Resident Abuse

Identification of Causal and Contributing Factors
	WHO?
	WHAT?
	WHEN?
	WHERE?
	HOW?
	WHY?

	Who is the

alleged victim? Perpetrator? Potential witness(es)?

Who was the first to report and to whom did they report the event?

Who was the first to learn of the event?

Who was injured, and was he or she alone?
Who was assigned to the resident?

Who has knowledge of the resident immed. before and after the event?
Who all has this event been reported to?


	What was the event/ allegation?

What was the injury?

What was the resident doing?
What equipment was being used?

What resident care or treatment was being performed?
What special precautions were necessary?

What did other residents or staff do, if anything, to contribute to the event?

What problems were encountered?

What do individuals with knowledge of the event or in the area of the event say about the resident or what happened prior to the event?
What did the witness or other people involved do right after the event?  What family members, if any, were present?
What extenuating circumstances were involved?

What did witnesses see, hear, smell? What does the alleged victim say regarding the event?
What will be done to prevent a recurrence?

What policies or procedures were or were not followed? And should any policy or procedure revisions be made?
What could have been done to keep the event from occurring? 

What evidence exists to substantiate or unsubstantiated the allegation?

What resident, family, or staff education is indicated?
What was the resident’s functional, mental, and cognitive status before and after the event?  Any changes since?
	When did the event occur?

When was the event reported?

When was the resident admitted to the facility?

When had hazards been pointed out?

When was the resident last seen/ checked?

When did the staff become aware of the event?

When did facility management become aware of the event?
	Where did the event occur and what did the environment look like?  Is it consistent with the allegation? Is there a history of similar events in this same location?
Where was the resident at the time of the event?

Where was the alleged perpetrator at the time of the event?

Where was the nursing supervisor at the time of the event?

Where was the staff person assigned to the resident at the time of the event?

Where were  the other staff or potential witnesses at the time of the event?

Where were other persons directly involved with the event?

Where were the witnesses at the time of the event?


	How did the resident get injured?

How could the event have been avoided?

How could the other staff members have helped to avoid the event?

How could the supervisor have prevented the event?

How could this event have been prevented?
	Why was the resident injured?
Why did the resident do what he/she did?

Why did other involved people do what they did?

Why wasn’t equipment used as indicated or ordered?

Why wasn’t personal protective equipment used?

Why was the policy or procedure not adhered to?

Why weren’t other staff    assisting?

Why was the resident in the position he/she was in?

Why didn’t the supervisor check on the resident?

Why wasn’t the physician notified promptly?

Why didn’t the nurse take appropriate action with regard to the resident’s condition?


