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CHAPTERll 

HEALTH MANAGEMENT & OVERSIGHT 

11.1. Introduction 

11.2. 

Health is a state of complete physical, mental, and social well-being and not 
merely the absence of disease or infirmity. World Health Organization, 1946 

Maintaining optimal health is one of the Jll't11\asic supports provided by DIDD 
and DIDD service providers. Achiyfful 'this outcome is dependent upon a 
number of factors including the fol!O\yUi;g: "'"' 

• Helping people to make person te~\\<red qe~f~fons about a healthy lifestyle 
and to participate, to the extent possi~~ic ji~g~isions about their health. 

• Ensuring that people receive prevent/\ie,J/iealth-related care and services, "- ,_,-,.,~ 
including recommended physical and dentii:\,ti&ams. 

• Ensuring that people receive assessment, treii~f1_1t and follow up for acute 
and chronic h.~.siJ~h issues as recommended by tielitlng practitioner(s). 

• Medicatiqpi,"i\)i1~4g1;;ment including proper administration, observation of 
medi~\J.c!(il'l,;'effedts'~~d proper documentation as well as reporting any 
con'%¥Wtto the prop~r1 professional( s ). 

• Maint~ljili.1g accurjt~:i-e,;ptds to assure cutTent infmmation regarding health 

is availabl~t1r1,f ~"/' i;;),{':"')> 

People are supporte(!:tp, have the best possible health 

DIDD and DIDD pro::~~'have a shared responsibility to ensure that people 
maintain the best possible health. Best possible health is different for each person 
and depends on the individual's cuiTent overall health status and what can be done 
to provide preventative care, treat existing and acquired conditions or improve 
current health status. 

11.2.a. Conceptual overview of Health Care Oversight: 
It is important to note the ongoing expectation ofDIDD that each person receives 
the level of health care oversight necessary to ensure that all his/her health care 
needs are met. Providers of residential, day, personal assistance, independent 
support coordination and clinical services are required to define in policy how 
they will manage and document the health care of persons served. Health 
management and oversight mechanisms applicable to all persons served must be 
incorporated into the provider's policies and procedures. 
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Health care oversight is an ongoing systematic monitoring and review to assure 
the person's health care needs are being addressed. It can be broad or limited. 
This includes activities such as oversight of the Medication Administration 
Record and medication variances. Providers are obligated to ensure that 
qualified staff perfonns appropriate health care oversight. Providers are 
responsible for obtaining a Professional Supports Services License from the 
Department of Health (DOH, reference TCA 1200-08-34) if health care suppotts 
includes the completion of tasks that can only be perfonned by licensed staff 

11.2.b. Health Care Management and Over~ig~l: Responsibilities of 
Residential, Day, Nursing and Personal Assista!!c'e{)>foviclers: Providers are 
expected to develop/maintain policies and impl,einept){actices that achieve the 
following outcomes related to health care managehient a11tl:oversight: 

·-./ -;:-,.i\ 

. ;~":,}':}, 
1) Appropriate consents are obtained prior to shal'ihg health related 

information and prior to providing services ari<l);tl'.S:atments that 
require informed consent; · \(/;0 

2) Necessary medical, dental and other appointments are ~rranged and 
attended in a tiqtely manner including routine appointments and any 
recommended ,f~ifo)y,,µp appointments, exams or treatment; 

3) Arranging andltif[,~r6\'.i\")\ll/{ transpottation for medical, dental and 
other appointmerif~;\ timely:jii;i:i,v,?l of service recipients to scheduled 
appointment, and \p~epa~llti9'ji':i;Jix11ix service recipient for any 
procedure scheduled;il:'1;{Y ',f~cy' 

4) Staff accompanying Je~)~e recipients to medical, dental and other 
,,•C-;\_ 

appointments are famili~!\ with the person served and are able to 
provide necessary inforiil'aMon such as current medications and 

'" , ,. , behavior problems ( e.g. aggfossion, anxiety, etc.) to practitioners; 
,:f,f?,[J:cr}S)}';,.,;rhe day and residential agency's process ensures that medical 

/t.f\JY ''iip&:yiders have infonnation about the person's current medication as <,tiff,, ~iU\1s any pertinent historical info1mation about any allergies or 
,. , issuij}§lated to specific medications. 
'i?),,, 6) Staff''ii,~

0

§ist the person and/or family in requesting clarifications as 
'·'\:b, need,y\1/Jrom practitioners in regard to information provided about 

·cs(>,, he,illtfi,7felated conditions or treatments; 
7) '\'Jl;,~equate information describing the outcome of the appointment 

\1ri'd any fmther recommendations is incorporated into the person's 
record and appropriate internal and external staff (i.e. supp01t 
coordinators, case managers) are inf01med of any orders, necessary 
follow up, or recommendations; 

8) Orders, treatments and recommendations from medical and clinical 
practitioners are implemented as recommended; 

9) Staff monitor for and identify basic medical signs and symptoms 
such as swelling, rashes, sh01tness of breath, bleeding, etc., and 
report these to a medical practitioner, when appropriate ( e.g., nurse, 
primary care provider (PCP) or emergency services); 
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10) Staff knows how to respond to symptoms that may indicate serious 
health problems requiring immediate attention and are able to take 
the appropriate actions ( e.g., choking); 

11) Staff recognizes and communicates symptoms that are 
uncharacteristic or abnormal for a person so the appropriate medical, 
clinical, dental or mental health evaluations can be initiated; 

12) Medications are administered as ordered; 
13) Medication administration is completed and appropriately 

documented by licensed and unlicensed staff; 
14) Medication variances are detected, reported and addressed 

immediately; 
15) Medication changes and other significant changes in health status are 

communicated to all direct support professionals who provide 
services to the person, to <F9!31>ervators/legal representatives, to 
family members, to suppo,rf~§ordinators/case managers and to any 
other professionals whc{/provide direct services and need the 
information to ensure sin{1~tlS are aHpfppriate and adequate; 

16) Health consid_erations sucl?~:~a»i~JiVhealthy die:, pat1icipatin? in 
regular exercise and gethng'aJ!~uate sleep are mcorporated mto 
daily routines in accordance \vi\~> the recommendations of the 
person's treating health care practiti'tjf\tlfS (e.g., PCP or nutritionist) 
and preferences as specified in the SUPPQt'tplan; 

17) Food,,!l!l.fl.pourishment are provided in accordance with nutritional 
nt;f~~'pli~tibed diets, mealtime instrnctions and physician's orders. 

~';F 'lzt1.\ 
11.2.c. Re~i)iisibilitiesJ~f Suppol't Coordinators and Case Managers in 

supp'6J/t1trn he~J(li,,awk oversight: Support Coordinator and Case 
Manag~f:l~vtlfslbilitiJ!;il~(ilj,ig7: ··~lb~ ···-,;. 
1) Infonnalipj);,.js routinely provided about best health care choices to 

persons se&~,ch)heir families and/or legal representatives; 
2) Infonnation reg~rding how particular treatments and services such as 

physical therapy, occupational therapy, behavior services, and 
nutrition services may contribute to best possible health choices for 
the person served is routinely provided; 

3) Necessary infonnation and supp011 is routinely provided to persons 
served and their family/legal representatives about addressing end of 
life issues. 

4) Assistance with arranging and scheduling transp011ation to medical, 
dental, or other health care related appointments. 

11.3. Primary Care Practitioner and Dental Services 

Persons served shall have access to primary care services as needed. Regular 
contact with the Primary Care Provider (PCP) for physical examination, 
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appropriate medical screenings and medical care of acute and chronic conditions 
is essential to maintenance of best possible health. 

Persons served shall have access to dental services as needed. Regular contact 
with the dentist is essential to maintenance of best possible health. 

11.3.a. Frequency of Physician Contacts: 

Each person served must receive a medical examination according to TennCare 
Rules. Table 11.5 describes TennCare, CMS, and DIDD minimum requirements 
for medical examination by the physician. 

Table 11.5 
Schedule for Medical Examinations per Tenn Care Rule 

.• fUP,'.~"!_· ,.· ; \,'. 'tf;;(:'.fMiii.iiiiupfJi'feqti~p:i/yc/id'/C·· 
Up to age 21 In accordance 'Yitl(fennCare Early Periodic Screening, 

Diagnosis an<.l,;'1?f¢aiment (ESPDT) standards. 
Age 21-64 Every one (i);°'to. three .{~t> years as determined and 

s;'-'.;'·"..,_ /'\,>·'-.,. 
documented by tl\~'ECe{}i,Y 

Note: TennCare rules indicate physical exams'\i:i\i~tbe annual unless otherwise noted 
by exception by the attending primary care practitio'~~''· 

'\/ 

.r:if {if~:: --1;' :I)~'\ 
11.3.b. P~JipJfii'; Re~~~sibility for Scheduling and Keeping Physician 

.l\tmomtments !c\'!:El 
~~.,~)_ :,_. _- ___ 1fJ::i :·i 

;:'~~J~~1J~1It!i\~efyjc;i::s, the provider is responsible for making, 
·:;~6'4: supporting Th? person in keeping the appointment and 
e&fo:png the outcome of the appointment is documented in the 

·vy~-,, 

personI$,,~cord. 
• In day '£e1i\rices with no residential component, the provider is 

responsible for working with the person, family or legal 
representative to make appointments, supporting the person in 
keeping the appointment and ensuring the outcome of the 
appointment is properly documented in the person's record. 

• If a person does not receive residential or day services, the 
person's Suppo1t Coordinator/Case Manager will assist the 
primary caregiver as needed to ensure appointments are made, 
kept and proper documentation is obtained. 

• The Support Coordinator/Case Manager must take every 
available opportunity to ensure the person attends medical 
examinations as needed or required ( e.g. petiodic medical 
examinations). If the person does not obtain the medical 
examination as required, the support coordinator/case manager 
must document, in case notes, evidence of all suppmts given 
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and/or offered to the person and their family as well as update 
the person's risk assessment as to the refusal to obtain an 
annual examination. 

11.3.c. Documentation of Primary Care Pl"Ovider (PCP) and Other Physician 
Visits: It is not required that primary care provider's use any patiicular 
fom1 to document the history, physical examinations and/or assessments. 
Documentation is required to demonstrate that an appropriate health 
review has been perfonned. <> , 

~-<'.://_)~_,;. 
Documentation of all physician visits ml.fift'b'it maintained. While not 

,'_-;.->{;,;' •c:_.-.,-_.,_~--
required, providers may wish to dev(!lo1.Va ·st,i)ldard fotm for use in 
assisting with the communication '>'of alt'(~e~ded infonnation. 
Documentation of periodic health reviews is require'd .. t9,,£1emonstrate that 
these have been perfonned. '<::({:, 

-,{t?0." 
11.4. Management of Medication Administration 

A statutory exemption (Tc~i?,"J.02 and 68-1-904) was established as a means to 
allow unlicensed staff to ad~1nillf~1":~!itiain medications to people who receive 
DIDD services. As a result 1~~hise~i!l1_P.tion, DOH promulgated mies which 
established a mechanism of trlr~wg u,wti~iiJi~~,1~1arr to administer medications. 
The training curriculum, Me~icli!fi~JJ~.~Jllninistratt<JJ1 for Unlicensed Personnel, 
was developed by DIDD and ts base.apn DOH rnles. 

\;iii~, 
11.4.a. Operating a Medication A'.~tpinistration Training Program: A 

__ provider must obtain approval Nahl DIDD to offer a training program for 
~

0{~1)0{'u;i1Jic1;1_nsed staff as specified in DOH mle 1200~20-12.02 (1 ). 
t_"fi(f/f-°'_.__ .. '.,_ ··?i::J?t~ 

~
1J;JftA.b. Utili~l~~,'.Unlicensed Staff to Administer Medications: Providers who 

>..'·,.':,!,<:,. ·--·-'<tn ·'<m';:~. employ uW\fensed staff who administer medications must be able to 
''~9~anage megi~ation administration in accorda~ce ~vith st~te mies. . 

''0/:"~ Pro;v,19ers are reqmred to develop, mamtam and implement written 
·· ,' '· ., pp[i(!ies and procedures that meet DOH requirements pertaining to 

'{t:c:fh{~dministration of medication by unlicensed staff. 
• · v;is'P;ovider policies and procedures shall be reviewed and accepted 

by DIDD prior to any unlicensed staff administering medications. 

11.4.c. The Medication Administration Record (MAR): A separate MAR must 
be maintained for each person receiving medications. MAR required 
elements are specified in DOH mies (1200-20-12-.06) and are also 
included in the training cun"iculum manual Medication Administration for 
Unlicensed Personnel. 
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11.5. Provider Responsibility for Administration of Medications 

Responsibility for administration and management of all medications lies with the 
residential provider if residential services are received. If there is no residential 
provider, any providers employing staff who administer or assist with 
administration of medications are responsible for the administration and 
management of medications during the hours services are provided. 

11.S.a. Provider Responsibilities for psychotropic medications: Psychotropic 
medications are appropriate as part of the treatment plan for psychiatric illness. 
The responsibilities of providers in relation to people with prescribed 
psychotropic medications include, but are not limited to: 

1) Documenting the service recipienfs response on the psychotropic 
medication in terms of side effect~?i, frequency of targeted behaviors, 
recipient's quality of life, and 

1
:r!i"!~ient's compliance/ non-compliance 

with psychotropic medicatio9,9Jjtment; , 
2) Ensuring that Tardive Dysk(fi~a scre~njhgs are completed by the 

prescribing physician or appropd~teJy J~~foed staff at least every six (6) 
months for people using psychottctpi~'rti!· other medications known to 
cause Tardive Dyskinesia; · ',,1,J\. 

~ .:c,,·,,-"1, 

3) Ensuring that there is a plan for "as\h.eeded" or PRN orders for 
psychotropic medications as ordered by tfi~}'ppysician. The plan shall 
include a <lj~t.,oJ less restrictive measures t<i5'be taken or attempted to 
stabili~~{t$;sittij\j9n should a crisis occur. Psychotropic medication may 
only,1.i9'efadminis(ij.i:~d by a licensed nurse after a registered nurse or 
pre$~iting pract!ti'oner has dete1mined that all other less restrictive 
mea§ti~.,have llf~if:ctake11,. 

4) Providitil1}~efil~11("iiif6tib,ifE\)1, to clinicians regarding the medications 
taken by tlfe,~.i~son served, iiil(uding any psychotropic medications; and 

5) Ensuring traif:!irtg has been provided on recognizing Neuroleptic 
Malignant Syndtg.1)11:, Serotonin Syndrome and other potentially life 
threatening side effecfs. 

11.6. Managing Medication Variances 

Providers who eniploy unlicensed and licensed staff to administer medications 
must manage medication variances. A medication variance occurs when a 
medication is given in a way that is not consistent with how it was ordered by the 
physician or other provider. Medication variances result when: 

• medications are given to the wrong person, 
• medications are omitted, 
• medications are given at the wrong time, 
• the wrong dose is given, 
• the wrong medication is given, 
• the medication is given by the wrong route (e.g., via injection when by 

mouth was ordered), 
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• medications are not prepared according to orders (e.g. given whole when 
ordered crushed or given in pill form when liquid fmm is ordered). 

A description of medication variances and required responses to variances are 
provided in the 1Yfedicatio11 Ad111i11istratio11 for U11/ice11sed Perso1111el Ma1111al, 
October 2008 (Unit 6, Part 3, pages 139-140). 

Providers are required to implement written policies that ensure: 
• reporting requirements are met, 
• medication variances are identified and tracked, 
• medication variance trends are identified. 

