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Dear Dr. Barber:
The Office of the State Inspector General (OSIG) conducted unannounced inspections of the stateoperated training centers pursuant to the Code of Virginia (Code) § 2.2-309.1[B](1) and respectfully
submits this report as required by Code § 2.2-309.1[B](4). The primary purpose of unannounced
inspections is to review the quality of services and make policy and operational recommendations to
state facilities in order to prevent problems, abuses, and deficiencies and improve the effectiveness of
programs and services.
The focus for these inspections was to utilize select elements of Section V: Quality and Risk
Management of the U.S. Department of Justice (DOJ) Settlement Agreement as measures by which
to evaluate quality and risk management systems at the DBHDS-operated training centers. Those
measures are as follows:
1. C. Risk Management.
a. Uniform risk triggers and thresholds (Section V.C.1)
b. Web-based incident reporting system (Section V.C.2)
2. D. Data to Assess and Improve Quality
a. Regional Quality Councils (Section V.D.5)
3. H. Training
a. Competency-based training (Section V.H.1)
4. I. Quality Service Reviews
a. Elements of Quality Service Reviews (Section V.I.1)
These elements were selected due to the importance of ensuring that individuals served in training
centers are afforded the benefits of the same quality and risk management standards required by the
Settlement Agreement for those served in the community.

Although the quality and risk management systems at DBHDS-operated training centers meet some
of the selected elements of Section V of the Settlement Agreement, OSIG concludes that DBHDS
has not been fully successful in applying them to those served in training centers.
On behalf of OSIG, I would like to express our appreciation for the assistance DBHDS and the
training centers’ leadership and staff provided during and following our inspections. If you have any
questions, please call me at (804) 625-3255 or email me at june.jennings@osig.virginia.gov. I am also
available to meet with you in person to discuss this report.
Respectfully,
Digitally signed by
June W Jennings
Date: 2016.09.16
13:27:45 -04'00'

June Jennings, CPA
State Inspector General
CC:

Paul Reagan, Chief of Staff to the Governor
Suzette Denslow, Deputy Chief of Staff to the Governor
Delegate John M. O’Bannon, III, Chair of the Joint Commission on Health Care
Senator L. Louise Lucas, Vice Chair of the Joint Commission on Health Care
Dr. William A. Hazel Jr., Secretary of Health and Human Resources
Connie Cochran, DBHDS Assistant Commissioner of Developmental Services
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Executive Summary
The Office of the State Inspector General (OSIG) performed the FY 2015 unannounced inspections
at the training centers operated by the Department of Behavioral Health and Developmental Services
(DBHDS) as required by Code § 2.2-309.1[B](1)(4). The primary purpose of unannounced inspections
is to review the quality of services and make policy and operational recommendations to state facilities
in order to prevent problems, abuses, and deficiencies and to improve the effectiveness of programs
and services.
The focus for these inspections was to utilize select elements of Section V: Quality and Risk
Management of the U.S. Department of Justice (DOJ) Settlement Agreement 1 as measures by which
to evaluate quality and risk management systems at the DBHDS-operated training centers. Those
measures are as follows:
1. C. Risk Management (RM)
a. Uniform risk triggers and thresholds (Section V.C.1)
b. Web-based incident reporting system (Section V.C.2)
2. D. Data to Assess and Improve Quality
a. Regional Quality Councils (Section V.D.5)
3. H. Training
a. Competency-based training (Section V.H.1)
4. I. Quality Service Reviews
a. Elements of Quality Service Reviews (Section V.I.1)
These elements were selected due to the importance of ensuring that individuals served in training
centers are afforded the benefits of the same quality and risk management standards required by the
Settlement Agreement for those served in the community.
Although the quality and risk management systems at DBHDS-operated training centers meet some
of the selected elements of Section V of the Settlement Agreement, OSIG concludes that DBHDS
has not been fully successful in applying them to those served in training centers.
OSIG reached this conclusion after:
• Unannounced on-site inspections of DBHDS-operated training centers,
• Interviews with DBHDS Assistant Commissioner for Quality Management and Development,
DBHDS Director for the Office of Community Integration, members of training center senior
management, programming, and direct care staff,
• Reviews of relevant documents including but not limited to:
o Facility Risk Management (RM) Plans;
Department of Justice Settlement Agreement. United States of America. vs. Commonwealth of Virginia. U.S. District Court for the
Eastern District of Virginia. January 2012. http://www.justice.gov/sites/default/files/crt/legacy/2012/01/26/va-ada_settlement_126-12.pdf.
