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POLICIES
AND PROCEDURES
State of Tennessee Policy #: 015 A
Department of Intellectual and
Developmental Disabilities
Policy Type: Community, ICF/ID Effective Date:
Approved by: Supersedes: Policy #. 015

l.ast Review or Revision:

Commissioner

Subject: Death Reporting and Review Policy

AUTHORITY: Tennessee Code Annotated {TCA) 4-3-2708, TCA 33-3-101; TCA 33-2-402;
TCA 39-13-527; TCA 68-11-1001; TCA 63-6-219; Code of Federal Regulations (CFR) 42 §
483.420 (a); Section 1150B of the Social Security Act, Patient Protectio d Affordable
Care Act (PPACA) Sec. 6703 (b)(3).

PURPOSE: The purpose of this policy is to establish a process for conducting syst
of deaths of persons with intellectual or developmental disabilities for whom the Department of
intellectuat and Developmental Disabilities (DIDD) and privatg#3#g/ID provide services in

APPLICATION: This policy applies to all DIDD sta
responsible for reporting deaths or participating in th
individuals participating in all programs operated by
Tennessee or by the Title XIX Medicaid Program ar

tic reView of the death. Deaths of
h are funded by the State of
bhy this policy.

DEFINITIONS:

A. Class Member shail mean an individua
class specified in the People First of Tennessee, et al vs. the Clover Bottom
Developmental Center, or The United States of America vs. State of Tennessee, et. al.
{Arlington Develc

ary shatl mean a written report by a qualified registered nurse
ances surrounding an individual's death that includes information
eived or omitted, significant events, healthcare and medication

th and autopsy findings (if available), and other information

such as services
histories, cause of'gg
relevant to the death

intermediate Care Facility for Persons with Intellectual Disabilities (ICF/ID)
n Department of intellectual and Developmental Disabilities (DIDD) state owned
ted facilities for persons with intellectual disabilities.

D. ith Insurance Portability and Accountability Act (HIPAA) Privacy Rule establishes
natiénal standards to protect individuals’ medical records and other personal health
information and applies to health plans, health care clearinghouses, and those health
care providers that conduct certain health care transactions electronically. The Rule
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requires appropriate safeguards to protect the privacy of personal health information, and
sets limits and conditions on the uses and disclosures that may be made of such
information without patient authorization. The Rule also gives patients rights over their
health information, including rights to examine and obtain a copy of their health records,
and to request corrections.

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

1. Home and Community-Based Services Waiver for the Mentg
referred to as Intellectual Disabilities) and Developmentally
and any amendments thereto;

2. Home and Community-Based Services Waiv ersons with Mental

amendments thereto; and

3. Tennessee Self-Determination Waivy 01) and any
amendments thereto. '

F. Independent Review by a Qualified Physi bl mean a medical review of a death
covered under this policy throughswhich a qualiffed physician unaffiliated with treatment
of deceased individual will condug tailed medical review of the records to render
evidenced based, objective detert ons as to the cause of death and associated
contributing factors.

G. Preliminary Death Review Team shall mean a designated group of persons in the DIDD
Regional Office that includes the Regional Office Director of Nursing or designee,
Regional Offic ector or designee, and the Regional Office Compliance Director or
designee w viewinitial information about a death to determine if it meets criteria for a
death review s

H.  Private Interme o Care Facility for Persons with Intellectual Disabilities (ICF/ID)
shall mean intermed¥ite care facilities for persons with intellectual disabilities that are
owned and operated by entities other than the state.

l. Suspicious Death shall mean any death that possibly involves or resuits from abuse or
neglect.

Unexpected or Unexplained Death shall mean any death that did not resuit from the
normal progression of a known medical condition or disease, including but not limited to
ealthcare or emergency intervention that is inappropriate, untimely, or inconsistent with
# physicians’ orders, advance directives, or applicable policies or standards governing

* withholding of medicat treatment.

