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	Background:
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Assessment


WAC 388-72A-0020 


A. Purpose


The purpose of an assessment is to:

· Interview (face-to-face) an individual requesting long term care services, his/her family members, or other collateral contacts.

· Review other documentation or gain information from other sources in an effort to understand the specific needs of the client.


· Ensure that all adults, 18 years of age or older, at risk of nursing facility placement and applying for services through Nursing Facility (NF), Medicaid Personal Care and COPES, have a functional disability which warrants the need for long-term care services.

Through assessments, you, with the client/representative’s input, will:


· Document client needs, strengths, limitations, resources, preferences, and level of care requirements using a uniform, comprehensive system.

· Document current and potential care contributions from community resources and the client’s informal supports to determine if the individual has unmet needs.  If unmet need exists then;


· Develop a plan to identify the specific problems and needs.  The plan will:


· Incorporate elements of client choice; 


· Document how these needs are currently being met or will be met; 


· Document who is currently or will be meeting these needs; informal supports; community resources; ADSA programs; or other DSHS programs; and

· Help providers be aware of the client’s needs to be able to determine if they can adequately meet his/her needs.


B. Policy


Assessment will lead to the development of a plan of care encompassing services needed by the client without minimizing or undermining existing supports provided by the family and other significant individuals in the client’s life.


Options (external to ADSA services) and specific services or categories of service (in-home, residential placement) that may fulfill the client’s needs cannot be determined until the assessment is completed and the client’s preferences are identified.


Purpose and Use of CARE


WAC 388-72A-0025

WAC 388-72A-0030

C. The CARE Tool


CARE (Comprehensive Assessment Reporting Evaluation) is the standardized assessment tool used to document the information gathered during the assessment process.  For Core Long Term Care, Respite and Aging Network case management services the client’s assessment information must be collected on the automated CARE software application.  You must:


· Follow the instructions contained in the Assessor's Manual;and


· Conduct all face-to-face assessments using a laptop computer.

D. Who is Eligible for CARE Assessments?


Persons eligible for assessment are adults 18 years of age or older who:


· Apply for Core Long-term Care Services
;


· Are likely to be eligible for Medicaid Nursing Facility care/coverage within 180 days or voluntarily request nursing facility placement assessment.  Assess these individuals without regard to financial eligibility.


Assessments are prioritized in the following order:


· Adult Protectice Services (APS) clients who may need case management or other long term care services;


· Adults in a hospital or in the community and in jeopardy of imminent harm or institutionalization (hospitalization or nursing facility placement);


· Adults who are otherwise at risk of nursing facility placement in their present situations;


· Residents of nursing facilities who have imminent discharge potential to a community-based setting; and


· All other requests for services.


E. Who Performs CARE?


1. HCS staff completes:


· All initial assessments
;


· New assessments of former ADSA funded clients;


· New assessments of current non-core clients applying for core services; and


· All assessments for clients in institutional and residential settings that they are case-managing.


2. AAA/Aging Network Staff completes assessments for:

· All clients receiving ADSA funded long-term care services in their home after services are initially authorized.


· Clients moving from an in-home to a residential or nursing facility setting.  (Follow assessment procedures outlined in Chapter 10, Nursing Facility Pre-Admission Screening and Chapter 11, Discharge Resources.)


· Respite and non-core clients.


3. Division of Developmental Disabilities (DDD) Case Managers for clients who are DDD enrolled and receiving services funded through DDD or a DDD client being screened for NF placement.

For more information see Appendix A:  Assessment Responsibilities Based on Client Location.


F. What is the Process?


Staff in the geographical area where the applicant is actually located (the assessment must always occur in client’s home unless client is in the hospital or a nursing facility):

4. Completes the necessary tasks within the following timeframes:


		

		For all clients (except hospital discharges)

		For clients, discharging from a hospital



		Intake

		Enter clients into CARE within two working days of receipt referral.

		Enter clients within one working day.



		Assignment

		Assign a primary case manager within one working day of Intake date.

		Assign case in a timely manner so that the case manager has adequate time to set up the face-to-face contact.