11.6.a. Provider Response to MedicatioJJ, Variance: Providers must take 
prompt actions to address any medication yariiibce that occurs, per the category of 
the variance. The first priority is to d9tfi!¢i11e how the medication variance has 
affected, or could affect, the person a(id{ensure measures are taken to stabilize or 
prevent deterioration of health statu1'};(ilf the P9$.{~ial for hann is present, the 
person's prescribing primary care iifa¢tlttii11W< pharmacist or a hospitat 
emergency room should be contacted for ccfn._s1lf(f~tion. Actions expected to occur 
following stabilization of the person's health stlic,~~clude, but are not limited to: 

"''':~'.\.. 
1) Contacting the health care practitioner wh~pr~cribed the medication. 
2) Docmiwm~~;Ihe valiance in the record. v 

3) Do91~j.litih~"1;t~,iltructions received from practitioner consulted and 
fo}!~Wup act101\(fpken by staff member. 
~11!11,,. 111*' 

Medication va(f~i;ice 2,\lt~&l>/f~.}.q£ll,.l~e Categories A - I. Categories D and above 
regwr,~JJI\11ary'q~t~,i1Ji'actiti6itefiC:QJ)'tact. See Medication Variance Form MR-

4i,ri1J§A'foF~gft~:foij~~-~:~· . 
'ti'{l-l,6,b. D0cunie~$R1g an!!:J!eporting the Medication Variance: The provider 

"i~itesponsible for'do9umeritfng medication variances in the person's record. The 
dob~~<,ntation sho'j:/1d report what medication was given, what medication should 

~-' . ."·';;' _.-;.·,j 

have· \)~e11 giv<:!ri\ry'and any intervention that resulted. The Medication 
Administt~tii~l).·f~~tord (MAR) should indicate the nature of the variance. For 
example, if<Jhi"·dose was administered incorrectly or omitted; if the wrong 
medication ;~f administered; if medication was given by the wrong route and/or 
if medication was not prepared according to orders ( e.g. given whole when 
ordered crushed or given in pill fotm when liquid is ordered). When any variance 
occurs, a DIDD approved medication variance fmm should also be completed. 
Not all medication variances are reportable incidents. Reportable incidents are 
defined in Chapter 18 of this manual. 
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11.7. Response to Medical Emergencies 

All persons will have some fonn of identification that includes emergency contact 
information. Direct suppmt staff should be trained to recognize symptoms 
indicative of medical emergency such as excessive bleeding, choking, loss of 
consciousness, expression of significant pain, obvious bone fracture, obvious 
break in skin integrity, etc. Staff should also be able to recognize any symptoms 
specific to the person that are indicative of a decline in medical status based on 
known medical conditions or past experiences. All staff should be able to provide 
emergency personnel with accurate and detailed il1'folmation regarding the 
incident or circumstances which preceded the persqg(fcilrrent medical condition, 
such as diagnosed medical conditions, allergiesc"!(~fl',~Ur.rent medications. Staff 
should be knowledgeable about advance medici~ytHre2f{l/esJor the person. Note 
that 'Do Not Resuscitate' orders do not apply to choking1•,The names of the 

s,-,.•,",',"'-

physicians treating the person should be presented to emergehRY personnel as 
well. '··/ct,,_ 

"·;,,., 

"'"· ,"\ 

Written policies and procedures and training that communicate to di;&;t care staff 
actions expected to be ta~,1.n in a medical emergency should include at a 
minitnu1n: \i};[lf~{-Ic:,_~ 

• Instrnctions that 911 ~11~\rrtj~t,\)Q: be delayed; 
• Infonnation regarding i'itiliatiori'6f:cirleJgency first aid procedures; 

;,_<a;{>,_ (i,;<:··'·/:,,·~;,~·,,,_-.'-;_,-

• Instrnctions on how to helj;1,·soi11~0,riewl\gJs,9r appears to be choking; 
• Requirements for provi;~)tf'of infoniiation to emergency medical 

personnel; Vf\ 

• Requirements for notification'i)f\!esignated provider supervisory staff; and 
• Making information accessible l\i;ll timely manner. 

V 

A~fJ?.t'~t~~~~1;:,., 
11.~cfttf,J)i·ovision of 8~~¥: Fil'st Aid 

"~i~:rt'- '"\iJf\ 
St~;)s to admi~J~er basic first aid. See Chapter 7 for specific training 
requiJ(;l!),1ents. ]iii) 

\'.~~':!}\, ,. ____ ;.:~',--·~ti 
11.8.a. Ffr~},,\j!Jo'Supplies/Kits: Stocked first aid kits must be accessible in 
residential 'seltfiigs and in any other site where services are routinely provided 
such as a hon1e, day service site and vehicles used for transpo1tation. First aid 
supplies will be kept in a secure container which includes items recommended by 
the Amelican Red Cross. Contents shall include: 

I) Assorted size of gauze pads and rolls of gauze; 
2) Triangular bandage(s); 
3) Assorted types of bandages; 
4) Non-allergic tape; 
5) Plastic waste bags; 
6) Disposable gloves; 
7) Hand cleaner such as antiseptic wipes or pads; 
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8) A small flashlight with extra batteries; and 
9) Disposable scissors and tweezers. 

11.9. Ensuring Continuity of Care During Hospitalization and Upon Discharge 

11.9.a. Primary Provider Responsibilities: When in-patient hospitalization is 
necessary, communication, planning, collaboration and coordination between 
DIDD, provider staff and hospital staff is essential to continuity of care. Primary 
provider responsibilities include: 

1) Ensuring a contact list is provided to hospital staff describing 
individuals to be called regarding medical issues and the 
circumstances under which such calls are to be made; 

2) Ensuring that required items aryJ~):en to the hospital with the person, 
including personal items, me<Ifs:ai info1mation and copies of other 
relevant information inclu4Mif but not limited to a list of cu1Tent 
medications and dosages(<c'.\f,, ,(f"} 

3) Ensuring appropriate indivi4~~},~"'~{~}tontacte~, including family 
members, legal representahves,'tij~ii;Jlpport coordmator/case manager, 
medical providers and.other DIDD.'nt'iwJders. 

~;<;tt~~ 
11.9.b. Support Coordination/Case Manageme1itt~l;§ponsibilities: 

'\}~ 
,,,·;:;,;-

Be a.wj .. ,.J~{9t'cH~i).,X' .. ·.· .... to health status or needs ~f p_ers~n in regards to long­
ternh~~ppo1is wfif!:h may result from the hosp1tahzahon. If such changes 
oc(\l!';i;update th~;!SP within 14 calendar days from date of discharge to 

'""::----~?, ,(''-"'-'', 
ensui'~iihe pers<f1fs;'.11eeds ,continue to be met. . 

·~~~)r;}~f 1J;:;·.,.,;,.:.c\J_;/'\\Ef(;)?;>-
1) Prov1cle)hthe hospital ·with contact numbers for the support 

coordiri~t~J{Rase manager, as well as info1mation regarding how to 
make cont'aJf),r/ter hours. 

2) Provide comfudnication littles between the person, family, legal 
representative, service provider and hospital staff. 

3) Make hospital discharge planning staff aware of the role and 
assistance that the suppo1i coordinator/case manager is able to offer 
in identifying and obtaining the supports and services available to 
the person upon discharge. 

11.9.c. Discharge Planning: Discharge planning should begin as soon as a 
person is admitted to an inpatient hospital. The support coordinator/case 
manager will collaborate with the family and/or the residential provider to 
ensure the person has adequate suppo1ts while receiving in-patient hospital 
care. The support coordinator/case manager will also coordinate any 
amendments to the ISP to include any anticipated additional services that 
may be needed post-discharge. Discharge planning should include: 

1) Where the person is to go following discharge; 
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2) Identification of individuals and/or medical professionals to be 
contacted and informed when discharge is imminent; 

3) Arrangements to resume or change previous professional services as 
appropriate and/or arrangements for providers of any new services 
and supports needed post-discharge; 

4) Arrangements for any environmental modifications or new 
equipment needed post discharge; 

5) Anangements for transportation to alternative treahnent facilities if 
necessary; 

6) Providing instrnction and/or training to new staff as needed to 
support the person served post-discharge; 

7) Ensuring an adequate supply of medication needed in accordance 
with physician's orders post discharge; and 

8) Making anangements for appointments. 
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CHAPTER18 

PROTECTION FROM HARM 

Intl'oduction 

Assuring the protection and safety of service recipients is a primary mission of the Department 
of Intellectual and Developmental Disabilities (DIDD) and all DIDD providers. This chapter 
identifies specific provider requirements intended to achieve the protection and safety of DIDD 
service recipients. Protection from harm is more than developing and implementing policies, 
plans and responses to incidents that have already occmreck Protection from hann is a legal and 
moral commitment to suppoti, respect and value the,;µlgrfity, and w01ih of a person. It is an 
opportunity for all of us who have responsibility )lf'patiners)n the service delivery system to 
strive toward achieving the goal of knowing t!)1if[f~e,yeopli!0~e suppoti and serve feel safe 
enough to be able to enjoy their lives. ,,,,;,"' /,c\.,,, 

<~'.(izt-t,;·_~)> 

DIDD and provider agencies exist solely for the purpose':§:t\enhancing the quality of life of 
service recipients. Leadership at all levels of the system trtti_~i}Joster an internal culture that 
supports individual respect. Respect for others is the first step ifi{!i~,ut'ing their safety and well­
being. A combination of fostering respect for service recipients, ~la'.~ning to ensure safety and 
protection and responding to incidents appropriately, including cai:eful analysis of the incidents 
that do occur will go far i11,~\ihi:eving the mission of protection from hatm. 

1~f~1t-y· ---- "\::1;t{;J~\ 
Components of tlu:,Pt~te_ction fii~i'lt Hal'm System 

Complaint Resolu;ion'~,t}i~l,cfiA'~i}~t)':i;- ,, '· x 
Incident Management SysteinH),_ '"''.::{,/ 
Response to Abuse, Neglect a1~1:l)F,~ploitation 
Policy Requirements '''J',, -/ 

\?:, ;--

18.1 Complaint Resolution Systeih 

See Section 18.1. 
See Section 18.2. 
See Section 18.3. 
See Section 18.4. 

Complaint resolution is an integral component of a system that protects and prevents harm. 
Providers are expected to establish a complaint resolution system to which a service recipient, a 
family/guardian and/or a legal representative has knowledge of and easy access when seeking 
assistance and answers for concerns and questions about the care being provided. When the 
complaint ca!lllot be rectified by the Provider agency, DIDD provides assistance to help resolve 
outstanding issues. 

Providers must record complaints, take action to appropriately resolve the complaints presented 
and document complaint resolutions achieved. 
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[ii] 
All providers should establish a Complaint Resolution System which includes but is not limited 
to: 

1) Designation of a staff member as the complaint contact person; 
2) Maintenance of a complaint contact log; and 
3) Documentation/trending of complaint activity. 

Upon admission and periodically, providers should notify each service recipient, family/guardian 
and/or legal representative of their Complaint Resolution System, its purpose and the steps 
involved to access it. Providers should attempt to resolve all compliiints in a timely manner 
within 30 days of the date that the complaint was filed. ·· · · ·\ 

In the event that service recipients, families/guardians and/or,,l;gal:';}pi:esentatives do not agree 
with a provider's proposed solution to a complaint, the{µiay c61if~'i:t the DIDD Regional 
Complaint Resolution Coordinator for assistance. The DIDD\,Regionillf;<::pmplaint Resolution 
Coordinator will subsequently contact the provider(s) and/or other party(ieli}"liivolved to discuss 

(,,,,;c0., 

potential resolutions to the complaint. These could include formal mediatibtJ',)lI it:1Jervention 
meetings. All efforts are made to reach a satisfactory result for the complainant. '·'yff/ 

(i/ 

The provider's Complaint Resolution System will be reviewed for appropriateness during the 
provider's DIDD Quality Assurance sut~!)y, 

18.2 Incident Management System ''\}t·f3£)JJ1t,>, 

In collaboration with providers, families/gu~tan§,:;fi~!i:~~11~}ehtatives and other stakeholders, 
DIDD has defined events and incidents that tti'Vfo(be reporl5i<f: All providers must develop and 
implement a system that provides for appropriateIR11d timely reporting of reportable incidents, as 
well as appropriate and timely response to these 'hwicj,mts. Incident reporting provides both the 
provider agency and DIDD infonnation to make a:~u;tments and improvements in the services 
and care of seryice. recipients. •>· 

18.2.a. g{j~;::!;!!tfl11f~.li!.!ts: Defined incidents must be submitted to DIDD on the DIDD 
Repg,1f1J~{<!.J11cident FoHttJ~IF) . The following categories of incidents must be documented 
and sub1n1tted: , .,,, 

-\~\~t}_,·c-, \f i:J -
1) Deaths of serylce recipiertts regardless of the cause or the location where the death occu11"ed; 

-,._,, ___ ,_>. )'.;); 

2) Allegations o;,~:b~se<bl\~cd on TCA §33-2-402 (1), neglect based on TCA §33-2-402 {9) 
and exploitation basecF&n TCA §33-2-402 (8) (referred to as misappropl'iation of property 
in TCA) in accordanc~ with definitions below: 

a) Abuse: the knowing infliction of injury, unreasonable confinement, intimidation or 
punishment with resulting physical harm, pain or mental anguish. 
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DIDD considers the three specific subcategories of abuse: 

1) Emotional/Psychological Abuse: Actions including, but not limited to: 
• humiliation, 
• harassment, 
• threats of punislunent or deprivation, 
• intimidation towards service recipients, or 
• the use of oral, written, or gestured language either directed to the service 

recipient or within eyesight or audible range of the service recipient that is 
demeaning or derogatory to persons with intellectual disabilities. 

Emotional/psychological abuse may cause the service recipient physical harm, 
pain, or mental anguish (To detennine mental anguish the following question 
should be considered, "Would a mem\)¢:riif!he general public react negatively 
to the alleged incident of emotional(_l?~Jchological abuse?"). 

,/,'if~ ...,_, 

2) Physical Abuse: Actions includi~g;,~flt,not li~iited to: 
• any physical motion or action (Jig'.)J,itllng,'·slapping, punching, kicking, 

.- .,--:.1 

pinching,) by which physical harm, p'.i\ii1,pr mental anguish may occur to a 
service recipient; ,:;~~~~i1~~-~f~~--.,~ 

• the use of corporal punishment; '"X>,:•'' 
• the use of any restrictive, intrnsive proc~:t!t11:~ to control challenging 

behavior or for purposes of punishment; or (i\kedowns or prone restraint of 
any d11ratiqn. 
/:f(i;;:-,.f-'-~ -~~L.<J:Jjz\ 

3) Se:xu'a'.tAbuse:'l~y type of sexual activity between a service recipient and a 
staffpeHiqft,<;>r any<ljie affiliated through DIDD as a contracted entity or volunteer 
is prohibitec!1l}1'1;olii\Jitei,.~exual activity includes, but is not limited to actions 

·-._.,-_:,•,·-:·,_./ . ·->~ ::,-· .. _, .,:-_ ce'_-: :-·-.; _ _-. -~--,:j 

whereby a serYiJii,ecipienff,t;i}/ 
-:.c.:,~_;-.,'- ·'-'> 

• is forced, fti~J5..~d, threatened, or otherwise coerced into sexual activity; 
• is exposed 'ftJ'd)e;tlmlly explicit material or language unless othe1wise 

specified in a PWn: 
• has any contact\vith sexual intent. 

Sexual abuse occurs whether or not a service recipient is able to give consent to 
such activities. 

(TCA §39-13-527 (a)(3)(A): Sexual battery by an authority figure is unlawful 
sexual contact with a victim by the defendant or the defendant by a victim 
accompanied by the following circumstances: the defendant was at the time of the 
offense in a position of tlust, or had supervisory or disciplinary power over the 
victim by virtue of the defendant's legal, professional or occupational status and 
used the position of tiust or power to accomplish the sexual contact. (b) Sexual 
battery by an authotity figure is a Class C felony. 
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Cw 
b) Neglect: Failure to provide goods or services necessary to avoid physical harm, mental 
anguish or mental illness, which results in injury or probable risk of serious harm. 

Neglect towards a service recipient includes being on duty while impaired or under the 
influence of illegal substances or prescription drugs without a valid current prescription 
for the drug. If a staff person has a valid current prescription for a drug and is impaired 
while on duty from the prescription drug, this too shall be considered neglect. 

c) Exploitation: Actions including but not limited to the deliberate misplacement, 
misappropriation or wrongful, temporary or permanent use of belongings or money with 
or without the recipient's consent. DIDD also considers it exploitation to illegally or 
improperly use a person or person's resources for another's profit or advantage. 

DIDD will investigate allegations of exploitation,i§yglving an amount of$50 or more per 
incident, allegations of exploitation involvingcjrtdivic.lual amounts totaling $50 or more 
within a sixty (60) calendar day period p((exploitatjon involving significant risk or 
serious adverse consequences to a service feai~i~Q_t. (Se1'th,? Rep01table StaffMi.sconduct 
definition for fmther clarification.) ··:o;:_c{>,. A'i' · '·"· 

The provider is required to reimburse the servic;\1'~i1Jii..~nt regardless of the amount of 
money involved. • ~··,,. 

t~~~!1zP 
3) Serious Injury: Physical harm to a service recipient: cl/ 

• whether the inJury is self-inflicted or inflicted by another person, 
• whether thf:iiijJi}yds accidental or not, and 

/-' ,- ',J,'.,,-<-··'\ 
• wheth~(t]fo causeiQf}he injury is known or unknown, and 
• requfriliitf:'assessrnii}t and treatment (beyond basic first aid that could be 

,.,...'.':,-.r. Jv., 

administere/I,,l)y a }ay;p.~rn<,m): 
• in a hll~~!{~C • ''B;;J')J~~;:::•Y' 
• in a hospifal):mergency room, 

, '<..·f1,--,-~,.,_ 

• 
• 

man urgenCc,1r~,,ce9ter, or 
from a physicia6M%rse practitioner or physician's assistant. 

/:P 
/,'-" 

Serious injmy includes, but is not limited to, one or more of the following: 
• Fracture, 
• dislocation, 
• traumatic brain injmy (concussion), 
• laceration requiring sutures (or Dennabond when used in place of 

sutures/staples), 
• torn ligaments, 
• second and third degree bums, 
• loss of consciousness. 

Other types of injuries such as bruises, abrasions, sprains and muscle strains can rise to 
the level of serious injmy if they are diagnosed as serious or severe, or require treatment 
beyond first aid that could be administered by a lay person. 
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4) Suspicious Injury: Injury (whether minor or serious) to a service recipient possibly 
involving or resulting from abuse or neglect. This would also include an injury that does not 
coincide with the explanation given for the injmy. Not knowing how an injury occmTed is 
not reason enough to say the injury is suspicious. There must be further reason to believe the 
injury may have resulted from abuse or neglect. 

