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The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as amended, is 

to protect the integrity of the Department of Health and Human Services (HHS) programs, as well as the 

health and welfare of beneficiaries served by those programs.  This statutory mission is carried out 

through a nationwide network of audits, investigations, and inspections conducted by the following 

operating components: 

 

Office of Audit Services 
 
The Office of Audit Services (OAS) provides auditing services for HHS, either by conducting audits with 

its own audit resources or by overseeing audit work done by others.  Audits examine the performance of 

HHS programs and/or its grantees and contractors in carrying out their respective responsibilities and are 

intended to provide independent assessments of HHS programs and operations.  These assessments help 

reduce waste, abuse, and mismanagement and promote economy and efficiency throughout HHS.  

        

Office of Evaluation and Inspections 

 

The Office of Evaluation and Inspections (OEI) conducts national evaluations to provide HHS, Congress, 

and the public with timely, useful, and reliable information on significant issues.  These evaluations focus 

on preventing fraud, waste, or abuse and promoting economy, efficiency, and effectiveness of 

departmental programs.  To promote impact, OEI reports also present practical recommendations for 

improving program operations. 

 

Office of Investigations 

 

The Office of Investigations (OI) conducts criminal, civil, and administrative investigations of fraud and 

misconduct related to HHS programs, operations, and beneficiaries.  With investigators working in all 50 

States and the District of Columbia, OI utilizes its resources by actively coordinating with the Department 

of Justice and other Federal, State, and local law enforcement authorities.  The investigative efforts of OI 

often lead to criminal convictions, administrative sanctions, and/or civil monetary penalties. 

 

Office of Counsel to the Inspector General 
 

The Office of Counsel to the Inspector General (OCIG) provides general legal services to OIG, rendering 

advice and opinions on HHS programs and operations and providing all legal support for OIG’s internal 

operations.  OCIG represents OIG in all civil and administrative fraud and abuse cases involving HHS 

programs, including False Claims Act, program exclusion, and civil monetary penalty cases.  In 

connection with these cases, OCIG also negotiates and monitors corporate integrity agreements.  OCIG 

renders advisory opinions, issues compliance program guidance, publishes fraud alerts, and provides 

other guidance to the health care industry concerning the anti-kickback statute and other OIG enforcement 

authorities. 
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THIS REPORT IS AVAILABLE TO THE PUBLIC 
at http://oig.hhs.gov 

 
Section 8M of the Inspector General Act, 5 U.S.C. App., requires 
that OIG post its publicly available reports on the OIG Web site.  

 
OFFICE OF AUDIT SERVICES FINDINGS AND OPINIONS 

 
The designation of financial or management practices as 
questionable, a recommendation for the disallowance of costs 
incurred or claimed, and any other conclusions and 
recommendations in this report represent the findings and 
opinions of OAS.  Authorized officials of the HHS operating 
divisions will make final determination on these matters. 
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EXECUTIVE SUMMARY 

 

 
 
WHY WE DID THIS REVIEW 

 

A 2012 report issued by the Connecticut Office of Protection and Advocacy for Persons with 

Disabilities (OPA) stated that 82 of the 1,361 deaths statewide of developmentally disabled 

individuals from January 2004 through December 2010 involved suspected abuse or neglect.  

OPA investigated 81 of those deaths.  The deaths involved individuals with injuries such as 

broken bones; safety issues such as choking incidents and burns associated with scalding; car 

accidents involving unlicensed drivers; and inadequate medical services at private and public 

group homes, State training schools, regional centers, skilled nursing facilities, and hospitals.  

Investigators cited abuse, neglect, and medical errors as contributing factors in these deaths.  We 

are performing audits in several States in response to a congressional request concerning the 

number of deaths and cases of abuse of developmentally disabled residents of group homes. 

 

The objective of this audit was to determine whether the Connecticut Department of Social 

Services (State agency) complied with Federal waiver and State requirements for reporting and 

monitoring critical incidents involving developmentally disabled Medicaid beneficiaries residing 

in group homes from January 2012 through June 2014. 

 

BACKGROUND  

 

Developmentally disabled individuals have chronic mental or physical impairments that must be 

evident before the age of 22.  Residential, institutional, and community providers that serve 

developmentally disabled individuals must meet minimum standards to ensure the care they 

provide is free from abuse, neglect, sexual exploitation, and violations of legal and human rights.  

The State agency administers the Medicaid Home and Community-Based Services 

Comprehensive Supports waiver (HBSC waiver).  This waiver contains safeguards the State 

agency established to ensure the health and welfare of waiver participants.  The Department of 

Developmental Services (DDS) implements portions of this waiver, including the safeguard 

provisions, through a memorandum of understanding with the State agency.  DDS procedures 

define a “critical incident” as an incident that includes severe injury and must be reported 

immediately to the DDS regional director, assistant regional director, or a designee.  OPA is 

responsible for the protection and advocacy of the rights of developmentally disabled persons 

residing in Connecticut and the investigation of allegations of abuse or neglect of 

developmentally disabled persons aged 18 through 59. 

 

We limited our audit to 347 emergency room claims for 245 beneficiaries aged 18 through 59 

residing in group homes.  They had 310 hospital emergency room visits and were diagnosed with 

at least 1 of 40 conditions that were similar to many of the causes of death identified in OPA’s 

2012 report. 

The Connecticut Department of Social Services did not comply with Federal waiver and 

State requirements for reporting and monitoring critical incidents involving 

developmentally disabled Medicaid beneficiaries residing in group homes. 
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WHAT WE FOUND 

 

The State agency did not comply with Federal waiver and State requirements for critical 

incidents involving developmentally disabled Medicaid beneficiaries.  Specifically, the State 

agency did not ensure that  

 

 group homes reported all critical incidents to DDS (14 percent unreported), 

 

 DDS recorded all critical incidents reported by group homes (22 percent unrecorded), 

 

 group homes always reported incidents at the correct severity level (57 percent incorrect), 

 

 DDS collected and reviewed all data on critical incidents, and 

 

 DDS always reported reasonable suspicions of abuse or neglect (99 percent unreported). 

 

The State agency did not comply with Federal waiver and State requirements for reporting and 

monitoring critical incidents because staff at DDS and group homes lacked adequate training to 

correctly identify and report critical incidents and reasonable suspicions of abuse or neglect, 

DDS staff did not always follow procedures, DDS lacked access to Medicaid claims data, and 

DDS did not establish clear definitions and examples of potential abuse or neglect. 

 

The State agency did not adequately safeguard 137 out of 245 developmentally disabled 

Medicaid beneficiaries because the DDS system of reporting and monitoring critical incidents 

did not work as expected. 

 

In addition, we noted several issues that while outside the scope of our review are worthy of 

further discussion and action.  These issues involve: 

 

 DDS’s revision of its definition of “severe injury,” 
 

 hospital-based mandated reporters’ failure to report to OPA all critical incidents, and 
 

 inadequate care contributing to the death of developmentally disabled Medicaid 

beneficiaries. 

 

WHAT WE RECOMMEND 

 

We recommend that the State agency: 

 

 work with DDS to develop and provide training for staff of DDS and group homes on 

how to identify and report critical incidents and reasonable suspicions of abuse or 

neglect, 
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 work with DDS to develop a data-exchange agreement and related analytical procedures 

to ensure DDS access to the Medicaid claims data contained in Connecticut’s Medicaid 

Management Information System to detect unreported and unrecorded critical incidents, 

 

 work with DDS to update DDS policies and procedures to clearly define and provide 

examples of potential abuse or neglect that must be reported, and 

 

 coordinate with DDS and OPA to ensure that any potential cases of abuse or neglect that 

are identified as a result of new analytical procedures are investigated as needed. 

 

DEPARTMENT OF DEVELOPMENTAL SERVICES COMMENTS AND  

OUR RESPONSE 

 

In written comments on our draft report, DDS stated that it fully recognizes the need to improve 

the manner by which critical incidents are reported and reviewed.  To that end, DDS agreed that 

their incident reporting system needs to be revised to ensure the health and safety of individuals 

who receive services from DDS and DDS-qualified providers.  DDS said it has started that 

process. 

 

DDS further stated that the draft report cites 99 percent (151 of 152) of critical incidents were 

not reported to OPA as “potential incidents of abuse or neglect.”  DDS did not agree that all of 

these critical incidents “rise to the level of a suspicion of abuse or neglect as a contributory factor 

to the corresponding incident” based on its definition of a critical incident in effect during our 

audit period.  Specifically, DDS said it does not agree that beneficiary visits to the emergency 

room for known chronic medical conditions create a reasonable cause to suspect abuse or 

neglect.  DDS also noted that some of the information contained in the draft report’s figures and 

table was inaccurate and should be updated. 

 

We have reviewed DDS’s comments on our draft report and maintain that DDS did not report 

151 of 152 critical incidents to OPA as potential incidents of abuse or neglect involving 

developmentally disabled Medicaid beneficiaries.  All 152 critical incidents in question met the 

DDS definition of a “severe injury,” a determination made by DDS officials at our request.  DDS 

officials agreed that such severe injuries in general should have created a reasonable suspicion of 

abuse or neglect. 

 

We have clarified that DDS, at our request, made the determination of which emergency room 

visits were critical incidents, and we clarified the definition of a “severe injury.”  We maintain 

that the information contained in the figures and table is accurate, but we have clarified that the 

data are accurate as of the date we concluded our fieldwork; therefore, the data do not reflect 

subsequent or ongoing action by DDS, OPA, or the State agency. 

 

STATE AGENCY COMMENTS 
 

In written comments on our draft report, the State agency concurred with our recommendations. 
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INTRODUCTION 

 

WHY WE DID THIS REVIEW 

 
A 2012 report issued by the Connecticut Office of Protection and Advocacy for Persons with 

Disabilities (OPA)1 stated that 82 of 1,361 deaths of developmentally disabled individuals from 

January 2004 through December 2010 involved suspected abuse or neglect.  OPA reported that it 

investigated 81 of these deaths.  The deaths involved individuals with injuries such as broken 

bones; safety issues such as choking incidents and burns associated with scalding; car accidents 

involving unlicensed drivers; and inadequate medical services at private and public group homes, 

State training schools, regional centers, skilled nursing facilities, and hospitals.  Investigators 

cited abuse, neglect, and medical errors as contributing factors in these deaths.  We are 

performing audits in several States2 in response to a congressional request concerning the 

number of deaths and cases of abuse of developmentally disabled residents of group homes. 

 

OBJECTIVE 

 

Our objective was to determine whether the Connecticut Department of Social Services (State 

agency) complied with Federal waiver and State requirements for reporting and monitoring 

critical incidents involving developmentally disabled Medicaid beneficiaries residing in group 

homes from January 2012 through June 2014.  

