department of Human Services Child Protective Service Department immediately at 414-220-SAFE.

e. The supervisor will assure that the Registered Nurse or other appropriate staff completes required documentation of the incident in the medical record.

f. The legal guardian must be notified if the patient is under 18 years of age or has a legal guardian under Chapters 54 & 55. 

g. The Risk Management Incident/Accident Report will be completed before the end of the employee’s shift and submitted to their immediate supervisor.

B.
FORMAL INVESTIGATION PROCESS
1. The Program Administrator or designee has oversight of the investigation. The Supervisor/Manager on Duty will immediately initiate the investigation.  This is initiated by:

a. Removing the accused caregiver from the patient care environment. 

1) If the caregiver is a Milwaukee County employee, the employee may be reassigned to a non-patient care area for the rest of the shift or allowing the caregiver to go home with their choice of paid time off, with the exception of Sick Allowance. (If no paid time off available, time will be absent without pay) * See Process for Placement of MCBHD Employees to Non-Patient Care Areas Addendum.

2) If the caregiver is a contracted employee, the employee will need to work with their Supervisor, the Program Manager, and the contract point person regarding options available. 

b. Notify the MCBHD Program Administrator or designee.

This includes the Administrator on call for off-shifts.  Check with Administrator on how to address the reassignment of the caregiver.

c. Initiate the investigation with all persons that may be witness to

the event.  This includes:

1) Interviewing and obtaining statements documented on State form (DSL 2448-Witness Statement) from all staff/patients who may have been present at the time of the incident and all staff/patients who may have information regarding the incident.  Statements will include: date and time, specific location, where the witness was in proximity to the alleged incident, who was involved or in the area, and a description of the alleged incident.  If a potential witness states they did not see or hear the incident they will need to state where they were in relationship to when and where the incident allegedly occurred.  The investigating manager may document the verbal statement and have the witness sign the form when appropriate.  This must be done prior to staff leaving for the day.

2) Interviewing all patients/residents who may have observed and/or participated in the alleged incident.

3) For children under 18 years of age, the investigation of abuse shall be coordinated with the Milwaukee County Child Protective Services Units or the Department of Health and Social Services.  The Program Administrator shall ensure such coordination.  

2.
To ensure that the patient’s/resident’s/client’s safety is maintained during the investigation, the accused staff will be reassigned to an area or task that are non-patient care related, until caregiver misconduct is substantiated or not substantiated.  During the reassignment, the staff will be under the supervision of the area department in which they are working.

3. When a patient grievance is filed alleging caregiver misconduct, an Incident Report must be filed by the staff member receiving the patient grievance along with all appropriate notifications and investigation summary.

4. When the abuse involves consideration of immediate disciplinary action, including possible discharge, the following steps should occur.

a. Consultation shall be sought from the Program Administrator or designee as to whether the charges are both serious enough and well founded to require summary suspension and immediate referral to the Personnel Review Board.

NOTE: 
An incident may violate the work rules or procedures of a facility but at the same time not meet the definitions or the evidentiary standards of DHS 13.  Therefore, it is possible that an employer may appropriately discipline or terminate a caregiver for a particular incident, but DQA may determine that it is unable to substantiate caregiver misconduct. 
b. If the allegations appear to be well founded, the employee should be suspended.

1) The employee shall be informed that there has been an allegation made against them and that he/she is being suspended without pay pending a hearing for discharge before the Personnel Review Board.

2) The employee may be allowed to clean out any personal belongings and then must leave the premises.