		Contact

		The regions have the flexibility to determine when they make contact with clients who are not in the hospital. However, priority must be give to those individuals in jeopardy of imminent harm or placement in a nursing facility.

		Face-to-face contact within two working days of receipt of referral.





		Completion

		Complete assessment (moved to current and services authorized) within 30 days after the date of assignment.

		Complete assessment (moved to current and services authorized) within 30 days of date of receipt of referral.



		Exceptions:  Exceptions to this time frame may occur only when the client: 


· Request a longer response time; or


· Is not available for face-to-face contact.


When the required response time is not met, document the reason for the delay in the SERs and what follow up will occur.





5. Performs the assessment by doing a face-to-face interview and gathering information on the client’s functional level, strengths, needs and personal preferences;


6. Interviews the client privately, if possible;


7. Seeks Nursing Services or CNC participation when indicated;


8. Obtains information from the client’s legal representative or substitute decision-maker, as appropriate;

9. Develops a plan in coordination with the HCS office and/or the AAA/ Aging Network in the local area where the client actually lives and will be receiving services;


10. Follows “Determination of Special Care Needs” procedures, as outlined in Chapter 8;

11. Confirms financial eligibility or ensures an application has been submitted; completes Fast Track procedures as necessary;

12. Authorizes services; and

13. Completes the Case Transfer Form.  Transfers the active case to the HCS or AAA/Aging Network office, depending on the services authorized within 30 days. The transferring Social Worker/Case Manager/CNC will call the client and/or the authorized service providers to verify that all services (in-home and residential) have been authorized and have started prior to transferring the case.






G. 



H. 



· 

· 



· 

· 

I. 



· 

· 

· 

Types of CARE Assessments


J. Initial Assessment


The Initial assessment is done face-to-face with an individual requesting services from ADSA for the first time or clients terminated from all ADSA/HCS funded services (or denied services) who are requesting services again.




WAC 388-71-0450

K. Annual Assessment

14. Complete an annual face-to-face assessment at least every 12 months.

15. Give yourself enough time to complete the annual assessment and move it to current before the last assessment “expires” (one year from date of last face-to-face assessment).




L. Significant Change Assessment


A significant change assessment is a face-to-face interview conducted when there has been a change for better or worse in the client's cognition, ADLs, mood and behaviors, or medical condition.

Completion of a face-to-face significant change assessment impacts when the date of the next annual reassessment is due.  For example:

· A client was opened for services on July 1, 2003, which means the annual assessment must be completed and moved to current status prior to June 30, 2004.

· However, a face-to-face significant change assessment is done on October 15, 2003.

This client’s annual assessment date could be changed and would need to be completed and moved to current status by October 14, 2004.  Additionally, you must confirm, at least annually, that the individual is financially eligible in order to extend services.


M. Interim Assessment


Perform an Interim Assessment (without a face-to-face interview with the client) when making changes to assessments that do not involve a change in the client’s cognition, ADLs, mood and behaviors, or medical condition.  This may be the result of QA/Supervisory Monitoring or as a result of information obtained about the client such as:



· Addition of information about the client that is not related to a change in the client’s condition;


· Change in the availability of informal support;


· Correction of coding as the result of a QA or Supervisory review.


N. 





· 

· 

· 





· 

· 

· 

· 

O. Nursing Assessment/Review due to Significant Change


The following guidelines apply whenever a Case Manager or Social Worker request a home visit by a Nurse Consultant:

1. When a pending assessment is open, the nurse can complete any screen using the same look back periods for assessment data, and any assessment period when completing the CARE comment boxes, the Skin Observation screen, the Vitals/preventative screen, or the Nurses Comments screen.  The nurse would then consult with the primary case manager regarding assessment and/or recommendations.  The primary case manager is responsible for moving the assessment from pending to current status.  This option is available to Nursing Services with access to CARE.

2. If the assessment is in current status and the primary case manager refers for a Nursing Services visit, the primary case manager must decide whether the nurse:


· Creates a pending significant change assessment.


· Completes applicable screens, and the primary case manager completes the remaining screens with a visit after consultation with the nurse.  Alternatively, the primary case manager may create a pending significant change assessment, initiate the assessment and then refer to the RN for visit and completion of appropriate screens.  The primary case manager maintains authority to move the assessment from pending to current status.