 

BACKGROUND 

 

Developmental Disabilities Assistance and Bill of Rights Act of 2000  
 

As defined by the Developmental Disabilities Assistance and Bill of Rights Act of 2000,3 

“developmental disability” means a severe, chronic disability of an individual.  The disability of 

the individual is attributable to a mental or physical impairment, or a combination of both; must 

be evident before the age of 22; and is likely to continue indefinitely.  The disability results in 

substantial limitations in three or more major life areas, including self-care, receptive and 

expressive language, learning, mobility, self-determination, capacity for independent living, and 

economic self-sufficiency.   

 

Federal and State governments have an obligation to ensure that public funds are provided to 

residential, institutional, and community providers that serve developmentally disabled 

individuals.  Furthermore, these providers must meet minimum standards to ensure the care they 

                                                 
1 OPA is responsible in Connecticut for the protection and advocacy of persons with developmental disabilities 

between the ages of 18 and 59.  This includes investigating allegations of abuse or neglect. 

 
2 U.S. Department of Health and Human Services, Office of Inspector General, Review of Intermediate Care 

Facilities in New York with High Rates of Emergency Room Visits by Intellectually Disabled Medicaid Beneficiaries 

(A-02-14-01011), September 2015.  Available at http://oig.hhs.gov/oas/reports/region2/21401011.pdf.  States 

currently under review include Maine and Massachusetts. 

 
3 P.L. No. 106-402 (Oct. 30, 2000) (the Disabilities Act).  

http://oig.hhs.gov/oas/reports/region2/21401011.pdf


 

Connecticut Did Not Comply With Federal and State Requirements for Critical Incidents 

Involving Developmentally Disabled Medicaid Beneficiaries (A-01-14-00002) 2 

provide does not involve abuse, neglect, sexual exploitation, and violations of legal and human 

rights (the Disabilities Act § 109(a)(3)). 

 

Medicaid Home and Community-Based Services Waiver 

 

The Social Security Act (the Act) authorizes the Medicaid Home and Community-Based 

Services Comprehensive Supports waiver (HCBS waiver) program (the Act § 1915(c)).  The 

program permits a State to furnish an array of home and community-based services that assists 

Medicaid beneficiaries to live in the community and avoid institutionalization.  Waiver services 

complement or supplement the services that are available to participants through the Medicaid 

State plan and other Federal, State, and local public programs and the support that families and 

communities provide.  Each State has broad discretion to design its waiver program to address 

the needs of the waiver’s target population. 

 

The State agency administers Connecticut’s HCBS waiver.  The Department of Developmental 

Services (DDS) implements portions of this Waiver through a memorandum of understanding 

with the State agency.4  The HCBS waiver program supports individuals who reside in licensed 

settings, such as group homes, and require comprehensive services. 

 

States must provide certain assurances to the Centers for Medicare & Medicaid Services (CMS) 

to receive approval for the HCBS waiver, including that necessary safeguards have been taken to 

protect the health and welfare of the beneficiaries receiving services (42 CFR § 441.302).  This 

waiver assurance requires States to provide specific information regarding its plan or process 

related to patient safeguards, which includes whether the State operates a critical event or 

incident reporting system (HCBS waiver, Appendix G-1, Participant Safeguards: Response to 

Critical Events or Incidents).  In its HCBS waiver, the State agency assured that it has a critical 

event or incident reporting system that relies on DDS policies and procedures.  DDS established 

certain policies and procedures, which require coordination with other State agencies, including 

OPA, that have responsibility for responding to critical incidents for developmentally disabled 

individuals (DDS Procedures I.F. PO. 001, Abuse and Neglect and I.D. PR.009, Incident 

Reporting).  

 

Critical Incident Reporting for Group Homes 

 

DDS procedures for group homes and other facilities define a “critical incident” to include death 

or severe injury.  Critical incidents must be reported immediately to the beneficiary’s family or 

guardian and to the DDS regional director, the assistant regional director, or a designee.  DDS 

established a system of reporting and monitoring critical incidents that occur with beneficiaries 

served by DDS to manage and reduce overall risk and a standardized process for reporting, 

documenting, and following up on incidents, including those caused by injury, restraint, and 

medication errors (DDS Procedure I.D. PR.009, Incident Reporting).  These procedures also 

require DDS staff to follow up on critical incidents to ensure that corrective actions have been 

taken and critical incidents have been resolved.  Group homes are required to use the DDS 

                                                 
4 This is known as a “memorandum of agreement,” which was in effect for the HCBS waiver period beginning 

October 1, 2013. 
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Incident Report, Form 255 (Appendix A) to report incidents, and DDS should enter the data from 

these forms into its incident reporting system. 

 

Connecticut Group Homes 

 

Connecticut is 1 of 18 States that operate a dual system of public and private residential services 

for the developmentally disabled.  During our audit period, approximately 77 percent of 

Connecticut’s developmentally disabled individuals between the ages of 18 and 59 who reside in 

institutional settings lived in private and public community living arrangements, otherwise 

known as group homes.5  The remainder of these developmentally disabled individuals resided 

independently or in skilled nursing facilities, intermediate care facilities, State institutions, or 

hospitals. 

 

HOW WE CONDUCTED THIS REVIEW 

 

We extracted 2,963 emergency room claims from the Connecticut Medicaid Management 

Information System (MMIS) that the State agency paid on behalf of developmentally disabled 

Medicaid beneficiaries residing in group homes from January 2012 through June 2014.  We 

limited our audit to 347 emergency room claims for 245 beneficiaries between the ages of 18 and 

59 residing in group homes who had 310 hospital emergency room visits6 and were diagnosed 

with at least 1 of 40 conditions that were similar to many of the causes of death identified in 

OPA’s 2012 report (Appendix B).7   

 

We conducted this performance audit in accordance with generally accepted government 

auditing standards.  Those standards require that we plan and perform the audit to obtain 

sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions 

based on our audit objectives.  We believe that the evidence obtained provides a reasonable basis 

for our findings and conclusions based on our audit objectives. 

 

Appendix C contains details of the types of injuries sustained by the 245 beneficiaries who went 

to the emergency room.  Appendix D contains details on our audit scope and methodology.  

Appendix E contains details of the Federal and State requirements relevant to our findings. 

 

FINDINGS 

 

The State agency did not comply with Federal waiver and State requirements for critical 

incidents involving developmentally disabled Medicaid beneficiaries.  Specifically, the State 

agency did not ensure that:  

 

 group homes reported all critical incidents to DDS (14 percent unreported), 

                                                 
5 We determined this percentage from beneficiary data provided to us by DDS. 

 
6 Some emergency room visits had more than one Medicaid claim. 

 
7 Appendix B contains a list of the 40 diagnosis codes we reviewed.  We refer to these diagnosis codes as “high risk” 

conditions because they are associated with diagnoses similar to many of the causes of death in OPA’s 2012 report. 
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 DDS recorded all critical incidents reported by group homes (22 percent unrecorded), 

 

 group homes always reported incidents at the correct severity level (57 percent incorrect), 

 

 DDS collected and reviewed all data on critical incidents, and 

 

 DDS always reported reasonable suspicions of abuse or neglect (99 percent unreported). 

 

The State agency did not comply with Federal and State requirements for reporting and 

monitoring critical incidents because staff at DDS and group homes lacked adequate training to 

correctly identify and report critical incidents and reasonable suspicions of abuse or neglect, 

DDS staff did not always follow procedures, DDS lacked access to Medicaid claims data, and 

DDS did not establish clear definitions and examples of potential abuse or neglect.   

 

The State agency did not adequately safeguard 137 out of 245 developmentally disabled 

Medicaid beneficiaries because the DDS system of reporting and monitoring critical incidents 

did not work as expected. 

 

In addition, we noted several issues that while outside the scope of our review are worthy of 

further discussion and action.  These issues involve: 

 

 DDS’s revision of its definition of “severe injury,” 
 

 hospital-based mandated reporters’ failure to report to OPA all critical incidents, and 
 

 inadequate care contributing to the death of developmentally disabled Medicaid 

beneficiaries. 
 

GROUP HOMES DID NOT REPORT ALL CRITICAL INCIDENTS TO THE 

DEPARTMENT OF DEVELOPMENTAL SERVICES 

 

In accordance with assurances contained in the HCBS waiver, the staff of a DDS-operated, -

funded, or  

-licensed facility must immediately report all critical incidents to the beneficiary’s family or 

guardian and appropriate DDS regional director or designee (DDS Procedures I.F. PO. 001, 

Abuse and Neglect, (A) “Policy Statement,” and I.D. PR.009, Incident Reporting, (D) 

“Implementation” (1)(a)).  DDS procedures define a “critical incident” as an incident that 

involves death or severe injury.  Critical incidents must be reported immediately to the DDS 

regional director, the assistant regional director, or a designee, and DDS procedures define a 

“severe injury” as an injury that requires treatment at an emergency room or a hospital admission 

(DDS Procedure I.D. PR.009, Incident Reporting, (C) “Definitions”). 

 

Group homes did not report to DDS all critical incidents involving developmentally disabled 

Medicaid beneficiaries.  Specifically, of the 310 emergency room visits by 245 developmentally 
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disabled Medicaid beneficiaries, 176 visits8 met DDS’s definition in effect at the time of a 

critical incident because they included a severe injury (Figure 1).9  However, group homes did 

not report 24 (14 percent) of the critical incidents to DDS.   

 

 
 

Group homes did not always report critical incidents to DDS because the State agency did not 

ensure that group home staff had sufficient training to identify and report critical incidents.  DDS 

officials stated that although DDS offered training to group home staff on abuse or neglect, it did 

not offer any training on critical incident reporting to Connecticut’s 961 public or private group 

homes that provide residential services to developmentally disabled beneficiaries. 

 

An Example of a Group Home’s Unreported Critical Incidents 

 

A group home did not report to DDS a critical incident involving a resident who 

suffered from Down syndrome and dementia.  The resident was encouraged to 

wear a helmet for protection during seizures and a gait belt when he transferred 

positions.  The resident required one-on-one supervision while walking during a 

number of specified activities within the group home.  The resident had an 

unwitnessed fall in the group home’s kitchen, which was followed by a period of 

unconsciousness.  Hospital emergency room staff evaluated the resident for a 

trauma to the right side of his head and face with computerized axial tomography. 

 

                                                 
8 These 176 critical incidents involved 149 Medicaid beneficiaries. 

 
9 At our request, DDS made the determination of whether an emergency room visit represented a critical incident. 

Head Injuries,

130 (74%)

Bodily Injuries,

27 (15%)

Accidents,

10 (6%)

Safety, 9 (5%)

Figure 1:  176 Critical Incidents by Diagnosis Code Category

Note:  These categories do not match precisely those listed in Appendix C because we found no 

“critical incidents” in the “medical” category.   
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Because these injuries met the DDS definitions of a “critical incident” and a 

“severe injury,” the group home should have reported the incident immediately.  