3) The supervisor should also obtain the employee’s MCBHD keys and ID badge before he/she leaves.

c. The Program Administrator with the assistance of the Human Resources Coordinator will prepare the "Written Charges Against Civil Service Employees" (form 2923) and forward to the Personnel Review Board for review and processing.  (NOTE: THE PERSONNEL REVIEW BOARD MUST RECEIVE THE WRITTEN CHARGES WITHIN THREE WORKING DAYS FROM THE DATE THAT THE EMPLOYEE IS ACTUALLY SUSPENDED.)
d. The Department Head shall report the incident to the appropriate licensing board (e.g., Nurse Aide Registry, Board of Nursing, Pharmacy Board, etc.).

e. If the final investigation reveals that all aspects of the allegation are unfounded, the written charges for dismissal will be withdrawn and the employee will receive appropriate back pay.
f. Any decision made by the Personnel Review Board is considered to be final.

5. If a staff is a witness to abuse and does not report or intervene in the alleged act, the witness could be deemed in the eyes of the law to have participated in the act of abuse, and disciplinary action will be initiated as outlined in the above procedure.

6. If an individual attempts reprisal on an individual who has reported a case or witnesses of abuse/neglect/mistreatment/misappropriation, that individual has also violated the rights of the patient/resident/reporter, the law as well as this policy and procedure may be subject to disciplinary action and/or criminal prosecution. Reprisal towards residents may be defined in the following way:  
a. Any physical motion or action, (e.g. hitting, slapping, punching, kicking, pinching, etc.) by which bodily harm or trauma occurs.

b. Unauthorized/inappropriate use of corporal punishment as well use of any restrictive, intrusive procedure to control behavior for the purpose of punishment.


FLOWCHART OF ENTITY INVESTIGATION AND REPORTING REQUIREMENTS

Refer to Chapter 6 of the Wisconsin Caregiver Program Manual at: http://dhs.wisconsin.gov/caregiver/publications/CgvrProgMan.htm
Note: Other reporting requirements may also apply; e.g., if the incident involved child abuse or the death of a client.












s











* For Rehab Hilltop and Rehab Central follow the flow chart for the investigation but Federal standards require that ALL incidents must be reported regardless of the results of the investigation.  See Section C, #8 of this policy for specific reporting procedures for these programs.  See Federal Register “Client Protections” §483.420(d)(2-4)
C. REPORTING REQUIREMENTS

Supervisor/Manager on duty  must work with the Program Administrator  to complete all necessary requirements for reporting an incident within the following time frames.
1. CRISIS AND ACUTE INPATIENT PROGRAMS

Entities must submit reports of alleged caregiver misconduct to DQA within seven (7) calendar days of the incident or the date the entity knew or should have known of the incident.

2. HILLTOP (Units 43E, 43F, & 44E) AND REHABILITATION CENTER CENTRAL (Units 44A, 44B, & 44C).

MCBHD reports ALL allegations of resident mistreatment, caregiver misconduct, and injuries of unknown source to the State of Wisconsin Division of Quality Assurance (DQA) per Federal Regulations pertaining to ICFMR’s and Nursing Homes. For Hilltop (units 43E, 43F, & 44E) and Rehabilitation Center -Central (units 44A, 44B, & 44C) special rules for managing and reporting patient mistreatment (including resident to resident mistreatment) apply. For Rehabilitation Center-Central only, if indicated an online report must be filed with DQA within 24 hours of the occurrence of such an incident or knowledge of the occurrence of such an incident with knowledge and under direction of the Central Program Administrator.
Hilltop and Rehab Central Procedure:

1. Immediately upon learning of an incident involving resident mistreatment staff members must take steps to protect residents from possible further incidents of mistreatment, misconduct, or injury. Examples of steps to protect residents include: increased staffing and behavior checks for patient to patient mistreatment, removal of patient alleged to have mistreated another, relocation of a vulnerable resident, briefly securing patient valuables until acuity has abated, removal of staff for caregiver misconduct allegation, etc. Steps taken to protect the resident should be documented in the patient’s record and on the Incident/Risk Management Report (form 4319 R5). See the MCBHD Incident/Risk Management Reporting Policy and Procedure for documenting and reporting an incident. 

2. Mistreatment of residents and injuries of unknown source must be reported to the Rehabilitation Centers administrator or his designated representative immediately after initial steps have been taken to ensure that the resident has been protected. 