5) Reportable Behavioral Incident: Any behavioral incident (physical aggression, self­
injurious behavior, swallowing inedible substance, etc) resulting:.jn one or more of the 
following: 

1
;): ' 

• Serious injury to a service recipient or others; ., · :•. 
• Use of mechanical or manual restraint; /:(:/· ·.···~"'. 
• Takedowns or prone restraint of any durat!ot for !lny');eason are repo1iable 

and prohibited; '' •... :: 
• Administration of psychotropic medication as a response to th~~S.i;dent; 
• Prope1iy destruction over $100; •::,::5;1}'- cl 

• Assessment or treatment by emergency medical technicians/parajp~dics or in a 
hospital emergency room; c· 

• In person involvement o.f law enforcement (police) or a Mental Health Mobile 
Crisis Team· or \ft·"~-, <.:::,:,'/\'>.-, 

• Psychiatric hospital admiss16n;,ci;:,._ 
\t\. ---~-;/'(fi~~Y:ts\,._,, 

6) Reportable Medical Incident: Any medl.xal ii:gtdenfi(nJnt;S.~, accident, etc.) resulting in one 
or more of the following: \\ Ai7 ·. CZ::zY 

• medical illness that results\[\~ emerg€hcy medical interventions; i.e; 
cardiopulmonary resuscitation Ct;t~R) x-ray to rule out a fracture or the 
Heimlich Maneuver/abdominal thru~t;:,l 

• assessment or treatment by emergenty medical technicians or paramedics, or by 
.,f;;p~s,Qw~l in a hospital emergency room; 

.• r;, "m~dibai;iiospital admission. 
£.{~/ --:::r;,_~<:T: 

7) s~f:~f~1·ecipients ~li~fug for longer than fifteen (15) minutes, unless the Individual 
Support';flijn (ISP) spedfi& that unsupervised periods of time longer than 15 minutes does 

--·: ---,!', l __ ,,: 
not presehtarisk ofhannifo the service recipient or others; 

'<"./·'.,/,.,, })'1 . 
-.- •• __ '.,{, ', <.-·/ 

8) Acts of sex~at;.11ggres·s/on by a person receiving services toward another person 
supported, a statrge11son, or another community member; 

9) Criminal Conduct or Probable Criminal Conduct involving a service recipient including, 
but not limited to, arrest or incarceration of a service recipient; 

10) Reportable Staff Misconduct: Actions or inactions contrary to sound judgment and/or 
training, related to the provision of services and/or the safeguarding of the service recipient's 
health, safety, general welfare and/or individual rights. Staff miscondt1ct does not rise to the 
level of abuse, neglect or exploitation, in that there is no resulting injury or adverse effect, 
and the risk for harm is minimal. 
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Exploitation involving amounts lesser than $50 per incident or less than $50 total in 60 
calendar days that are not indicative of serious risk or adverse consequences will be 
addressed by the provider as reportable staff misconduct. The provider is required to 
reimburse the service recipient regardless of the amount of money involved. 

18.2.b. Time Frames Applicable to Reporting Incidents 

Table 18.2. Provides a summary of DIDD reporting requirements, including the time 
frames for reporting and where the report is to be directed. 

TYPE OF INCIDENT 
/EVENT 

Death 

NOTIFY AS SOON AS 
POSSIBLE AND NO 

LATER THAN FOUR 
HOURS 

Regional Office Administrator 
on Duty (AOD) for all deaths 

DIDD Investigations Hotline 
(If death is suspicious, (abuse 

or neglect involved), or if 
unexpected or unexplained) 

.<'! H5~~ _ \~t:) 
Alleged or suspected· · '<i~)P,p Inve1\})tations Hotline 

abuse, neglect, or "){¥:~?:;,,_ ;-~)}f}}:?;:'2_-, _., __ a
0 

.. _ _ : 

exploitation Depaj11rei1ici"MlifW-~IF'c:"5 . 

Serious Injury of 
Known/Unknown 

Cause 

Suspicious Injury 
(i.e suspicious as 

caused by abuse or 
neglect) 

ServlQi.l§•(DHS) Adult'i7 
Protec'ti\{S~rvices or 

· Department'q'f~hitdren's 
Services (D<'!S)'Child 
Protective,~frvices 

If critninal activity: Law 
Enforcen1ent 

If unknown, DIDD 
Investigations Hotline 

DRS Adult Protective 
Services or DCS Child 

Protective Services 

DIDD Investigations Hotline 

DRS Adult Protective 
Services or DCS Child 

Protective Services 
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NOTIFIY AS SOON AS 
POSSIBLE AND NO 

LATER THAN 
TWENTY-FOUR 

HOURS 

Legal Representative 
(document all attempts) 

Legal Representative 
(document all attempts) 

Legal Representative 
( document all attempts) 
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NEXT 
BUSINESS DAY 

RIFtoDIDD 
Central Office 

Notice of Death 
Fann and R!F to 
Regional Director 

RIF to !SC 
Agency/Support 

Coordinator 

RIFtoDJDD 
Central Office 

RIF to !SC 
Agency/Support 

Coordinator 

RIF to DIDD 
Central Office 

RIF to ISC 
Agency/Support 

Coordinator 

RIF to DIDD 
Central Office 

RIF to ISC 
Agency/Support 
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TYPE OF INCIDENT 
/EVENT 

Reportable Medical 
Incident 

Reportable Behavioral 
Incident 

Missing Person 
Sexual Agression 
Criminal Conduct 

Reportable Staff 
Misconduct Incident 

e0{1[t•"' 
,,lilf(iRest for 

Eineig<tl\i}',,Service 
Approvah,ufi!ipe of 

regular DIDD1i11'siRess 
hours "-'" · ~-"':o 

".Js,._ 

\"., 

}..-

NOTIFY AS SOON AS 
POSSIBLE Al'ID NO 

LATER THAN FOUR 
HOURS 

Regional AOD if: 

• Unplanned 
Hospitalization 

Regional AOD for: 
• Any hospitalization 

resulting fron1 a 
behavior or 
psychiatric incident, 
or any behavioral 
incident ,vith La,v 
Enforce1nent or 
Mental Health 
Mobile Crisis Team 
involven1ent at the 
scene or in person 

• Any incarceration 

NOTIFIY AS SOON AS 
POSSIBLE AND NO 

LATER THAN 
TWENTY-FOUR 

HOURS 

As defined by Legal 
Representative 

As defined by Legal 

As defined by Legal 
Representative 

18 
NEXT 

BUSINESS DAY 

Coordinator 

RIF to DIDD 
Central Office 

RJF to !SC 
Agency/Support 

Coordinator 

RIF toDIDD 
Central Office 

RJF to !SC 
Agency/Support 

Coo_rdinator 

RJF toDIDD 
Central Office 

RIF to ISC 
Agency/Support 

Coordinator 

1. Submission of Reportable Incident Forms: The front page oftheDIDD Reportable I11cide11t 
Form must be reviewed by the agency Incident Management Coordinator and then securely 
submitted to the DIDD Central Office and the !SC Agency/Support Coordinator within one (1) 
business day of the time the incident occurred or was discovered. 

• DIDD recognizes that on occasion two or more provider agencies may witness a 
Reportable Incident. The provider with primary responsibility for the person receiving 
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[ii] 
services at the time of the incident has the obligation t6 report. Provider policy should 
include a provision for obtaining written confirmation that the primary provider has filed 
an incident report with DIDD. 

• When support coordinators/case managers or other non-primary providers are the initial 
repo1ier of an incident, a copy of the DIDD Reportable I11cide11t Form is sent to the 
service recipient's primary provider as soon as possible and in all cases, within one (I) 
business day. 

2. Immediate Notification Via the DIDD Investigation Hotli~e::}pi'.1\vJders are required to 
notify immediately, via the DIDD Investigation Hotline all repoq!(pf,alleged or suspected abuse, 
neglect, exploitation and serious injury of unknown cause" $e'i-v1G¢'xecipient deaths that are 
questionable or suspicious and appear to be a result of abuse'o,ff neglec(ti'ilt,d to be called into the 
hotline as well. "Immediate" means as soon as possible (ASAP) and 'li\:I~R cases, within four 
hours of the incident or its discove1y. In instances when provider staff is un~¥1*n if an incident 
qualifies for immediate notification to the DIDD Investigation Hotline, it is"\J:fe:j:>e<;t§d that the 
provider will contact the hotline in order to consult with an investigator. '''W,JF 

sf_; 

3. Additional Notification Requirements: In addition to filing Reportable Incidents with 
DIDD, providers must ensure that: 't>,, ... 

\('..:~j;,_~-~ :;fk:,s,> 

• Service recipients' legal representall\e's'if\~§t~byays be notified within twenty four hours 
once the decision is made to inv~JiJigate·'~#'ifns;,i(ient for alleged abuse, neglect, or 
exploitation; 'sf\ /'.°/ · '{i~1if";i';'? 

• Service recipients' legal representativ~l;{:!'i:~ notifieJ/,Z~ithin 24 hours of all Reportable 
Incidents; notice is documented on th&~,Reportable Incident Form, unless the legal 
representative indicates in writing that n~titismtion is to be provided only in limited 
circu111stances; t{f:-7 

.1>' 
• If, desptt(:l <lilfgent efforts, legal representative notification is not achieved within twenty-

foµi{(:14)%'.~t\'.t~J'.dQcumentation reflects effo1is made and the date/time of notification and 
,ujethod whereByi!iotification was achieved; 

-.;,.,_{ <,•_.,;_.,p..,. 
i,:<:~,~txice recipient stjppprt coordination providers/DIDD case managers receive copies of 

fi1~~IDD Reportdl/1~J11cide11t Forms as soon as possible, and in all cases within one 
(1) B~iiie,ss day; \{ l · 

-..._-. ·'·.·--:"' '"'~ 
• Law enfo;i-,c'!!1nent offi,cjals are notified as soon as possible, but in all cases within ( 4) four 

hours, ofR&uortab\(:lJncidents when there is reason to believe a crime may have been 
committed (1f:tjlJ'ceiiain as to whether law enforcement officials should be notified, 
consultation withihe DIDD Director oflnvestigations or designee may be initiated); 

• Provider staff are considered mandated reporters, therefore, The Department of 
Children's Services (DCS), Division of Child Protective Services is notified as soon as 
possible, but no later than four ( 4) hours following the incident or discovery of the 
incident when service recipients under the age of eighteen (18) are alleged to have been 
the victim of abuse, neglect or exploitation (§TCA 37-1-403 & 37-1-605);and 

• Provider staff are considered mandated rep01iers, therefore, The Depmiment of Human 
Services (DHS), Division of Adult Protective Services is notified as soon as possible, but 
no later than four ( 4) hours following the incident or discovery of the incident when 
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[ill 
service recipients eighteen ( 18) years of age or older are alleged to have been the victim 
of abuse, neglect or exploitation (§TCA 71-6-103 {b) (1) & (§TCA 71-6-103 (2) (c). 

It should be noted that the definitions of abuse, neglect or exploitation used by other state 
agencies and organizations, as well as timefrarnes for reporting, may be different from those used 
byDIDD. 

18.2.c Incident Review and Corrective/Preventive Action Requil'ements 

1. Designation of an Incident Management Coordinator: Providers must designate a 
management staff person to serve as the Incident Management Coordinator. The Incident 
Management Coordinator will have primary responsibility for ensuring provider compliance with 
this chapter. Specific responsibilities of the Incident Management Coordinator include: 

.-, 
_,:f:'h 

• Reviewing incidents for timely and appropriat1e;fesp~ri§e; 
• Ensuring that incidents have been rep01ted,.91,;i-eferred tQ the DIDD Investigation Hotline 

as required; cf <i?>" )~---
\',.,.,.;,,~ <,-,·,--'c'c· 

• Ensuring that Reportable Incident forms have beeJi)B~~e1egible (typed) and are complete 
and submitted to DIDD Central Office as required;';)!\. '""i_-;_-,_,. 

• Ensuring that documentation of the submission ''litt,J:3.eportable incident forms is 
maintained; -,~HJt .. ,,f' 

• Ensuring that recommendations associated with Repo\'(itllle Incidents and DIDD 
investigations are addressed; /-' 

• Serving as chair of tp.eJl),cident Review Committee; and 
• Completing or e).l$'iii'i'&~j1});1;ompletion of trend studies of Reportable Incidents. 

~,_;f {( ~~-,~tit;, 
2. Incident Revie#'~lf~1ipitteef1/ Residential, day and personal assistance providers must 
establish an Incident Rev1em'f.o~ttexi»1.ttha depned membership and meeting schedule. The 
Incident Review Committe€'1i#{be'i11 ind~p;f\iclent committee or a sub-committee of another 
operational provider committe'ei(iJndependenf' providers and vety small providers, including 
microboards, may elect to share'':ij)').Jl_cident Review Committee with another provider(s) if 
appropriate steps are taken to mainta'r_ti;'confidentiality, such as obtaining signed confidentiality 
agreements from each Committee meAfber or redacting information provided to the committee. 

3. Incident Review Committee Membership: DIDD requires inclusion of at least two (2) 
provider management personnel. DIDD also requires inclusion of supervis01y and direct suppo1t 
staff. Beyond these requirements, the provider has discretion in determining the appropriate 
membership of the Incident Review Committee; however, larger provider agencies should 
consider members who are service recipients, service recipient family members or legal 
representatives and members who serve on the provider board of directors/advisory committee. 

4. Incident Review Committee Functions: Incident Review Committee functions include: 

• Monitoring to ensure appi·opriate rep01ting of incidents; 
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[ii] 
• Reviewing and providing recommendations as necessary regarding provider incident 

reports, DIDD completed investigation repotis and provider incident reviews, including 
reportable staff misconduct incidents; 

• Ensuring implementation of corrective actions and recommendations pertaining to 
Reportable Incidents; 

• Identifying trends regarding repo1iable incidents; 
• Identify individual risk issues for prevention ofhann. 