V. POLICY: Entities serving persons with intellectuai and developmental disabilities who are
supported by HCBS waiver or other community programs funded through DIDD, by DIDD ICFs/ID
and by private {CFs/ID are responsible for reporting the death of such supported persons to DIDD
and for complying with the DIDD Death Review process.
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V. PROCEDURES:
A. Reporting a Death
1. Death incidents shall be reported in accordance with the following:
a. Deaths in HCBS waiver programs or other DIDD community programs
and private ICF/IDs are reported in accordance with the DIDD Provider
Manual Chapter 18 Protection from Harm. Notifications include:
1) Within four hours of awareness of the deat
a) For private ICFs/ID: Notice to the private 1§ /ID Director
or designee and Regional Office Administrator of the
Day; :
b) HCBS Waiver progf: munity programs: Notice to
the Regional Office r of the Day;
c) if the deathg@iguspicious @ ged abuse or neglect
involved), u ed or unexplained, notice to the
,Hotline;
d) doti rson's family, next of kin, and/or legal
$oriisentative as soon as possible but no later than
b. Deathéin DIDD ICFs/ID are reported in accordance with the Policy #-

Persons With intellectual Disabilities Policy. Notifications include:

1) Within'one hour of awareness of the death:

a) For DIDD ICFs/ID: Notice to the DIDD ICF/ID Director or
Chief Officer or designee or Administrator of the Day,

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

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

2) By the next business day:

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

b) Notice of Death Form to the Regionat Office Director;
and
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B. Preliminary Deat

c) Commissioner.

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

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

a. The provider of Residential Services;

b. The provider of Day Services,

c. The provider of Personal Assistan

d. The Independent Support Coordinator; o
e. The DIDD Regional Office.

Notification of law enforcement'@r the medical examiner: Regardless of setting,
the designated staff at the DIDD Begional Office or private ICF/ID shall notify law
enforcement or the medical examiffer immediately if the death occurred suddenly
when the person was in apparent gégd health, if the death occurred in a
suspicious, unexpected, or unexplaingd manner or if the death is the result of a

suspected crim

if the decedent is a tags member and residing at Clover Bottom Developmental
Center or Green Valley Developmental Center at the time of death, a Death

Review will be conducted by developmental center staff. Therefore, a

liminary Death Review is not applicable.

%5) business days of receipt of a Notice of Death, the Preliminary
Review Team shall conduct a Preliminary Death Review to determine if
eath meets criteria for Unexpected or Unexplained under the following
stances:

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

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

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

Clinical Death Summaries

1. A Clinical Death Summary shall be completed for the following deaths:
a Any death of a Class Member
b. Any Unexpected or Unexplained death as determinfig by the Preliminary

Death Review Team.
2. The Clinical Death Summary shall be completed w

of the death by the DIDD Regional Nurse {register
registered nurse. The DIDD Central Office (CO) D

when applicable.

3. Clinical Death Summaries shall be distributéd immediately upon completion to
the following:

a.

f. The DIDD Regional Compliance Director

Death Review. The purpose of the Initial Agency Death Review

ency is to identify any preventable and systemic conditions or

t may have contributed to the death of a person that requires immediate

in order to protect other individuals from similar untoward events. The review
review of events surrounding the death, identification of known or likely

contributing factors, and review of any other required information. Examples of such

conditions or practices might include environmental hazards, a delay in emergency

response or in seeking medical intervention, or abusive or neglectful conduct on the part

of staff or others. The Initial Agency Death Review conducted by the agency is not

expected to resolve all outstanding issues but may be used to identify questions or

® concerns to be addressed in subsequent investigations and proceedings.

1. When the death involves an individual receiving a residential service, the
residential provider agency shall immediately initiate an Initial Agency Death
Review.
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comprehensive analysis of the relevant facts and

pravided, to identify practices or conditions which m§
to make recommendations to prevent similar occurre
investigative, fault finding process.

1.

The Initial Agency Death Review shall be completed within five (5) business days
of the individual's death. The Initial Agency Death Review Form shall be
submitted electronically to the appropriate DIDD Regional Director.

The DIDD Regionat Director or designee shall review the form for completeness
and transmit it to the DIDD Commissioner or designee.

The Commissioner or designee shall review the Notice of Deat
Reportable Incident Forms, and the Initial Agency Death Revie
receipt and shall determine whether immediate intervention is necess
protect other individuals who are receiving services.