 

The Department of Developmental Services Revised Its Critical Incident Reporting Policy 

To Narrow the Definition of a Critical Incident 

 

This issue was outside the scope of our review; however, it is significant and worthy of further 

discussion.   

 

DDS revised its critical incident reporting policy in December 2014 while we were conducting 

our audit.  The DDS policy in effect during the period covered by our audit defined a “severe 

injury” as an injury10 that requires treatment at an emergency room or admission to a hospital.  

The participant safeguard provisions of the HCBS waiver reference this definition.  The revised 

policy now defines a severe injury as an injury that requires “a hospital admission” only. 

 

Although we cannot compel DDS to revise its new definition of a critical incident, we plan to 

refer this issue to State officials for their future followup and action.  Only 6 of the 176 critical 

incidents that we reviewed in our audit would have been required to be reported under DDS’s 

new definition of a severe injury.  Therefore, we expect DDS’s new definition to significantly 

reduce the number of critical incidents that group homes are required to report. 

 

THE DEPARTMENT OF DEVELOPMENTAL SERVICES DID NOT RECORD ALL 

REPORTED CRITICAL INCIDENTS 

 

Each DDS region must identify the staff responsible for entering incident data into the DDS 

incident reporting system, ensure that the incident report forms are date-stamped on arrival, and 

ensure that the data on the incident report forms are entered into the DDS incident reporting 

system within 5 business days of receipt (DDS Procedure I.D. PR.009, Incident Reporting, (D) 

“Implementation” (3)). 

 

DDS did not record all critical incidents reported by group homes.  Specifically, group homes 

reported 152 critical incidents to DDS, but DDS did not record 34 (22 percent) of these incidents 

into its incident reporting system.  Because DDS did not record these incidents, the DDS 

Division of Investigations and OPA never received notice that these incidents occurred and, 

therefore, could not determine whether abuse or neglect contributed to these injuries.  DDS did 

not enter all critical incidents into its incident reporting system because it did not always follow 

procedures.  Furthermore, these unrecorded critical incidents were not detected because DDS did 

not have a way to coordinate with the State agency to facilitate the detection of unrecorded and 

unreported critical incidents.   

 

DDS officials said they had plans to meet with the State agency to discuss a data-exchange 

agreement to facilitate the detection of unrecorded and unreported critical incidents. 

 

 

                                                 
10 This includes all fractures (excluding fingers and toes) and other severe injuries, such as severe lacerations, head 

injury, and internal trauma. 
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An Example of a Critical Incident Not Recorded by DDS 

 

A group home reported to DDS a critical incident involving a developmentally 

disabled and wheelchair-bound resident with cerebral palsy and pulmonary 

disease.  The group home’s staff reported the resident was dropped while being 

transferred.  This resident suffered a displaced fractured clavicle that required 

treatment at a local hospital’s emergency room.  Hospital staff used x-rays in their 

evaluation of him.   

 

Because the group home reported this incident to DDS, DDS should have entered 

the incident into its incident reporting system within 5 days.  DDS, however, did 

not record the incident. 

 

GROUP HOMES DID NOT ALWAYS REPORT THE CORRECT SEVERITY  

LEVEL OF INJURIES 

 

A “severe injury” is an injury that requires treatment at an emergency room or admission to a 

hospital.  To ensure the injury meets the correct level of severity, a group home should not report 

a severe injury to DDS until after the attending physician has made a diagnosis (DDS Procedure 

I.D. PR.009, Incident Reporting, (C) “Definitions”).  DDS requires group homes to select the 

“highest level of severity” for a reported injury when completing DDS Form 255.  The levels of 

reportable injury are “minor,” “moderate,” and “severe” (DDS Procedure I.D. PR.009, Incident 

Reporting, Attachment B, Instructions for Completing DDS Form 255).11 

 

Group homes did not always correctly report to DDS emergency room visits related to severe 

injuries, which DDS would have treated as critical incidents (Figure 2).  Instead, the group 

homes frequently reported to DDS emergency room visits as involving either minor or moderate 

injuries.  Even though emergency room visits involving minor and moderate injuries are 

reportable, DDS did not treat them as critical incidents.  DDS reviewed the 176 emergency room 

records we gave to them and they determined that 86 (49 percent) emergency room visits 

originally classified by the group homes as involving either minor or moderate injuries actually 

involved severe injuries and would have, therefore, met the State’s definition of critical 

incidents.12  Accordingly, State agencies could not investigate these 86 critical incidents for 

potential abuse or neglect. 

 

Group homes misidentified critical incidents in reports to DDS because the State agency did not 

ensure that DDS provided critical incident report training to employees in group homes. 

 

                                                 
11 Group homes use DDS Form 255 to report to DDS all incidents affecting the health and well-being of 

developmentally disabled beneficiaries residing in group homes.  DDS should input the data contained in Form 255 

into its incident reporting system and then shred physical copies of the form.  The group home maintains the original 

Form 255 (Appendix A). 

 
12 DDS officials reviewed the 176 emergency room records during March 2015. 
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An Example of a Group Home Reporting the Incorrect Severity Level  

of an Injury 
 

A group home reported injuries involving a resident with developmental 

disabilities, scoliosis, and spastic paralysis of all four limbs at an incorrect 

severity level.  This resident suffered a lacerated upper lip, facial contusions, an 

acute cervical strain, and a fractured tooth; these injuries required treatment at a 

local hospital’s emergency room.  During the resident’s treatment, hospital staff 

evaluated him for additional spine and skull injuries using computerized axial 

tomography.  The group home’s staff reported that the resident was injured when 

he fell from a shower chair, but they also reported that they did not witness his 

fall. 

 

The group home reported these injuries to DDS, but it reported the severity level 

of the injuries as only “moderate” instead of “severe.”  As a result, this critical 

incident was not investigated by either DDS or OPA for potential abuse or 

neglect. 

 

THE DEPARTMENT OF DEVELOPMENTAL SERVICES DID NOT COLLECT AND 

REVIEW ALL DATA ON CRITICAL INCIDENTS 

 

In accordance with assurances contained in the HCBS waiver, DDS must collect and review data 

quarterly regarding critical incidents to determine the number and percent of critical incidents 

that were reported and investigated within required timeframes (HCBS waiver, Appendix G, 

Participant Safeguards, Quality Improvement: Health and Welfare, subsection (a)(i), Methods 

for Discovery:  Health and Welfare).  Furthermore, DDS must “review all critical incidents for 

trends and discussion every 6 months and review medication errors on a quarterly basis” (HCBS 

waiver, Appendix G-1:  Participant Safeguards: Response to Critical Events or Incidents, 

Critical incidents 

reported at the 

correct severity 

level, 66 (37%)

Critical incidents 

incorrectly reported 

at minor or 

moderate severity 

level, 86 (49%)

Critical incidents 

unreported, 24 

(14%)

Figure 2:  Reported Severity Level for 176 Critical Incidents
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subsection (d), “Responsibility for Review of and Response to Critical Events or Incidents”).  

DDS officials stated that these reviews act as detection controls for critical incidents involving 

potential abuse or neglect. 

 

DDS did not collect and review all data quarterly regarding critical events and incidents.  DDS 

reviewed medication errors quarterly, but it reviewed internal critical incident data only annually.  

DDS did not have a way to obtain all data regarding critical events and incidents from the State 

agency.  Accordingly, DDS could not review relevant Medicaid claims data for injuries that 

required emergency room treatment or hospital admission—key elements to detect whether 

beneficiaries were involved with critical incidents and whether those incidents were reported and 

investigated within required timeframes. 

 

If DDS had access to relevant Medicaid claims data as contained in the Connecticut MMIS, it 

could have performed a data match similar to the one we performed.  Because it could not, DDS 

was unable to detect the 24 critical incidents that group homes did not report or the 34 critical 

incidents that group homes reported but DDS did not enter into its incident reporting system.  

 

THE DEPARTMENT OF DEVELOPMENTAL SERVICES DID NOT ALWAYS 

REPORT REASONABLE SUSPICIONS OF ABUSE OR NEGLECT 

 

Any employee of DDS or a provider agency must immediately intervene on a developmentally 

disabled individual’s behalf in any abuse or neglect situation and must report the incident 

immediately (DDS Procedure I.D. PR.009, Incident Reporting, (D) “Implementation” (1)(a) and 

(b)).  DDS employees are mandated reporters, and any employee who has witnessed or has 

reasonable cause to suspect that there has been abuse or neglect of a developmentally disabled 

person must make an oral report immediately to the appropriate State agency (DDS Procedure 

I.F. PR.001, Abuse and Neglect Allegations, (D) “Implementation”).  

 

Although group homes reported 152 critical incidents to DDS during the period of our audit, 

DDS did not report 151 of the 152 to OPA as potential incidents of abuse or neglect involving 

developmentally disabled Medicaid beneficiaries.13   

 

  

                                                 
13 DDS maintains that it would not have duplicated the reports to OPA for the 14 critical incidents already reported 

to OPA by other mandated reporters.  DDS was unable to provide any documentation to support its assertion that 

DDS staff confirmed that these 14 critical incidents were reported to OPA by other mandated reporters. 
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Table:  Actions Taken for 176 Critical Incidents14 

 

 

We reported to OPA the 176 critical incidents we identified during our audit (Table).15  OPA 

stated that DDS should have reported all 176 as incidents with a reasonable suspicion of abuse or 

neglect.16  OPA then opened 24 new investigations and updated 9 ongoing investigations—33 

critical incidents involving potential abuse or neglect.  OPA also issued 8 immediate protective 

service orders involving 14 critical incidents to protect developmentally disabled group home 

residents from potential harm.  OPA followed up on an additional 33 critical incidents by 

providing DDS a list of beneficiaries whose emergency room visits did not warrant an 

investigation at that time; however, OPA officials informed us that they were concerned that the 

hospital emergency room records documented the need for a DDS review to ensure the ongoing 

safety of the beneficiaries.  OPA did not conduct further investigations of the remaining 81 

critical incidents because of their age, nature, or other mitigating factors concerning the critical 

incidents. 

 

DDS agreed that during our audit critical incidents involving beneficiary visits to emergency 

rooms in general should have created reasonable cause to suspect abuse or neglect.  However, 

DDS did not report the potential incidents of abuse or neglect to OPA because DDS staff lacked 

adequate training to ensure that they could properly identify and report reasonable suspicions of 

abuse or neglect.  Although DDS provided abuse and neglect training to its employees once a 

year, this training included limited examples of potential abuse and neglect.  Further, during our 

audit period, DDS only provided abuse and neglect training to private group homes that 

requested the training (102 of 961 group homes).  In addition, the HCBS waiver did not provide 

clear definitions and examples of potential abuse and neglect that DDS staff could refer to if 

needed.   