5. Incident Review Committee Meeting Schedule: The Incident Review Committee is 
expected to meet at least every other week. Meetings of the Incident Review Committee may be 
deferred in the event that thei·e is no pending business before the Committee. Because 
recommendations are followed to closure, pending business is not limited to recently filed 
Rep01iable Incident Forms. Independent providers and Vf)ry small providers may request to be 
exempted from the scheduled meeting requirement by_,xjqUy~ting such exemption in writing to 
the Regional Director, who will forward the request tp)he C01nmissioner for consideration. This 
exemption must be approved annually. However?,ciii-1!)1 cases, ~gardless of any exemption, there 
should be evidence that all required incident review:'~ti(\ __ follo~~p activities are completed in a .. , ;,_----~ .,_ .·.,.-.. ,.,,. 
timely and appropriate manner. 'C:(;c,,"' '.'_/' ·--,, 

~~~:t:~~ ~ }?:,. 

6. Trend Analyses of Reportable Incidents: Provider·',l~~\1ent Review Committees are 
responsible for reviewing trends and patterns related to R~PPJJ,~le Incidents, including 
substantiated rep01is of abuse, neglect and exploitation. Provideriifunust implement procedures 
for the completion of an annual written analysis of the trends and,l)atterns related to Reportable 
Incidents, including substantiated repo1ts of abuse, neglect, and exploitation. The written annual 
trend report must be available to DIDD staff who may request the report. This repo1t must be 
sufficient in detail to provide a minimum of the following: 

• Increasing and decreasing incidence rates of specific types of Repotiable Incidents 
(indudi11g i.tpµse, neglect and exploitation); 

• In9i;:eiis111.g''-~d4°l)ecreasing incidence rates of Reportable Incidents that resulted in serious 
,_/:l:V , <<,~(,~:./~ tffat~r;;; recipiet~~s;;tl~~g high~r than average numbers or multiple cases ( of similar type 
allega.t11ms) of Repoiti.tple Incidents and/or substanttated repotts of abuse, neglect and 
expl6iWli9n; \_Ci 

• Prograni~,)nd homef(as applicable) having higher than average numbers or multiple 
cases ( of siful\i.tr typf~llegations) of Repotiable Incidents and/or substantiated repotis of 
abuse, neg1ec¥lRcfexp1oitation; 

• Individual dirdf;uppoti staff and program/home supervisors (as applicable) having been 
involved in higher than average numbers or multiple cases (of similar type allegations) of 
Rep01table Incidents and/or substantiated rep01is of abuse, neglect, and exploitation. 

7. Incident Review Committee Minutes: Incident Review Committee meeting minutes 
describing committee discussion, recommendations, detenninations and actions must be 
recorded and kept on file by the provider. Minutes must also reflect the date and time of the 
meeting, the meeting agenda and the members present. The provider agency has discretion 
regarding the fonnat of Incident Review Committee minutes, but must ensure that the minutes 
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contain the required elements. Final dete1minations and actions taken regarding Reportable 
Incidents are to be documented on or as an addendum to the DIDD Reportable b1cide11t Form. 

18.3. Investigation of Abuse, Neglect and Exploitation Allegations 

Incidents of alleged abuse, neglect and exploitation, as well as serious injuries of unknown cause 
and injuries or deaths suspicious of having been a result of abuse or neglect must be repotied to 
DIDD per the timelines in Table 18.2.b "Time Frames Applicable in Rep01iing Incidents" in 
order to provide a means of safety and protection both to the alleged yictim, as well as to other 
potential victims. All providers must develop and implement a sysNfu't2it,timely rep01iing and 
responding to allegations of abuse, neglect and exploitation. <·x, 

.. ·"···.· .. :;·/.:' -·?>,, ,~--"" ,1rr ,_-,_-~\,,. 
.. \ . ;::\:\!~:~, 18.3.a. Responsibility for Conducting Investigations: 

1. DIDD investigators are responsible for conducting investigations into'<~llli_g!!tions of abuse, 
neglect, and exploitation towards service recipients which involve DIDD empl&'yft~»contracted 
employees, volunteers, or others affiliated with service recipients through 'DJ.PD. DIDD 
investigators also investigate serious injuries of unknown cause, suspiciouJr injuries, and 
suspicious deaths (i.e. those possibly involving abuse, or neglect). 

\":·~ 

2. Incidents beyond DIDD jurisdiction ~W~n:;\l!J,referred to the appropriate entity; i.e. Adult or 
Child Protective Services, Health Related Bpafds]§:rJ<i,yal or state law enforcement. 

\\ ,. ·:;i:·_._,,·;:._c:~:t,,, 

3. DIDD may conduct investigations into f~~u;"x1tb i'6pqt~;ipcidents in a timely manner, as 
outlined in this chapter. \t(V }f' 

t\ ,· 
\j\ 

4. Except for the incidents described above, provf<l.xr ,:1gency staff shall conduct all other reviews 
of rep01iable incidents; however, DIDD reserves t]ie\ight to conduct an investigation into any 
incident. is 

-G-,.'c_':-

18.3.b . .R:lf~;ir~1;~i{tgjfi)r, Investigation of Allegations Involving the Provider Executive 
,•:\,'"i' ",-~~,,,-.·--~-

Dil'ectoi.1Ghief Executive(Officer or Other Provider Management Staff: 
,c~,::~(,:'._',,~.-.:.· .•.. '·., \<(; f·.\ 

' \:/i,;.} 

In cases whe1tDIDD invdHgates the Executive Director/Chief Executive Officer or other 
Provider Mana/:fi!n~nt staff, t~~ DIDD J11vestigation Report and DIDD Summmy of Investigation 
Report will be st!nf!J),the Bp';.ii·d Chair for not-for-profit providers and to the owner or corporate 
executive responsibi~Jor.~upervision of the local CEO of for-profit providers. The Board Chair 
or owner/corporate exe~titive will be required to respond to final investigation reports that are 

h substantiated. ,,, 

18.3.c. Administrative Staffing Actions During Active Investigations: If there is an allegation 
· of physical or sexual abuse, the provider is required to place any and all staff whose conduct may 

have contributed to the alleged abuse, on leave or assign such employees duties that do not 
involve direct care of service recipients, direct supervision of service recipients or supervision of 
other direct care staff, pending the completion of the DIDD investigation. If the provider believes 
that any involved staff should not be placed on leave, or reassigned, the provider agency may file 
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a written request for waiver of this requirement to the DIDD Central Office Director of 
Investigations or designee. Nevertheless, as stated above, if there is an allegation of physical or 
sexual abuse involved staff must be placed on leave or reassigned duties that do not involve 
direct care of service recipients until a decision on the waiver request is received from DIDD. 

For allegations other than those described in the previous paragraph, the provider's policy will 
guide all administrative staffing actions during the investigative process. While the provider is 
not required to place the staff on administrative leave, the provider shall ensure that adequate 
steps are taken to assure the protection and safety of the alleged victim and other service 
recipients. For added assurance that people are protected, the provider's policy will be reviewed 
during the investigative process. 

Regardless of the staff leave/reassignment, the provider should instn1ct all staff that the 
circumstances of the allegation are not to be discu§sfl.l ___ with anyone except the assigned 

DIDD investigator. ,,(ft:'Y '',. 
18.3.d. DIDD Distribution of Investigation Rep'iNijJl\qd Sunri)\ary of Investigation Reports: 

<~~t?t.~, /(i~~:.t*.~ 
1. DIDD will send a final DIDD I11vestig(ltio11 Repdl't{"-tai well as, a DIDD Summ(lry of 
I11vestig(/tio11 Report to the provider(s) responsible for the siry/i;li, recipient(s) involved. 

·~\}{~);~~' r·~ 

2. The DIDD Summ(//y of I11vestig(/tio11 Report will be sertt~fl'i;flhe support coordination 
provider/DIDO case manager for all seivice recipients involved injli& incident. 

3. The provider will be eJi,}i'egf~)Q, document reasonable attempts to notify alleged perpetrator(s) 
of the outcome of the jnyistigatfo6hi 

~t{iftht), \lt;1 
4. Within five (5) busi;;_~~~days ~jfi-~c:eipt of the DIDD S111111t1(11y of I11vestig(lfio11 Report, the 
summary shall be discuss'etlj'fyI~{H\'e~~i]iR~kffPipient(s) involved to the extent possible (if a 
legal representative has been 'apij"ointed, the"legal representative shall be invited to paiticipate), 
with such discussion conducted'-i~'»)A. representative of the provider who supports the se1vice 
recipient. The provider will documerit'the-tlate and time of this discussion. 

\'c;,::y' 

18.3.e. Requesting a Review of Di~D Final Investigation Report: Providers (including 
support coordinators/case managers) and service recipients or legal representatives may request a 
review of the DIDD Final Investigation Report by: 

• filing a written request for review with the DlDD Central Office Director of 
Investigations, or designee; 

• filing within fifteen (15) business days of receipt of the DIDD Final Investigation Repo1t 
(requests will not be considered outside this timeframe); 

• filing on the DIDD Review of InvestigMion Form and include all referenced 
information; and 

• filing by mail, fax or secure e-mail. 
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The review process is not an ·appeal; however, it is a process to review the accuracy of a Final 
Investigation Repmi when there is a disagreement with the conclusion or a question that the 
integrity of an investigation may have been compromised. 

A disagreement with the conclusion or question of integrity must be based on new or 
additional evidence not addressed in the DIDD Final Investigation Report. A DIDD Final 
Investigation Report shall not be reviewed without evidence submitted to support the 
disagreement with the conclusion or evidence submitted to support the questioned 
integrity. 

DIDD will respond in writing to requests to review investigations with a final decision within 
thitiy (30) days of receipt of the request to review the investigation, unless it is detennined that 
further investigation is warranted. If futiher investigation is warranted, an intelim response will 
be issued, notifying the complainant or entity requestjng,,ieview that further investigation is 
underway. A_ final decisio~ \~ill be issued upon co'.p)ietion'bf the additional investigation. In 
most cases this will occur w1thm fo1iy-five ( 45) days/:. ,, 

" ",~t5~;~0', /)i}~., 
18.3.f. Provider Response to DIDO Final lnvestigati<ii{R~ports: Regardless of any pending 
request for review of a DIDD investigatioP, the provider a'g~i):cy is required to respond to any 
DIDD Final Investigations where there~{j'[ti;µJJ,stantiated al1egijiiQn ip writing (via mail or e­
mail) within fou~·teen (_14) d~ys. Upon r~~~lp({li!it~f substantill(\q;DIDD _Final Investigation 
Repmi, the provider will review the repot't;;.and de,¥el_gp/1 planjot correction relevant to the 
incident(s) investigated and substantiated. l'he ri:ipo11iie''ito':.Jfle investigated incidents shall 

'~ ,,<::>~ -...,<>¥ 
include, but is not limited to: ,,4/ ,!v 

\\. 
\I\ 

• what has been done to safeguard the persoR}~ 0 . 
,,:,:'-"./ 

• what procedures, if any, have been devel<;>ped and implemented for protecting people 
from f\ll'\)1,e1·.abuse, neglect, or exploitation;··· 

• if t1tf<1ncid~f\t}}y1,ts reported to DIDD in an untimely manner what has been done to 
,(l.tlil;ess late repo_rtt~,g; 

tc's~tes of any stafl',W)Riplinary actions; and 
• ~ofif~.,,?f'. the i:oti~ca,,t\ons of the outcome of the investigation sent to staff allegedly 

mvolvei.hn the mc1de)it., 
'i'.c"/.<\ 1\) 

--~it\;,,;,., r:-i 
, ------ J,<'/ 

Provider response'th"'a. sub,s\antiated investigation will be reviewed and additional infonnation 
may be requested of tli¢'p"fovider if the follow-up is incomplete. 

, - _-r 

For unsubstantiated investigations: No plan of conection is required, but the agency is 
responsible for notifying staff allegedly involved in the incident of the outcome of the 
investigation and for addressing any additional incident infonnation. 

In the case of any investigation, DIDO staff will conduct follow-up to ensure that all appropriate 
actions have been taken. 
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18.3.g. Corrective/Preventive and Disciplinary Actions: Providers must ensure that 
appropriate actions are taken to achieve correction and/or prevention of issues identified as a 
result of Reportable Incidents, investigations and risk assessments, including questions, requests 
and recommendations from the Abuse/Neglect Prevention Committees (ANPC). 
Recommendations are to be acted upon and necessary corrective/preventive actions are to be 
taken in a timely manner. Provider documentation must be sufficient to describe any 
recommendations for corrective/preventive actions made by provider staff or committees and 
any actions taken to address recommendations provided by internal or external sources. 
Providers shall maintain and make available for DIDD review, evid~nce of response to all 
investigations including any follow-up on incidental infonnation. - '-'·,. 

/<' :\: 0., 

/'.:~_iDy:. -;_\ \\\~}:°\ 
18.4. Provider Policy Requirements Pertaining to Protecti((ri from'Jf11;)·ip. 
All providers are expected to develop Protection from Hann'110Iicies l~t1,ddress the various 
health, safety and welfare systems for the persons receiving services. Polici~~of~quired include, 
but are not limited to: '(rt::;;,,:9 

Y:/ 
1. Provider personnel policy must include a description of progressive disciplinkiy actions that 
will occur when substantiated reports of abuse, neglect and exploitation identify provider staff as 
perpetrators or when other types of s\~f_f misconduct occur (DIDD Personnel Discipli11a1y 
Guidelines are available to providers fo1\µ~i;;Jn developing appropriate disciplinary procedures 

and standards). \\i·J{Ki-'"t, ___ -, 
2. Requirements for Provider Reportable'(Ipcj\_(~1i(iifidJilJ;l\ise, Neglect and Exploitation 
Pol_ic?': Provider policy should ens?re that wht'\,1Reportablajlfi~idents oc~ur a~d involve service 
rec1p1ents, the agency has effective procedures for addressmg the s1tuat10n promptly and 
appropriately and for minimizing the future risk '6\.~.s,imilar incident or event. Although policy 
for different providers may vary in ce1iain respe9\ji" all such policies must be compliant with 
DIDD requirements in the eight basic areas listed below: 

.-:<:c<<'.~ :ts;~,~->.,, 
,,-;{;':.-~;,, ---.: .:>.·i; :··>}';> 

• Jlf<!idents that"ate''defined as Reportable Incidents that must be reported to the DIDD 
ie~n,tral Office; "i{3'.(,,, 

• R~p1>rtable Inciden~(tll.at must be rep01ied immediately (within four hours) to the DIDD 
Investigation Hotline;}\ 

• RevieJ/_fdJl9w-up an~}!osure ofRep01iable Incidents; 
• Requirenie'rit!i)for n9tification of entities external to the provider organization and DIDD 

of the occurren,c,~gfReportable Incidents and of pending DIDD investigations; 
• Timely respon~~'to Rep01iable Incidents and DIDD investigations; 
• Trend studies 'of Reportable Incidents and substantiated rep01is of abuse, neglect, and 

exploitation; 
• Risk assessments/reviews of service recipients, community homes/programs or other 

situations/circumstances which trend studies identify as presenting high protection and 
safety risks; and 

• Immediate Response to Safety and Health Risks Associated with Reportable Incidents: 
Providers must implement policy to ensure immediate response to the safety and health 
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risks of service recipients, staff and others associated with each repo1iable incident. Such 
actions may include, but are not limited to: 

1. Obtaining needed medical attention for service recipients, staff or others who are 
or could be injured or harmed 

2. Immediately correcting any physical hazard that may have contributed to the 
incident; 

3. Immediately attending to staff conduct that may have contributed to the incident; 
4. Notifying the service recipient's support coordinator/case manager of the incident, 

including the need to obtain approval for additional services or suppmis or the 
need for funding to complete physical plant or adaptive equipment repairs, 
adaptations or replacement, as warranted; and 

5. Consulting with the support coordinator/case manager regarding initiating 
planning to arrange for any counseling or,p$yphiatric care that may be needed by 
the service recipient due to the traun1afdl:' being the victim of an incident ( e.g., 
rape counseling). .{( , 

/ !.'>, 't"t,,, 
3. Provider policy may require direct support st1\J{,, tQ·]coitlact a supervisor prior to 
contacting the DIDD Investigation Hotline. If initi'l\1;~!;~pervisory contact is required, the 
policy must also specify that no staff will suffer any advet'§~t9,rsequence if he/she chooses to 
repmi directly to the DIDD Investigation Hotline. It should als<)}~.~ noted that providers will be 

,.,-.-~h_,, ___ ,!,, 

held accountable for any delays in filing reports to the DIDD InylaiS,tigation Hotline that result 
from provider internal procedures. ,p7 

4. Provider policy sho,\l!aYipJ\!ify the responsibilities of all staff in regard to reporting 
incidents timely and ",it~curatefy~f¢ooperating with DIDD investigators, including providing 
requested infotmatidn;[~l,!);ely, en(4ring accurate documentation of Repo1table Incidents and 
investigations and docmii~ijti,llg cdtf'.~s,Jiye/preventive actions. 

;Eif{i1:(fc,· .,-,_,_'. -·· ·-:,·, '.·~: :~:,:.~:-?t0;:(:?;, 
5. Provider policy must sp'etjfy, that thll 'falsification of incident reports and/or related 
documentation, the filing of false/.'ill\xgations, the provision of false or misleading information 
during an investigation or the withhqip#ig of info1mation during an investigation by any staff 
person may be cause for severe di~t1plinary actions, including legal or other administrative 
measures as appropriate. · 

6. Provider policy must specifically state that: "Any person subject to this policy who 
retaliates against another person for his or her involvement as a reporter, witness or in any other 
capacity related to incident management and/or investigations of abuse, neglect and exploitation 
shall be subject to disciplinary action, including possible termination. Such actions may also 
result in legal or other administrative measures as appropriate." 

7. Provider Policy: All providers are required to develop and implement an internal written 
policy that addresses how administrative staffing actions are handled with regard to 
investigations. This includes alleged perpetrators identified initially as well as those identified at 
any point during the investigative process. 
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Staff alleged to have committed physical or sexual abuse are required to be placed on leave or be 
assigned duties that do not involve direct care of persons served, direct supervision of persons 
served or supervision of other direct care staff pending the outcome of the investigation. 

For all other allegations of abuse, neglect and exploitation, the provider policy must outline 
specific provider actions to be taken to ensure the protection and safety of the alleged victim 
