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ABUSE & NEGLECT: DETECTION & REPORTING 
MODULE II 

SECTION 1 
Objectives 
In this section you will: 
• Identify CMS regulations and guidelines pertaining to detection, investigation and prevention of 

abuse and neglect in nursing homes as defined by Tags F223-F226. 
• Identify screening techniques used by providers when investigating abuse and neglect. 
• Learn about regulations and guidelines with respect to the detection, investigation, and 

prevention of abuse and neglect in nursing homes. 

Abuse & Neglect in Nursing Homes 
Historically, elder abuse screening has focused on elderly persons in the community. The types of 
abuse and neglect found in nursing homes are similar to the types found in the community. Although 
the total amount of abuse and neglect is not known, studies of nursing homes and staff surveys 
suggest that the problem is serious and significantly underreported. In a study of 80 residents in 23 
nursing homes in Georgia, 44% of the residents reported that they had been abused. In addition, 
38% reported that they had seen residents abused, and 95% reported that they had experienced 
neglect or seen other residents neglected. 

Regulations & Guidelines 
CMS regulations and guidelines about detection, investigation, and prevention of abuse and neglect 
in nursing homes are found in Tags F223-F226 of the Guidance to Surveyors - Long Term Care 
Facilities. We will review the following topics: 
• Types of resident screening questions 
• Three areas of the screening process 
• Barriers to disclosure 
• Tips for conducting caring communications 

Screening Questions 
Screening elder and vulnerable residents for abuse and neglect in the nursing home setting 
requires questions that are practical, efficient, and easy to administer. Nine screening questions 
developed by Mount Sinai/Victims Services Agency (1988) and incorporated into the American 
Medical Association (AMA) guidelines for detecting abuse and neglect in elders (1992) are 
frequently cited in the clinical literature as a practical way to begin the abuse and neglect 
screening process in clinical settings. 
• Physical Abuse ~ Ask the following questions to detect physical abuse: 

 Are you afraid of anyone at the nursing home? 
 Have you been struck, slapped, or kicked? 
 Have you been tied down or locked in a room? 
 Can you tell me about a time recently when someone made you do things you didn’t 

want to do? 
• Mental Abuse ~ Ask the following questions to detect psychological abuse: 

 Do you ever feel alone? 
 Have you been threatened with punishment or deprivation? 
 Have you received the silent treatment? 
 Have you ever been force fed? 
 Do you receive routine news or information? 
 What happens when you and your caregiver disagree? 
 Can you tell me about a time recently when someone talked to or yelled at you in a way 

that made you feel bad about yourself? 
 Does anyone ever scold or threaten you? Can you give me an example? 
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 Has anyone at the nursing home had you sign documents that you didn’t understand? 
 Has anyone at the nursing home taken anything that was yours without asking? 

• Sexual Abuse ~ Ask the following questions to detect sexual abuse: 
 Has anyone touched you without your permission? 
 Has anyone forced you into a sexual activity you did not want to participate in? 

• Neglect ~ Ask the following questions to detect neglect: 
 Do you lack such aids as eyeglasses, hearing aids, or false teeth? 
 Have you been left alone for long periods? 
 Has anyone failed to help you care for yourself when you needed assistance? 
 Are you getting all the help you need? 

• Follow-up Questions ~ If at any time a resident answers YES to a screening question, then 
follow-up with these questions: 
 How did the incident occur? 
 When did it occur? 
 Where did it occur? 
 Who was responsible? 

Screening Process 
The screening process addresses three areas: 
• Who should be screened? ~ A plan to screen residents for detection of abuse and neglect 

should be incorporated into a facility's written policies and procedures. Besides residents, 
other sources that can assist in detection include facility staff, other residents, families, 
visitors, and volunteers. 

• When should the screening take place? ~ The screening process should be initiated: 
 When signs and symptoms of abuse and neglect are identified 
 When there is cause to suspect verbal, sexual, physical, and/or mental abuse, 

involuntary seclusion, or neglect 
In addition, facilities need to recognize the importance of conducting resident screening on a 
routine basis. Suspicion of physical abuse and neglect may be based on the presence of 
signs and symptoms covered later as well as investigation into whether current injuries are 
similar to past injuries. 