 

 

                                                 
14 OPA confirmed the data contained in this table on June 4, 2015. 
 
15 The 176 critical incidents include the 152 critical incidents reported by group homes to DDS plus the 24 critical 

incidents the group homes did not report to DDS. 

 
16 OPA was previously notified of 15 of the 176 critical incidents.  Of the 15 incidents, 6 were reported by 

anonymous sources, 5 were reported by group homes, 2 were reported by family members, 1 was reported by a 

hospital, and 1 was reported by DDS. 

 

OPA Action Number of Critical Incidents 

Opened new investigation 24 

Updated ongoing investigation 9 

Issued immediate protective service order 14 

Referred to DDS 33 

No further investigation conducted 81 

Previously reported and reviewed 15 

  TOTAL 176 
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An Example of the Department of Developmental Services Not Reporting a 

Critical Incident That Had Reasonable Suspicion of Abuse or Neglect 

 

DDS did not report to OPA any of the three separate critical incidents that 

occurred in 2012 and 2013 involving a nonverbal group home resident with 

cerebral palsy and a history of self-injury.  This resident suffered from repeated 

head injuries that required treatment at a local hospital’s emergency room.  These 

injuries included contusions with bruising and swelling of the head and face.  This 

resident was evaluated with x-rays and computerized axial tomography.17 

 

Because these injuries met the DDS definition of a “critical incident” and there 

was reasonable evidence to suspect abuse or neglect, DDS should have reported 

the incidents immediately to OPA.  On the basis of the information we provided, 

OPA issued an immediate protective service order for this beneficiary. 

 

Hospital-Based Mandated Reporters Did Not Report All Critical Incidents to the Office of 

Protection and Advocacy for Persons With Disabilities 

 

This issue was outside the scope of our review; however, it is significant and worthy of further 

discussion.  Accordingly, we plan to refer this issue to State officials for their future followup 

and action. 

 

All mandated reporters—such as physicians, interns, registered or licensed practical nurses, 

police officers, or anyone paid for caring for persons in any facility who have reasonable cause 

to suspect that any person with an intellectual disability has been abused or neglected—must 

report the incident to an appropriate State agency (Connecticut General Statutes, Title 46a-11b, 

Protection and Advocacy for Persons with Disabilities).18 

 

During the period of our audit, there were 310 emergency room visits involving 428 emergency 

services provided by 25 hospitals to 245 developmentally disabled Medicaid beneficiaries.  

Hospital-based mandated reporters reported only one of these incidents for potential abuse or 

neglect of a developmentally disabled Medicaid beneficiary.19   

 

An Example of a Hospital’s Unreported Critical Incident 

 

A hospital did not report to OPA a critical incident involving a group home 

resident with developmental disabilities and behavioral issues that included 

aggressive outbursts.  This resident suffered a lacerated scalp and fractured 

cervical spine.  The hospital’s emergency room treated his injuries, which group 

                                                 
17 Appendix F contains a more detailed example of an unreported critical incident. 

 
18 Appendix E contains a complete list of mandated reporters. 

 
19 An additional 14 critical incidents and 4 noncritical incidents were reported to OPA by other mandated reporters. 
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home staff attributed to falling down a flight of stairs.  The resident’s medical 

history indicated that his clavicle appeared to have been fractured in a prior 

incident. 

 

Because the hospital staff had reasonable cause to suspect abuse or neglect of this 

resident, the hospital physician and nursing staff, as well as group home staff, 

should have reported this incident to OPA or an appropriate State agency.20  OPA 

officials said they would have investigated this incident if a report had been made. 

 

The Department of Developmental Services Determined That Care Was Not Adequate for 

Some Beneficiaries Who Died 

 

This issue was outside the scope of our review; however, it is significant and worthy of further 

discussion.  Accordingly, we plan to refer this issue to State officials for their future followup 

and action. 

 

Connecticut law requires DDS to review the death of anyone for whom it has direct or oversight 

responsibility for medical care.  The review must cover the events, overall care, quality of life 

issues, and medical care preceding the death to ensure that “a vigorous and objective evaluation 

and review of the circumstances surrounding untimely deaths takes place” (Connecticut General 

Statutes, Title 17a, Department of Developmental Services, chapter 319b, section 17a-210). 

 

As part of its quality assurance system, DDS has established a three-tiered mortality review 

process to trigger corrective action and reduce future risk for beneficiaries.  The three-tiered 

system consists of (1) abridged reviews, (2) regional mortality review committees, and (3) the 

Independent Mortality Review Board (IMRB).  The mortality review process includes a medical 

documentation review by trained nurse investigators and a final review of all IMRB cases by the 

Connecticut DDS Commissioner and Director of Health and Clinical Services. 

 

DDS conducted 102 death reviews during our audit period, of which 85 involved beneficiaries 

residing in group homes and covered by the HCBS waiver.  DDS conducted 27 IMRB-level 

death reviews of these 85 beneficiaries21 and determined that 10 did not receive adequate 

medical or personal care before their deaths. 

 

Furthermore, DDS seeks to identify systemic mortality issues as part of its death reviews and 

identified one during our audit period.  DDS identified three fatalities over the course of 9 

months that involved beneficiaries with food consistency restrictions who were inappropriately 

provided Jello, which directly led to their deaths.  As a result, DDS issued a safety alert directive 

to highlight adherence to food consistency restrictions for individuals with modified diets. 

 

 

                                                 
20 We did not make an independent assessment that reasonable cause existed.  Instead, we asked DDS and OPA for 

their opinion, and both stated that they believed that reasonable cause existed in this case. 

 
21 DDS also conducted 46 abridged reviews and 12 regional-level reviews for the remaining 58 beneficiaries. 
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CAUSES OF NONCOMPLIANCE WITH FEDERAL WAIVER AND STATE 

REQUIREMENTS 

 

On the basis of our discussions with State agency and DDS officials, we determined the State 

agency did not comply with Federal waiver and State requirements for critical incidents because:  

 

 DDS and group home staff lacked the training to correctly identify and report critical 

incidents and reasonable suspicions of abuse or neglect, 

 

 DDS staff did not always follow procedures, 

 

 DDS did not have access to the Medicaid claims data to comply fully with the participant 

safeguard provisions of the HCBS waiver, and  

 

 DDS policies and procedures did not establish clear definitions and examples of the 

potential abuse or neglect that must be reported. 

 

The State agency did not adequately safeguard 137 of 245 developmentally disabled Medicaid 

beneficiaries because the DDS system of reporting and monitoring critical incidents did not work 

as expected.22 

 

RECOMMENDATIONS 

 

We recommend that the State agency: 

 

 work with DDS to develop and provide training for staff of DDS and group homes on 

how to identify and report critical incidents and reasonable suspicions of abuse or 

neglect, 

 

 work with DDS to develop a data-exchange agreement and related analytical procedures 

to ensure DDS access to the Medicaid claims data contained in Connecticut’s MMIS to 

detect unreported and unrecorded critical incidents, 

 

 work with DDS to update DDS policies and procedures to clearly define and provide 

examples of potential abuse or neglect that must be reported, and 

 

 coordinate with DDS and OPA to ensure that any potential cases of abuse or neglect that 

are identified as a result of new analytical procedures are investigated as needed. 

 

  

                                                 
22 There were 149 Medicaid beneficiaries involved with 176 critical incidents.  Fifteen of these Medicaid 

beneficiaries had critical incidents reported to OPA.  However, 3 of these 15 Medicaid beneficiaries were involved 

with multiple critical incidents of which at least 1 was not reported to OPA.  Therefore 137 (149 – 15 + 3) 

developmentally disabled Medicaid beneficiaries were not adequately safeguarded. 
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DEPARTMENT OF DEVELOPMENTAL SERVICES COMMENTS 

 

In written comments on our draft report, DDS stated that it “fully recognizes the need for 

improvement in the manner by which critical incidents are reported and reviewed.”  To that end 

“we fully agree that the DDS Incident Reporting system needs to be revised to ensure the health 

and safety of individuals who receive services from [DDS and DDS-qualified providers], and 

have initiated that process.”  

 

DDS stated that the report repeatedly finds that DDS did not report reasonable suspicions of 

abuse or neglect to OPA.  DDS said the draft report cites 99 percent (151 of 152) of critical 

incidents were not reported to OPA as “potential incidents of abuse or neglect.”  DDS said it 

does not agree that all of these critical incidents “rise to the level of a suspicion of abuse or 

neglect as a contributory factor to the corresponding incident” based on its definition of a critical 

incident in effect during our audit.   

 

In regard to group homes reporting incidents, DDS said that 110 of the incidents shown in  

Figure 2 were not reviewed as critical incidents.  Specifically, 86 incidents reported at the 

incorrect severity level and the 24 unreported incidents (which make up the 110 incidents shown 

in Figure 2) were not reviewed by DDS as critical incidents at the time they occurred.  Further, 

DDS stated that the data shown in the Table on page 10 regarding OPA action in response to 

critical incidents did not match DDS’s data to date and further stated it could not interpret the 

meaning of “No further action”23 and “Previously reported and reviewed” and therefore could 

not comment on those sections of the Table. 

 

In addition, DDS disagreed with the following statement in the draft report:  “DDS agreed that 

during our audit, critical incidents involving beneficiary visits to the emergency rooms in general 

should have created reasonable cause to suspect abuse or neglect.”  DDS said:   

 

We respectfully submit that DDS agreed that beneficiary visits to local emergency 

rooms, during which treatment was provided to the beneficiary (i.e., sutures, 

diagnostic testing such as MRI or CT scan, etc.) should have risen to the level of a 

critical incident.  We do not agree that every beneficiary visit to an emergency 

room creates a reasonable cause to suspect abuse and neglect, as illustrated by 

beneficiary visits to an emergency room for a known chronic medical condition, 

such as a seizure disorder, the acute onset of symptoms resulting in a diagnosis of 

pneumonia, or for a precautionary evaluation following a fall or motor vehicle 

accident where there is no apparent injury to the beneficiary.   

 

According to DDS, the director of OPA’s Abuse Investigation Division endorsed DDS’s position 

in a letter to DDS dated June 1, 2015, which said that a substantial portion of our audit had 

focused on DDS’s and OPA’s ability to respond to allegations of abuse and neglect “however 

they arise.”   

 

The June 1 letter from OPA went on to say that many of the incidents that our audit identified 

have since been identified as requiring further investigation, and both DDS and OPA were 

                                                 
23 We changed this to “No further investigation conducted” in the Table on page 10. 
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following up.  However, some of the incidents that required hospital treatment that our audit 

identified were not viewed by OPA as warranting further investigation.  OPA said these 

incidents may show a need for “individualized programmatic responses” by DDS to ensure the 

ongoing safety of the people involved.  DDS stated that beneficiary information contained in an 

attachment to the OPA letter and information received from OIG has been forwarded to DDS 

regional offices for appropriate followup.  