3. For Rehabilitation Center Central only, The incident must be investigated by an assigned manager within 24 hours of the occurrence or knowledge of the occurrence of an incident. To comply with Federal regulation 42 CRF §483.13(c)(2), all alleged violations involving mistreatment, neglect, or abuse, including injuries of unknown source, and misappropriation of resident property must be reported to the Division of Quality Assurance (DQA) immediately via the online reporting system at: 

https://doa.wi.gov/DHSSurveys/TakeSurvey.aspx?SurveyID=96M13m14 

The Rehab Center Central license number is 5010, which must be entered in the online report.  

Centers for Medicare and Medicaid Services (CMS) defines “immediately” to be as soon as possible but not to exceed 24 hours after discovery of the incident.  Failure to provide the information to DQA within 24 hours of discovering an incident may result in a citation under federal or state codes.  To print a copy of the report, click on the browser’s print button before clicking the “done” button.  Refer to the misconduct definitions to determine if an alleged incident constitutes a violation.  
4. The definition of “Mistreatment” includes the following.
a. Physical and sexual assaults on a resident by another resident, staff member *, visitor, law enforcement, etc.

b. Significant theft or significant destruction of a resident’s property by another resident, staff member*, visitor, law enforcement official, etc.

c. Abuse by a staff member* such as confinement or restraint contrary to the policy, causing pain or injury, substantial disregard for resident rights under Chapter 50 and 51, or causing mental or emotional damage to the resident.

d. Sexual intercourse or sexual contact with a resident by a staff member*.

e. The forcible administration of medications or ECT, research drugs etc. with the knowledge that no lawful authority or approval exists for the administration or procedure.

f. Acts by a staff member* which are done with the intent to harass, intimidate, humiliate, threaten or frighten a resident. 
 

g. Neglect by a staff member* through carelessness, negligence, or disregard of policy or recovery plan, which causes pain or injury, substantial disregard for resident rights under Chapter 50 and 51, or mental or emotional damage to the resident.

h.
Misappropriation of resident’s funds or property by a staff member*.

5. For reporting purposes, mistreatment does not include staff member* inefficiency, or failure in performance of duties as a result of inability, incapacity, oversight, or good faith errors in judgment or discretion unless one of the following conditions can be met:

a. It can be demonstrated that the staff member had received training relating to proper or required practice, protocol, conduct, or behavior when in circumstances substantially similar to the alleged incident and that the staff member’s failure to follow the practice, protocol, conduct or behavior caused or contributed to resident mistreatment.

b.    It can be demonstrated that the staff person’s conduct or behavior failed to meet 
the minimum expected competencies of a person employed in the staff member’s position and that the conduct or behavior caused or contributed to resident mistreatment.

6. An injury of unknown source is an injury, which the resident received from an unknown person or source, which requires nursing and/or medical care. An injury of unknown source must be immediately reported to the Rehabilitation Centers administrator or designated representative and be investigated. For Rehabilitation Center-Central Units, an injury of unknown source must be reported by the administrator or designated representative to DQA within 24 hours by completing the online form with knowledge and under direction of the Central Program Administrator.
7. Immediate investigation and documentation of all incidents of resident mistreatment and injuries of unknown source should include the following.

a. Collection of physical and documentary evidence.

b. Interviews of the alleged victim(s) and witness (is), if possible.

c. Interviews of the accused individual(s), if possible. 

d. If indicated, involvement with other regulatory authorities, who may assist, e.g., Sheriff, Elder Abuse agency, Adult Protective Service agency, etc.

e. A brief narrative must be written as part of the Management Review section of the MCBHD Incident Risk Management Report (form 4319 R5). The narrative should include: the steps taken to protect the resident(s), the effect(s) the incident had on the resident, the residents reaction to the incident, and any findings from the initial investigation (note also if the outcome was minor).

f. The Rehabilitation Center administrator or his designated representative must be notified of the steps taken to protect the resident(s) immediately, and the findings of the investigation must be reported within 24 hours for Rehabilitation Center Central and within five working days for Hilltop.