1
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Facility Quality Management (QM) Plans;
Facility Restraint Reduction Plans;
Human Rights complaint data;
Facility Falls Prevention Plans;
Third Quarter FY 2015 facility-based event data reports;
20 randomly selected abuse and neglect investigation reports;
60 randomly selected resident services and supports records;
Training records for 60 randomly selected programming and/or direct care staff;
Facility new-employee orientation and annual mandatory training curriculums; and
Policies and procedures related to, but not limited to, performance improvement and
RM.

In order to advance quality management and risk management systems in the DBHDS-operated
training centers, OSIG recommends:
1. DBHDS’ Office of Quality Management and Development, subject-matter experts, and
facility-based quality and risk managers should revise Departmental Instruction 301(QM)99
Quality Management Program (issued July 13, 1999) and Departmental Instruction 401(RM)03
Risk and Liability Management (reissued February 15, 2013) to reflect quality and risk
management standards defined in the Settlement Agreement, current facility operations, and
current quality and risk management standards.
2. DBHDS should ensure facility event reporting is streamlined, accurate, consistent, thorough,
and timely. This should be accomplished by engaging facility-based quality and risk managers
and subject-matter experts in revising the facility event reporting process to ensure accuracy,
timeliness, consistency, and quality, reduced redundancies, and collection of event data
relevant to identified risk triggers and thresholds. DBHDS should then develop and
implement a system-wide training program on the revised event reporting process to ensure
quality and consistency in reporting and data.
3. DBHDS should develop statewide core competency-based training for all direct care positions
including those in training centers that aligns with the requirements of Section V: Quality and
Risk Management in the Settlement Agreement.
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Purpose and Scope of the Review
OSIG performed unannounced inspections at the DBHDS-operated training centers, pursuant to Code
§ 2.2-309.1[B](1)(4), whereby the State Inspector General shall have the power and duty to:
“1. Provide inspections of and make policy and operational recommendations for state facilities
and for providers, including licensed mental health treatment units in state correctional
facilities, in order to prevent problems, abuses, and deficiencies in and improve the
effectiveness of their programs and services. The State Inspector General shall provide
oversight and conduct announced and unannounced inspections of state facilities and of
providers, including licensed mental health treatment units in state correctional facilities, on
an ongoing basis in response to specific complaints of abuse, neglect, or inadequate care and
as a result of monitoring serious incident reports and reports of abuse, neglect, or inadequate
care or other information received. The State Inspector General shall conduct unannounced
inspections at each state facility at least once annually;”
“4. Keep the General Assembly and the Joint Commission on Health Care fully and currently
informed by means of reports required by Code § 2.2-313 concerning significant problems,
abuses, and deficiencies relating to the administration of the programs and services of state
facilities and of providers, including licensed mental health treatment units in state
correctional facilities, to recommend corrective actions concerning the problems, abuses, and
deficiencies, and report on the progress made in implementing the corrective actions …”
The focus for these inspections was to utilize select elements of Section V: Quality and Risk
Management of the U.S. Department of Justice (DOJ) Settlement Agreement 2 as measures by which
to evaluate quality and risk management systems at the DBHDS-operated training centers. Those
measures are as follows:
1. C. Risk Management
a. Uniform risk triggers and thresholds (Section V.C.1)
b. Web-based incident reporting system (Section V.C.2)
2. D. Data to Assess and Improve Quality
a. Regional Quality Councils (Section V.D.5)
3. H. Training
a. Competency-based training (Section V.H.1)
4. I. Quality Service Reviews
a. Elements of Quality Service Reviews (Section V.I.1)
These elements were selected due to the importance of ensuring that individuals served in training
centers are afforded the benefits of the same quality and risk management standards required by the
Settlement Agreement for those served in the community.
All elements of Section V were not included in these investigations due to focus on community
requirements and prioritization of current and future investigations.
2

Ibid. http://www.justice.gov/sites/default/files/crt/legacy/2012/01/26/va-ada_settlement_1-26-12.pdf.