 

DDS’s comments are included in their entirety as Appendix H. 

 

OFFICE OF INSPECTOR GENERAL RESPONSE 

 

We appreciate DDS’s agreement that its incident reporting system needs to be revised to ensure 

the health and safety of individuals who receive services from DDS and DDS-qualified 

providers, and we also appreciate DDS’s commitment to work with the State agency 

expeditiously to accomplish this. 

 

We reviewed DDS’s comments on our draft report and additional information that DDS provided 

to us.  On the basis of this review, we have modified our draft report.  Specifically, we noted in 

footnote 9 that DDS, at our request, made the determination of which emergency room visits 

were critical incidents, and we clarified in footnote 10 the definition of a “severe injury.”  

However, we maintain that DDS did not report 151 of 152 critical incidents to OPA as potential 

incidents of abuse or neglect involving developmentally disabled Medicaid beneficiaries.  All 

152 critical incidents in question met the DDS definition of a “severe injury,” a determination 

that was made by DDS officials at our request.  DDS officials agreed in May 2015 that such 

severe injuries in general should have created a reasonable suspicion of abuse or neglect.   

 

We also agree with DDS that the 86 incidents reported at the incorrect severity level and the 24 

unreported incidents (which make up the 110 incidents shown in Figure 2) were not reviewed by 

DDS as critical incidents at the time they occurred.  Only if group homes report all incidents at 

the correct severity level can DDS determine whether these incidents are “critical” and whether 

to report potential abuse or neglect to OPA.  

 

We further maintain that the information contained in the draft report’s figures and Table is 

accurate, but we have clarified that the data are accurate as of the date we concluded our 

fieldwork.  The data contained in the Table of our draft report do not reflect subsequent or 

ongoing actions by DDS, OPA, or the State agency.  In addition, the Table’s fields titled “No 

further action” and “Previously reported and reviewed” reflect OPA’s actions regarding those 

critical incidents.  Specifically, OPA took no further action on 81 critical incidents and had 

already reviewed 15 critical incidents that were previously reported. 

 

With regard to DDS’s statement that every beneficiary visit to an emergency room does not 

create a reasonable cause to suspect abuse or neglect, we agree, as evidenced by our acceptance 

of DDS’s determination that only 176 of the 310 total emergency room visits we reviewed met 

DDS’s definition of a critical incident.  We then reported those 176 critical incidents to OPA, 

which determined that DDS should have reported all 176 as incidents with a reasonable 

suspicion of abuse or neglect.  
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The letter from OPA to DDS dated June 1, 2015, reinforces our position that critical incidents 

involving severe injuries should create a reasonable suspicion of abuse or neglect.  As noted in 

that letter, OPA and DDS continue to follow up on many of the critical incidents that we referred 

to OPA for review.  We agree with OPA that some of these critical incidents did not warrant 

further action once OPA determined whether they involved potential abuse or neglect.  However, 

as OPA stated, these critical incidents may instead show the need for “individualized 

programmatic responses” by DDS to ensure the ongoing safety of the Medicaid beneficiaries 

involved.  We acknowledge and appreciate DDS’s followup on the beneficiaries listed in the 

attachment to OPA’s letter and the information we provided to them during our review. 

 

Although OPA has statutory jurisdiction over abuse and neglect systems for individuals with 

intellectual disability between the ages of 18 and 59, it cannot exercise that authority unless DDS 

refers critical incidents to OPA for review. 

 

STATE AGENCY COMMENTS 
 

In written comments on our draft report, the State agency concurred with our recommendations 

and described actions it had taken or planned to take to address them.  The State agency’s 

comments are included in their entirety as Appendix I. 

 

  



APPENDIX A: THE DEPARTMENT OF DEVELOPMENTAL SERVICES 

FORM 255, INCIDENT REPORT 


State of Connecticut DDS- Incident Report  255 Critical Incident?: D Yes ONo 

1 -Client Name: DDS#: Incident Date: _/_/__ 

Responsible Provider: Date of this Report: _/_/__ DDS Case Mgr Name: 

Responsible Program : ORes, ODay, OOther, Rdid#: 

If not directly at responsible program: OCOMmunity, OFam Home Visi~ 0 RECreation/leisure, OVEHicle, OOTHer: 

2a-INJURY OObserved ODiscovered at: -- OAmOPm , Time of treatment: -- OAmOPm 

If different than incident date; Treatment date: I I 

Cause: OADaptive Eq DEAling Behavior OFOod Consistency OMotor Vehicle OSeLF caused 
oASsaU~ o ENVironment 0 INGestion of foreign material oREStraint oSHAving 
oBUMped Into OEXPosure olnSect B ite OSCRatching/picking OUNDetermined 

OCLOthing OFALL 0 MEdical Procedure OSEizure OOTHer: 

Injured by whom: oACCident by client, oother CLient, oFAMily member, oSIB, oSTAff, oUNKnown, oOTHer: 

ype: OABRasion/scrape OBLEeding OCHOking OFRActure OPUNcture 0 SPRain/strain 
OAIRway obstructed OBRUise OCUT Oindication of PAin 0 RASh/hives oswelling/ EDEma 
OBITe OBuRN 0 DISlocation OPOison DOTHer: 

Severity of injury: OMINor (first aid), OMODerate (nurse/MD treatment), OSEVere (hospital, ER/admission), ODEAth 

Treatment provided, highest level: 0 NONe, 0 SeLF, 0 FAMily, 0 ST Aff/LPN, 0 RN NURse, 0 PHYsician/other medical, 0 ER/HOSpital 

Body part(s): OABDomen OBUTtocks OEYE LORD OGENitals OINTernal OMouTH OSHOulder LORD OTONgue 
(up to 3) OANKie LORD OCHEst OFACe OHANd LORD OKNEe LORD ONECk OTEEth OWRist LO RO 

and check Lor R OARM LORD DEAR LORD 0 FINgers LORD OHEaD OLEG LORD ONOSe OTHRoat 
OBACk 0 EIBowLORO OFOoT LORD OHIP LO RO OLIPs 0 RECtum OTOE LO RO 

2b- UNUSUAL - All dangerous /life threatening, illegal, police/fire, significant first/rare. Also 'significant behavior not covered by program/guideline' 
-

Time: _:_ 0 Am 0 Pm 
Type: OACCident no apparent injury OFire No Emg Response OPSych ER Admit OVictim Forcible Rape 

oaccident VEHicle no apparent injury o medical ER Admit 0 PSych ER No admit OVictim PHysical other 
OAggressor PHysical alleged Omedical ER No admit 0 ReFused Medication OVictim Theft /Larceny 
oAggressor SeXual alleged oPICa oSelf ENdangering/sib OVictim SeXual other 
OAWol I Missing Person OPolice ARrest OVictim Aggravated Assault OWrong Food Consistency 
oFIRe Emergency Response oPOLice no-arrest 0 BEHavior other: 

2c- RESTRAIN~ Final Date OUT: _/_/__, Either: Time IN·_:_ DAm OPm, Time OUT:_ :_ DAm OPm 

Or, if approved multiple type (see approved list) : Total Hrs: Min: and Total Occurrences: 
Restraint(s): O arm SPLint OCHEmical 0 Held By Arms OSafety CuFfs 

(up to4) 0 B-Safety Belt OESCort OHELmet OSPecialized Clothing 
OBeD Rails 0 Floor control-Prone (Face Down) 0 Lifted And Carried OVEHicleltransport 
OBody boaRD 0 Floor control-Supine (Face Up) OMITts OWaist ReStraint/chest/vest 
oCHair & Tray/waist D Four-PoinT 0 PHysical Isolation 0 Non-Standard Commissioner ok 

0 Non-Standard Not-approved 

Behavior(s): OADL completion ODISruptive behavior OPICa oRUNning away 
(upto4) OAGgressor to Client oFall Out Bed prevent 0 Property Destruction 0 SELf-endangering 

OAGgressor to Staff OFall Out Chair/other prevent 0 REMove sutures, tubes, etc OSIB 

Status: oEmergency 0 Prc/hrc approved Person(s) Applying: __ 
Injury caused by restraint: DYes ONo In-Charge during: __ Authorizing signature: 
Monitoring, at least every 30 min: DYes ONo Person(s) Removing: __ 
Exercise, at least 10 min every hr: oYes oNo Emergency restraint trauma check v.ithin 24 hrs by: 

3- Summary I Comments Include events surrounding / 1ntervent1ons: 

Oalso see attached 

Reporte~s Name/title: __ oentered in log book/notes 


Reporte~s Relationship to client: OFamily, Abuse I Neglect suspected?: DYes ONo, if "yes"; Reported :_/_/__to: __ 


D Self, DStaff, D Other: Person Completin form Signature: 


4 - Supervisor review: on: I I Follow-Up: 

Oteam to review O guardian/PRRP nolified O also see attached 

Other review: on: I I Follow-Up: 

Critical Incident?: 0 Yes 0 No, if "yes" immediate phone call to DDS Regional Administration required. Completed: I I 
0 Chent file, D DDS data entry, 0 DDS case manage- CAMRIS entered on_j_/_ by _ ~7124/09t!h) 
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State of Connecticut DDS- Medication Error Report - 255m 


1 -Client Name*: DDS# DDS Case Mgr Name: 


Med Error(s) Initial incident Date: 1_1__ Time: DAm OPm 

Med Error(s) Corrected Date _1_1__ Time: DAm OPm 

Responsible Provider: _____________________ Date of this Report: _I_}__ 

Responsible Program*: ORes, ODay, OOther Rdid#: ------- 

If not directly at responsible program*: oCOMmunity, oFam Home Visit, oRECreation/leisure, oVEHicle, oOTHer: __ 

2- Unusual Medication Error Type* (check one only) 
0 Med Charting Error 0 Med Transcription Wrong Dose OMed Transcription Wrong Time 
oMed OMission 0 Med Transcription Wrong Med oMed Wrong Client 
D Med Order Expired D Med Transcription Omission oMed Wrong Dose 
0 Med Transcription Wrong Client 0 Med Transcription Wrong Route 0 Med OTher Error: 

OMed Wrong Medication 
oMed Wrong Route 
oMed Wrong Time 

3a- Errors 
MedicationfT reatment* 

Dose* 
Error Description* 

Start Date* otal 
Errorsime* Last Date* 

I I 

DAm OPm I I 

I I 

DAm OPm I I 

I I 

DAm OPm I I 

I I 

DAm OPm I I 

3b - Reason/Explanation for error: 

Copies attached: oMedication Administration Record(s), oPhysician Order(s), oOther 

Original Date Original Time Rescheduled Date Rescheduled Time 
If Dose Rescheduled. _/_/__ DAm DPm __}__}__ DAm OPm 

Medical Treatment Required (due to Med Error)?: DYes D No (if yes, a client incident report #255 must also be completed) 

Nurse/Medical Notified, Name: __ Date: _/_/__ Time:_:_ DAm OPm 

DName of the PERSON RESPONSIBLE for the ERROR witten on the bottom of the SUPERVISING RN COPY ONLY!! 