When the death involves a resident of a DIDD ICF/,
a qualified physician of the death may be conducte

umstances, including the healthcare
have contributed to the death and
s. It is not intended to be an

Death Reviews shall be performe#iby the Regional Death Review Committee.

a. Death Review Commiitee

e chair of the Death Review Committee shall be the Regionat
fiice Compliance Director or designee.

ath Review Committee must include the following

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

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

b) The registered nurse who completed the Clinical Death
Summary.
c) The Executive Director or designee of the provider

agency primarily responsible for serving the individual
through an HCBS waiver program or other DIDD
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community program, the administrator of the DIDD
ICF/ID or designee or the administrator of the private
ICFAD or designee, as applicable.

d) At least one program staff person from the provider
agency, the DIDD ICF/ID, or the private ICF/ID, who is
familiar with the individual's health status istory and
the course of events prior to death. :

e) The Independent Support Coordinator or equinv
assigned to the individual. '

3) The Death Review Committee ma ude the following

members by invitation of the Chair

a) The primary care physician, n ctitioner, or
istdmt who coordinated or provided health

b) The Agency Directorgf Nursing or the nurse who
idé jvidual while receiving services

ICF/ID.

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

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

2. r Conducting a Death Review: Death Reviews shall be conducted
iness days of the individual’s death; however, this time period may
tended by the DIDD Commissioner for good cause.
3. Death Review Committee Chair Responsibilities:

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

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

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

1) Death Review Packets for all Death Review Co
must include:

a) Notice of Death form

b) Reportable Incident Repo

c)

d)

f)

Q) Autopgy Report {or p inary report if applicable)
h) Death ificate, if aviiable

i) Clinical D Summary

Individua! Support Plan

ath Review Packets for the DIDD Central Office Nursing
pctor, independent physician and other specialists, as
ble, on the Committee must also include:

a) Hospital and other discharge summaries

b) Medication histories and other relevant health care
information

c) Any emergency services or 911 records

d) Any relevant psychosocial or other information relating to

the deceased individual

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

4, Death Review Committee Responsibilities

a. Committee members shall review Death Review Packets prior to the
meeting.
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b. The Committee may make recommendations for improvement by the
appropriate community agency, DIDD ICF/ID or private ICF/ID as follows:

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

2) The recommendation must be realistic and achie

3) The recommendation must be measurable.
4) There must be written rationale for the recommendatiol
c. In instances when an autopsy is conducte nal report is not

available at the time of the Death Review

) .meeting, the
registered nurse who wrote the Clinical Deat

shall be

convene to consider additional
(e.g. autopsy, death certificate
,subsequent to the initial Death

d. The Death Review Committee ma
information that is pertinent to the d
or investigation report} that is submitte
Review Committee meeting.

e. The Death RevieW@iCommittee, in consuitation with the DIDD Central
pecr, shall determine from a review of the minutes

be death should be referred to any licensing or

enforcement officials, if referrals have not

whether any aspect ot
regulatory agency or to
already been made.

A Death Review Meeting Attendance Form containing a _
statement of confidentiality must be signed by all participants at
the beginning of each meeting.

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

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

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

3)

4)

5)

6)

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

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

These timeframes may be extended by the DIDH ssioner
or designee for good cause.

The minutes shall include:

a) Date of the meeting
b) List of names and titlg ambers in
attendance

c) Name of the deceased

d) Age of the digeased at thétime of death

&) Place of res the deceased at the time of death

f) Bate, time, and place of death
a) af death
h) Brief summary of the circumstances surrohnding the

death
Full summary of issues discussed by the committee

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

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

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

Distribution and maintenance of Death Review Committee
minutes.

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

(1) DIDD Commissioner or designee

(2) DIDD Central Office Nursing Director
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3
4)

()
(6)

b)

DIDD Regional Office Director

The administrator / Chief Officer of the DIDD
ICF/ID, if applicable

The director of the private ICF/ID, if applicable

The executive director of the provider agency
primarily responsible for serving the individual, if
the death involved an indiviial receiving
services through an HCB ayer or other
community program; and '

Other entities, as needed and determined by the
Chair.

liance Director or designee shall
intaining a complete file of all

Members shall be maintained until the lawsuit is

dismissed, which, for some, may extend beyond the ten
year requirement.