• Where should the screening take place? ~ If abuse is suspected, the screening interviews 
involving residents, facility staff, family, visitors, and/or volunteers should be conducted in a 
private place such as an office or family conference room that is not used by staff or 
residents on a daily basis. The location for conducting screening interviews should be 
carefully selected. It must be a place where the resident feels safe to answer questions. 

Barriers to Disclosure 
A facility’s abuse and neglect screening procedures may influence disclosure. We will review the 
common barriers to disclosure and the techniques you and the facility staff can consider when 
developing policies and procedures for detection and prevention of abuse and neglect. The focus 
will be on the resident even though these barriers may also affect family, staff, and volunteers who 
are reluctant to identify and disclose situations of abuse and neglect. Examples of barriers to 
disclosure include: 
• Difficulty detecting signs and symptoms of abuse or neglect 
• Denial and not wanting to admit abuse 
• Wanting to protect abuser 
• Feelings of shame and guilt 
• Fear of retaliation or punishment 
• Fear of being accused of lying 
• Doubt that confidentiality will be maintained 
• Abusive behavior considered normal 
• Belief that nothing will change 



 2514 Stenson Dr | Cedar Park TX 78613 | 512-336-1005 | Fax 512-336-1008 | missy@CHAseminars.com 

ABUSE & NEGLECT: DETECTION & REPORTING 
MODULE II | © 2011 | Page 3 of 6 

• Physical or mental disabilities make communication difficult 
• Different cultural perceptions 
• Lack of understanding of residents’ rights 

How to Address Barriers to Disclosure 
You can address barriers to disclosure by providing a safe, caring environment and by 
demonstrating patience, tact, belief, and discretion during the interview. You also need to establish 
trust with the resident as information and concern about abuse and neglect are shared by the 
resident. You must acknowledge the resident's cultural and religious values, be mindful of the 
resident’s hearing and/or language difficulties, and be supportive and recognize that abuse and 
neglect are difficult situations to discuss. The interviewer should ask direct questions in a non-
judgmental manner using plain language. It is important to recognize subtleties in answers that 
may suggest the need for additional questions. Interviews may begin with statements that reflect 
common barriers to disclosure such as: 
• From my experience, people are afraid or embarrassed about (fill in the blank). You are not 

alone. 
• From my experience, people are afraid others will think they are crazy 

Tips for Conducting Caring Communications 
The following are additional tips for conducting caring communications during the interview 
process: 
• Use "I" messages: "I am concerned about you. . ." 
• Be specific: "because I see a bruise on your arm." 
• Be sensitive to other's feelings: "I understand that it is hard to talk about personal concerns." 
• Be non-judgmental and non-threatening: “Would you like to talk to me about it?” 
• Empower rather than "rescue": "Do you want to talk about some of the resources you might 

use?" 
• Help remove any perceived stigma about being abused: "I have often seen people who are 

not receiving the care that they deserve. . ." 

With any YES response, state: "Thank you for sharing that with me." 

Interview Strategies for Verbal Communication Impairment 
Diminished capacity in residents who have verbal communication or cognitive impairment does 
not necessarily negate the residents’ ability to describe abuse or neglect. The following interview 
strategies can be used with residents who have verbal communication impairment: 
• Ask questions that require only yes/no answers 
• Provide paper and pencil for written answers to oral questions 

Summary 
This section has focused on screening techniques for identifying resident abuse and neglect. An 
approach to screening that can be adapted to nursing home residents was presented together with 
suggestions for implementation. You can use this information as you review the facility’s policies 
and procedures for detection and prevention of abuse and neglect. 

SECTION 2 
Objectives 
In this section you will: 
• Learn about best practices for documenting abuse. 

