
Attachment 1 
Agreed-Upon Curative Actions 

 
Agreed-Upon Curative Actions 

 

• #7 Mortality Review – V.C.5 Indicator #11 (Compliance Indicator (“CI”) 33.16) 
• #9 Provider and CSB Quality Improvement Programs – V.E.2 Indicators ##1 and 2 (CI 

43.01 and 43.02)  
 

#7 Mortality Review 
 

V.C.5 Indicator #11, CI 33.16 
Section V.C.5 requires the Commonwealth to “develop and implement quality improvement 
initiatives to reduce mortality rates to the fullest extent practicable.”   
 
The Commonwealth shall take the following curative actions: 
 

• The MRC shall use the following definition of potentially preventable:  
o Potentially Preventable (PP) Deaths denotes deaths in the opinion of the MRC 

that might have been prevented with reasonable valid intervention (e.g., medical, 
social, psychological, legal, educational).   Deaths determined to be PP have 
identifiable actions or care measures that should have occurred or been utilized. If 
the individual was provided with known effective medical treatment or public 
health intervention and died despite this provision of evidenced based care, the 
death is not considered potentially preventable. When the MRC determines a 
death is PP, the committee categorizes factors that might have prevented the 
death. For a death to be determined PP, the actions and events evident in any 
information within the three months preceding the individual’s death must be 
related to deficits in the timeliness or absence of, at least one of the following 
factors: 

o Coordination and optimization of care 
o Access to care, including delay in seeking treatment 
o Execution of established protocols 
o Assessment of, and response to, the individual’s needs or change in status 

• For actions recommended by the MRC, the MRC shall consider if one of the following 
prevention strategies may be utilized: 

o Primary Prevention Strategies—Educational and changes to services designed to 
help prevent a condition or event from taking place that has been found to 
contribute to morbidity or mortality such as education on reducing falls 

o Secondary Prevention Strategies—Focus on early detection and timely treatment 
of conditions or injuries to minimize harmful effects and prevent further 
morbidity or mortality such as interventions that support and promote cancer 
screening  

o Tertiary Prevention Strategies—Optimization of the treatment and management of 
conditions or injuries such as ensuring access to evidence-based treatments 
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• A death may be determined to be potentially preventable regardless of whether the death 
is actionable by DBHDS or within the control of DBHDS. 

• Deaths that occur in settings that are not licensed by DBHDS may be potentially 
preventable.   

• Deaths that do not indicate a violation of a licensing standard may be potentially 
preventable. 

• The Commonwealth shall revise its definition of potentially preventable deaths and the 
criteria it utilizes to determine which deaths are potentially preventable as needed in 
order to comport with the terms listed here. 

• The Commonwealth shall ensure that all MRC members are trained within three (3) 
months on these terms and how to apply them. After implementation of these strategies, 
an expert in mortality review analysis will evaluate whether the MRC is appropriately 
applying these definitions. 

• These changes will be implemented beginning with deaths starting in FY 2022 and after 6 
months upon implementing the above changes, an expert in mortality review, agreed to 
by the parties, will review the results from the MRC’s review to evaluate whether the 
MRC is appropriately applying its criteria and categorizing deaths as potentially 
preventable.  If the MRC is not accurately categorizing such deaths, the Commonwealth 
will provide additional education and training to the MRC members.  

• The Commonwealth shall analyze information about potentially preventable deaths and 
shall use that information to develop related quality improvement initiatives to reduce 
mortality rates.   

 

#9 Provider and CSB Quality Improvement Programs 
 

CI 43.01 and 43.02 (Section V.E.2 Indicators ##1 and 2) provide: 
 
1. DBHDS has developed measures that DBHDS-licensed DD providers, including CSBs, are 

required to report to DBHDS on a regular basis, and DBHDS has informed such providers of 
these requirements.  The sources of data for reporting shall be such providers’ risk 
management/critical incident reporting and their QI program. Provider reporting measures 
must:   
a. Assess both positive and negative aspects of health and safety and of community integration; 
b. Be selected from the relevant domains listed in Section V.D.3 above; and    
c. Include measures representing risks that are prevalent in individuals with developmental 

disabilities (e.g., aspiration, bowel obstruction, sepsis) that are reviewed at least quarterly by 
the designated sub-committee as defined by the Quality Management Plan.  