and all people receiving services who may come in contact with the alleged perpetrator. 

8. Providers policy must ensure the confidentiality of the following: 
• DIDD Reportable Incident Form; 
• incident follow-up and review documentation; and 
• DIDO investigation rep01is. 

Confidentiality of this information must be ensured through secure storage of documents and 
reports in a location separate from service recipient records. 
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Policy#: 

Effective Date: 

Supersedes: N/A 

Last Review or Revision: 
N/A 

I. AUTHORITY: Tennessee Code Annotated, Section 4-3-2701; Tennessee Code Annotated, 
Section 4-3-2708; Tennessee Code Annotated, Section 33-1-201; Tennessee Code Annotated, 
Section 33-3-103. 

II. PURPOSE: The purpose of this policy is to clarify the process to transition from one service 
provider to another or from one residential site to another for people enrolled in any Department 
of Intellectual and Developmental Disabilities (DIDO) services. This policy will also clarify the 
responsibilities of all contracted providers concerning .community transitions and the ethics of 
recruiting waiver enrollees. 

Ill. APPLICATION: This policy applies to all DIDO staff, support coordination agencies, and 
contracted providers who may be involved in any service transition for people enrolled in DIDO 
services. 

IV. DEFINITIONS: 

A. Circle of Support (COS) shall mean a group of people who meet together on a regular 
basis to help a person supported plan for and accomplish his/her personal outcomes and 
actions. The person supported is the focus or the center of the COS. At a minimum, this 
includes the person supported, his/her family member(s) and/or conservator(s), Case 
Manager, and the providers of any supports and services that the person receives. 
Friends, advocates, and other non-paid supports are included at the invitation of the 
person. 

B. Community Transitions shall mean the movement of a person supported from one 
community service provider to another community service provider, from one residential 
setting to another residential setting, or from one grand region to another grand region. 

C. Community Transition Coordinator (CTC) shall mean the Regional Office staff person 
who oversees the community transition process and ensures that transitions are 
implemented consistently and according to this policy. 

D. Home and Community Based Services (HCBS) Waiver or Waiver shall mean a waiver 
program approved for Tennessee by the Centers of Medicare and Medicaid Services to 
provide services to a specified number of Medicaid eligible individuals who have an 
intellectual disability (e.g. mental retardation) and who meet criteria of Medicaid 
reimbursement of care in an Intermediate Care Facility for the Intellectually Disabled. The 
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Tennessee HCBS waivers operated by the Department of Intellectual and Developmental 
Disabilities (DIDO) include: 

1. Home and Community-Based Services Waiver for the Mentally Retarded and 
Developmentally Disabled (#0128.R04.01) and any amendments thereto; 

2. Home and Community-Based Services Waiver for Persons with Mental 
Retardation (#0357.R02.01) and any amendments thereto; and 

3. Self-Determination Waiver (#0427.R01.03) and any amendments thereto. 

E. Exploitation shall mean actions included but not limited to deliberate misplacement, 
misappropriation or wrongful temporary or permanent use of a person's belongings or 
money with or without consent. DIDO also considers it exploitation to illegally or 
improperly use a person or a person's resources for another's profit or advantage. 

F. Individual Support Plan (ISP) shall mean Tennessee's format for the federally required 
plan of care. The ISP is a person-centered document that provides an individualized, 
comprehensive description of the person as well as guidance for achieving outcomes that 
are important to the person in achieving a good quality of life in the setting in which they 
reside. The ISP clearly describes the needs of the person and the services and supports 
required to meet those needs. The ISP also serves as the vehicle for justifying the 
person's need for services so that services can be authorized by the DIDO Regional 
Offices. 

G. Person Centered Planning shall mean the process which focuses on a person in terms 
of who they are, what they want in life, and how their desired outcomes may be 
accomplished. Based on the values of human rights, inter-dependence, social inclusion, 
and responsible choice, this process discovers the person's gifts, skills and capacities 
while balancing what is important to and important for the person now and in the future. 

V. POLICY: This policy outlines a person-centered planning process for transitions of people 
supported from one DIDO service provider to another, from one residential home to another or 
from one grand region to another. This process requires the wishes and desires of the person 
supported be considered by the COS and incorporated into the planning process. The COS in 
conjunction with the person shall determine if the proposed transition is in the person's best 
interests and if not, provide justification for pursuing the transition over objections. 

VI. PROCEDURES: 

A. General Guidelines: Transition from any service provider initiated by the Person, Circle 
of Support (COS) or Conservator: 

1. Any person enrolled in DIDO services has the right to choose service provision 
from all available and qualified providers in the DIDO provider network. 

2. The person supported Independent Support Coordinator (ISC) is responsible for 
facilitating the transition, completing the transition form, compiling documents to 
be included in the transition packet, and forwarding the entire packet to the 
respective DIDO Regional Office CTC. 
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3. Any change in provider initiated by the COS must: 

a. Be in the best interest of the person. 

b. Have the agreement of the person supported or document the reason 
the transition is being pursued without such agreement. 

4. If a person in services wishes to transition from one provider to another, and 
makes this desire known, regardless of reason the COS has the responsibility to 
pursue this request. 

5. A member of the COS shall inform the person of the outcome of that request. If 
the person is not able to transition to the chosen provider, alternatives need to be 
offered. 

6. If possible, the current situation shall be resolved to the person's satisfaction. 
However, if there is no resolution to the satisfaction of the person, the COS shall 
continue to investigate alternatives or modifications of current supports to 
address the person's concerns. 

7. The person supported must be included in and informed of any decision 
concerning where or with whom he/she lives and what services are received. 
This choice is to be provided even if the person has a legal conservator that 
typically makes those decisions. 

a. If the person expresses disagreement with a proposed transition, the 
transition plan must state the reasons for the disagreement and the 
reason the transition is being pursued without that agreement. 

b. Conservatorship papers may be requested and reviewed by the Regional 
Office Community Transition Coordinator (CTC). This review is to ensure 
that the conservator has the legal authority to pursue the transition 
regardless of the person's wishes. 

c. If there is disagreement among the COS members about the 
appropriateness of a proposed transition, any member of the COS may 
contact the DIDO Regional Director or Complaints <;:oordinator for 
conflict resolution or mediation. 

8. Recruitment of individuals for providers benefit is not acceptable. If recruitment 
is suspected, any member of the COS is encouraged to contact the DIDO 
Regional Office or Complaints Coordinators prior to the transition meetings for 
assessment and intervention as needed. 

a. A meeting shall be held with the person, family, conservator and the 
current service provider to discuss and attempt to resolve any concerns 
regarding current services. If these concerns cannot be resolved, the 
reasons must be thoroughly documented and submitted to the Regional 
Office as part of the transition packet. 

b. If the Regional Office determines the transition does not clearly increase 
the benefit of services for the person, the transition plan will be denied. 
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c. In addition to the possible denial of the transition, the situation may be 
referred to the DIDD Investigation Unit to determine if exploitation of a 1 

person has occurred. 

B. Inter-agency transitions initiated by person _supported, conservator or COS: 

1. Both the sending and receiving agency shall be involved in all transition planning 
and have representatives present at all transition meetings. 

2. The Transition Planning Form shall document how this transition will better meet 
the needs of the person supported. 

3. The transition packet shall be submitted to the Regional Offlce at least fourteen 
(14) calendar days in advance of the projected transition date and shall include at 
a minimum: 

a. An amended ISP, including the amended Section C with the name of the 
service providers, and the amount, frequency and duration of services. 

b. Transition Planning Form 

c. Recommended staff cross training, if applicable. 

4. Regional Office staff shall review the ISP in accordance with DIDD service 
authorization protocols and shall follow established procedures for approval or 
denial of service requests as well as issue written notice of the decision. 

5. A copy of .the person's complete comprehensive record (including applicable 
releases of information) must be transferred to the receiving agency no later than 
the date of the transition in accordance with Section A.19 of the Provider 
Agreement. 

C. Changes initiated by the current service provider: If a service provider has 
determined that services will be discontinued for a person supported, the provider shall 
comply with Section A. 19 of the Provider Agreement between the State of Tennessee 
Department of Intellectual and Developmental Disabilities and the Bureau of Tenn Care 
(Provider Agreement) and an official notice of discontinuation of services must be issued. 

1. The ISC, Regional Office and legally responsible person shall work together to 
locate an alternative service provider for the person within sixty (60) calendar 
days of the issuance of the written notice. 

2. Timeframes for completion of the transition must be developed as part of the 
plan and the Regional Office must be notified as soon as there is recognition that 
the transition cannot be accomplished by the original target date. 

3. If this transition cannot be accomplished within that sixty (60) calendar day 
timeframe, the COS shall meet as soon as possible prior to expiration of the sixty 
(60) day timeframe to identify and address barriers to the transition. This 
meeting shall include a representative from the Regional Office. 
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4. The COS and the Regional Office are responsible to ensure that the transition 
occurs as soon as possible while simultaneously ensuring the person's health 
and welfare. 

D. Transition of Residence or Residential services: If a person receiving residential 
services is transitioning from one residential service provider to another but staying in the 
current home; moving to a different residential home with the same provider; or to a 
different residential home with a different provider, the following procedures shall apply: 

1. The COS shall ensure that the person is aware of and agrees with the transition 
even if the person has a conservator 

a. If the transition has been precipitated by a dispute between the provider 
and the contracted agency, the ISC shall inform the DIDO complaint 
coordinator or Regional Office. 

b. A meeting shall be held with the person, family, conservator and the 
current service provider to discuss and attempt to resolve any concerns 
regarding current services. This meeting shall include a representative 
from the regional office. 

c. If these concerns cannot be resolved, the reasons must be thoroughly 
documented and submitted to the Regional Office as part of the 
transition packet. 

2. The Transition Planning Form shall be completed. 

3. Requirements regarding a change in providers as written in Policy P-008-B 
Personal Funds Management Policy Section E.3. (h) shall be completed, as 
applicable. A personal budget shall be submitted indicating that the person 
supported can afford the on-going expenses associated with daily living in the 
new home. The COS shall determine how moving expenses will be funded. This 
shall be documented on the Transition Planning Form. 

4. All necessary equipment and medication shall be present and ready for use at 
the new location on the day of the move. 

5. An assessment of the person's mobility shall be performed in order to determine 
the need for environmental modifications to the home. If environmental 
modifications are needed in order to safely support the person in the home, a site 
assessment of the home shall be performed. If the COS has questions 
concerning the need for a site assessment, the COS and or residential provider 
may contact the regional therapeutic services team, or a DIDO contracted 
physical therapist (PT) or occupational therapist (OT) for consultation. 

6. All environmental modifications determined to be necessary for the person to be 
supported safely shall be in place, functional and inspected by the evaluating 
clinician (e.g. OT or PT) prior to the move unless otherwise indicated in writing by 
that clinician. 

7. If environmental modifications cannot be completed prior to the actual move, a 
plan with timeframes for completion and for ensuring the person receives needed 
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services and care shall be submitted to the Regional Office CTC as part of the 
transition packet. The plan must include a target date for completion of the 
modifications. The \SC shall notify the Regional Office CTC when the 
modifications are completed. 

8. Any residence that wi\l be occupied by a person supported must meet all 
applicable occupancy requirements (e.g. licensure, fire safety, etc.) in 
accordance with DIDO Provider Manual Chapter 19 Residential Services prior to 
transition to the new residence. 

9. A person supported shall remain in a rented or leased residence until the terms 
of rental agreement or lease have been met. This requirement may be waived 
when: 

a. The provider agency initiating the transition is willing to accept 
responsibility for the payment of the remainder of the lease. 

b. The person supported has made arrangements for the payment of the 
remainder of the lease. If this arrangement involves an advance from a 
provider, there must be an approved agreement in place as required in 
P-008-B Personal Funds Management Policy. 

c. The person supported has received a notice of eviction. 

d. The lessor (e.g. landlord) is in default of the lease or rental agreement 
per Tenn. Code Ann. 47-2A-508. 

10. The sending and receiving service providers shall complete the applicable 
section of the Day of Move Notification of Community Transition form and submit 
it to the Regional Office CTC by the first business day after the move. 

11. If there is a change in residence, the \SC will ensure the next monthly visit occurs 
in the person's new home. 

E. Transition of Independent Support Coordination Agencies: 

1. A person in services or the person's guardian/conservator may request a change 
in support coordination providers through the current \SC or by contacting the 
DIDO Regional Office. 

2. A list of all support coordination providers shall be made available to the person 
and/or the guardian/conservator. 

3. The DIDO Regional Office staff will work with the person supported and/or 
conservator to select a new \SC provider. 

4. Before the transition is approved, the Regional Office shall receive 
documentation that the change is in the best interests of the person supported. 
No transition will be approved without such documentation. 

5. The DIDO Regional Office shall notify the current as well as the new support 
coordination provider within seven (7) business days of approving the transition. 
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6. The transition shall be effective on the first day of the calendar month following 
approval of the transition. 

7. The new ISC provider shall amend the ISP including Section C to reflect the new 
provider of support coordination services. 

8. The transferring support coordination provider shall provide copies of the 
person's records to the new support coordination provider in accordance with 
Section A. 19 (a)(iv) of the provider agreement. 

F. Change in Personal Assistance or Day Providers: 

1. The ISC shall complete the transition packet and submit it to the Regional Office 
CTC. 

2. Before any change is approved, the Regional Office must have documentation 
that the change is in the best interests of the person. No change shall be 
approved without such documentation. 

3. Prior to initiation of personal assistance services rendered in a private home, the 
DIDD contracted provider shall conduct an inspection of the home to ensure the 
person's health, safety and welfare can be maintained while receiving services 
within the designated environment. 

4. If the provider determines that the person supported cannot be safely supported 
in the designated home, then the provider shall notify the Regional Office CTC 
and the ISC within one (1) business day. The ISC and CTC will assist the person 
supported with identifying alternate service options. 

G. Inter-region Transitions: 

1. When a person is transitioning from one grand region to another, the current ISC 
shall notify the current region's CTC as soon as possible of the intended move. 

2. The current CTC shall work with the CTC in the region of the anticipated move, 
the person supported, current ISC and COS to ensure an effective, efficient and 
person-centered planning process for the transition. 

3. The current ISC shall submit a transition plan for approval to the current CTC in 
accordance with this policy. 

4. The current CTC shall review the transition plan and shall approve services 
according to service and rate approval protocols. The CTC shall ensure that all 
requirements in P-008-B Personal Funds Management Policy Section E.2.h have 
been met. 

5. The person supported may choose to remain with the current ISC agency or if 
the current !SC agency is not operating in the region of the anticipated move, the 
person may choose a new ISC agency. 
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6. If an ISC agency in the region of the anticipated move has not been chosen, the 
current CTC shall work with the person and legal representative to select a new 
ISC agency. 

7. The new ISC will work with the person and legal representative to identify service 
providers in the region of the anticipated move. 