The DIDD Commissioner, in consultation with the DIDD

Central Office Nursing Director, shall determine whether
the death review findings should be disseminated more

widely.

w-up of Death Review Committee recommendations:

asponse to Death Review Committee recommendations: The Executive

rector or designee of the community provider agency, the Director / Chief
Officer of DIDD ICF/ID or designee, or the administrator of the private ICF/ID or
designee, as appropriate for the particular death, shall provide a written response

to any Death Review Committee recommendations within thirty (30} calendar
days of the receipt of the recommendations. The response shall include a
complete plan with time frames for implementing each recommendation or an
explanation of proposed alternative actions that wilt be taken to address the
problem(s) identified. The response shali be submitted to the DIDD Regional
Compliance Director who shall submit the response to the DIDD Regional

Director for review.
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2, The DIDD Regional Office Director or designee shall be responsible for tracking
and monitoring the provider's implementation of the Death Review Committee
recommendations. Monitoring may include on-site review of records and the
provider's practices.

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

G. Additional quality improvement activities

1. Annual review of death data: At least annually, the Central ¢ ector of
Nursing or designee shall review and analyze death data to determiiie possible
patterns or risk factors in areas such as:

a. The demographic, medical, mental %Wnd service provision profile of
the deceased individuals.

b. The immediate and root cayges of death.

c. The issues, problems, and ractices or procedures identified in
death reviews.

d. The implementatiia, of recommendations issued as a result of the death
reviews.

2. Quality Reviews

a. The Central Office Nursing Director will facilitate an annual quality review
#-Death Reviews.

fhdard review instrument will be used to review required
ponents of the Death Review records:

1)

2) Death Review Minutes

Clinical Death Summary

3) Death Review Packets

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

d. The instruments used for scoring will be retained by the Central Office

Nursing Director or designee who will prepare a Quality Review report.
The Central Office Director of Nursing shall submit the Quality Review to
the Director of Health Services for review and distribution it to Regional
Office Directors, Regional Compliance Directors and Regional Nursing
Directors.
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e. The Director of Health Services or designee will work with appropriate
Regionail Office Compliance Directors to address the findings in the

Quality Review.

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

2) The Director of Health Services or designee may propose

recommendations for improving consistenc
Reviews based on results of the Quality Rej

vil. ATTACHMENTS:

A Reportable Incident Form

B. Initial Agency Death Review Form
C. Death Review Attendance Form
D. Notice of Death Form

and quality of Death




ATTACHMENT 4

DEATH REVIEW COMMITTEE ATTENDANCE FORM

Date: Time: Location:

Decedent Name: SSN: ! DOB:

The undersigned agree to hold the death review process in strict confidence. This agreement pertains to all
activities and proceedings relating to the death review process and includes, but is not limited to, informal and
formal discussions, decedent records, notes, reports, findings and recommendations.

PARTICIPANT SIGNATURE PRINTED NAME TITLE

—

,Chairperson

2. ,Recording Sec.

Attach to DRC Final Report

{Revision 8/11)



REPORTABLE INCIDENT

CONFIDENTIAL
Department of Intellectual and
Developmental Disabilities
Name of Service Recipient SSN Date of Incident !/
Please Type Last, First, MI Time of Incident . AMOPMO
Region Provider Responsible Provider Code Provider Reporting (if different)

W

DIDD Investigator must be notified within 4 hours {1 hour for Public ICF/MR) for alleged abuse, neglect, exploitation, serious injury of
unknown cause, for any unexpected, unexplained, or suspicious Death, and for any injury that raises the suspicion of abuse or neglect.