 
2. DBHDS requires regular reporting, at least annually, of each provider reporting measure from 

DBHDS-licensed DD providers.  Measures referenced in indicators #1.c are reported quarterly.  
86% of such providers report the measure as required. 
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The Commonwealth shall take the following curative actions: 
 

1. DBHDS will gather information from the QSR process (see Potential 
Questions/Measures below) during round 3 to avoid duplication and to focus 
improvement efforts.  

2. Specific questions on the PCR would be identified as provider reporting measures and 
collected through the QSR process. 

3. The QSR vendor will present individual data gathered from QSR process to providers 
and individual and aggregate data to DBHDS.   

4. As part of the QSR quality improvement process, providers will be expected to 
incorporate their individual results into their QI programs and track and address them as 
measurable goals and objectives.   

5. DBHDS will track and address overall statewide results through its QI committees, and 
providers will be expected to track and address their individual results through their QI 
programs.   

6. DBHDS will report overall state-wide results to providers to assist them in setting goals 
for their programs.   

7. All providers are being reviewed during Round 3 of the QSR process.  In the future, the 
process may include a specific provider every two to three years as provided in Section 
V.I.1.  DBHDS will require providers that are not participating in the QSR in a given 
year to still collect and report the data above to DBHDS, with the expectation that 
approximately 50% of all providers will collect and report this data each year.  To ensure 
reliability and validity, DBHDS will ensure that appropriate tools that specify the 
parameters for collecting this data are made available to providers.  Significant deviations 
between data collected through the QSR process and data collected by a provider will be 
reviewed, assessed corrected.  The FY23 round of QSRs will begin approximately in 
October 2022, and this is when providers will begin to collect and report this data to 
DBHDS. 

8. Additionally, DBHDS will continue collecting the negative aspects of health and safety 
that come from provider critical incident reporting (provider risk measures). 
Documentation of the process for calculating and reporting these rates is described in the 
document “Risk Incident Monitoring Rates.” Providers are required to report all serious 
incidents within 24 hours of identification. The RMRC developed 12 measures from the 
critical incidents reported by providers. These measures are closely tied with the risks 
that are reviewed with the Risk Awareness Tool (RAT), and report the incidence rate for 
the 12 conditions as a proportion of the number of individuals on the DD waivers. The 12 
rates measured are: aspiration pneumonia, bowel obstruction, sepsis, decubitus ulcer, fall, 
dehydration, seizure, urinary tract infection, choking, self-injury, sexual assault, and 
suicide attempt. The “Surveillance Measures” report is reported quarterly to the RMRC. 
These measures were reported beginning in FY2021.  
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This curative action will not be considered operational until DBHDS finds that the QSR 
data related to this data set for V.E.2 provides reliable and valid data for compliance 
reporting and the Independent Reviewer reviews and determines that DBHDS utilized a 
sufficient methodology to reach its findings. 

9. Information collected by DBHDS through the process laid out above will be selected 
from the following domains listed Section V.D.3: 

a. Safety and freedom from harm (e.g., neglect and abuse, use of seclusion or restraints); 
b. Physical, mental, and behavioral health and well being (e.g., access to medical care 
(including preventative care), timeliness and adequacy of interventions, particularly in 
response to changes in status); 
c. Avoiding crises (e.g., use of crisis services, admissions to emergency rooms or 
hospitals, admissions to Training Centers or other congregate settings, contact with 
criminal justice system); 
f. Community inclusion (e.g., community activities, integrated work opportunities, 
integrated living options, educational opportunities, relationships with non-paid 
individuals). 
 
The Parties will confer and finalize the list of questions and measures to be utilized 
during the QSR process to collect information from these domains. 

 

Case 3:12-cv-00059-JAG   Document 410-1   Filed 11/19/21   Page 4 of 4 PageID# 11786


	#7 Mortality Review
	#9 Provider and CSB Quality Improvement Programs