8. The current CTC and the current ISC are responsible for ensuring that copies of 
the person's records including cost plan information, ISP and other documents 
are forwarded to the CTC in the region of the anticipated move in accordance 
with Section A. 19 of the Provider Agreement. 

9. The CTC of the current region is responsible for ending services in that region 
upon completion of the transition. 

VII. ATTACHMENTS: 

A. Transition Planning Form 

B. Day of the Move Notice 



DEPARTMENT OF INTELLECTUAL AND 
DEVELOPMENTAL DISABILITIES 

TRANSITION PLANNING 
FORM {Person's Name) (Meeting Date) 

D FOR Change in Home Only 

D FOR Change in Residential Provider 

D FOR Change in Home and Provider 

To Be submitted electronically 

TRANSITION PLANNING ACTIVITIES: 

ISC Agency: 

Current Provider: 

New Provider: 

Target Transition Date: 

New address: 

{Instruction: All of the activities listed below must be addressed in reviewing and preparing for an upcoming transition. For any 
activity not completed, explain why and the steps to be ta ken to address the activity in the comments section.) 

--- ---- ------ --- . ------ ----- - - --- -- ----

1. Reason for the transition: What is the specific reason for the transition? What is the benefit to the person? If the 
transition is the result of dissatisfaction \Vith the current service provider, \VOS the complaint/concern discussed with the 
agency's or DIDO complaints resolution staff? If no, why not? What choices or options (including this transition) were 
discussed with the person and COS? 
Is the person and I or conservator in agreement ivith this move? If there is disagreement about the appropriateness of the 
move, list the reason for the disagreement and the reason the transition is being pursued without that agreement. 

-- - . -- ---- - ---- --- ----- -

2. Describe how the characteristics of the new home (i.e. home styles, no stairs, accessibility, location, terrain, storage O 
needs, will the landlord allow these modifications) meet the person's needs. (N/A if there wlll be no change in home.) 

--- -- ---· - - - -

3. Describe how the characteristics of the new housemate(s) make them a good match for the person. (N/A if there will be 
no change in housemates) 

4. Budget Information: 
a. The current residential provider has developed a personal budget. 

b. The person can afford moving expenses. 

c. The person wlll be able to live within their means. 

If No, explain how these issues will be resolved: 

d. Will there be any additional monthly expenses with this transition? 

_____ l_fy~~~ expJ~i~'. _____ _ _ __ _ __ ____ ___ _ ____ __ 
5. What cross training is needed to ensure a smooth transition for the person? (I.e. staff instructions, BSP, JSP, shadowing, 

etc.) NA if there will be no change in staff. 

N/A 

D 
N/A 

DO 
Yes No 

DO 
Yes No 

DO 
DD 
Yes No 

D 
N/A 

---- -- --- ---- -- ----· --· -------- -- -

6. Mobility- If the answer to either question belo\v is yes, contact the person's OT or PT OR the appropriate Regional Therapeutic 
Services staff to determine if a therapeutic site assessment is needed. (If modifications are found to be needed, lSC will follow 
up with the appropriate therapist to request documentation that the modifications have been completed prior to the n1ove.) 

Does the person use mobility devices? D D 
Yes No 

Does the person have a history of falls? DD 
Yes No 

If modifications are found to be needed, what is the estimated date of completion? 

If unable to complete modifications prior to the move, what is the plan to make sure the person's needs 
are met? 

Page 1 of 2 



DEPARTMENT OF INTELLECTUAL AND 
DEVELOPMENTAL DISABILITIES 

TRANSITION PLANNING 
FORM (Person's Name) 

7. List COS members and others \Vho were involved in developing this transition plan: 

COMMENTS & NOTES: 

(Meeting Date) 

Page 2 of 2 



DEPARTMENT OF INTELLECTUAL AND 
DEVELOPMENTAL DISABILITIES 

DAY OF MOVE 
NOTIFICATION OF COMMUNITY TRANSITION Person's Name Move Date(Today's Date) 

D For change in residential only 

D For change in provider 

D For change in residential and provider 

To be submitted electronically 

ISC Agency: 

Previous Provider: 

New Provider: 

ON THE DAY A PERSON TRANSITIONS, SEND THIS FORM TO THE COMMUNITY TRANSITION 
COORDINATOR AT THE DIDO TENNESSEE REGIONAL OFFICE 

PLEASE SEND A COPY TO THE ISC AGENCY. 

Provider agency representative(s): 

• Please complete the entire form when a person changes residences, but continues to be supported by your 
agency. 

• If a transition between agencies, outgoing provider agency completes section 1. 

• If a transition between agencies, receiving provider agency completes section 2. 

Section 1: 

Previous Address: 

Will anyone continue to reside in this home? Yes D NoO 

If No, do you want to discontinue site code? Yes D NoO Effective Date: 

Section 2: 

CurrenVNew Address: 

CurrenVNew Phone number: 

Address notices and change of representative payee notices, as applicable, for all benefits, such as 
Foodstamps, SSI, STRAP, Form 2350, and checking account are complete. Yes D NoO If No, Explain: 

Comprehensive record and all personal documents, including TennCare and Soc. Sec. Cards, legal papers, birth 
certificate, etc. are moved with the person. Yes D NoO If No, Explain: 

All necessary equipment and medication is present. Yes D NoO If No, Explain: 

Cross Training has been completed. Yes D NoO If No, Explain: 

Amount of money transferred with the person (mark NIA if no change in provider): 

Page 1 of 1 
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/0i::.>g,.\ AND PROCEDURES : i AGRICU RE ji : 
\J. - l~.i State of Tennessee Policy#: 015 A 
·~ ~· ..... ~.:.~~~!:¥::-1(, ..... Department of Intellectual and '•,,,!,IJ-.~:.,,•' 

Developmental Disabilities 

Policy Type: Community, ICF/ID Effective Date: 

Approved by: Supersedes: Policy#: 015 

Last Review or Revision: 

Commissioner 

Subject: Death Reporting and Review Policy 

I. 

11. 

111. 

IV. 

AUTHORITY: Tennessee Code Annotated (TCA) 4-3-2708, TCA 33-3-101; TCA 33-2-402; 
TCA 39-13-527; TCA 68-11-1001; TCA 63-6-219; Code of Federal Regula,tions (CFR) 42 § 
483.420 (a); Section 11508 of the Social Security Act, Patient Protectiolt~(ld Affordable 
Care Act (PPACA) Sec. 6703 (b)(3). 1} ''<>,, 

',;~~::, 

PURPOSE: The purpose of this policy is to establish a process for conducting systematic reviews 
of deaths of persons with intellectual or developmental disabilities for whom the Department of 
Intellectual and Developmental Disabilities (DIDO) and priva~~)CE;s{'ID provide services in 
Tennessee; to identify factors which may have contributed t6 lhe de·ath; to recommend necessary 
preventive measures; and, to improve supports and services

1
)'or allYperso_ns in the system. 

APPLICATION: This policy applies to all DIDO staff),!'lrvice provi&~f~nd individuals who are 
responsible for reporting deaths or participating in thE;JYsy~tematic review of the death. Deaths of 
individuals participating in all programs operated by q)po}f~ich are funded by the State of 
Tennessee or by the Title XIX Medicaid Program are ~'Qy'efi!li!'by this policy. 

f~\..,,, ·,:;.;· 
DEFINITIONS: t)<~:;:,. 
A. Class Member shall mean an individual:iluieting the requirements in the definition of the 

class specified in the People First of Tenriilssee, et al vs. the Clover Bottom 
Developmental Center, or The United States of America vs. State of Tennessee, et. al. 
(Arlington Develqpmental Center). 

B. 

C. 

D. 

/'",, 
/()" 

Clinical Deatli Summary shall mean a written report by a qualified registered nurse 
regarding thecip::urni'itances surrounding an individual's death that includes information 
such as services received or omitted, significant events, healthcare and medication 
histories, cause ofdeath and autopsy findings (if available), and other information 
relevant to the death'! 

1-blD.b, Intermediate Care Facility for Persons with Intellectual Disabilities (ICF/10) 
shai)'rnean Department of Intellectual and Developmental Disabilities (DIDO) state owned 

.·.arid opJrated facilities for persons with intellectual disabilities. 

-~·~·al/h Insurance Portability and Accountability Act (HIPAA) Privacy Rule establishes 
national standards to protect individuals' medical records and other personal health 
information and applies to health plans, health care clearinghouses, and those health 
care providers that conduct certain health care transactions electronically. The Rule 
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E. 

requires appropriate safeguards to protect the privacy of personal health information, and 
sets limits and conditions on the uses and disclosures that may be made of such 
information without patient authorization. The Rule also gives patients rights over their 
health information, including rights to examine and obtain a copy of their health records, 
and to request corrections. 

Home and Community-Based Services Waiver or Waiver shall mean a Home and 
Community Based Services waiver for persons with intellectual disabilities that includes 
the following: 

1. Home and Community-Based Services Waiver for the Ment~lly)setarded (now 
sd '-"' 

referred to as Intellectual Disabilities) and Developmentally Disabli:JQ (0128.R04) 
and any amendments thereto; .-,,. 

2. Home and Community-Based Services Wai"'._~fforJ'ersons with Mental 
Retardation (referred to as Intellectual Disaqi~ities\W357.R02) and any 
amendments thereto; and \;' 11 

;, I /;\-, 

(j ,,~·-,;' 

3. Tennessee Self-Determination Wai'{~(,_Program (O~'gt/R.01) and any 
amendments thereto. \y,,},. ··­

\\ ~<t\;~}> 
F. Independent Review by a Qualified Physic't~.ri<sli~ll mean a medical review of a death 

covered under this policy throughi_*'·h--i-ch a qualified physician unaffiliated with treatment 
of deceased individual will condux\'Et~etailed medical review of the records to render 
evidenced based, objective deter/niria\iqns as to the cause of death and associated 
contributing factors. ·,'c,. 

,.-;·<' 

G. Preliminary Death Review Team shall mean a designated group of persons in the DIDO 
Regional Office tttat includes the Regional Office Director of Nursing or designee, 
Regional Offic<;.i;i)i}ector or designee, and the Regional Office Compliance Director or 
designee wl)c{revie'(ll,initial information about a death to determine if it meets criteria for a 
death review\00-./)7 

's;/i:~ 
H, Private lntermedliit\ Care Facility for Persons with Intellectual Disabilities (ICF/ID) 

shall mean intermediate care facilities for persons with intellectual disabilities that are 
owned and operated by entities other than the state. 

I. Suspicious Death shall mean any death that possibly involves or results from abuse or 
neglect. 

.l>' 'T' '°>, Unexpected or Unexplained Death shall mean any death that did not result from the 
• ,, \\normal progression of a known medical condition or disease, including but not limited to 
-\, ,Lhealthcare or emergency intervention that is inappropriate, untimely, or inconsistent with 

c/ physicians' orders, advance directives, or applicable policies or standards governing 
- ,·, --_- • · withholding of medical treatment. 

V. POLICY: Entities serving persons with intellectual and developmental disabilities who are 
supported by HCBS waiver or other community programs funded through DIDO, by DIDO ICFs/lD 
and by private ICFs/lD are responsible for reporting the death of such supported persons to DIDO 
and for complying with the DIDO Death Review process. 



Effective Date: Policy#: 015 A Page 3 of 13 

Subject: Death Reporting and Review Policy 

VI. PROCEDURES: 

A. Reporting a Death 

1 . Death incidents shall be reported in accordance with the following: 

a. Deaths in HCBS waiver programs or other DIDO community programs 
and private ICF/IDs are reported in accordance with the DIDO Provider 
Manual Chapter 18 Protection from Harm. Notifications include: 

' \:>. 
1) Within four hours of awareness of the deat?f}',., 

:; ' 

a) For private ICFs/lD: Notice to the privatei'IOf/lD Director 
or designee and Regional Office Administrator of the 

Day; .f/i~-:?/":t 

b) HCBS Waiver proglJ.ms/~mmunity programs: Notice to 
the Regional Office Admi1i~tr"!t9r of the Day; 

(), \'.tt:;'-}"' 
c) If the death\ifsuspicious (i.llleged abuse orneglect 

involved), u/i~i<j:>,E/C::tj,d or unexplained, notice to the 
DIDO lnvestl~,a)jgn~Jlotline; 

\ ,i ,• .,, 

d) r\19)lce to the p~rson's family, next of kin, and/or legal 
r~'pres,~ntative as soon as possible but no later than 
withiri'2•thours. 

"''· ',\:> /;~/ ' 

b. Death~,lii DIDO ICFs/10 are reported in, accordance with the Policy#-
2oo;P'rb(ection from Harm in Public Intermediate Care Facilities for 

.,.,, ,·,.i',,, 

Persons Wit[! Intellectual Disabilities Policy. Notifications include: 
~·,/2,. 

1) Withi~-'~ne hour of awareness of the death: 

a) For DIDO ICFs/10: Notice to the DIDO ICF/10 Director or 
Chief Officer or designee or Administrator of the Day; 

b) If the death is suspicious (alleged abuse or neglect 
involved), unexpected or unexplained, notice to the 
DIDO Investigations Hotline; 

c) Notice to the person's family, next of kin, and/or legal 
representative as soon as possible but no later than 
within 24 hours. 

2) By the next business day: 

a) Reportable Incident Form to the DIDO Central Office, 
Regional Office Director and the person's Independent 
Support Coordinator Agency or Support Coordinator; 

b) Notice of Death Form to the Regional Office Director; 
and 
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c) Commissioner. 

3) If the death is the result of a suspected crime, the DIDO IFC/ID 
Director or Chief Officer shall contact local law enforcement and 
the Department of Health within one hour of awareness of the 
death. 

Where the deceased individual had more than one provider, the priority order for 
determining the agency responsible for reporting the death, from highest to 
lowest, would be as follows, if applicable: · ( •. 

a. 

b. 

C. 

d. 

e. 

The provider of Residential Services; 

The provider of Day Services; 

The provider of Personal Assistancef~~;i~s; 

The Independent Support Coordina;~; or ~j . /; 
The DIDO Regional Office. ~J{Y' 

{J .,," 
'-' ·, 

:Jf\ 
3. Notification of law enforcement'O( the medical examiner: Regardless of setting, 

the designated staff at the DIDD'f?.l)gional Office or private ICF/ID shall notify law 
enforcement or the medical examf~er immediately if the death occurred suddenly 
when the person was in apparent g6p,d health, if the death occurred in a 
suspicious, unexpected, or unexplained manner or if the death is the result of a 
suspected crir1Jl'l,;":i 

r!t:/' 
B. Preliminary Death:J~e\11~»'_ 

"<('.\, 
1. If the decedent is a cl~~.s member and residing at Clover Bottom Developmental 

Center or Green Valley·oevelopmental Center at the time of death, a Death 
Review will be conducted by developmental center staff. Therefore, a 

/'Rr!c>liminary Death Review is not applicable. 
\$,'":"";:';f}.;},>·:,_ 

2. '¥l(ithip'¥iv~;(5) business days of receipt of a Notice of Death, the Preliminary 
o~tlth Review Team shall conduct a Preliminary Death Review to determine if 
th!i\leath meets criteria for Unexpected or Unexplained under the following 
circumstances: 

a. The Death was of a Class Member in a DIDO ICF/ID (e.g. 4, 6, or 8-
person home), and 

b. The Death was of a person receiving services through a Home and 
Community-Based Services (HCBS) waiver program, other community 
program administered by DIDO or was residing in a private ICF/ID. 

3. A Clinical Death Summary by a DIDO or contract registered nurse and a DIDO 
Death Review by the Death Review Committee shall be completed for any death 
determined to be unexpected or unexplained. Once the process of preparing a 
Clinical Death Summary and initiating a Death Review has begun, the 
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Preliminary Death Review Team has completed its responsibilities and shall not 
consider any additional information. 

C. Clinical Death Summaries 

D. 

1. A Clinical Death Summary shall be completed for the following deaths: 

2. 

3. 

a. Any death of a Class Member 

Any Unexpected or Unexplained death as determin~R by the Preliminary 
Death Review Team. }i'lf,,. 

b. 

__ , -._ ·r ·-::-,),.,_ 
The Clinical Death Summary shall be completed wit[:iir\thirty (30) ·c~jE)ndar days 
of the death by the DIDO Regional Nurse (registerEi.ij)_ or a'Ql!iJlified, '[ndependent 
registered nurse. The DIDD Central Office (CO) Dire~tor of Nursing is 
responsible for making arrangements with the indeperi'clel'lt[Ei~istered nurse, 
when applicable. 'Z\ · · cc· 

Clinical Death Summaries shall be distribut~i(j immediately upon completion to 
\• 

the following: ·t\ 
<:-1. 

a. 

b. 

C. 

d. 

e. 

The DIDO Central Offi~\,Nursing Dire;l3r 
'\'\ 
\\ 

The DIDD Regional Office pirector 
>';\ 
\"\ 

The Executive Director of the!provider agency primarily responsible for 
servingJije individual 

,.(;/ 

The:eh'fet.Administrator I Chief Officer of the DIDO ICF/ID '-,,' '·~z"'~~ . 
The Chief Adtninistrator of the private ICF/ID 

~'(}-

f. The DIDD Regional Compliance Director 

lnitial'a~·ell~Y Death Review: The purpose of the Initial Agency Death Review 
conductM by:Jhe/a.~ency is to identify any preventable and systemic conditions or 
practicesJh.at may have contributed to the death of a person that requires immediate 
interventio~\in order to protect other individuals from similar untoward events. The review 
must includ(i:a review of events surrounding the death, identification of known or likely 
contributing 'factors, and review of any other required information. Examples of such 

/) "., • conditions or practices might include environmental hazards, a delay in emergency 
<{t' '\\ response or in seeking medical intervention, or abusive or neglectful conduct on the part 

·· • \:,'of staff or others. The Initial Agency Death Review conducted by the agency is not 
''l;'\. ,;;/expected to resolve all outstanding issues but may be used to identify questions or 

·Z\.< concerns to be addressed in subsequent investigations and proceedings. 

1. When the death involves an individual receiving a residential service, the 
residential provider agency shall immediately initiate an Initial Agency Death 
Review. 
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2. The Initial Agency Death Review shall be completed within five (5) business days 
of the individual's death. The Initial Agency Death Review Form shall be 
submitted electronically to the appropriate DIDO Regional Director. 

3. The DIDO Regional Director or designee shall review the form for completeness 
and transmit it to the DIDO Commissioner or designee. 

4. The Commissioner or designee shall review the Notice of Death R;;,;;;;;\the 
Reportable Incident Forms, and the Initial Agency Death ReviewForm~1Lpon 
receipt and shall determine whether immediate intervention is necessa[9 to ? 
protect other individuals who are receiving services. \'_{-' 

5. When the death involves a resident of a DIDO ICFil6.~1i'.in(lependent review by 
a qualified physician of the death may be conducteif,1rither i\\part of the Initial 
Agency Death Review or at any time thereafter. ''1\, ,_ )-) 

' -- j, 

E. DIDO Death Reviews: The purpose of a DIDO D~,ath Review is !o'donduct a 