· Uses a paper form
 during the visit.  The nurse should consult with the CM and determine whether the client needs a significant change assessment.  This option is available to all Nursing Services staff, Aging and DDD clients, HCS/AAA and contracted staff.


3. The nurse may print out the pending assessment after making changes or adding new information before checking the case back into the database.  This may be retained as a record of the changes made by the nurse.

4. In addition, the case manager is to follow skin observation protocols outlined in the Appendix B:  Skin Observation Protocols.


MB 03-59

P. Brief Assessment


Used only by HCS staff.  This assessment type is a subset of required fields needed to determine eligibility.  See page 18 for more information on situations when a brief is used.


Q. Respite Only Assessment 


Used by AAA/Aging Network only to determine eligibility for respite services. See chapter 17, Respite Services for additional information.


R. Nursing Facility Case Management (NFCM) 


HCS staff will use the NFCM code on the SER screen to identify residents in the nursing facilities who have been placed on NFCM, but who are not ready to begin developing a plan of care for relocation to a community-based or in-home setting.  The HCS worker will use the Overview screen to document the client’s potential for discharge as well as the barriers that exist to the client’s discharge.  No assessment is performed for NFCM until client is ready for discharge.


S. AAA/ Non-Core Assessment2

Used by AAA staff when authorizing a client for a non-core service.  This can be an assessment of a client eligible for services under SCSA or OAA funding sources.  This may also be an assessment for a locally funded service, not available in all areas of the state.  Refer to Chapter 6 regarding the use of CARE and the authorization of state-only funded protective services for APS clients not functionally eligible for Core services.

Activities Prior to Performing An Assessment in CARE 


RCW 74.39A

1. If client does not exist in CARE, HCS/AAA will add the client to the system and complete the following screens:


· Client Demographics.

· Overview:  Include the reason for the referral. Assign a Primary Case Manager and Supervisor. 


· Addresses.

· Collateral Contacts:  If the client did not self refer, identify the referent here.


· Financial: Intake may obtain financial information but the assessor must verify that it is still current at the time of the assessment.


· Barcode file to Primary Case Manager and notify of intake.


· If client withdraws their request (client will not be assessed), inactivate case.


2. If the client does exist in CARE, HCS/AAA worker will check the case out.


3. If the client is under 65 and does not have SSA, SSDI, or SSI income, take paperwork necessary for Non Grant Medical Assistance/GAX process, Medicaid application, Fast Track, etc.


Performing An Assessment in Care


The assessment may be in pending status for up to 30 days while you continue to gather information to complete the assessment and care plan.

T. Interview the Client


16. Perform a face-to-face interview in the client’s permanent or temporary residence, (interview client privately if possible), adhering to Minimum Standards as outlined Appendix C.

U. Discuss Necessary Service Accommodations


Discuss Necessary Service Accommodations (NSA) with new clients, who will be receiving COPES or MPC services.  Determine if they require any NSA services to ensure that they can submit the necessary information to the financial worker for an initial (or on-going) determination of eligibility for Medicaid.  See Appendix D:  Necessary Supplemental Accommodations (NSA) for more information on NSA.

V. Review Documents with the Client


17. Review the Client Rights and Responsibilities (DSHS 16-172) with the client and/or representative at the initial assessment and at the significant change assessment if the client has not yet signed the form.  The client must sign two copies; leave one with client and put one in file.

18. Provide and explain the following with new clients:


a. Medicaid and Long-Term Care Services for Adults brochure (DSHS 22-619X). 


b. Pamphlet explaining telephone assistance program. 


c. Columbia Legal Services bulletin on Estate Recovery.


d. Medicaid booklet (DSHS 22-530X) that explains how to use medical ID card.


e. Review Acknowledgement of Services 14-225 only with client who is considering a waiver service. When a waiver program has been chosen, indicate on form and have client sign.


19. Obtain guardianship/DPOA paperwork, if applicable.


20. Follow the Self Directed Care Checklist for self-directed care clients.  APPENDIX E:  SELF DIRECTED CARE.

21. During annual and significant change in-home assessments, review IP time sheets with client and provider.  Refer to Chapter 7 for further instruction.