Reporter's Name/title: __ 


Reporter's Relationship to client: oFamily, I Abuse I Neglect suspected?: DYes ONo, if "yes"; Reported:_/_/__ to: __ 


DSelf DStaff DOther· Person Completing form Signature· 


4- Administrative Review/Follow-Up 

Prescriber Notified: Name: - Date: _!_!__ Time: -- DAm OPm 

Guardian/advocate Notified (as appropriate): Date: I I Time: DAm OPm 
Review Comment Signature 

Primary Care Nurse 

Staff Supervisor 

RN Supervisor 

Other: 

D Error due to Staff Action/1 naction, OOmission Unavoidable (late returning from family home, etc), DOther: 

Date 

0 Client file, 0 DDS data entry, 0 SuperviSmgRN (•)=CAMRIS fields, CAMRIS entered on _/_/__by:_ (cev7124/09tth) 

5 - Name(s)fTitle(s) alleged to be Responsible for error(s), or wite "UnKnown": 

I 
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APPENDIX B:  DIAGNOSIS CODES SELECTED FOR REVIEW 

 

Number Diagnosis Code Description 

  1 486 pneumonia 

  2 79902 hypoxemia—lack of oxygen  

  3 80701 closed fractured rib 

  4 81000 closed fractured unspecified part of clavicle 

  5 81002 closed fractured clavicle (shaft) 

  6 81342 closed low end fracture to radius 

  7 81500 closed fracture to hand 

  8 81601 closed fracture to fingers 

  9 82525 fractured toes 

10 8730 scalp, open wound 

11 87342 open wound to forehead 

12 87343 open wound to lip 

13 87344 open wound to jaw 

14 87349 open wound to face and other sites 

15 920 contusion of face, scalp, neck (except eyes) 

16 92320 contusion of hand 

17 92401 contusion of hip 

18 92411 contusion of knee 

19 92420 contusion of foot 

20 92820 crushing injury to foot 

21 92821 crushing injury to ankle 

22 9331 foreign body in larynx  

23 9351 foreign body in esophagus 

24 9392 foreign body in vagina 

25 94106 burn to scalp  

26 94222 2nd degree burns—blisters/epidermal loss to chest wall 

27 94406 burn to back of hand  

28 94526 2nd degree burns—blisters/epidermal loss to thigh 

29 95901 head injury, unspecified 

30 95909 injury of face and neck 

31 95919 injury of the trunk 

32 9592 injury to shoulder and upper arm 

33 9597 injury to knee, leg, ankle, foot 

34 9623 poisoning by insulin/anti-diabetic agents 

35 9778 poisoning by other unspecified drugs and medicinal substances 

36 9779 poisoning by other unspecified drug or medicinal substance 

37 V714 observation following other accident (car) 

38 V715 observation following alleged rape or seduction 
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Number Diagnosis Code Description 

39 V716 exam following other inflicted injury 

40 V7181 abuse or neglect 
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APPENDIX C:  INJURY CATEGORY STATISTICS 

 

Category Diagnosis Code Description 

No. of ER 

Visits 

No. of 

Beneficiaries 

Head Injuries     

1 95901 head injury, unspecified 106 86 

2 95909 injury of face and neck 40 35 

3 87342 open wound to forehead 17 16 

4 8730 scalp, open wound 12 12 

5 920 contusion of face, scalp, neck (except eyes) 30 25 

6 87349 open wound to face and other sites 2 2 

7 87344 open wound to jaw 1 1 

8 87343 open wound to lip 1 1 

   Subtotal   209 178 

Bodily Injuries     

1 9597 injury to knee, leg, ankle, foot 18 18 

2 9592 injury to shoulder and upper arm 8 8 

3 95919 injury of the trunk 10 10 

4 92420 contusion of foot 8 8 

5 81601 closed fracture to fingers 7 6 

6 92401 contusion of hip 5 5 

7 81500 closed fracture to hand 3 3 

8 82525 fractured toes 4 4 

9 92320 contusion of hand 4 4 

10 92411 contusion of knee 4 4 

11 81002 closed fractured clavicle (shaft) 2 2 

12 80701 closed fractured rib  1 1 

   Subtotal   74 73 

Medical     

1 486 pneumonia 26 24 

2 79902 hypoxemia—lack of oxygen  2 2 

   Subtotal   28 26 

Accidents     

1 V714 observation following other accident (car) 38 38 

   Subtotal   38 38 

Safety     

1 9331 foreign body in larynx  4 4 

2 9392 foreign body in vagina 3 2 

3 9779 poisoning by other unspecified drug or 

medicinal substance 

2 2 

4 9778 poisoning by other unspecified drugs and 

medicinal substances 

2 2 

5 9351 foreign body in esophagus 1 1 

   Subtotal   12 11 
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Category Diagnosis Code Description 

No. of ER 

Visits 

No. of 

Beneficiaries 

  beneficiaries with more than one diagnosis 

code 

 (81) 

  ER visits with more than one diagnosis 

code 
(51)  

TOTAL   310 245 
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APPENDIX D:  AUDIT SCOPE AND METHODOLOGY 
 

SCOPE 

 

DDS provided services to 2,555 developmentally disabled Medicaid beneficiaries residing in 

group homes from January 1, 2012, through June 30, 2014.  Of the 2,555 beneficiaries, 1,019 

had 2,963 claims representing 2,332 emergency room visits for all diagnosis codes.  We limited 

our audit to 245 beneficiaries residing in group homes who had 347 emergency room claims 

consisting of 310 hospital emergency room visits that included 428 medical services and were 

diagnosed with at least 1 of 40 conditions that were similar to many of the causes of death 

identified in OPA’s 2012 report. 

 

In performing our audit, we established reasonable assurance that the claims data contained in 

the MMIS were accurate.  We did not review the overall internal control structure of DDS.  We 

limited our internal control review to obtaining an understanding of DDS’s policies and 

procedures related to critical incidents. 

  

We performed our fieldwork at OPA and DDS offices in Hartford, Connecticut, from August 

2014 through June 2015. 

 

METHODOLOGY 

 

To accomplish our audit objective, we:  

  

 reviewed applicable Federal waiver and State requirements; 

  

 held discussions with CMS officials to gain an understanding of the HCBS waiver for 

developmentally disabled beneficiaries residing in group homes; 
 

 held discussions with officials from various State agencies to gain an understanding of 

State policies and controls as they relate to the mandatory reporting of potential abuse or 

neglect of developmentally disabled beneficiaries; 
 

 reviewed many of the causes of death contained in OPA’s 2012 report and determined the 

corresponding 40 diagnosis codes contained in the International Classification of 

Diseases, 9th revision; 
 

 reviewed 100 judgmentally selected Medicaid claims that contained at least 1 of the 40 

diagnosis codes for developmentally disabled Medicaid beneficiaries for the period 

January 2010 through December 2011 (Appendix G); 
 

 obtained a computer-generated file from DDS of information on all 2,555 Medicaid 

developmentally disabled individuals residing in group homes from January 1, 2012, 

through June 30, 2014; 
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 extracted a computer-generated file from MMIS containing 2,963 claims for emergency 

room visits for the 2,555 Medicaid developmentally disabled beneficiaries for the period 

January 1, 2012, through June 30, 2014; 
 

 reviewed and reconciled the MMIS claims data to the Connecticut Medicaid eligibility 

records; 
 

 reviewed and analyzed the 347 Medicaid claims that contained at least 1 of the 40 

diagnosis codes for the 245 developmentally disabled Medicaid beneficiaries between the 

ages of 18 and 59 residing in group homes in Connecticut who had 310 emergency room 

visits24 during our audit period;  

 

 requested and reviewed the medical records for the 310 emergency room visits;  

 

 obtained from DDS and OPA officials lists of all reported potential abuse or neglect of all 

developmentally disabled Medicaid beneficiaries during our audit period;  
 

 compared this list to the MMIS data and emergency room medical records to determine 

which of the 310 emergency room visits were not reported to Connecticut; 
 

 provided a list of the unreported emergency room visits and related medical records to 

DDS and OPA officials to determine whether the visits should have been reported to 

Connecticut and what actions State officials planned for each unreported visit; 
 

 contacted the hospitals that provided services to developmentally disabled Medicaid 

beneficiaries during 30 judgmentally selected emergency room visits to determine 

whether the hospitals reported these visits to the State and, if so, which State agency they 

contacted and, if not, why; and  

 

 discussed the results of our audit with State agency officials. 

 

We conducted this performance audit in accordance with generally accepted government 

auditing standards.  Those standards require that we plan and perform the audit to obtain 

sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions 

based on our audit objectives.  We believe that the evidence obtained provides a reasonable basis 

for our findings and conclusions based on our audit objectives. 

 

 

                                                 
24 Some emergency room visits had more than one Medicaid claim. 
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APPENDIX E:  FEDERAL AND STATE REQUIREMENTS 

 

States must provide certain assurances to CMS to receive approval for the HCBS waiver, 

including that necessary safeguards have been taken to protect the health and welfare of the 

beneficiaries of the service to receive CMS approval of the HCBS waiver (42 CFR § 441.302).  

The State agency must provide CMS with information regarding these participant safeguards in 

the HCBS waiver, Appendix G, Participant Safeguards.  A State agency must provide 

assurances regarding three main categories of safeguards:  

 

 response to critical events or incidents (including alleged abuse, neglect, and 

exploitation);  

 

 safeguards concerning the restraints and restrictive interventions; and 

 

 medication management and administration.  

 

The HCBS waiver, Appendix G, Participant Safeguards, G-1(d), “Responsibility for Review of 

and Response to Critical Events or Incidents,” states that all critical incidents must be reviewed 

for trends and discussed by DDS every 6 months.  All medication errors must be reviewed 

quarterly. 

 

The HCBS waiver, Appendix G, Participant Safeguards, Quality Improvement: Health and 

Welfare, subsection (a)(i), “Methods for Discovery: Health and Welfare,” requires that DDS 

collect and review data quarterly regarding critical events and incidents to determine the number 

and percent of critical incidents (including incidents of abuse, neglect, and exploitation) that 

were reported and investigated within required timeframes.  

