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PURPOSE: 
 
This bulletin is intended to give interpretive guidance to counties, providers and Certified 
Investigators regarding the reporting of incidents of abuse and the conducting of 
investigations.  This interpretive guideline is for two areas of the Office of Mental 
Retardation Bulletin, Incident Management, 00-01-05. 
 
1) Certified Investigations:  Family Homes, Family Members and Community                   
Establishments 
 
2) Individual to Individual Abuse 
 
 
 
 

 

COMMENTS AND QUESTIONS REGARDING THIS BULLETIN SHOULD BE DIRECTED TO: 
            Appropriate Mental Retardation Regional Program Managers 



BACKGROUND: 
 

On August 27, 2001, the Office of Mental Retardation (OMR) issued policy bulletin   
00-01-05, Incident Management.  A phased implementation began on March 25, 2002.  
Since the implementation of the policy, OMR has been closely monitoring issues related 
to implementation and anticipates that the incident management policy will be modified 
based upon feedback from focus groups and data gathered in the Home and Community 
Services Information System (HCSIS).  OMR has determined that there are various 
interpretations about investigating incidents of abuse that occur in settings where a 
provider does not have the authority to investigate.  Such settings may include the 
individual’s home, another provider agency, or a community establishment such as a 
hospital or business.  OMR has also determined that under certain circumstances it is not 
necessary for a Certified Investigation to occur for incidents of abuse that are alleged to 
have been committed by an individual receiving service.   

 
GUIDELINE:  

 
1) Certified Investigations: Family Homes, Family Members, and Community 
Establishments 
 
Provider staff should apply the following guideline when reporting and investigating 
incidents of abuse. 
 
County and OMR staff are to follow this guideline when completing management reviews 
of incidents of abuse. 
 
When abuse is suspected, alleged, observed or discovered by provider staff, prompt 
action is to be taken to protect the individual’s health, safety and/or rights.  The 
responsibility for this protective action is assigned to the provider “Initial Reporter” and 
the provider “Point Person.”  Such protection may include, but is not limited to, dialing 
911, escorting to medical care, calling ChildLine, arranging for counseling, referring to a 
victim assistance program, etc. 

 
The “Point Person” is responsible to report the incident using the HCSIS IM application  
and assign a Certified Investigator to begin an investigation. 

 
If, in the course of the investigation, the Certified Investigator determines that the alleged 
perpetrator is not an employee, a volunteer or an individual receiving services of the 
provider, the Certified Investigator is to complete the Investigation Summary in the 
HCSIS IM application stating the reason(s) why the investigation could not be concluded.  
The Certified Investigator is to review the protective action taken by their agency and 
communicate with county staff (outside HCSIS) to alert the county that appropriate 
interventions are needed to protect the individual. 
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When the county incident manager or support coordinator learns that the Certified 
Investigator suspects that abuse is occurring beyond the authority of the provider, the 
county is to take all available action to protect the health and safety of the individual.  The 
county may need to employ the resources of the police, ChildLine, Area Agency on 
Aging, counselors, etc. 
 

Examples 
 

Several examples are presented here to illustrate the process to be followed by a 
provider Certified Investigator.  When a family member is suspected by a provider as 
being the perpetrator of abuse, the provider “Initial Reporter” and provider “Point Person” 
are to take all reasonable steps to protect the individual.  Such steps may include 
notifying law enforcement or making a ChildLine report.  The “Point Person” then files an 
incident report in HCSIS and assigns a Certified Investigator.  If the Certified Investigator 
believes, after reviewing available information, that the perpetrator is a family member, 
the Certified Investigator completes the Investigation Summary in HCSIS explaining that 
there is reason to suspect abuse by a family member.  The Certified Investigator is not to 
investigate in the family home or to investigate family members.  The Certified 
Investigator alerts the county designee that they suspect that abuse is occurring in the 
family home and/or by a family member.  The county is to take all available action to 
protect the health and safety of the individual. 

 
Another example that delineates the responsibility for the provider Certified Investigator 
is a situation where abuse is alleged to have occurred in a setting where the provider 
does not have the authority to gather evidence or take witness statements.  A specific 
situation may involve the alleged abuse by a community hospital employee during the 
admission of an individual who resides in a licensed community residential program.  The 
provider “Point Person” takes appropriate action by notifying the hospital administrator 
and assuring that the individual is not further victimized.  The “Point Person” is then 
responsible for reporting the alleged abuse in HCSIS and assigning a Certified 
Investigator.  The Certified Investigator should assure that the report of the alleged abuse 
has been made to the hospital administrator or designee.  The Certified Investigator must 
complete the Investigation Summary in HCSIS stating the steps taken to notify the 
appropriate hospital authority. The Certified Investigator alerts the county designee that 
the hospital authority has been notified of the suspected abuse.  The county is to take all 
available action to protect the health and safety of the individual.   

 
2) Individual to Individual Abuse 

 
Provider staff should apply the following guideline when reporting and investigating 
incidents of abuse that are alleged to have been committed by an individual receiving 
service. 

 
County and OMR staff are to follow this guideline when completing management reviews 
of incidents of abuse. 
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With the effective date of this bulletin, incidents of alleged abuse that are committed by 
one individual to another individual are to be classified as “Abuse – Individual to 
Individual.” The definition of abuse remains as stated in the Incident Management 
Bulletin, 00-01-05.  As an interim solution, the Primary Nature dropdown menu in HCSIS 
has been changed to include this new classification of abuse. When the incident category 
of Abuse – Individual to Individual is selected, the HCSIS IM application will not mandate 
a Certified Investigation.   

 
Since the result of this interim modification is that HCSIS will no longer mandate an 
investigation for individual to individual abuse, the provider must determine, depending 
on the seriousness of the incident, if an investigation should be conducted. When an 
investigation is not required but desired, a Certified Investigator is to be selected in 
HCSIS.   Providers must use their judgment in determining when these more serious 
incidents are to be investigated.  Such incidents include, but are not limited to, sexual 
abuse and serious injury.  Counties and OMR Regional Offices, during their management 
review process, must examine these incidents closely to ensure that those incidents of a 
serious nature receive the safeguards afforded by a Certified Investigation.   

 
Future revisions of the OMR Bulletin, Incident Management, 00-01-05 will address 
individual to individual abuse more thoroughly and may result in another type of review 
that is programmatically based to replace the requirement to investigate. 

 
 


	Examples