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Background
In August 2008, DOJ initiated an investigation of the Central Virginia Training Center (CVTC),
pursuant to the Civil Rights of Institutionalized Persons Act 3 (CRIPA). The DOJ expanded its
investigation in April 2010 to the entire Virginia developmental services system to determine Virginia’s
compliance with the Americans with Disabilities Act 4 (ADA) and the US Supreme Court 1999
Olmstead ruling. 5
A February 2011 DOJ letter, 6 sent to then-Governor Robert McDonnell, provided notice of the state’s
failure to comply with the ADA and Olmstead, and the steps Virginia needed to take in order to meet
the requirements. On August 23, 2012, the U.S. District Court for the Eastern District of Virginia
formally approved a Settlement Agreement between the United States and the Commonwealth of
Virginia defining the agreed-upon actions Virginia would take in order to meet the requirements of
the ADA and Olmstead and entered it as a court order. Following the approval of the Settlement
Agreement, an Independent Reviewer was selected to conduct investigations into Virginia’s progress
and report to the court through the issuance of reports every six months.
In September 2015, the DOJ filed a motion requesting the court establish an enforceable schedule for
implementation of the Settlement Agreement due to their concerns over lack of progress in complying
with the Settlement Agreement. A hearing was held October 23, 2015. While the court did not rule
out a future enforcement action, it delayed a decision until a January 12, 2016, court date following
receipt of the December 6, 2015, Report by the Independent Reviewer. 7 On January 8, 2016, the
Department of Justice withdrew its motion for a court-ordered schedule for implementation.

Quality and Risk Management System
Section V of the Settlement Agreement requires the Commonwealth to develop and implement a
quality and risk management system that will “identify and address risks of harm; ensure the
sufficiency, accessibility, and quality of services to meet individuals’ needs in integrated settings; and
collect and evaluate data to identify and respond to trends to ensure continuous quality assurance.”
In the December 2015 report, the Independent Reviewer noted progress has been made in several
areas, but has been impeded by state regulations in others. For example, DBHDS cannot currently
require community-based providers to report risk triggers under Rules and Regulations for Licensing
Civil Rights of Institutionalized Person Act. 42. U.S.C. §1997 ET SEQ. http://www.justice.gov/crt/civil-rights-institutionalizedpersons.
4 Americans with Disabilities Act. 2008 Amendments. P.L. 110-325. January 1, 2009. http://www.ada.gov/pubs/adastatute08.htm.
5 Supreme Court of the United States; Olmstead (98-536) 527 U.S. 581 (1999). Commissioner, Georgia Department Of Human
Resources, Et Al. V. L. C., CERTIORARI TO THE UNITED STATES COURT OF APPEALS FOR THE ELEVENTH CIRCUIT. June 22, 1999.
https://www.law.cornell.edu/supct/html/98-536.ZS.html.
6 U.S. Department of Justice, Civil Rights Division/Letter to Governor Robert McDonnell. Investigation of the Commonwealth of
Virginia’ Compliance with the American with Disabilities Act and of the Central Virginia Training Center. February 10, 2011.
http://www.ada.gov/olmstead/documents/virginia_findings.pdf.
7 Report of the Independent Reviewer on Compliance with the Settlement Agreement/United States vs. Commonwealth of Virginia.
United States District Court for the Eastern District of Virginia. Civil Action No. 3:12 CV 059. April 7, 2015-October 6, 2015.
http://www.dbhds.virginia.gov/library/developmental%20services/7th%20report%20to%20the%20court.pdf.
3
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Providers by the Department of Behavioral Health and Developmental Services. The Independent
Reviewer’s summary regarding the Commonwealth’s compliance maintains, “The (Settlement)
Agreement requires quality improvement programs for all services and of all service providers
... It is the Independent Reviewer’s considered opinion that it is possible to achieve quality
standards only after identifying the quality standards and employing a quality improvement
mechanism to provide information about whether a program is accessible, available and
effectively meeting individuals’ needs.”