comprehensive analysis of the relevant facts and cit_9umstances, including the healthcare 
provided, to identify practices or conditions which m'&y have contributed to the death and 
to make recommendations to prevent similar occurreri~fS- It is not intended to be an 
investigative, fault finding process. ,;;, \) 

\·\ 
'/'). 

1 . Death Reviews shall be performe~J>Y the Regional Death Review Committee. 

a. Death Review Committee:"{~ 
'v 

1) .-fJhe chair of the Death Review Committee shall be the Regional 
/lif9ffice Compliance Director or designee. 

-<;-/ '<-~~ 
2) ·, i"fi~:Death Review Committee must include the following 

,,"~ 
memb9rs: 

a) A qualified physician unaffiliated with treatment of 
deceased individual and who was not associated with 
the provider agency, DIDO developmental centers, DIDO 
ICF/ID, or private ICF/ID, as applicable, within a year of 
the individual's death. However, a DIDO physician shall, 
upon request of the Chairperson, serve as the physician 
on the Death Review Committee. 

For deaths occurring in community settings, a 
developmental center physician meeting the above 
requirements may serve as the independent physician 
member of the committee. 

b) The registered nurse who completed the Clinical Death 
Summary. 

c) The Executive Director or designee of the provider 
agency primarily responsible for serving the individual 
through an HCBS waiver program or other DIDO 
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community program, the administrator of the DIDO 
!CF/ID or designee or the administrator of the private 
!CF/ID or designee, as applicable. 

ct) At least one program staff person from the provider 
agency, the DIDO ICF/ID, or the private ICF/ID, who is 
familiar with the individual's health status ,:ind't\istory and 
the course of events prior to death. ({ J ,_: ' 

e) The Independent Support Coordinator or equi)&len(' 
assigned to the individual. ';'// 

3) The Death Review Committee maXffilsblQQ!Ude the following 
members by invitation of the ChairV\ .·:,, 

',:_:-"' \.1 

a) The primary care physician, ~1:ir~,EHl(ictitioner, or 
physician assistaqt who coordinated or provided health 
care to the individ(lal. 

's~ 

b) The Agency Directo!~f Nursing or the nurse who 
provid~d care to the iif~ividual while receiving services 
througn~ HCBS waiv,;;r program or other DIDO 
communitY, program in a DIDO !CF/ID, or in a private 
!CF/ID. \\ 

\'-\ 
\\ 

One or more'health specialists (e.g., psychiatrist, 
neurologist, occupational therapist, physical therapist or 
other specialists as needed) as determined by the 
Central Office Director of Nursing in consultation with the 
DIDO Commissioner 

ct) The parent of a person with a disability unrelated to the 
deceased individual. 

\/"-"\·-_+. 
2. \t/~~fl(tE!lP.r Conducting a Death Review: Death Reviews shall be conducted 

;\(i\Qi!Ji45 llusiness days of the individual's death; however, this time period may 
be',;El'xtended by the DIDO Commissioner for good cause. 

v\ ,,n 

3. Death Review Committee Chair Responsibilities: 

a. The Regional Office Compliance Director or designee shall be 
responsible for arranging the Death Review Committee meeting, 
selecting a time and location that takes into consideration the 
participants' schedules, and notifying the Death Review Committee 
members and the DIDO Central Office Nursing Director in writing of the 
meeting. The Regional Office Compliance Director or designee shall 
determine who, in addition to standing Committee members, can be 
included on the Committee for the particular Death Review. 

b. Requests by additional persons (e.g. non-committee members) to attend 
the Death Review must be submitted in writing in advance of the meeting 
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to the Death Review Committee chair and Central Office Director of 
Nursing. The chair will be responsible for notification that the request 
has or has not been granted. 

c. Preparing Death Review Packets for all Death Review Committee 
members. 

1) 
/"_;-- .-<-\. 

Death Review Packets for all Death Review Com/ljittee/pembers 
must include: \'- 1,1 .• 

a) 

b) 

c) 

d) 

f) 

g) 

h) 

i) 

j),. 

Notice of Death form 

Reportable Incident Repor(/; 
\:'\ -~-'c, 

Initial Agency Death RevieW\fpr:. )J 
Current and recent medication liistciry 

'(:\. 
\\ 

DIDO lnvestigation:J:~eport (if applicable) 
\·\ 

Fl -:;~}­
UJ' 
\ 

\J~ 
Autop§y Report (or pr~U.minary report if applicable) 

~ ,..> 

Death c·ertificate, if available 
\),_ 

Clinical D~;~~ Summary 
Yj-

lndividual Support Plan 
~~f_? 

2) /s;'.ffoeath Review Packets for the DIDO Central Office Nursing 
·:/ blte.9tor, independent physician and other specialists, as 

applfoable, on the Committee must also include: 
·--:;;-

a) Hospital and other discharge summaries 

b) Medication histories and other relevant health care 
information 

c) Any emergency services or 911 records 

d) Any relevant psychosocial or other information relating to 
the deceased individual 

At least five (5) calendar days prior to the Death Review meeting, 
distribute the appropriate Death Review Packet to each Death Review 
Committee member. 

4. Death Review Committee Responsibilities 

a. Committee members shall review Death Review Packets prior to the 
meeting. 
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5. 

b. The Committee may make recommendations for improvement by the 
appropriate community agency, DIDO ICF/10 or private ICF/10 as follows: 

1) Recommendations will be made by members present at the 
meeting and will be agreed upon by the committee. 

2) 

3) 

4) 

The recommendation must be realistic and achievatile,, 
f·~ "\(\ 

The recommendation must be measurable. 'V i'i n ,, 
There must be written rationale for the recommendatio\L 

\j;/ 

c. In instances when an autopsy is conducteq,tiot"il)llfinal report is not 
available at the time of the Death Review chmmittii!J,meeting, the 
registered nurse who wrote the Clinical De~t~,Sumri\'~fY shall be 
responsible for attempting to obtain a preliminafy,prnl)Jr written autopsy 
report for discussion at the Death\Review Comnilft'i!il meeting. 

\}\ 

d. The Death Review Committee ma,l'.teconvene to consider additional 
information that is pertinent to the dEi~1!1 ( e.g. autopsy, death certificate 
or investigation report) that is submitted,,subsequent to the initial Death 
Review Committee meeting. ' 

e. The Death Revie)?:i;;ommittee, in consultation with the DIDO Central 
Office Nursing Di4~ciqr, shall determine from a review of the minutes 
whether any aspect of·tb'"' death should be referred to any licensing or 
regulatory agency or to law enforcement officials, if referrals have not 
already been made. 

RecortJof Death Review Committee Meetings 

a. <tfJ~ c9afldentiality: Records of Death Review Committee meetings are 
' 0,,cbrifidential. 

'\·~~?; .. 
1) A Death Review Meeting Attendance Form containing a 

statement of confidentiality must be signed by all participants at 
the beginning of each meeting. 

2) The proceedings of the Death Review Committee, including 
discussions among the members and any documents reviewed, 
shall be treated as confidential. 

b. Minutes: Formal minutes shall be maintained for each Death Review 
Committee meeting. 

1) Draft minutes shall be prepared by the Chair and made available 
to all Committee members for comment within eight (8) business 
days after the meeting. 
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2) 

3) 

4) 

5) 

Committee members shall have four (4) business days to review 
the draft minutes and submit corrections and comments to the 
Chair. 

Following the comment period, the Chair of the Committee shall 
finalize the minutes within three (3) business days. 

,/}· ·-··:>-
These timeframes may be extended by the DIDID,Coni!))issioner 
or designee for good cause. H 

}_/ c...·}i·t, 
The minutes shall include: 

a) 

b) 

c) 

d) 

e) 

f) 

g) 

h) 

i) 

j) 

k) 

I) 

Date of the meeting •<a:; 
({ -.... " 

List of names and titles.9! 2~mitt~i\members in 
attendance (/' ';\ ·,,;,,,. )i 

\),~ fj '4 :;:;:-;/ 

Name of the deceased ri /£' 
<"· r1_.,{._:y·· 

Age of the 4$.Ef'a.·s· .e.,.·d at th!.)iime of death 
1,\ ·~ ,, 

Place of resi~JJQ&~i~[ the deceased at the time of death 

~l;lte, time, a~i/7pla~~ of death 
Ff::t}\ 
d'ause:';t~eath 

Brief su~'~ary of the circumstances surrounding the 
death 

Full summary of issues discussed by the committee 

The Committee's specific findings with regard to the care 
and treatment provided to the individual 

Identification of any factors which may have contributed 
to the death in question 

Any recommendations for improvement agreed to by the 
committee. The minutes must clearly indicate the basis 
for all such recommendations. 

6) Distribution and maintenance of Death Review Committee 
minutes. 

a) Copies of the final minutes shall be distributed to the 
following: 

(1) IDIDD Commissioner or designee 

(2) DIDD Central Office Nursing Director 
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b) 

c) 

d) 

(3) DIDD Regional Office Director 

(4) The administrator I Chief Officer of the DIDO 
ICF/10, if applicable 

(5) The director of the private ICF/10, if applicable 

(6) The executive director of the provider agency 
primarily responsible for serving the individual, if 
the death involved an indivfoqal receiving 
services through an HCBS/1/vaiver or other 
community program; and ', ):, ___ >,_ 

(7) Other entities, as needed and dete;'inined by the 
Chair. o, >-

Individuals authoriz,~-to '~ceive the minutes shall 
maintain their copies in a $~cur~ location in accordance 
with state a,°'qf ederal con{i~~ntial privacy statutes, rules 
and regulatlf).i\~. '"" 

'1 -<:~~0:: 
DIDO Regio~~Ui<l'fupliance Director or designee shall 
b~ responsibf~f6r llitlintaining a complete file of all 
r~~l/~nt documents (including those reviewed by or 
rtj'ad~g_vailable to the Death Review Committee) In a 
secure 1/l~ation for at least ten years, in accordance with 
Tennessee Code Annotated 33-3-101. Records of Class 
Members shall be maintained until the lawsuit is 
dismissed, which, for some, may extend beyond the ten 
year requirement. 

The DIDO Commissioner, in consultation with the DIDO 
Central Office Nursing Director, shall determine whether 
the death review findings should be disseminated more 
widely. 

F. /~;Ftill~w-up of Death Review Committee recommendations: 
/'>," J,,..) 

-{~,,, Ji{'\Rf:lsponse to Death Review Committee recommendations: The Executive 
'·-'izt( Director or designee of the community provider agency, the Director I Chief 

-)" Officer of DIDD ICF/ID or designee, or the administrator of the private ICF/ID or 
·:-> designee, as appropriate for the particular death, shall provide a written response 

to any Death Review Committee recommendations within thirty (30) calendar 
days of the receipt of the recommendations. The response shall include a 
complete plan with time frames for implementing each recommendation or an 
explanation of proposed alternative actions that will be taken to address the -
problem(s) identified. The response shall be submitted to the DIDD Regional 
Compliance Director who shall submit the response to the DIDD Regional 
Director for review. 
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2. The DIDD Regional Office Director or designee shall be responsible for tracking 
and monitoring the provider's implementation of the Death Review Committee 
recommendations. Monitoring may include on-site review of records and the 
provider's practices. 

3. The DIDD Regional Compliance Director or designee shall submit 
implementation status reports to the DIDD Central Office Nursing Director on a 
quarterly basis. 

G. Additional quality improvement activities ii 
lY ·.:.;_\,_ 

1. Annual review of death data: At least annually, the Central Offide'>[)irector of 
Nursing or designee shall review and analyze death data to deterrifiQe possible 
patterns or risk factors in areas such as: 

2. 

a. 
.f-r.:FFC:, 

The demographic, medical, mental ~j)altti'lnd service provision profile of 
the deceased individuals. ';) tl 

i:'J ,,(:) 
l 1 ',, 

The immediate and root ca\tfc~. of death. \ti'Y 
The issues, problems, and cf~fi61l:,nt>practices or procedures identified in '\ ,,.•,/ 
death reviews. \>1/Y~}, 

-·~ {,/;;,·,- "' 
The implementat\QQ{>f recommendations issued as a result of the death 
reviews. ,~? -·-;:}),_"' 

b. 

C. 

d. 

Quality Reviews 
\·;:r~'0,_ 

a. The Central Office Nursing Director will facilitate an annual quality review 

4
_!?,f•Death Reviews. 

b. 0/({A ~Whdard review instrument will be used to review required 
·<:,~()mponents of the Death Review records: 

'~~~:'.),.,_ 

1 )'<;) Clinical Death Summary 

2) Death Review Minutes 

3) Death Review Packets 

The random record sample for the Review shall include 10 percent of 
death reviews conducted in each region. 

d. The instruments used for scoring will be retained by the Central Office 
Nursing Director or designee who will prepare a Quality Review report. 
The Central Office Director of Nursing shall submit the Quality Review to 
the Director of Health Services for review and distribution it to Regional 
Office Directors, Regional Compliance Directors and Regional Nursing 
Directors. 



Effective Date: Policy #: 015 A Page 13 of 13 

Subject: Death Reporting and Review Policy 

e. The Director of Health Services or designee will work with appropriate 
Regional Office Compliance Directors to address the findings in the 
Quality Review. 

1) 

2) 

VII. ATTACHMENTS: 

For indicators scoring 85% or below, the responsible entity or 
entities shall develop an improvement plan and submit it to the 
Director of Health Services or designee for approval. 

The Director of Health Services or designee may propose 
recommendations for improving consistency)[ld quality of Death 
Reviews based on results of the Quality R~\/iew., 

'{ .. ' ----3\..,_ 

A. Reportable Incident Form 

B. Initial Agency Death Review Form 

C. Death Review Attendance Form 

D. Notice of Death Form 



ATTACHMENT4 

DEATH REVIEW COMMITTEE ATTENDANCE FORM 

Date: ____ _ Time: ____ _ Location: ________________ _ 

Decedent Name:. ________________ SSN: __ /_/ __ DOB:. ___ _ 

The undersigned agree to hold the death review process in strict confidence. This agreement pertains to all 

activiti(ls and proceedings relating to the death review process and includes, but is not limited to, informal and 

formal discussions, decedent records, notes, reports, findings and recommendations. 

PARTICIPANT SIGNATURE PRINTED NAME TITLE 

1. ____________ ---------- _________ ,,Chairperson 

2. ____________ ---------- ________ ,Recording Sec. 

3. ____________ ----------

4. ____________ ----------

5. ____________ ----------

6. ____________ ----------

?. ____________ ----------

8. ____________ ----------

9. ____________ ----------

10 .. _ ------------ ----------

11. ____________ ----------

12 .. _ -----------

13. __________ _ 

14 .. ___________ _ 

15. __________ _ 

Attach to DRC Final Report 

(Revision 8/11) 



CONFIDENTIAL 

Name of Service Recipient 

Please Type Last, First, Ml 

Region 

w 
Provider Responsible 

SSN 

Provider Code 

REPORTABLE INCIDENT 

Department of Intellectual and 
Developmental Disabilities 

Date of Incident 

Time of Incident AM 0PM0 

Provider Reporting (if different) 

---------------
DIDO Investigator must be notified within 4 hours (1 hour for Public ICF/MR) for alleged abuse, neglect, exploitation, serious injury of 

unknown cause, for any unexpected, unexplained, or suspicious Death, and for any injury that raises the suspicion of abuse or neglect. 

This incident was o Witnessed by Select One or D Discovered 

:,., Where incident occurred 

[Check one] D Home - Inside 

Address I Site of Incident 

D Home - Outside D Vehicle 

D Community-Supervised D Community-Unsupervised 

:,., This incident required a Check all that apply 

D Hospital Emergency Room O Manual Restraint D MH Mobile Crisis Team 

D Day Program/Work/School 

D Unknown --~~ 

D Police D 911 Call 

DX-ray (to rule out fracture) D Mechanical Restraint D Emergency Psychotropic Medication D Incarceration 

D Hospitalization - Medical D Protective Equipment D Hospitalization - Psychiatric D Abdominal Thrust (Heimlich) D CPR 

:,., Description of Incident - (whaUwhere/when/who) 

,., Description of Injury to Service Recipient: If applicable_ Describe type, size, color, location on body; location of treatment; etc_ 

:,., Notified D Legal DISC 
Representative Provider 

Date & I I I I 
Time AM0PM0 AM0PM0 

,., Notified 
0 Chief Officer I AOD 

(Public ICF/MR) 

Date & I I 
Time AMDPMD 

:,., Person Writing This Report 

Date !Time com feted: I I @ AMOPMD 

:,., Incident Management Coordinator Review 

0 APS 888-277-8366 
DCS 877-237-0004 

I I 
AMDPMD 

D DIDO Investigator 
Investigator Name 

Print Name/Title: 

D Regional Office AOD 
(Death) 1-866-925-4204 

I I 
AM D PMD 

1-888-632-4490 
DatefTlme 

I I 
AM0PM0 

:,., Type of incident 
D Alleged Abuse 

ALL BOLDED TYPES MUST BE IMMEDIATELY REPORTED TO DIDD INVESTIGATIONS 

D Alleged Neglect D Alleged Exploitation 

D Serious Injury- Unknown Cause D Suspicious Injury (abuse or neglect suspected) D Death 

D Reportable Behavioral/Psychiatric Incident D Sexual Aggression D Missing Person{> 15 minutes) 

D Reportable Medical Incident D Criminal Conduct D Other Type of Incident, specify __ 

O Reportable Staff Misconduct- No injury and risk is minimal because ... (describe below): 

Additional Information: __ 

D No Apparent Injury 

D Minor Injury 

D1DD-0495W 
Revised 3/11 

D Serious Injury - Fracture, distoGation, traumatic brain injury (concussiorl), laceration requ(ring sutures or staples (or 
Dermabond used in place of sutures), torn ligaments, 2nd and 3rct degree burns, loss of consciousness, sprain or strain (if 
moderate or severe). Other injuries may also be considered to be serious based on severity, location on the body, etc. 

DIDO Incident E-mail: Mr.lncidentmg@tn.gov 
DIDD Incident Fax: 877-551-5591 (Toll Free) or (615) 253-4921 (Local) 



CONFIDENTIAL 
REPORTABLE INCIDENT 

Department of Intellectual and 
Developmental Disabilities 

SSN Date of Incident I I Name of Service Recipient 

Please Type 
----~~~~~---- --------

Last, First, Ml Time of Incident 

o Sent Page 1 to: DIDO 

E-mail· Mr.lncidentmg@tn.gov 

(Fax - 877 -551-5591 or 615-253-4921) 

>" Incident Review Committee summary 

AM0PM0 

Date/Time: @ AMO PM 0 

Discussion Issues (Include review of staff actions in response, current status of person served, possible corrective/preventive actions) 

Management Actions 
' . . . . . -

A~tio11_ Take_n 
- Person _ . E1<peoted. 

Foilow-uJJ 
Responsible • -Completion Date -

I I 

I I 

I 

I I 

I 

I 

I I 

I I 

I I 

Incident Management Coordinator 

PRINT NAME/TITLE 

SIGNATURE---------------------------------~ 

DATE/TIME __ _:__f _:__f _ __sa@'---'----'A-"'M'--'0=-'-P"'M-'=0"-----------------------­

DIDD-495W 
Revised 3/11 

DIDO Incident E~mail: Mr.lncidentmg@tn.gov 
DIDD Incident Fax: 877-551-5591 (Toll Free) or (615) 253-4921 (Local) 



CONFIDENTIAL 

REPORTABLE INCIDENT 

Department of Intellectual and 
Developmental Disabilities 

Name of Service Recipient 

Please Type 

SSN Date of Incident I I 
~~~~~~~~ 