This incident was [ Witnessed by Select One or O Discovered

» Where incident occurred Address / Site of Incident
[Check one] [1 Home — Inside 0 Hoeme - Qutside O Vehicle 1 Day Program/Work/School
O Community-Supervised O Community-Unsupervised O Unknown
» This incident required O Check all that apply
[ Hospital Emergency Room [0 Manual Restraint O MH Mobile Crisis Team O Police 911 Call

[ X-ray (to ruie out fracture) [0 Mechanical Restraint ] Emergency Psychotropic Medication O Incarceration
[ Hospitalization - Medical {7 Protective Equipment [ Hospitalization - Psychiatric [ Abdominat Thrust (Heimlich) [ CPR

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

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

% Notified O Legal aisc O APS 888-277-8366 O Regional Office AQD
Representative Provider DCS 877-237-0004 (Death) 1-866-925-4204
Date & I ! I [t
Time : amdpemO . u]; in| : amOdem0O : amOdpemO
3 Chief Qfficer / AOD [J DIDD Investigator 1-888-632-4490
» Notified {Public ICF/MR) Investigator Name Date/Time
Date & I I
Time ! AMrmO o amOem0O
» Person Writing This Report ' Print Name/Title: ,
Date /Time completed: I @ : amoem0O Signature;

Reviewed by (Name/Title):

» Incident Management Coordinator Review {If applicable, describe staffing or supervision issues below.)

» Type of incident ALL BOLDED TYPES MUST BE IMMEDIATELY REPORTED TO DIDD INVESTIGATIONS
O Alleged Abuse [J Alleged Neglect O Alleged Exploitation

[1 Serlous Injury = Unknown Cause [J Suspicious Injury (abuse or neglect suspected} [ Death
[] Reportable Behavioral/Psychiatric Incident [ Sexual Aggression O Missing Person (> 15 minutes)

O Reportable Medical Incident [ Criminal Conduct  [J Other Type of Incident, specify
[ Reportable Staff Misconduct — No injury and risk Is minimal because... (describe below):
Additional Information: :

O Sericus Injury - Fracture, dislocation, traumatic brain injury (concussion), laceration requ'rri_ng sutures or §taples (o_r _
" . Dermabond used in place of sutures), torn ligaments, 2™ and 3" degree burns, loss of consciousness, sprain or strain (if
O Minor Injury moderate or severe). Other Injuries may also be considered to be serious based on severity, location on the bady, &tc.

O No Apparent Injury

;

DIDD-0495W DIDD Incident E-mail: Mr.Incidentmg@tn.gov
Revised 3/11 DIDD Incident Fax: 877-551-5591 (Toll Free) or (615) 253-4921 (Local)



REPORTABLE INCIDENT

CONFIDENTIAL Department of Intellectual and
Developmental Disabilities
Name of Service Recipient Date of Incident /o
Please Type Last, First, Ml Time of Incident AM I PM O
E-mail - Mr.Incldentmg@tn.gov
O Sent Page 1 to: DIDD (Fax — 877-551-5591 or 615-253-4921) Date/Time: ! @ : amQOpmO
» Incident Review Committee summary Date: /|

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

_Management

i%sgg

I 1
i
/1
i1
i
I
/1
I
i1
I
[
incident Management Coordinator
PRINT NAME/TITLE :
SIGNATURE
DATE/TIME {1 @ _: amgemQ
DIDD-495W DIDD Incident E-mail: Mr.Incidentmg@tn.gov

Revised 3/11 DIDD Incident Fax: 877-551-5591 (Toll Free) or (615) 253-4921 (Local)



REPORTABLE INCIDENT

CONFIDENTIAL Department of Intellectual and
Developmental Disabhilities
Name of Service Recipient Date of incident .
Please Type Last, First, MI Time of Incident AaMOPMD
Region Provider Responsible Provider Code Provider Reporting (if different)

E .

DIDD investigator must be notified within 4 hours (1 hour for Public ICF/MR) for alleged abuse, neglect, exploitation, serious injury of
unknown cause, for any unexpected, unexplained, or susplcious Death, and for any injury that raises the suspicion of abuse or heglect.

This incident was [0 Witnessed by Select One or [J Discovered

» Where incident occurred Address / Site of Incident
[Check one] [J Home — Inside 3 Home - Outside O Vehicle O] Day Program/Work/School
O Community-Supervised O Community-Unsupervised O Unknown
» This incident required O Check all that apply
[0 Hospital Emergency Room ] Manual Restraint [0 MH Mobile Crisis Team O Pclice O 911 Calt

O X-ray (to rule out fracture) [0 Mechanical Restraint [0 Emargency Psychotropic Medication [0 Incarceration _
O Hospitalization - Medical O Protective Equipment [0 Hospitalization - Psychiatric O Abdominal Thrust {(Heimlich) 0O CPR