DBHDS’ Division of Quality Management and Development
According to the DBHDS website, the Division of Quality Management and Development identifies
its value as stemming from improving the quality of care to clients, “including standardizing,
improving, and monitoring the quality of services in state facilities … (and) ensuring that quality
improvement activities, including best practices and evidence-based outcomes, are coordinated and
integrated into the primary functions of the organization.” Departmental Instructions (DIs) have been
utilized as departmental policy for many years to direct and ensure consistency in policies and
procedures for the 15 facilities it operates, including the four remaining training centers. Two DIs that
address quality management and risk management programs in all DBHDS-operated facilities are
Departmental Instruction 301(QM) 99 Quality Management Program, July 1, 1999 (DI 301) and
Departmental Instruction 401(RM) 03 Risk and Liability Management, February 15, 2013 (DI 401).

Event Reporting Requirements
According to DI 401, DBHDS-operated facilities utilize a Facility Event Report (DMH 158) form to
inform supervisors, facility risk managers, and others of events that pose actual or potential risks.
Training centers also have internal event databases, many of which have been customized, where
information from the Facility Event Report is input by hand. Facility risk managers are responsible
for collecting and aggregating data, assigning clinical severity scales and risk index codes, analyzing
risk events for trends and patterns, and ensuring those trends and patterns are reported to a Quality
Committee at least quarterly.
Code § 37.2-709 requires the disAbility Law Center of Virginia (dLCV) be notified of critical incidents,
defined as serious bodily injury or loss of consciousness requiring medical treatment or deaths of
individuals receiving services in state facilities within 48 hours. In section 401-8 Step #3 of DI 301, it
states that events with severity levels of 03 to 06 are to be reported to the dLCV within 48 hours of
discovery. In a later section of DI 301, 401-9 VOPA (now dLCV) Reporting it states that reporting to
dLCV is required at the time of occurrence or, if the time of occurrence is unknown, within 48 hours
of discovery and includes several other reporting requirements. The program utilized for reporting
such events to dLCV is known as the Protection and Advocacy Incident Reporting System (PAIRS).
According to DBHDS, the PAIRS application was created specifically to report events requiring
medical attention beyond first aid to dLCV. As facility risk managers generally do not work weekends
or holidays, this reporting does not always occur within DI or Code-required timeframes.
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A third application that all training centers must utilize to report events is the Computerized Human
Rights Information System (CHRIS). Serious injuries, deaths, abuse, or neglect allegations, complaints,
and peer-to-peer events, are required to be entered into CHRIS. Section V of the Settlement
Agreement requires Virginia have and implement a real-time (i.e. within 24 hours), web-based incident
reporting system and protocol, and that the system shall require any staff of a training center aware of
any suspected or alleged abuse or neglect, serious injury, or death and any remedial steps taken directly
report to the DBHDS Assistant Commissioner for Quality Management and Development or
designee. CHRIS has been identified as the web-based incident reporting system DBHDS has elected
to utilize to meet the Settlement Agreement requirements. The December 2015 Report of the
Independent Reviewer found several areas of concern related to CHRIS’ use by community providers.
OSIG, who also has access to CHRIS, has had similar experiences with the program in reviewing
training center reports and data:
• Event reports are not consistently entered into CHRIS in “real time” i.e. within 24 hours, as
required by the Settlement Agreement;
• The original CHRIS form has not been improved since its 2012 creation;
• CHRIS is not consistently completed by providers; and
• CHRIS does not provide reliable data.
The Independent Reviewer also stated that DBHDS should add to the community triggers and
thresholds for harm and risks of harm that have been developed to include those relevant to the
population covered by the Settlement Agreement such as: urinary tract infections, constipation/bowel
obstruction, aspiration pneumonia, pressure ulcers, sepsis, seizures, falls, and dehydration. With the
exception of falls, the other conditions identified are not currently included in the DBHDS-operated
Facility Event Report unless reported as a general change in medical condition, an infrequently
reported event, or captured in PAIRS or CHRIS unless the condition rises to the level of serious injury
or death.

DBHDS Training Centers
When the Settlement Agreement was reached in 2012, there were five training centers in Virginia.
Southside Virginia Training Center (SVTC) in Petersburg closed in 2014. Northern Virginia Training
Center (NVTC) in Fairfax, originally scheduled to close by March 2015, discharged its last resident
January 21, 2016. Currently there are plans to close two of the three remaining training centers by
2020. Southwestern Virginia Training Center (SWVTC) in Hillsville has a scheduling closure date of
June 30, 2018, and CVTC has a scheduled closure date of June 30, 2020. Southeastern Virginia
Training Center (SEVTC) in Chesapeake is the only training center scheduled to remain open. In
2012, SEVTC opened 15 newly constructed homes that support five individuals each for a total bed
capacity of 75. According to the Director of DBHDS’ Office of Community Integration, the
November 6, 2015, census in the training centers was 443 residents, a reduction from 931 on June 30,
2010. CVTC had the largest number of residents (217 or nearly 50 percent of the statewide total) and
NVTC, the smallest (44 or roughly 10 percent of the statewide total).