Region 

E 

Last, First, Ml 

Provider Responsible Provider Code 

Time of Incident AM0PM0 

Provider Reporting (if different) 

DIDO Investigator must be notified within 4 hours (1 hour for Public ICF/MR) for alleged abuse, neglect, exploitation, serious injury of 

unknown cause, for any unexpected, unexplained, or suspicious Death, and for any Injury that raises the suspicion of abuse or neglect. 

This incident was o Witnessed by Select One or D Discovered 

:., Where incident occurred 

[Check one] D Home - Inside 

Address I Site of Incident 

D Home - Outside D Vehicle 

D Community-Supervised D Community-Unsupervised 

:., This incident required a Check all that apply 

D Hospital Emergency Room D Manual Restraint D MH Mobile Crisis Team 

D Day Program/Work/School 

D Unknown 

D Police D 911 Call 

DX-ray (to rule out fracture) D Mechanical Restraint O Emergency Psychotropic Medication D Incarceration 

D Hospitalization - Medical D Protective Equipment D Hos~ltalization - Psychiatric D Abdominal Thrust (Heimlich) D CPR 
~~~~.~~~~~~~~· 

>' Description of Incident - (whaUwherelwheniwho) 

>' Description of Injury to Service Recipient: If applicable. Describe type, size, color, location on body; location of treatment; etc. 

>' Notified D Legal DISC 0 APS 888-277-8366 0 Regional Office AOD 

Representative Provider DCS 877-237-0004 (Death) 1-800-225-9302 

Date & I I I I I I I I 
Time AM0PM0 AM0PM0 AM0PM0 AMO PMO 

>' Notified 
D Chlef Officer I AOD D DIDO Investigator 1-800-579-0023 

(Public ICF/MR) Investigator Name Date/Time 

Date & I I I I 
Time AM0PM0 AM0PM0 

>' Person Writing This Report Print NamefTitle: 

Date fTime com leted; I I @ AM0PM0 

Reviewed by (Name/Title): 
i- Incident Management Coordinator Review If a llcable, describe staffin ervision issues below. 

:., Type of incident 

D Alleged Abuse 

ALL BOLDED TYPES MUST BE IMMEDIATELY REPORTED TO DIDO INVESTIGATIONS 

D Alleged Neglect D Alleged Exploitation 

D Serious Injury- Unknown Cause D Suspicious Injury (abuse or neglect suspected) D Death 

D Reportable Behavioral/Psychiatric Incident D Sexual Aggression D Missing Person(> 15 minutes) 

D Reportable Medical Incident D Criminal Conduct D Other Type of Incident, specify __ 
D Reportable Staff Misconduct- No injury and risk Is minimal because .. (describe below): 

Additional Information: 

D No Apparent Injury 

D Minor Injury 

DIDD-0495E 
Revised 1111 

D Serious Injury - Fracture, dislocation, traumatic brain injury (concussion), laceration requiring sutures or stai,les (or 
Dermabond used In place of sutures), torn ligaments, 2nd and 3'd degree burns, loss of consciousness, sprain or strain (if 
moderate or severe). Other injuries may also be consider~d to be serious based on severity, location on the body, etc. 

DIDO Incident E-mail: Mr.lncidentmg@tn.gov 
DIDO Incident Fax: 877-551-5591 (Toll Free) or (615) 253-4921 (Local) 



CONFIDENTIAL 

Name of Service Recipient 

Please Type 

o Sent Page 1 to: DIDO 

SSN 
Last, First, Ml 

E-mail - Mr.lncidentmg@tn.gov 

(Fax - 877-551-5591 or 615-253-4921) 

:i- Incident Review Committee summary 

Date/Time: 

REPORTABLE INCIDENT 

Department of Intellectual and 
Developmental Disabilities 

Date of Incident 

Time of Incident 

I I @ 

I I 

AM0PM0 

AMOPMO 

Discussion Issues (Include review of staff actions in response, current status of person served, possible corrective/preventive actions) 

Management Actions 

Act.ion Taken 

Incident Management Coordinator 

Per~On 
Responsible 

Expected 

Completion Date 

I I 

I I 

I I 

I 

I 

I 

I 

I 

I I 

· Foilow,up 

PRINTNAME~ITLE ~--------------------------------~ 

SIGNATURE~--------------------------------~ 

DATE/TIME ~-----'/----'/ __ @=-----'-A'-"M=O~P~M~O~----------------------~ 

D1DD-495E DIDD Incident E-mail: Mr.lncidentmg@tn.gov 
Revised 1/11 DIDD Incident Fax: 877-551-5591 (Toll Free) or (615) 253-4921 (Local) 



CONFIDENTIAL 

Name of Service Recipient 

Please Type Last, First, Ml 

Region 

M 

Provider Responsible 

SSN 

Provider Code 

REPORTABLE INCIDENT 

Department of Intellectual and 
Developmental Disabilities 

Date of Incident I I 

Time of Incident AMOPMD 

Provider Reporting (if different) 

DIDO Investigator must be notified within 4 hours (1 hour for Public ICF/MR) for alleged abuse, neglect, exploitation, serious injury of 

unknown cause, for any unexpected, unexplained, or suspicious Death, and for any injury that raises the suspicion of abuse or neglect. 

This incident was o Witnessed by Select One or D Discovered 

» Where incident occurred 

[Check one] D Home - Inside 

Address I Site of Incident 

O Home - Outside D Vehicle 

~~-~--'O""-'Community-Supervised O Community-Unsupervised 

» This incident required a Check all that apply 
D Hospital Emergency Room D Manual Restraint D MH Mobile Crisis Team 

O Day Program/Work!School 

O Unknown 

D Police 0 911 Call 

D X~ray (to rule out fracture) O Mechanical Restraint D Emergency Psychotropic Medication D Incarceration 

O Hospitalization - Medical O Protective Equipment D Hospitalization • Psychiatric O Abdominal Thrust (Heimlich) O CPR 

» Description of Incident - (whaUwhere/when/who) 

>' Description of Injury to Service Recipient: If applicable. Describe type, size, color, location on body; location of treatment; etc. 

>' Notified 

Date & 
Time 

» Notified 
Date & 
Time 

D Legal 
Representative 

I I 
AM0PM0 

DISC 
Provider 

I I 
Al,10PM0 

0 Chief Officer I AOD 
{Public ICF/MR) 

I I 
AM0PM0 

» Person Writing This Report 

Date fTime com leted: I I @ AM0PM0 

» Incident Management Coordinator Review 

0 APS 888-277-8366 
ocs 877-237...0004 

I I 
AM0PM0 

D DIDO Investigator 
Investigator Name 

Print NamefTitle: 

0 Region.al Office AOD 
(Death) (615) 218-0784 

I I 
AM0PM0 

1-BBB-633-1313 
Daterrime 

I I 
AM0PM0 

» Type of incident 
O Alleged Abuse 

ALL BOLDED TYPES MUST BE IMMEDIATELY REPORTED TO DIDD INVESTIGATIONS 

O Alleged Neglect O Alleged Exploitation 

D Serious Injury - Unknown Cause D Suspicious Injury (abuse or neglect suspected) O Death 

D Reportable Behavioral/Psychiatric Incident D Sexual Aggression D Missing Person(> 15 minutes) 

D Reportable Medical Incident D Criminal Conduct D Other Type of Incident, specify __ 

D Reportable Staff Misconduct - No Injury and risk is minimal because ... (describe below): 

Additional Information: 

D No Apparent Injury 

0 Minor injury 

D1DD-0495M 
Revised 3/11 

D Serious Injury. Fracture, dislocation, traumatic brain injury (concussion), laceratlon requiring sutures or staples (or 
Oermabond used in place of sutures), torn ligaments, 200 and 3rd degree burns, loss of consciousness, sprain or strain (if 
moderate or severe). Other injuries may also be considered to be serious based on severity, location on the body, etc. 

DIDO Incident E·mail: Mr.lncidentmg@tn.gov 
DIDD Incident Fax: 877-551-5591 (Toll Free) or (615) 253-4921 (Local) 



CONFIDENTIAL 
REPORTABLE INCIDENT 

Department of Intellectual and 
Developmental Disabilities 

Name of SeNice Recipient 

Please Type 

_____________ SSN _______ Date of Incident I I 

o Sent Page 1 to: DIDO 

Last, First, Ml 

E-mail - Mr.lncidentmg@tn.gov 

(Fax -877-551-5591 or 615-253-4921) 

» Incident Review Committee summary 

Time of Incident AM 0PM0 

Date/Time: @ AM0PM0 

Discussion Issues (Include review of staff actions in response, current status of person served, possible corrective/preventive actions} 

Management Actions 

Action Taken 
· expected 
',' ' Follow-up 

Responsible • . · . Completion Date 

I I 

I 

I 

I 

I I 

Incident Management Coordinator 

PRINTNAMEnlTLE ----'------------------------------~ 

SIGNATURE---------------------------------~ 
DATE/TIME __ ___.c_/___.c_/ _ _..,.@"----'--A~M~O=P~M~O~---------------------­

D1DD-495M 
Revised 3/11 

DIDD Incident E-mail: Mr.lncidentmg@tn.gov 
DIDO Incident Fax: 877-551-5591 (Toll Free) or (615) 253-4921 (Local) 



INITIAL AGENCY DEATH REVIEW FORM 

An Initial Agency Death Review shall be completed within five (5) business days of the death of a service recipient who is 
1. Receiving a residential service through an HCBS waiver program or other DIDO community program; 
2. A resident of a DIDO ICF/ID; or 
3. A resident of a private ICF/10 when such residence is state-funded or funded by TennCare/Medicaid. 

Providers and private ICFs/10 shall submit the form to the DIDO Regional Director. DIDO ICF/10 shall submit the form to the DIDO 
Commissioner or designee. 

SERVICE RECIPIENT INFORMATION 

Name (last, first, middle)---------------------- SSN _____ _ 

Home Address ___________________________________ _ 

Date of Birth I ___ / ___ _ Date of Death ___ / ___ / __ _ Age at Death 

Name of Service Provider __________________________________ _ 

Name of Director of Provider Agency, Administrator of Private 
ICF/10, or Director of DIDO ICF/10 or Chief Officer:----------------------

Name(s) of Next of Kin and/or Legal Representative:-----------------------

1. Please circle ''Yes" or "No". 

a. YES NO Service recipient was discharged from a developmental center within the past 12 months. 

b. YES NO Service recipient resided in the current community placement less than 12 months. 

c. YES NO Service recipient's family or conservator was involved in care/treatment and visited often. 

2. Briefly describe the service recipient's functional independence in daily living. 

3. Briefly describe the service recipient's need for special custodial care and supervision. 

DIDD-0487 - Revised 9/11 I 



4. Briefly describe the service recipient's physical limitations. 

5. List the service recipient's medical diagnoses or conditions. 

6. Please indicate whether "End of Life" issues were discussed at the most recent annual Individual Support 
Plan Meeting, and describe any "End of Life" plans. 

CIRCUMSTANCES SURROUND/NG THE DEATH 

1. Briefly describe the situation or circumstances surrounding the service recipient's death: 

2. Specify the location where service recipient died or was found dead: --------------

3. Please circle HYes" or "No'1. 

a. YES NO Service recipient's cause of death was known. 

b. YES NO Service recipient died in a hospital. If "Yes", specify hospital and date of admission: 

C. YES NO An autopsy was done. 

d. YES NO Family or conservator guardian declined to have an autopsy done. 

DIDD-0487 - Revised 9/11 2 



e. YES NO Service recipient received emergency medical procedures (e.g., CPR, Heimlich) 

immediately prior to death. If "Yes", specify types: ____________ _ 

f. YES NO Service recipient's death was unexpected. If Yes, specify why: ________ _ 

CIRCUMSTANCES ASSOCIATED IN TIME WITH THE DEATH: "Associated" as used here does not imply that the 
circumstance "caused" the death, but rather that the circumstance was associated in time with the death. Please circle 
"Yes" or "No". For any "Yes" response, provide an explanation in the space provided. 

1. YES NO An actual or suspected seizure 

2. YES NO A choking incident or aspiration of food/liquids, vomit, or foreign bodies 

3. YES NO A fall 

4. YES NO An environmental problem or hazard 

5. YES NO Self-injurious behavior (e.g., PICA, suicidal behavior) 

6. YES NO A behavioral. incident involving the servlce recipient 

7. YES NO A lapse in staff supervision 

8. YES NO A violent act by a staff person 

9. YES NO A violent act by any other individual 

10. YES NO A "Do Not Resuscitate" order and/or Physician Scope of Treatment (POST FORM) 

Provide a brief explanation for any "Yes" response to Items #1 to 10 above, attaching additional sheets if needed: 

FOLLOW-UP 

1. Please describe any Issues requiring further review or follow-up: ______________ _ 

DIDD-0487 - Revised 9/11 3 



Print Name of Person Completing This Form Title 

Signature Date 

DIDD-0487 - Revised 9/11 4 



NOTICE OF DEATH FORM 
Wi.thin 4 hours of the discovery ofa death that is or may. be a Suspicious, Unexpected, or Unexplained Death, the entity responsible 
for reporting.the death shall report it to the DIDD Investigator.• Also, Within 4 hqurs of the discovery of any. death, the primary · 
provider must notify the DIDD Regional Difector or, if applicable, the DIDD .Commissioner.or designee by telephone. A completed 
Notice of Death Form ,must be sent WI.thin 1 business day after djscovery of the death. !fa waiver provider or private !CF/ID, send 
it to the. DIDO Reglona!Dlr<,ctor. If alCFIID; send it to the DIQD Comm.issioneror designee. · ··· 

East. DIDO Regional Director 
Phone # ·. (865) 588-0508 
Fax# . (865) 594°5180 
Crisis Pa er 1 '800-225,9302 

Middle b!DD Regional Director 
Phone# (615)231-5436 
Fax# (615)231-5150 
Crisis Pa er 615 963-1700 

West DIDO Regiona!Director 
Phone# .. · (901) 745-7361 
Fax#·. (901)745,7379 
Crlsis Pa er 1-866-925-4204 

SERVICE RECIPIENT INFORMATION DIDO REGION [ ] East [ ] Middle [ ] West 

DATE OF BIRTH _________ _ 

SOCIAL SECURITY NO. ______ _ AGE AT DEATH __________ _ 

RACE [ ] White [ ] Black [ ] Hispanic [ ] Other ____ _ 

CLASS MEMBER STATUS [ ] Settlement Agreement [ ] Remedial Order 

FUNDING STATUS [ ] "Statewide" Waiver 
[ ] "Arlington" Waiver 

RESIDENCE [ ] Lived with family 

[ ] "Self-Determination" Waiver 
[ ] State-Funded 

] Supportive Living 
] Residential Habilitation 

SEX [ ] Male [ ] Female 

[ ] Not applicable 

[ ] Private ICF/MR 
[ ] Developmental Center 

[ ] Private !CF/MR 
[ ] Lived in Own Home with Support 
[ ] Lived Independently ] Medical Residential Services 

[ ] Developmental Center 
[ ] Nursing Facility 

[ ] Family Model Residential Services ] Other (explain) ______________ _ 

DID THE SERVICE RECIPIENT MOVE IN THE PAST 6 MONTHS? [ ] No [ ] Yes (specify date: ____ _, 

DATE OF DEATH ____ _ DATE REPORTED _____ _ TIME REPORTED ____ AM I PM 

PLACE OF DEATH [ ] Home [ ] Psychiatric Facility 
[ ] Hospital [ ] Other ___________________ _ 

DETAILS OF DEATH ______________________________ _ 

1. AUTOPSY REQUESTED? 
2. MEDICAL EXAMINER CONTACTED? 

[ ] No 
[ ] No 
[ ] No 
[ ] No 

] Yes 
] Yes 
] Yes 
] Yes 

3. CORONER CONTACTED? 
4. INCIDENT FORM SUBMITTED? 

INDICATE WHO HAS 
BEEN NOTIFIED 

[ ] !SC/Case Manager 
[ ] DIDO Investigator 

If so, by whom ____________ _ 
If so, by whom ____________ _ 
If so, by whom ____________ _ 

] Legal Representative 
] Police 

[ ] Family 

NAME OF PRIMARY CARE PROVIDER ____________ _ PHONE NO. ______ _ 

TYPE OF CASE MANAGER [ ] !SC [ ] State Case Manager [ ] QMRP 

NAME OF CASE MANAGER _______________ _ PHONE NO. _____ _ 

NAME OF ISC AGENCY (if applicable) _____________ _ PHONE NO.------~ 

NAME(S) OF NEXT OF KIN and/or LEGAL REPRESENTATIVE. ________________ _ 
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GENERAL HEAL TH CARE INFORMATION 

AMBULATION: [ ] Ambulatory COMMUNICATION [ ] Verbal 
[ ] Non-ambulatory [ ] Non-verbal 

NUTRITION [ ] Eats independently 
[ ] Eats with assistance 
[ ] Tube-fed 

WEIGHT IS ] Normal Weight 
] Overweight 
] Underweight 

WEIGHT _____ _ 

HEIGHT _____ _ 

PHYSICAL STATUS REVIEW (if applicable) DATE OF LAST PSR ------- PSR LEVEL ___ _ 

MEDICATIONS 

ID LEVEL [ ] Mild [ ] Moderate [ ] Severe [ ] Profound [ ] Unknown/Unspecified 

Etiology (if known) __________________________ _ 

BEHAVIORAL/PSYCHIATRIC DIAGNOSES 

GENERAL MEDICAL DIAGNOSES 

HOSPITALIZATIONS AND PROCEDURES IN PAST 12 MONTHS 

Reason for Hospitalization or Procedure Treatment Location 
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Name of Provider, Private ICF/ID, or DIDD ICF/ID Phone Number 

Print Name of Person Completing This Form Title 

Signature Date 
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