> Description of Incident - (what/where/when/wha)

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

2 O Legal Odisc [ APS 888-277-8366 O Regiona! Office AOD
> Notified Representative Provider 0CS 877-237-0004 (Death} 1-800-225-2302
Date & I I I i
Time o AaMdpm[d . amOprmO . amOenOd o AaM[JeM0O
. 3 Chief Officer / AGD [ DIDD Investigator 1-800-579-0023
» Notified {Public ICF/MR) Investigator Name Date/Time
Date & i !
Time : amOpemd . aMOdOpm0O
» Person Writing This Report Print Name/Title: ,
Date /Time completed: /It @ : amOPvM[O  Signature.

Reaviewed by (Name/Title):

> Incident Management Coordinator Review {If applicable, describe staffing or supervision issues below.)

» Type of incident ALL BOLDED TYPES MUST BE IMMEDIATELY REPORTED TC DIDD INVESTIGATIONS
O Alleged Abuse [ Alleged Neglect O Alleged Exploitation

O Serious Injury — Unknown Cause 1 Susplcious Injury (abuse or neglect suspected) O Death
[ Reportable Behavioral/Psychiatric Incident 3 Sexual Aggression [ Missing Person (> 15 minutes)

[0 Reportable Medical Incident [ Criminal Conduct O Other Type of Incident, specify
O Reportable Staff Misconduct — No injury and risk is minimal because... (describe below).
Additional Information:

No Apparent Inju O Sericus Injury - Fracture, dislocation, traumatic brain injury (concussion), laceration requiri-ng sutures or s_taples (qr ]
- . oP , aud Dermabond used in place of sutures), torn ligaments, 2™ and 3" degree burns, loss of consciousness, sprain or strain (if
O Minor Injury moderate or severe). Other injuries may also be considered to be serious based on severity, location on the body, etc.
DIDD-0495E DIDD Incidant E-mail: Mr.Incidentmg@tn.gov

Revised 1/11 DIDD Incident Fax: 877-551-5591 (Toll Free) or (615) 253-4921 (Local}



REPORTABLE INCIDENT

CONFIDENTIAL Department of Intellectual and
Developmental Disabilities
Name of Service Recipient Date of Incident i
Please Type Last, First, M Time of Incident amOemOd
E-mail - Mr.incldentmg@tn.gov
0 Sent Page 1 to: DIDD (Fax — 877-551-5591 or 615-253-4921} Date/Time: ! @ : amQOpmQ
> Incident Review Committee summary ' Date: !

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

Management Agct_iqns
i3 s gp.gi’, it
i

Incident Management Coordinator

PRINT NAME/TITLE :
SIGNATURE

DATE/TIME i @ : amOPMD

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




REPORTABLE INCIDENT

CONFIDENTIAL
Department of Intellectual and
Developmental Disabilities
Name of Service Recipient SSN Date of incident !
Please Type Last, First, Mi Time of Incident . AMOPMO
Region Provider Responsible Provider Code Provider Reporting (if different)

DIDD Investigator must be notified within 4 hours (1 hour for Public ICF/MR) for alleged abuse, neglect, exploitation, serious injury of
unknown cause, for any unexpected, unexplained, or suspicious Death, and for any injury that raises the suspicion of abuse or neglect.

This incident was [ Witnessed by Select One or [J Discovered

» Where incident occurred Address / Site of incident
[Check one] [ Home - Inside A Home - Outside O Vehicle O Day Program/Work/School
O Community-Supervised O Community-Unsupervised 0 Unknown
» This incident required O Check all that apply
O Hespital Emergency Room O Manual Restraint 0 MH Mobile Crisis Tearn O Police 0911 Call

O X-ray (to rule out fracture) [ Mechanical Restraint  [J Emergsncy Psychotropic Medication O Incarceration
[0 Hespitalization - Medical [ Protective Equipment [ Hospitalization - Psychiatric O Abdominal Thrust (Heimlich) [0 CPR

> Description of Incident - (what/where/when/who)

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

» Notified 0 Legal Oisc [ APS 888-277-8366 O Regicnal Office AOD
Representative Provider DCS §77-237-0004 (Death) (615) 218-0784
Date & i/ i I [
Time : am0OpPvD : ampdempl : aMpOemOd : aMOemO
. [ Chief Officer / AOD ] DIDD Investigator 1-888-633-1313
> Notified {Public ICF/MR) Investigator Name Date/Time
Date & !} I
Time o oamOdemd ;. AampOemQ
» Person Writing This Report Print Name/Title: ;
Date /Time completed. [ @ : amOpm[O] __ Signature:

Reviewed by (Name/Titie). .