8. Reportable Resident Mistreatment Incidents

Incidents must be reported to Division of Quality Assurance (DQA) when, after the initial investigation the following three conditions are true:

a. There is reasonable cause to believe that there is sufficient evidence to show the alleged incident occurred and
b. There is reasonable cause to believe the incident meets or could meet the definition resident mistreatment including caregiver abuse, neglect or misappropriation.

9.
For Rehabilitation Center Central residents, if an incident is reported to DQA within 24 hours using the online form “Alleged Nursing Home Resident Mistreatment Report”, then a follow-up Form F-62447 “Misconduct Incident Report” must be completed and submitted to DQA within 5 working days by the Rehabilitation Center administrator or his designated representative providing further details of the incident and investigation.

10.   
For Hilltop residents Form DDE-2447 must be completed 
and submitted to DQA within five working days by the Rehabilitation Center administrator or his designated representative providing details of the incident and investigation.

11.
The Rehabilitation Centers Administrator is responsible for maintaining a database for all mistreatment incidents and investigations.     

* “staff member” includes full, part time, and temporary county employees regardless of where he/she works, private contractors and/or employees of private contractors working for MCBHD, consultants, fellows, residents, interns, students and volunteers.

D. Other Information Regarding Discipline of Caregiver

An incident may violate the work rules or procedures of a facility but at the same time not meet the definitions or the evidentiary standards of DHS 13.  Therefore, it is possible that an employer may appropriately discipline or terminate a caregiver for a particular incident, but DQA may determine that it is unable to substantiate caregiver misconduct.

Attachments:  

1 – Process for Placement of MCBHD Employees to Non-Patient Care Areas Addendum

2 – Non-Patient Care Areas (List of locations, duties, work hours and contact information)

3 – Employee Reassignment Agreement
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ATTACHMENT 1

CAREGIVER MISCONDUCT- ADM #011

Process for Placement of MCBHD Employees to Non-Patient Care Areas Addendum
When a MCBHD employee elects to work in another department for the duration of the investigation, the supervisor in conjunction with the program administrator must determine the most appropriate placement for the employee based on skill set and required performance tasks (some areas require a greater proficiency of literacy and or judgment), and will be assigned accordingly.  See grid on page 2 for details regarding the locations and duties.  The supervisor must conference regularly (weekly or as needed) with the supervisor of the reassigned area.  The agenda of the conferences will include:

· Performance

· Time off/schedule requests

· Timecard submission (signed by original supervisor with input from reassigned area’s supervisor)

· Coordinate the initial workweek schedule/days off.

The employee must be oriented to the new location and given information on:

· Phone number to call in to from home.

· Explain that the supervisor in the reassigned area is the person to contact with requests/questions.  The reassigned area supervisor will then conference with the original supervisor as needed.  The employee must have a clear understanding of the new chain of command and that they are subject to the work rules of the reassigned department.

· Time off previously approved/scheduled will be honored at the reassigned area.  

· Time off granted in the reassigned department may not be honored if the placement ends before the time/date requested arrives. Such requests must be reviewed with the supervisor upon return to the original assignment.

· If reassigned to a 5-day service department the employee’s days off will be changed to match.

· The employee’s shift may be altered to match that of the reassigned department.

· Policies unique to the reassigned department

If an employee’s performance is found to be unacceptable they are subject to discipline from either the employees supervisor or the reassigned department’s supervisor.  Additionally, the assignment can be modified or ended.  Attached is a sample sign-off for the employee regarding the above information.