Diagnosis & Clinical Findings of Physical Abuse 
Sexual coercion, assault, or contact without the resident's informed consent and/or sex between a 
facility employee and a resident is never consensual since this is a breach of trust and an abuse of 
power. Any injuries from an unknown cause, injuries that are not consistent with the findings of the 
investigation, or contradictory explanations given by the resident and the staff for the injuries should 
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be reason to suspect abuse. Signs of physical abuse include patterned injuries, welts, rope marks, 
burns, bruises, fractures, lacerations, and injuries in various stages of healing. 

Written Documentation 
The hallmark of a thorough investigation of suspected abuse includes a review of what is written 
about the resident in the facility's records. It is important for both you and the facility employee to 
take a few seconds to think about the written notes before writing them. What is written or not 
written in the chart, the investigative reports, and/or the survey findings, has forensic implications. 

Forensic Documentation 
When health care providers poorly document the history of possible abuse or mistreatment in the 
medical record, it becomes very difficult to determine whether an allegation of abuse can be 
substantiated. The AMA provides guidelines for the health care provider on elder abuse 
documentation and advises that thorough, well-documented medical records provide evidence of 
care and may prove crucial to the outcome of a legal case. Accurate medical records may be 
viewed as more credible than testimony at trial. 

Documenting Abuse 
Facilities should keep records in a precise, professional manner. The records should include: 
• Chief complaint/history of injury 
• Complete medical and relevant social history 
• A detailed description of every injury, including the type, number, size, location, stages of 

healing, and color 
• A body map or accurate drawing 
• Color photographs and imaging studies 
• Results of all pertinent laboratory and diagnostic procedures 
• An opinion about whether the injuries match the history 

The chief complaint or history of injury should be recorded in the residents’ own words. Do not 
sanitize or use medical terminology not used by the resident. If the resident used profanity or body-
part slang, you should quote the resident in the progress notes or case reports. A written history 
should begin with a general description of the events of the reported abuse. You should then 
document a more comprehensive history by gradually asking the resident more specific and detailed 
questions about the reported abuse. The health care provider must ask, then document specifically 
and directly: 
• Exactly what happened 
• The time and place of the reported abuse 
• The mode and frequency of the reported abuse 
• Whether objects were used 
• The identity of eyewitnesses 

Photographic Images 
There are two types of tools used to record injury and wounds from suspected abuse through 
photography: 
• Video Cameras ~ Video cameras have not been commonly used to document abuse. When 

investigating a crime, the police may use video cameras to record the overall appearance of a 
facility or the overall appearance of a crime scene. 

• Still Photos ~ In deciding which camera to use, you should seek advice from the local 
prosecutor’s office or the state’s Medicaid Fraud Prosecution Unit to determine if digital 
images are allowed in local courts. If images from digital cameras are allowed in local courts, 
then the quality and convenience of digital images make it the camera of choice for 
investigators. 
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Visually Documenting Abuse 
When visually documenting abuse, you need to consider the following: 
• Labels 
• Scales 
• Rule of Thirds 
• Principles of photo documentation 

Labeling Photographic Images 
Whenever and by whomever pictures are taken in a facility, the photographs must be properly 
labeled. This is true whether the print is from an instant, 35 mm, or digital camera. When photos of 
unexplained or suspicious injuries are printed, never write directly on the back or the front of the 
prints. The reason is that the ink will often smear (“bleed”), obscuring the image. In addition, 
writing on photographs with a ball point pen or pencil will leave indentations in the prints. Software 
for digital cameras allows for the superimposition of words directly on an image prior to printing. 
Labeling a photo on a computer is acceptable as long as the words do not obscure any injuries or 
aspects of the image that may explain the cause of the injury. One of the most effective ways to 
label print photographs is with 2" X 4" shipping gum labels available from any office supply store. 
The labels can be written by hand, typed, or printed on a laser or ink jet printer. It is recommended 
that photos be labeled with the following information: 

 Non-personal Identifier 
 Date 
 Time 
 Photographer Name 
 Photo ID# 
 Facility Name 
 Survey# 

Scales & Rulers 
A measurement scale (ruler) should be included in each photograph to indicate the approximate 
size of the injury. It is important to ensure that the injury is clearly visible along with the scale. 