 

DDS Procedure I.D. PR.009, Incident Reporting, (C) “Definitions,” defines a critical incident as 

an incident that includes death; severe injury; vehicle accidents involving moderate or severe 

injury; a missing person; fire caused by the individual and requires emergency response, involves 

a severe injury, or both; police arrest; and aggravated assault or forcible rape.  Critical incidents 

must be reported immediately to the DDS regional director, an assistant regional director, or a 

designee. 

 

DDS Procedure I.D. PR.009, Incident Reporting, (C) “Definitions,” defines a reportable minor 

injury as an injury in which no treatment or minimal (first aid) treatment is required.  These 

injuries include bruises, falls, choking from obstructed airways, ingestion of foreign material, 

eating behavior, and food consistency.  It defines a reportable moderate injury as an injury for 

which more than first aid is required, such as an assessment and/or treatment by a registered 

nurse or physician.  These injuries include broken fingers and toes.  And it defines a severe 

injury as the type of injury that would require treatment in an emergency room or a hospital 

admission.  This includes all fractures (excluding fingers and toes) and other severe injuries, such 

as severe lacerations, head injury, and internal trauma.  A severe injury should not be reported 

until a diagnosis is made to ensure the injury meets the correct level of severity. 
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DDS Procedure I.D. PR.009, Incident Reporting, Attachment B, Instructions for Completing 

DDS Form 255, requires that the “highest level of severity” for the injury reported be selected 

when completing DDS Form 255. 

 

DDS Procedure I.F. PR.001, Abuse and Neglect Allegations, (D) “Implementation,” states that 

all DDS employees are mandated reporters, and any employee who has witnessed or has 

reasonable cause to suspect that there has been abuse or neglect of a developmentally disabled 

person must make an oral report immediately to the appropriate State agency.  

 

Connecticut General Statutes, Title 46a, Human Rights, chapter 813, section 46a-11b, states that 

mandated reporters include:  

 

…any physician or surgeon licensed under the provisions of chapter 370; any resident, 

physician, or intern in any hospital in this State, whether or not so licensed; any 

registered nurse; any person paid for caring for persons in any facility; and any licensed 

practical nurse, medical examiner, dental hygienist, dentist, occupational therapist, 

optometrist, chiropractor, psychologist, podiatrist, social worker, school teacher, school 

principal, school guidance counselor, school paraprofessional, mental health professional, 

physician assistant, licensed or certified substance abuse counselor, licensed marital and 

family therapist, speech and language pathologist, clergyman, police officer, pharmacist, 

physical therapist, licensed professional counselor, or sexual assault counselor or battered 

women’s counselor. 

 

Connecticut General Statutes, Title 46a, Human Rights, chapter 813, section 46a-11b, further 

states that any mandated reporter  

 

…who has reasonable cause to suspect or believe that any person with intellectual 

disability has been abused or neglected shall, as soon as practicable but not later 

than 72 hours after such person has reasonable cause to suspect or believe that a 

person with intellectual disability has been abused or neglected, report such 

information or cause a report to be made in any reasonable manner to the director 

or persons the director designates to receive such reports.  Such initial report shall 

be followed up by a written report not later than 5 calendar days after the initial 

report was made.  Any person required to report under this subsection who fails to 

make such report shall be fined not more than five hundred dollars. 
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APPENDIX F:  CRITICAL INCIDENT DETAILED EXAMPLE 

 

Jane Doe was a group home resident with developmental disabilities and a variety of psychiatric 

disorders, including self-injury and suicidal ideation.  We reviewed Ms. Doe’s medical records 

with OPA officials in January 2015.  OPA officials said that they were aware of other incidents 

involving Ms. Doe.  OPA officials said the DDS plan of care required the group home staff to 

keep Ms. Doe in sight at all times because of her condition and tendencies.  Furthermore, Ms. 

Doe required arm’s-length supervision in the community and group home common area when 

experiencing episodes of suicidal ideation.  Furthermore, the group home staff was required to 

take extra precautions to ensure that Ms. Doe did not have access to any foreign objects. 

 

Two hospital emergency rooms treated Ms. Doe on 19 separate occasions from May 2010 

through August 2011, which was a period within our review’s preliminary work (Appendix G).  

In addition, Ms. Doe was treated in a hospital emergency room on three other separate occasions 

(December 20, 2013; March 1, 2014; and April 14, 2014).   

 

According to the medical records of the 19 emergency room visits from May 2010 through 

August 2011, Ms. Doe received treatment for violent outbursts, suicidal ideation, the removal of 

foreign objects from her vagina and rectum, monitoring for swallowing foreign objections, yeast 

infections, kidney stones, self-inflected burns, and abdominal pain.  The records stated that Ms. 

Doe had inserted razor blades, eyeglasses, pens, push pins, nails, video game cartridges, buttons, 

zipper pulls, batteries, and a cigarette lighter into her vagina and rectum.  On one occasion, Ms. 

Doe required surgery to remove the plastic eating utensils she had inserted into her vagina.  She 

also swallowed pieces of razor blades, jewelry, and silica gel packets.  Hospital staff physically 

restrained her during some of these emergency room visits.  The group home that cared for Ms. 

Doe reported 6 of the 19 incidents to DDS.  However, DDS did not report these incidents to 

OPA. 

 

Ms. Doe’s emergency room visits in December 2013 and April 2014 were for the removal of 

foreign objects from her vagina.  Specifically, according to the medical records, Ms. Doe had 

inserted a metal can lid into her vagina on both occasions.  The group home that cared for Ms. 

Doe reported these two emergency room visits to DDS as noncritical incidents.  During her 

emergency room visit in March 2014, the hospital treated her for ingesting medication that 

belonged to another of the group home’s residents that the group home’s staff had given to her.  

The group home correctly reported the medication error to DDS.  However, DDS did not report 

any of these three incidents to OPA. 

 

After our meeting with OPA officials, they issued to DDS a request for an immediate protective 

service order for Ms. Doe on the basis of the information we provided.  The group home’s 

inability to properly protect Ms. Doe from further injury was the basis for this order.  OPA also 

initiated an in-depth review of Ms. Doe’s care at the group home. 
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APPENDIX G:  RESULTS OF PRELIMINARY AUDIT WORK 

 

We conducted preliminary audit work regarding developmentally disabled Medicaid 

beneficiaries who resided in group homes from January 2010 through December 2011.  We 

conducted our preliminary audit work from December 2013 through August 2014 in Boston, 

Massachusetts, and at OPA and DDS offices in Hartford, Connecticut.  Our objectives were 

(1) to determine whether potentially reportable conditions existed regarding DDS’s compliance 

with Federal waiver and State requirements for reporting and monitoring critical incidents 

involving developmentally disabled Medicaid beneficiaries residing in group homes and (2) to 

develop the appropriate audit steps to conduct a full audit, if warranted. 

 

DDS provided services to 3,836 developmentally disabled Medicaid beneficiaries residing in 

group homes from January 2010 through December 2011.  We limited our review to 100 

judgmentally selected beneficiaries residing in group homes who received emergency room 

services and were diagnosed with at least 1 of 40 conditions that were similar to many of the 

causes of death identified in OPA’s 2012 report.  We reviewed the medical records supporting 

these services and determined that many represented critical incidents that were not reported to 

OPA. 

 

A typical example of an unreported critical incident noted during our preliminary audit work 

includes the following: 

 

Jane Doe was a group home resident with developmental disabilities.  She was 

brought to Hospital D’s emergency room for nausea and vomiting over a 3-day 

period.  The hospital determined Ms. Doe suffered from a small bowel obstruction 

and admitted her to the hospital for treatment and management of her condition.  

The group home did not report this critical incident to DDS. 

 

We therefore determined that potential reportable conditions existed regarding DDS’s 

compliance with Federal waiver and State requirements for reporting and monitoring critical 

incidents involving developmentally disabled Medicaid beneficiaries residing in group homes. 
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State of Connecticut DBS
D epartment of Developmental Services 

Dannel P. Malloy Morna A. Murray, J.D. 
Governor Commissioner 

Jordan A. Scheff 
Deputy Commissioner 

November 12,201 5 

Mr. David M. Lamir 
Office of the Inspector General 
R egional Inspector General for Audit Services 
Office of Audit Services, Region 1 
JFK Federal Bui lding, 
15 New Sudbury Street, Room 2425 
Boston, MA 02203 Report Number: A-01-14-00002 

Dear Mr. Lamir: 

I am in receipt ofthe draft re port of the Office of the Inspector General (O IG) audit of services and supports afforded to CT citizens 
enrolled in the Home and Community Based Comprehensive Waiver, and in particular, a review of the CT Department of 
Developmental Services ' (DDS) Incident Re porting system. I appreciate the opportun ity to consider and comment upon the draft 
report. 

The draft report makes repeated findin gs that the Department of Developme ntal Serv ices did not report reasonable susp ic ions of abuse 
and neg lect to the Office of Protection and Advocacy for Persons with Disabi lities (OPA). OPA has statuto ry j urisdiction over abuse 
and neglect systems for individuals with inte llectual disability between the ages of 18 and 60. The section of the draft report section 
titled "THE DEPARTMENT OF DEVELOPMENTAL SERVICES DID NOTALWAYS REPORT REASONABLE SUSPICIONS 
OF ABUSE OR NEGLECT", and elsewhere in the draft report, c ites 99 percent ( 15 1 of 152) cri tica l incidents were not reported to the 
OPA as a 'potential incident of abuse and neglect'. The department does not agree that a ll c ritical incidents rise to the level of a 
suspicion ofabuse or neglect as a contributory factor to the corresponding inc ident. T he department bases this on DDS Procedure 
I.D.PR.009, Incident Repmting, and the defin ition of critica l incident and re view processes conta ined there in. T his procedure was in 
effect from January 20 12 throug h June 20 14, the period of time of the aud it rev iew. On page 7 of the draft report, Figure 2, a pie chart 
re flects the following: Criti cal Inc idents reported at the correct severity leve l, 66 incidents or 37%; Critical Inc idents incorrectly 
reported at minor or moderate severity leve l, 86 incidents o r 49% (equaling 152 incidents); Critical Incide nts unreported, 24 incidents 
or 14%. Althoug h the 86 inc idents reported at the incorrect leve l were rev iewed by DDS at the ti me the incident occurred, those 
inc idents and the 24 benefic iary emergency room visits for w hich a Form 255 was not completed (II 0 incidents, or 63%) we re not 
rev iewed as Critical Incidents. 

Phone: 860 418-6000 • TDD 860 418-6079 • Fax: 860 418-6001 
460 Capitol Avenue • Hartford, Connecticut 06106 
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On page 9 of the draft repoti, there is a table titled ' Actions Taken for 176 Critical Incidents' . Respectfully, after our review of the 
data to date, the Department submits the following table showing both the draft OIG fmdings (in black), and DDS corrected fmdings 
(in blue). We would appreciate your consideration ofthese discrepancies in our findings. 

