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Dear Policy maker, 

We are writing with this call to action as the governing members of the Maine 
Developmental Disabilities Council1.  Councils on Developmental Disabilities 
were created through the Developmental Disabilities Assistance and Bill of 
Rights Act (DD Act) in 1970.  As dictated by the Act we work to promote systems 

change to ensure that all individuals with developmental and other disabilities can 

live and fully participate in their communities of choice.  We are the Council.  We 

consist of 27 members, most (17 members, 63%) of us are people with lived 

experience (people with developmental disabilities or their representative family 

members.)  The remaining membership includes representatives of State agencies 

administering federally funded programs related to individuals with developmental 

disabilities, local non-governmental agencies/organizations that serve people with 

developmental disabilities, and other agencies also funded through the DD Act. 

In light of the horrific situation that occurred in a group home operated by Lee 
Residential where residents with I/DD were abused and tortured over the course 
of multiple years, we have serious concerns about the adult developmental 
disability system’s ability to assess active threats and quickly act upon them. In 
our conversations with Council members and interested parties: 

Families reported shock and horror that abuse of that magnitude could not only 

occur but also continue unchecked for years. It is impossible to believe that others 

were unaware that something was wrong. 

Families reported that (routinely) after abuse is reported, the accused direct support 

provider may simply be transferred to work with other individuals with DD.  One 

family member reported learning about this practice upon reading in the newspaper 

about the abuse and torture of residents of a Lee home and realizing that her 

nonverbal son had been cared for by at least one of the perpetrators.   

 
1 The DD Council is a federally funded, independent organization with members from across the state, including persons with 
disabilities, family members, and representatives of public and private agencies which provide services and/or funding for 
services for individuals with developmental disabilities.  As required in federal law, we are involved in advocacy, capacity 
building and systemic change activities, with the goal that individuals with developmental and other disabilities of all ages are 
fully included, integrated, and involved in their communities and the decisions impacting their lives.   
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Families reported being terrified that something like this will happen to their child. Individuals with 

developmental disabilities reported being afraid for themselves or for people they know.  

A professional with decades of experience serving people in high risk/high needs situations, familiar with the 

case, described it as the most egregious example of human service system failure they had ever seen.  

While we appreciate that the Department has begun a deliberate and thoughtful collection of data that will 

inform a report that might lead to systemic improvements, we don’t believe the response is adequate.  We 

request that while the work to study issues occurs the Department act immediately and put measures in 

place to ensure the safety of people with DD including: 

• Undertaking a Public Awareness Campaign: OADS should engage in an immediate public response 

that makes people aware that abuse of people with DD is never okay and if anyone knows or is 

concerned about abuse to call the adult protection phone number.   

• Issuing Guidance: Guidance should be issued by the Department that when providers are made aware 

of a potential act of abuse has occurred that the accused staff should be removed from their duties 

while the investigation is ongoing. 

• Offering Training: OADS should offer immediate training specializing in preventing the abuse of people 

with DD, how to recognize potential abuse, and what to do if there is a suspicion of abuse.  This 

training should be mandatory for providers to take, and available to families, self-advocacy, and other 

stakeholders. 

While we appreciate the effort Alvarez & Marsal, PSS is taking to collect information to improve the adult 

protection and reportable incidents systems, respectively, we are concerned that it is not enough.   

It is time to convene an active commission to work with OADS on how to improve the 

reportable event, adult protection, and quality improvement systems involved in overseeing 

our waiver programs.  This commission should include Department staff, at least, from OADS 

and Licensing but also representatives from the Maine State Police, self-advocates, family 

members, MDDC, OAB, DRM, SUFU, provider agency representatives, and MACSP.   

We request the following information: 

• Please explain the current level of state monitoring of provider agency homes (including shared living) 

and day program centers.  For example, what is the system for in-person quality assurance visits aimed 

at ensuring quality, safety and well-being of waiver recipients. 

We offer the following suggestions for systemic improvements: 

• Mandated Reporting:  

o Strengthen Statute:  We regularly hear that when staff suspect abuse, they are required to 

contact supervisors to report their concerns instead of also reporting the abuse through the 

mandatory reporting system at adult protection.  We would rather that there are multiple 

reports of abuse from one agency.  The fact that professionals may not report suspected abuse 

is a direct failure of law.  The statute should be amended to include consequences for mandated 

reporters who fail to report.  In addition, the statute should be amended to provide whistle-
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blower protections from potential retaliation and intimidation for good faith reports.  

(https://www.mainelegislature.org/legis/statutes/22/title22sec3477.html) 

o Contractual Consequence for Failure to Report:  It has come to our attention that the agency failed 

to report the abuse, or the report was not detailed enough/accurate to identify what was 

actually happening at Lee Residential.  Failure to report, or inaccurate reporting is very serious 

and in this horrific case delayed appropriate safeguards from taking place.  We hope that what 

occurred is an outlier but there is no protection structured in the system to prevent this.  This is 

completely unacceptable and there should be consequences.  If the agency is licensed, then the 

agency should be placed onto probation until reasonable assurances of reporting compliance 

are met.   Whether the agency is licensed or not, failure to report should be associated with 

contractual liabilities such as fines. 

• Transparent, Timely Communication: When a concern has been raised communication with individuals 

and their approved family members and guardians must be a fundamental expectation.  Without 

communication individuals with DD and their loved ones are at risk of delaying safety, mental health 

care, and additional trauma.  Processes must be implemented that include transparent, timely, 

appropriate communication. 

• Stronger Oversight not reliant on Case Management: Develop and codify an enhanced system of 

oversight of waiver providers that exists at a level above case management.  We are very concerned 

that the current system relies heavily on the community case management system alone   This is not 

efficient as the community case management system has no authority over other waiver providers.  

Further, unfortunately, case managers turn over frequently and may not be able to identify abuse due 

to a lack of relationship or/and as they are only required to visit individuals once a month.     

• Strengthens Licensing and Contracts to Increase Accountability: We are concerned that OADS has not 

met its deadline to license all of its providers, and the system doesn’t appear to utilize contracting as a 

mechanism of quality control.  Improving expectations through licensure and contractual agreement 

that includes actively monitoring provider agencies in settings such as group homes, shared living, or 

day programs and including penalties for non-compliance of contracts/license is an appropriate 

strategy for quality services.   

• Improve the background check process:  Despite significant investment in systems, the process 

continues to be complicated, with gaps for potential abusers to enter. Systems analysis should answer 

very basic questions such as “how does OADS know that a background check has been completed for 

every single staff?” and potential solutions should not exclude a registry.  

• Additional Training: Improved training, better communication systems, and clear, swift policies for 

responding to abuse should be developed and employed.  Training should ensure that all mandated 

reporters and caregivers understand the seriousness of their role, including the potential consequences 

of not fulfilling their duties. 

• Peer Support Specialist and Parent Advocate Specialist:  Consider adding a position or role as a peer 

support specialist or parent advocate specialist to be required for all waiver settings that serve people 

with DD.  This position should be considered equally as professional as all the other disciplines.   

Thank you for your consideration of these requests.  We look forward to receiving your formal response by 
March 19, 2025.   

https://www.mainelegislature.org/legis/statutes/22/title22sec3477.html