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DI 301 states that training center facility directors are responsible for ensuring the establishment and
execution of a comprehensive facility-specific QM program. The QM plan is to be “data-driven and
has as its goal the improvement of clinical processes and/or physical, mental and behavioral health
outcomes.” Although position title and the name of the quality oversight council vary across training
centers, each has an individual designated QM coordinator and a quality committee, which provides
oversight to the QM Plan and activities. Also required in DI 301, all DBHDS-operated facilities must
develop Risk Management Plans to be reviewed and updated annually and any changes to plans are
required to be reported to the DBHDS Office of Quality Management and Development.

Background
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Methodology
This series of inspections was conducted in keeping with the Association of Inspectors General
Principles and Standards for Offices of Inspector General Quality Standards for Inspections,
Evaluations, and Reviews (May 2014). The design for the inspections was created after a review of the
following:
1. Documents relevant to the DOJ investigation and Settlement Agreement, such as, but not
limited to:
a. DOJ Investigation Findings Letter (February 10, 2011);
b. DOJ Settlement Agreement (January 26, 2012);
c. Seven reports by the court-appointed Independent Reviewer on Virginia’s compliance
with the Settlement Agreement. (The most recent report was issued December 6, 2015);
d. United States’ Statement of Issues and Motion for Court-Ordered Schedule (September
23, 2015);
e. Defendant’s (Commonwealth) Response to the U.S. and Interveners’ Statements of
Issues and in Opposition to the U.S. Motion for Court-Ordered Schedule (October 13,
2015); and
f. Interveners’ Statement of Issues (October 5, 2015).
2. DOJ Settlement Agreement Stakeholder Group’s written materials and presentations – August
2014 through December 2015.
3. 2014 Assessment of Disability Services in Virginia, Volume 2 (reprinted October 2014) by the
Virginia Board for People with Disabilities.
4. DBHDS Comprehensive State Plan 2014-2020 (December 2013).
5. Training Center Closure Plan Quarterly Update (June 2015).
6. DBHDS DI 301 (July 1, 1999).
7. DBHDS DI 401 (February 15, 2013).
8. National Association for Healthcare Quality’s Call to Action: Safeguarding the Integrity of
Healthcare Quality and Safety Systems (October 2012).
Following the completion of background activities, OSIG prepared a work plan to guide the
inspections. Inspection procedures included:
• Interviews with DBHDS Assistant Commissioner for Quality Management and Development,
DBHDS Director for the Office of Community Integration, and members of training center
senior management, clinical, and direct care staff, including:
o Facility Directors;
o Facility Directors of Training;
o Facility Risk Managers;
o Facility Quality Management Directors; and
o Fifty-seven training center staff members, including those providing programming,
direct care, and administrative services.
• Document reviews including:
o Facility Risk Management Plans;
Methodology
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Facility Quality Management Plans;
Facility Restraint Reduction Plans;
Human Rights complaint data;
Facility Falls Prevention Plans;
Third Quarter FY 2015 Facility Event Data Reports;
20 randomly selected abuse and neglect investigation reports;
60 randomly selected resident services and supports records;
Training records for 60 randomly selected programming and/or direct care staff;
Facility new employee orientation and annual mandatory training curriculums; and
Facility Policies and procedures related to, performance improvement, risk management,
etc.
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Review Results
DOJ Settlement Agreement Compliance
Although DBHDS has made progress, OSIG concludes that DBHDS has not been fully successful
in applying selected elements of Section V of the Settlement Agreement to those served in training
centers.