Table: Actions Taken for 176 Critical Incidents 
OPAAction Number of Critical Incidents 

Opened new investigation (DDS interprets this to m ean 
a new allegation ofabuse or neglect was generated by 
OPA based on their review of medical records) 

24 (DDS: 28) 

Updated ongoing investigation (DDS interprets this to 
mean a previous allegation/investigation existed and 
OPA re quested additiona l investigation based on review 
ofhospital records.) 

9 (DDS:7) 

Issued immediate protective service order 14 (DDS: 6) 
Referred to DDS 33 (DDS:40) 
No further action* 81* 
Previously reported and reviewed* 15* 

*DDS cannot interpret the meaning of''No Further action" and "Previously reported and reviewed". Therefore, we cannot 
comment. Additionally, DDS data reflects a total of177 versus 176 Critical Incidents noted in the table in the draft report. 

On page 9, the following statement is made: 

"DDS agreed that during our audit, critical incidents involving beneficiary visits to the emergency rooms in general should 
have created reasonable cause to suspect abuse and neglect." 

We respectfully submit that DDS agreed that beneficiary visits to local emergency rooms, during which treatment was provided to the 
beneficiary (i.e. sutures, diagnostic testing such as MRI and CT scan, etc.) should have risen to the level of a critical incident. We do 
not agree that every beneficiary visit to an emergency room creates a reasonable cause to suspect abuse and neglect, as illustrated by 
beneficiary visits to emergency rooms for a !mown chronic medical condition, such as a seizure disorder, the acute onset of symptoms 
resulting in a diagnosis of pneumonia, or for a precautionary evaluation following a fall or motor vehicle accident where there is no 
apparent injury to the beneficia1y. 

To endorse the above statement, I received a letter from Peter Hughes, Director of the OPA Abuse Investigation Division, dated June 
1, 2015. In his letter, Mr. Hughes stated: 

"A substantial portion of this federal review has focused on the ability ofthe Department ofDevelopmental Services (DDS) 
and the Office ofProtection and Advocacy Abuse Investigation Division (AID) to receive and respond to allegations ofabuse 
and n eglect however they arise. OIG auditors also identified several incidents that occurred during the las t three years where 
DDS clients received hospital treatment for various injuries but no follow-up rep ort ofsuspected abuse or neglect related to 
these injuries were ever initiated. Many of those incidents have since been identified as requiring further investigation and 
both DDS and OPA are now in the process of following up in that regard. 

However, some of these hospital treatment incidents as identified by the OIG were not v iewed by AID as warranting further 
investigation at this time. Nevertheless, these incidents may evidence a need for individualized programmatic responses by 
DDS to ensure the ongoing safety of the people involved." 

Attached to Mr. Hughes' letter was a table containing the names of40 individuals with an associated summary ofeach hospital record 
reviewed by OPA and the OIG auditors and represent cases, in OPA's determination, which did not rise to the level of a suspicion of 
abuse or neglect but which may require individualized programmatic review. Beneficiary information gleaned from the OPA and OIG 
review ofhospital records has been forwarded to the DDS Health and Clinical Services Directors in each ofour three regions for 
appropriate follow up. 

The Department fully recognizes the need for improvement in the manner by which critical incidents are reported and reviewed. To 
that end, as I have stated to you, we fully agree that the DDS Incident Reporting system n eeds to be revised to ensure the health and 
safety of individuals who receive services from the department and DDS Qualified Providers, and have initiated that process. We look 
forward to working with the Department ofSocia_! Services, with expediency, to accomplish this very important and essential task. 

Sincerely, 

~A'lfll{1/-AAcf 
Morna A. Murray, J.b. 
Commissioner 

30 

C ritical In cidents Involving Developmentally Disabled M edicaid B eneficiaries (A-01-14-00002} 
Connecticut DidNot Comply With F ederal and State Requirements fo r 



APPENDIX I: STATE AGENCY COMMENTS 


TELEPHONESTATE OF CONNECTICUT 
(860) 424-5053 
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1-855-470-3767 

RODERTCK L. BREMI3Y 
OFFICE OF THE COMMISSIONER FAX 

Commissioner (860) 424-505 7 

EMAfL 
commis .dss @ct.gov 

March 30,2016 

David Lamir 
Regional Inspector General for Audit Services 
Office of Inspector General 
JFK Federal Building 
15 New Sudbury Street, Room 2425 
Boston, MA 02203 

Dear Mr. Lamir: 

The Connecticut Department of Social Services (DSS), the dedicated state agency for the 
administration of the Medicaid program, has reviewed the report issued by the Deprutment of 
Health and Human Services (DHHS) Office of Inspector General (OIG) Audit Number A-01-14
00002. 

The audit's objective was to "determine whether the Connecticut Depa1tment of Social Services 
(State agency) complied with Federal waiver and State requirements for reporting and monitoring 
critical incidents involving developmentally disabled Medicaid beneficiaries residing in group 
homes from January 2012 through June 2014." DSS appreciates the opportunity to provide 
cmmnents concerning this serious matter. 

We note that the report has the benefit ofcomments from the Connecticut Department of 
Developmental Services (DDS), which has group homes under its purview in service to individuals 
with developmental disabilities through a Medicaid waiver. 

DSS is committed to ensuring that there are safeguards in place to protect the health and welfare of 
the beneficiaries of the Connecticut Medicaid program. We have discussed the OIG audit report 
and findings with DDS and other parties as needed. We are working collectively to solidify existing 
protocols and to incorporate new strategies to ensure that all cases of alleged abuse and neglect are 
reported and investigated, and that proper action is taken. The Memorandum of Agreement (MOA) 
between DSS and DDS, and relevant waivers are being revised, as necessary, to reflect this process. 

As noted in the OIG repmt, §46a-11 b of the Connecticut General Statutes, Annotated, identifies a 
broad range ofprofessionals; including, but not limited to, physicians, nurses, nursing home 
administrators, police officers, caregivers affiliated with community-based organizations, and 
emergency medical technicians; as mandated reporters of incidents ofsuspected abuse or neglect. 
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Mr. David Lamir 
March 30, 2016 
Page two 

That statute section requires mandated reporters to follow detailed procedural guidelines for 
investigations of such complaints, including timing. Reports of this nature require immediate 
investigation. Page ii of the Executive Summary of the OIG report notes, however, that, "hospital
based mandated reporters failed to report to OPA all critical incidents ... " While DSS clearly 
acknowledges its ultimate responsibility as the Connecticut Medicaid agency for appropriate 
administration of Connecticut's Home and Conununity-Based Services Comprehensive Suppmis 
waiver, failure by hospital-based individuals to report as they are legally required to do is beyond 
the direct control of this department. Nonetheless, it is clear that this should and must be addressed. 
While DSS agrees with OIG that review of Medicaid claims data for emergency room visits 
represents an impmiant tool in helping to identify potential cases ofneglect or abuse that have not 
been reported by mandated reporters, there is no substitute for timely and proactive compliance with 
the mandatory repmier law. In addition to working with DDS to ensure that claims data is being 
appropriately reviewed for this purpose, DSS will address this significant finding with the 
Connecticut Hospital Association (CHA) so that CHA can take steps with its member hospitals to 
remedy failure to adhere to the requirements of the law. Fmiher, DSS wi ll discuss this finding with 
the Connecticut Department of Public Health (DPH), request that DPH engage with mandated 
reporters who did not timely report, and take needed action to ensure that this will not reoccur. 

*** 
Provided below are the Depmiment of Social Services' comments to each of the fom 
recommendations that were included in the report. 

• 	 DSS concurs with the recommendation for furthet· training on identifying and reporting 
critical incidents, as well as reasonable suspicion of abuse and neglect. DSS has discussed 
thi s aspect ofDHHS OIG audit report with DDS and will be revising our MOA with DDS to 
affirmatively require DDS to develop, provide and monitor the efficacy of training to all 
involved staff. 

• 	 DSS concurs with the recommendation to develop a data-exchange agreement and related 
analytical procedures to ensure that DDS has access to the Medicaid claims data contained 
in Connecticut's MMIS. Access to this data will enable DDS to detect critical incidents 
that may not have been reported and recorded by group homes. We will enable DDS staff 
access, and will provide needed training on, DSS's data warehouse, which houses MMIS claims 
data. In pmticular, we wi ll equip DDS to run repmis of diagnosis codes that have been defmed 
by the OIG as indicative of" high risk" conditions, permitting DDS to more affirmatively 
identify abuse or neglect. 

• 	 DSS concurs with the recommendation that policies and procedures should clearly define 
and pt·ovide examples of the types of abuse or neglect that must be reported. We will 
worl< with DDS to review the same, and to make any needed revisions. 
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• 	 In its role as the Connecticut Medicaid agency, DSS will review with DDS and the 
Connecticut Office of Protection and Advocacy (OPA) theil· responsibilities to investigate 
the cases of abuse and neglect, and will assess ongoing the efficacy of use of Medicaid 
claims data. 

*** 
Thank you for the opportunity to respond to these reconm1endations. The Connecticut Department 
of Social Services remains committed to maintaining the integrity of all aspects of the Medicaid 
program, from the health and well-being of our beneficiaries to the proper utilization of fu nds in 
suppmt of this vital program. Further, we have confidence in the dedication and commitment of our 
sister agency, the Department of Developmental Services, in addressing and remediating 
the relevant findings ofthe DHHS OIG report. In pmtnership, we will ensure that individuals with 
developmental disabilities served by our Medicaid program are safeguarded by the most thorough 
and professional standards possible. 

If you have any questions or comments or require any additional information fro m the Department, 
do not hesitate to contact my office. In my absence you should feel free to contact Deputy 
Commissioner Kathleen Brennan at kathleen.brennan@ct.gov; (860) 424-5693; John McCormick, 
Director, Office of Quality Assurance at john.mccormick@ct.gov; (860) 424-5920 or Frank 
LaRosa, Director, Office of Quality Assurance-Audit Division, at frank.larosa@ct.gov; (860) 424
5855. 

Sincerely, 

ff/(b{.~ 
nbyoderick L. B 

Commission 

cc: 	 Morna A. Mtmay, J.D., Commissioner, CT Department of Developmental Services 
Jordan A. Scheff, Deputy Commissioner, CT Department ofDevelopmental Services 
Kathleen Brennan, Deputy Commissioner, Programs & Administration, DSS 
John McCormick, Director, Office of Quality Assurance, DSS 
Kate McEvoy, Director, Division of Health Services, DSS 
Brenda Parrella, Director, Office of Legal Counsel, DSS 
Frank LaRosa, Director, Audit Division, Office of Quality Assurance, DSS 
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