 Types of Scales~ A variety of objects can be placed in a photograph to show the size of the 
injury. Among the more commonly used are rulers or standardized color rulers, which have 
pallets that can be matched when 35 mm print film is developed to standard colors. This 
helps ensure that the colors in the prints are more true-to-life. Standardized color rulers are 
not necessary when using instant or digital cameras. Other common scales are coins and 
pencils. The metal piece on any #2 pencil that holds the eraser is about ½ inch in length. 

 Standardized Rulers ~ A variety of standardized color rulers are available from quality 
camera shops and/or catalogs marketed to crime scene investigators and forensic nurses. 
The most common color scale is the gray scale. The American Board of Forensic 
Odentologists (ABFO) has developed a standardized "right angle" ruler recommended for 
known or suspected bite injuries. The right angle scale can be used in any image. 

Rule of Thirds Technique 
No matter which camera is used, photographs should be taken using a forensic photography 
technique called the “Rule of Thirds”. In accordance with this technique, the surveyor should: 

 Begin with a front-facing, full body photo of the resident 
 Capture photos of each injured area from three different distances: 6 feet (farthest distance), 

4 feet (mid-distance), 2 feet (close-up) 
 Take additional close-up images if the camera can focus closer than 2 feet (ie, Rule of 

Fourths, Rule of Fifths) 
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Photos as Documentation 
Photographs should be developed, maintained, and stored in a confidential manner, as with all 
other medical records and reports. Medical photos can be combined with medical records by 
printing digital images on a sheet of paper and labeling with the resident’s name plate. Health care 
providers should take their own photographs and not rely on law enforcement photographs. 
Medical photographs can be subpoenaed and presented in court as evidence if the case goes to 
trial. Residents should sign a Consent to Photograph form before health care providers take 
medical photographs. Use body maps as well as photographs to show accurate bruise coloring or 
tenderness that may not be visible in a photograph. Photographic documentation is part of the 
medical record and can be invaluable in criminal and/or civil court proceedings. The photograph 
must be a true and accurate representation of what the health care provider examined and treated 
on the day of the exam. 

Evidence Collection & Preservation 
Resident abuse is a crime, and in most jurisdictions the local police must be immediately notified. 
The primary responsibility for evidence collection and preservation should lie with the police. 
However, valuable evidence can be and is often destroyed before the police arrive because facility 
staff may not have been taught what trace physical evidence is and how to preserve it. 

Evidence Collection Protocol 
The facility should have a protocol for evidence collection by facility staff that has been reviewed by 
local law enforcement, prosecutors, and the facility's legal counsel. Facilities should be encouraged 
to collect and preserve clothing that is bloodied or soiled (ie: bloodied or soiled bed sheets, clothes, 
and undergarments). Any evidence collected by facility staff must be signed into a locked evidence 
storage locker (ie: a file cabinet). Access to the locked evidence cabinet should be restricted to 
trained and authorized supervisory staff who understand the importance of chain of custody, 
including having the police sign out the evidence on a log. If a police officer is present to collect 
evidence, the officer must ask the resident for permission to collect evidence from the body, such as 
foreign material, fingernail scrapings, and samples taken with swabs. The facility should develop a 
policy on how evidence can be collected from a resident who is unconscious or not able to give 
informed consent. Sexual assault evidentiary exams must be collected by a trained sexual assault 
forensic examiner. The police are never allowed in an exam room during a sexual assault forensic 
examination. 

Summary 
In this section, the principles of written and photographic documentation were reviewed from the 
perspective of the facility. The resident's chart is key to determining whether abuse has occurred. In 
recent years, the standard of documentation in facility records concerning reported or suspected 
abuse has been raised and includes photographic documentation. Your roles and responsibilities for 
ensuring that thorough investigations of abuse have been conducted also are increasing. Finally, 
you must understand that collecting and preserving basic evidence is part of the process of 
protecting residents from future abuse. 