OBSERVATION NO. 1:
The current Quality and Risk Management systems in DBHDS-operated training centers vary
significantly and are not in keeping with Section V: Quality and Risk Management standards selected
for review, DBHDS departmental instruction requirements, or current standards. According to the
Assistant Commissioner for Quality Management and Development, three of the four training center
Quality Management Plans and none of the training centers Risk Management Plans were reviewed
during FY 2015 as required by Departmental Instructions. In a statement to OSIG, the Assistant
Commissioner for Quality Management and Development reported, “There is no requirement for the
CO (DBHDS Central Office) review and approval of a risk management plan. If a facility makes a
major revision to their risk management plan, they are to notify the Office of Clinical Quality and Risk
Management. There is a requirement that the CO review annual quality management reports and we
have identified this policy as one that must be rescinded. This is an old policy and since that time the
CO has implemented centralized monitoring of key facilities quality measures through the PAIRS data
and, for hospitals, through the Core Measures.” As annual revisions to Risk Management Plans should
be based upon the prior year’s data, changes in event occurrences, successes, failures, and changes in
departmental priorities all would necessarily contain changes that should be reviewed by DBHDS.
DI 301 was written in 1999 and has not been revised since. As it is the DI that governs requirements
both for DBHDS Central Office and facility quality management programs, an updated Departmental
Instruction would guide DBHDS-operated facilities in meeting the standards set forth in the
Settlement Agreement, creating a system-wide QM program, and advancing that program to current
standards. DI 401 was re-issued in 2013 but requires revision to ensure compliance with the Settlement
Agreement, current facility operations, and current quality and risk management standards.
OBSERVATION NO. 1 RECOMMENDATION:
DBHDS’ Office of Quality Management and Development, subject matter experts, and
facility-based quality and risk managers should revise Departmental Instruction 301(QM)99
Quality Management Program (issued July 13, 1999) and Departmental Instruction 401(RM)03
Risk and Liability Management (reissued February 15, 2013) to reflect quality and risk
management standards defined in the Settlement Agreement, current facility operations, and
current quality and risk management standards.
Management Response
DBHDS agrees that DI 301 should be reviewed and revised to reflect current national practices in quality
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management, Joint Commission standards and CMS regulations as they relate to quality, as well as the
requirements broadly outlined in the DOJ settlement agreement. Consideration will be given to assure that
adequate flexibility exist within the DI given the broad based settings that individuals live beyond
institutional settings. DBHDS will review DI 401 and update as needed language to reflect quality and
risk management system components defined in the Settlement Agreement.
OBSERVATION NO. 2:
Facility Event Reporting is cumbersome and inconsistent, complicated by multiple data entry systems
limiting quality and outcomes of the quality management and risk management systems. Facility event
reporting requires data collection and entry in multiple steps and systems, each with its own reporting
requirements and outputs. Facility staff initiate event reporting with handwritten forms that have not
been updated in many years or customized by setting and are not able to capture facility-defined risk
triggers. Risk management staff of varied backgrounds and training then score events and enter the
data into a facility-event database. Depending upon the nature and scoring of the event, data entry
may also be required into PAIRS, CHRIS, or another database. As risk management staff generally do
not work weekends and holidays, data entry is not consistently completed within required timeframes
of Code, DBHDS Departmental Instructions, or Settlement Agreement requirements (24 hours).
Interviews with risk management staff at the training centers revealed difficulties guaranteeing events
are reported and entered into the appropriate application(s) in a timely manner. Documentation
reviews and interviews with risk management staff that enter data into CHRIS revealed that not all
staff reporters are adequately trained or supervised in completing handwritten Facility Event Reports.
Risk management staff are frequently required to seek out clarification of the information reported on
Facility Event Reports due to difficulties reading handwriting, inaccurate or incomplete reporting, or
other concerns, resulting in data entry delays and inefficiency.
The PAIRS database is used by all DBHDS-operated facilities, including the training centers, to report
serious injuries and deaths to dLCV. OSIG utilizes the database to collect data on significant events
or injuries. A reportable injury is one that requires physician or physician-extender intervention(s)
above first aid. Facility reporting into this database is also inconsistent and limited in scope.
Definitions of event types allow for a single event to be entered as several different event types, or
not entered at all depending upon the judgement of the individual risk manager or their staff, making
review and analysis unreliable. Training on the use of PAIRS, evaluating and scoring events, and
supervision of data entry also varies. PAIRS report options are also limited and must be run by
individual facility name or provider and hand tallied. Custom reports are not available. Utilizing only
PAIRS data limits DBHDS’ ability to identify potential problems and effect corrective actions. This
information alone does not provide for a reliable or comprehensive system for monitoring quality or
risk points.