W. Obtain Client Consent to Share and Obtain Information


22. Obtaining information:

a. In order to obtain information from collateral contacts and records as needed, the client or legal representative must sign the Consent to Release/Obtain Information (DSHS 14-012(X) form).  A client may refuse to sign a release which means staff is prohibited from contacting the specific collateral contact.


b. In the event the client chooses to refuse permission to access collateral information, the client needs to be informed that his/her refusal may impact the assessor’s ability to determine eligibility for services or the continuation of services.


23. Sharing information:

a. The client must sign a Consent form before the Service Summary/Assessment Details can be given to any provider.  Check the box “Other DSHS contracted providers” and write in “ADSA-paid provider”.

b. If the client wishes to delete portions of the Summary/Details, then those sections will be detailed on a Consent form before it is signed.  Sections may be redacted only if they are not necessary for the caregiver to provide adequate care and to guarantee the health and safety of both the client and provider. 


· Use the comment boxes to address any instructions that are necessary for the caregiver to meet the client’s needs.

· Consult with the Public Disclosure Coordinator per Chapter 2 for correct procedure.  Items will be deleted from the paper copy only.  Copies of the redacted Summary/Details will be given to the provider and placed in the client’s file for future reference.


X. Verify Eligibility


24. Financial and functional eligibility must be determined concurrently.  Assessments may not be delayed for verification of Medicaid eligibility.  Verify income and resources per program guidelines; and/or verify whether Medicaid eligible or the Medicaid application has been submitted with necessary documentation.

25. If client is identified in ACES inquiry, verify with financial that client is active to the correct Medicaid program for the services.

26. Complete Fast Track process if applicable.  HCS staff will assist with the completion of the Financial Application form and obtaining necessary documents for client’s initially requesting services.  The assessment and financial determinations are to be done concurrently.  AAA staff will assist clients receiving services in their own home with any ongoing financial determination issues or eligibility reviews as needed.


27. If a potential client is found to be ineligible for CORE services;


a. Move assessment to history,


b. Send Planned Action Notice, and


c. Inactivate clients within 2 weeks unless a fair hearing request is received. 


28. If client is not functionally eligible for Core services, they may be eligible for other services such as the Family Caregiver Support or Respite Program, or Non-Core Case Management.  Refer client to the local AAA/I&A office.


Y. Develop a Plan


29. Develop a proposed care plan with input from appropriate parties and if appropriate:


a. Hold an interdisciplinary case staffing to discuss the proposed care plan given a client’s particular situation or obtain a physician’s statement; and 


b. Assist the client to obtain a qualified Individual Provider and/or Agency Provider, or residential provider. (See Chapter 7 for specific IP requirements.)

2. Review Assessment Details with Individual Provider and document in SER.  For agency providers, document in SER that Assessment Details was sent to agency prior to authorization of services.


3. Determine whether there are high risk indicators triggering the Skin Observation Protocol and follow procedures outlined in Appendix B:  Skin Observation Protocols.

4. In the event that a care plan cannot be implemented, refer to the Challenging Cases Protocol policy as outlined in Management Bulletin H04-051. 

Z. Determine Need for ETR


ETR requests may be submitted if the hours/daily rate generated by the CARE algorithm do not meet the client’s care needs.  ETR approvals will be based on the clinical characteristics and specific care needs of the client.  For more information on the ETR process refer to APPENDIX F:  ETR Process.


Actitvies After CARE Is Complete


AA. Obtain Approval from the Client


Prior to authorizing services, you must have documentation of approval from the client or duly appointed representative
.  The client’s approval verifies his/her participation in the development of the plan and consent to services outlined in the plan.  At a minimum, follow the steps listed below whenever a plan is developed or changed as a result of an increase or decrease in hours or an addition or deletion of a service.

30. Obtain the signature and date signed only after assessment is in current status.


31. If it is not possible to obtain the client’s signature prior to authorizing services, call the client to review the contents of the plan verbally:


· Document this conversation in the Service Episode Record (SER),


· Use the S/P approval contact code, and


· State that the client has participated in the development of the plan and verbally consents to the services.  The verbal review and documentation of approval must happen prior to moving the assessment to current and the authorization or reauthorization of services.  The authorization begin date may not precede the date of verbal approval.