> Incident Management Coordinator Review {If applicable, describe staffing or supervision issues below.)

> Type of incident ALL BOLDED TYPES MUST BE IMMEDIATELY REPORTED TO DIDD INVESTIGATIONS
O Alleged Abuse O Atleged Neglect O Alleged Exploitation

[ Serious Injury — Unknown Cause O Suspicious Injury (abuse or neglect suspected) [ Death
O Reportable Behavioral/Psychiatric Incident [0 Sexual Aggression O Missing Person (> 15 minutes)

O Reportabte Medical Incident [ Criminal Conduct [ Other Type of Incident, specify
0O Reportable Staff Misconduct — No injury and risk is minimal because... (describe below):
Additional Information:

0 No Apparent Injury D Serious Injury - Fracture, dislocation, traumatic brain injury (concussion), laceration requiring sutures or §taples (qr .
. . Dermabond used in place of sutures), torn ligaments, 2™ and 3" degree bumns, l0ss of consciousness, sprain or strain (if

O Minor Injury moderate or severa). Other injuries may also be considered to be serious based on severity, location on the body, etc.
DIDD-0495M DIDD Incident E-mail: Mr.Incidentmg@tn.gov
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REPORTABLE INCIDENT

CONFIDENTIAL
0 A Department of Intellectual and
Developmental Disabilities
Name of Service Recipient Date of Incident . i/
Please Type Last, First, MI Time of Incident AMOPM O
E-mail - Mr.Incidentmg@tn.gov
O Sent Page 1 to: DIDD {Fax — 877-551-5591 or 615-253-4921) Date/Time: {1 @ : amgpmQ
» Incident Review Committee summary Date: /I

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

i
i
! !
I
I
/I
/I
fd
I
[
i
Incident Management Coordinator
PRINT NAME/TITLE ,
SIGNATURE
DATE/TIME { @ : ampemg
DIDD-495M DIDD Incident E-mail: Mr.Incidentmg@tn.gov
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INITIAL AGENCY DEATH REVIEW FORM

-"An Inttlal Agency Death Rewew shall be completed wnthln five (5) busmess days of the death of a serwce rBCtp|ent who ns
1. “Receiving a residential service through an HCBS wawer program or other DIDD_ c_o_rr_lmunlty program; S

2. Aresident of a DIDD ICF/ID; or
3. - A resident of a: pnvate ICFAD when such resmience |s state funded or funded by TennCarelMedlcald

 Providers and private {CFs/ID shall submlt the form tothe DIDD Reglonal Dlrector DIDD ICFIID shall submlt the form fo the DIDD
Commissioner or designee. : . _ ‘

SERVICE RECIPIENT INFORMATION

Name {last, first, middie) SSN

Home Address

Date of Birth / / Date of Death / / Age at Death

Name of Service Provider

Name of Director of Provider Agency, Administrator of Private
ICF/D, or Director of DIDD ICF/ID or Chief Officer:

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

1. Please circle “Yes” or “No”.
a. YES NO Service recipient was discharged from a developmental center within the past 12 months.
b. YES NO Service recipient resided in the current community placement less than 12 months.
c. YES NO Service recipient’s family or conservator was involved in care/treatment and visited often.
2. Briefly describe the service recipient’s functional independence in daily living.
3. Briefly describe the service recipient’s need for special custodial care and supervision.

DIDD-0487 - Revised 9/11 1



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

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

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

CIRCUMSTANCES SURROUNDING THE DEATH

1. Briefly describe the situation or circumstances surrounding the service recipient’s death:
2. Specify the location where service recipient died or was found dead:
3. Please circle “Yes” or “No”.
a. YES NO Service recipient's cause of death was known.
b. YES NO - Service recipient died in a hospital. If “Yes”, specify hospital and date of admission:
C. YES NO An autopsy was done.
d. YES NO Family or conservator guardian declined to have an autopsy done.