Review Results
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OBSERVATION NO. 2 RECOMMENDATION:
DBHDS should ensure facility event reporting is streamlined, accurate, consistent, thorough,
and timely. This should be accomplished by engaging facility-based quality and risk managers
and subject matter experts in revising the facility event reporting process to ensure accuracy,
timeliness, consistency and quality, reduced redundancies and waste, and collection of event
data relevant to identified risk triggers and thresholds. DBHDS should then develop and
implement a system-wide training program on the revised event reporting process to ensure
quality and consistency in data and reporting.
Management Response
DBHDS has not yet implemented a centralized event reporting system for facilities; however, all facilities
are required by Departmental Instruction 401(RM)03 to use the standardized event reporting form
#(DMH)158. This reporting form addresses a wide range of risk events, including events associated with
the physical plant, personnel events that may result in a risk to the facility, legal notices, and other events.
Facilities may elect to capture event data in additional areas as required for the population served. This
flexibility ensures that a facility meets basic reporting and review requirements but is also free to address
concerns more specific to that facility. DBHDS has initiated planning for a centralized event reporting
system for both community and facility programs to address a variety of reporting needs. This system will
include facility event reporting, which will further standardize the reporting process and ensure centralized
review of systems risk issues. Furthermore, we envision common data elements for both community and
facility event reports as appropriate to the setting. This is a major IT&S project that will prominently
involve facility risk and quality staff as well as central office staff. Funding and specific timeframes for the
development of this project are still in process. In the meantime, DBHDS will review the Training Centers’
current processes, timeliness and accuracy within the current system to identify where improvements can be
made. Staff at the training centers will receive training on any changes in the system wide reporting processes
when implemented.
OBSERVATION NO. 3:
A system to ensure core competency-based training for training center direct care staff is absent.
According to the University of Minnesota’s Institute of Community Integration, “Competency-based
training is an avenue to achieve a highly knowledgeable and skilled workforce … Clear and detailed
outcomes or competency statements are used to develop the training curriculum and measure learners’
competence. Competency statements are derived from a thorough job analysis of the learner’s duties,
which contributes to the training goal of meeting individual learner needs as they master various skill
levels.” 8 Competency-based training is most effective when it mirrors the duties and responsibilities
staff deal with in their day-to-day responsibilities. Training that is task driven and frequently tested by
supervisory coaches is more effective than training that is primarily classroom based at the time of
hire, which is the primary training system for training center new employees. 9
8 Larson, S.A., Hewitt, A., McCulloh, N., LaLiberte, T. & Gaylord, V. (Eds.). (Fall/Winter 2007/08). Impact: Feature Issue on Direct Support
Workforce Development, 20(2). [Minneapolis: University of Minnesota, Institute on Community Integration
(http://ici.umn.edu/products/impact/202/default.html).
9 Ibid.
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In addition to new employee orientation, training centers provide direct care staff opportunities to
participate in the College of Direct Support, a national online curriculum for direct support
professionals and front-line supervisors that includes topics such as person-centered planning and
supports, community inclusion, positive behavioral supports, and home and community living. While
training centers’ staffs have had the benefit of increased training activities since the Settlement
Agreement was finalized in 2012, the training has not been based on uniformly defined processes and
procedures as required for all providers in the Settlement Agreement.
Core competency- based training described in the Settlement Agreement includes, but is not limited,
to the following:
• Person-centered planning;
• Community integration and self-determination;
• Proactively identifying and addressing risks of harm; and
• Conducting root-cause analysis and addressing corrective action.
DBHDS’ training curriculum for training centers and other providers under the Settlement Agreement
has not been finalized at this time.
OBSERVATION NO. 3 RECOMMENDATION:
DBHDS should develop statewide core competency-based training for all direct care positions
including those in training centers that aligns with the requirements of section v: quality and
risk management in the settlement agreement.
Management Response
DBHDS will review the training curriculums for the three remaining training centers as to core competency
training to validate that training is being provided on person-centered practices, community integration and
self-determination for each training center. Within the text of Observation No. 3, it should be noted and
clarified that there is not a requirement in the Settlement Agreement for uniformly defined processes and
procedures.
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Appendix 1 — Departmental Instruction 301(QM)99
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