Rev. 5/9/09
ATTACHMENT 2

CAREGIVER MISCONDUCT- ADM #011

	Location
	Duties
	Shift and

Hours
	Contact Name

Telephone #

	Linen Room
	Sort clothing, set up linen/clothes on carts for delivery to the units


	Mon-Fri

7:00 AM – 3:30 PM
	Diane Dee

257-6987

	EES
	*Data entry of maintenance requisitions, telephone survey on work orders 


	Mon-Fri

7:00 AM – 3:30 PM
	John Skibba

257-7369

	Ed Services
	Photo copy, sort and assemble training materials
	Mon-Fri

7:00 AM – 3:30 PM


	Patty Meehan

257-4826

	Fiscal Services
	Filing, putting labels on folders 
	2-3 days, must be the first week of the month only


	Pat Walslager

257-7046

	Central Supply/Storeroom
	Counting inventory, cleaning and arranging shelves, assisting in filling unit orders for supplies


	Mon-Fri

7:00 AM – 3:30 PM
	Kim Miller

257-5101

	Community Services
	Filing
	Mon-Fri.

8:00 AM – 4:30 PM


	Walter Laux

257-7955

	Medical Records
	Photocopying of medical records and sorting


	
	Mary Boltik

257-6953

	Other
	Undetermined- assignments may be available throughout the year based on programmatic needs – Check with the Program Administrators




ATTACHMENT 3

CAREGIVER MISCONDUCT- ADM #011

Employee_________________________is in agreement with being reassigned to 

____________________area/department while the Investigation of Caregiver Misconduct is 

being conducted.  Their reassignment supervisor is _____________________ who will be 

the employee’s contact for questions and requests.  This supervisor will remain in contact 

with the current supervisor_________________________ regarding performance, time 

off/schedule requests, and timecard submission.

The reassignment begins on_________________________.  

The shift start time of the reassignment is _________ and shift end time ____________.

The normal workweek for this reassignment is _____________________________and 

does/does not include weekends.

The telephone number for the reassigned department is ___________.

The employee has received a copy of the relocation department work rules and unique 

policies  _________________________Date: _________________________ and has

signature

had an opportunity to review these and ask questions about the work rules.

Employee:






  Date:





Supervisor:






  Date:




Reassigned Area 

Supervisor:






  Date:




INCIDENT:  	Caregiver misconduct and injuries of unknown source are considered ”incidents.”  All staff who have information 


regarding a possible incident of caregiver misconduct (abuse or neglect of a client or misappropriation of a client’s 


property) or an injury of unknown source must report the incident to the appropriate entity staff person.





Action:  Upon learning of an incident, you must immediately protect your clients from possible further 


	incidents of misconduct or injury.





Action:  You must immediately conduct a thorough internal investigation and document your findings for 


	all incidents at the entity.





Action:  Name an accused individual, if possible.  If you are unable to name an accused individual, another 


	regulatory authority or investigating agency (such as DQA or the police) may be able to identify an


	accused person.  Proceed to question 1.





1.  Do you have information or other evidence 


to show the incident happened or do you believe a regulatory authority or investigating agency (such as DQA or the police) could obtain the evidence?





NO





3.  Are you reasonably certain the 


incident does not meet the definition of caregiver misconduct (e.g., your investigation supports that it is not caregiver misconduct.)? 





2.  Do you believe the incident meets the DHS 


13 definition of abuse, neglect, or misappropriation?  (Refer to Caregiver Program Manual, Chapter 6, for complete DHS 13 definitions.)  Note:  Nursing homes must refer to federal definitions.





4.  Is the alleged incident or the 


	effect(s) of the incident on the 


	client minor?  (Refer to Chapter 


	6 for definition of “minor”.)








Action:  Submit an Incident Report (DQA form F-62447) 


to DQA, as applicable, in required time frame.  Advise the accused person of the report.





Action:  It is not mandatory to report the incident 


to DQA   Document your investigation and maintain the results of the 30 most recent investigations for DQA staff.*





NO








NO





YES





Yes or FAIRLY CERTAIN





NO





YES





Yes or FAIRLY CERTAIN