DIDD-0487 - Revised 9/11 2



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

immediately prior to death. If “Yes”, specify types:

f. YES NO Service recipient’s death was unexpected. |f Yes, specify why:

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

1. YES NO An actual or suspected seizure

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

4, YES NO An environmental problem or hazard

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

6. YES NO A behavioral incident involving the service recipient

7. YES NO A lapse in staff supervision

8. YES NO A violent act by a staff person

9. YES NO A violent act by any other individual

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

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

FOLLOW-UP

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

DIDD-0487 - Revised 9/11 3



"Print Name of _PQrSOnEEQQ_mpIetinQ_This Form .. ... "

Slgnatu,re
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SERVICE RECIPIENT INFORMATION DIDD REGION [ ] East [ 1 Middle [ ]1West

NAME DATE OF BIRTH
SOCIAL SECURITY NO. AGE AT DEATH
RACE [ ] White [ ] Black [ ] Hispanic [ ] Other SEX [ ] Male [ ]Female

CLASS MEMBER STATUS [ 1 Settlement Agreement [ ] Remedial Order [ 1 Not applicable
FUNDING STATUS [ ] “Statewide” Waiver [ 1 “Self-Determination” Waiver [ 1 Private ICF/MR

[ 1 "Arlington” Waiver [ ] State-Funded [ 1 Developmental Center

RESIDENCE [ ] Lived with family [ 1 Supportive Living [ ] Private ICF/MR
[ ] Lived in Own Home with Support [ ] Residential Habilitation [ ] Developmental Center

[ 1 Lived Independently [ 1 Medical Residential Services [ ] Nursing Facility

[ 1 Family Model Residential Services [ ] Other {explain)

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

DATE OF DEATH DATE REPOCRTED TIME REPORTED . AM /PM
PLACE OF DEATH [ 1 Home [ '} Psychiatric Facility
[ } Hospital [ ] Other

DETAILS OF DEATH

1. AUTOPSY REQUESTED? es If so, by whom

3. CORONER CONTACTED? es  If so, by whom

[ INo [ ]Y
2. MEDICAL EXAMINER CONTACTED? [ ] No { ] Yes Ifso, by whom
e

4. INCIDENT FORM SUBMITTED? No Yes

INDICATE WHO HAS [ 1 18C/Case Manager [ ]1Legal Representative [ 1 Family
BEEN NOTIFIED [ ] DIDD investigator [ ]Pclice

NAME OF PRIMARY CARE PROVIDER PHONE NO.

TYPE OF CASE MANAGER [ 11SC [ ]State Case Manager [ ] QMRP

NAME OF CASE MANAGER PHONE NO.

NAME OF ISC AGENCY (if applicable) PHONE NO.

NAME(S) OF NEXT OF KIN and/or LEGAL REPRESENTATIVE

DIDD-0483 - Revised 9/11 1



GENERAL HEALTHCARE INFORMATION

NAME OF SERVICE RECIPIENT

AMBULATION: [ 1 Ambulatory COMMUNICATION [ ] Verbal
[ 1 Non-ambulatory [ 1 Non-verbal

NUTRITION | ] Eats independently WEIGHT IS [ ] Normal Weight WEIGHT

[ ] Eats with assistance [ ] Overweight

{ 1 Tube-fed [ ] Underweight HEIGHT
PHYSICAL STATUS REVIEW (if applicable) - DATE OF LAST PSR PSR LEVEL
MEDICATIONS
ID LEVEL [ ] Mild [ 1 Moderate { ] Severe [ 1 Profound [ ] Unknown/Unspecified

Etiology (if known)

BEHAVIORAL/PSYCHIATRIC DIAGNOSES

GENERAL MEDICAL DIAGNOSES

HOSPITALIZATIONS AND PROCEDURES IN PAST 12 MONTHS
Reason for Hospitalization or Procedure Treatment Location
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Name of Provider, Private ICF/ID, or DIDD ICF/ID

Phone Number

Print Name of Person Completing This Form

Title

Signature

Date
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