· Once the client has given verbal approval to the completed plan, a copy of the current plan with an extra signature page will be sent to the client with a cover letter and self-addressed stamped envelope.  Services may be authorized after verbal approval has been obtained and assessment has been moved to current status.  The begin date may not precede either the date of verbal approval or the date the assessment was moved to current.

32. If fewer hours are authorized than are indicated on the Care Plan screen (due to client request or deductions for waiver services), then cross out the printed hours on the Service Summary and write in the correct number of hours.  Have the client initial this change.

33. Each HCS Region and AAA will develop a system to track the return of the signature page.


34. If the signature page is not returned, a follow-up call by the HCS Region or AAA to the client will be made requesting return of the signature page.  If after 10 days the signed plan has not been received, the file may be transferred to the receiving agency.


35. If verbal approval is the only client consent on record, the plan must be signed at the next in-person visit.  In rare circumstances where a client can give verbal approval of the plan, but can’t physically sign the document, you must document the reason the client is unable to sign in the SER.  Obtain a substitute decision maker’s signature, if needed.


36. If a client refuses to sign the plan, work with client/representative to determine why.  You may need to adjust the plan contents or wording
.  This does not mean you can:


a. Include services on the plan for which the client is not eligible.

b. Omit information that a caregiver must be aware of to provide care.

c. Omit information that could impact the health or safety of the client or provider.


Consult your supervisor if you cannot reach agreement after negotiation.


37. Document the steps taken to obtain the client’s signature in the Service Episode Record (narrative) section of the client’s file.

NOTE:  A new signature is NOT required when there is a change in the service provider.  However, you must update the Service Summary and document the client’s request and consent for a change in provider in the SER.


AB. Move Assessment to Current Status


Move the assessment into current status AFTER:


· The client has agreed verbally to the services outlined in the Assessment Details and Service Summary, or


· The client has requested a fair hearing as the result of an annual or significant change assessment.

AC. Move Assessment to History


The assessment will automatically be moved to history when a new current assessment replaces it.  You may also move an assessment into history when:


· The client no longer is receiving services.


· A fair hearing has been requested as the result of an Initial assessment.

· A pending assessment has been started but is no longer valid or cannot be completed (client moves out of state, declines assessment, etc.).  Document the reason in presenting problems and/or SERs. 

AD. Distribute Assessment Details & Service Summary 


38. Distribution to Residential Providers.  PRIOR to admission of a client in a residential setting, provide copies of the Assessment Details and the Service Summary to the residential provider:


39. Distribution to Others.  Distribute the Assessment Details and Service Summary to the following individuals WITHIN FIVE (5) WORKING DAYS after the client, or their representative, has approved the Service Summary. (*Client must first sign a Consent to Release Information form.):


· The client and/or their representative will always be given the Service Summary; the Assessment Details is given upon their request.

· Individual Providers (IP) must be given a copy of the Assessment Details and Service Summary and have explained to her/him that they are an attachment to her/his contract.

· The contracted agency that will be providing the services authorized;


· Nursing Services staff, if applicable;


· Nursing facility, if the client is placed there on Medicaid funding only; and 


· If authorized by the client, distribute to the client’s primary health care provider.

40. Document in the SER the date of the distribution of documents and to whom.

AE. Authorize Services


After you have moved the assessment to current status, you can authorize the services outlined in the approved plan. (This means the begin date for services may not precede date assessment is moved to current.)  All authorizations must be made through CARE once the client has been assessed in CARE.


· Initials: The begin date cannot precede the date the assessment was moved to current status.


· Significant Change Assessments:  When updating an SSPS authorization after significant change assessments, terminate the current line or lines (for example, if participation is also authorized) and create a new line(s) on the same authorization.  Do not change the begin date on a current line since changing the begin date creates a risk of canceling outstanding payments or prevents invoicing from occurring.  If there are not enough lines left on the authorization, then a new authorization will need to be opened.  Remember to only authorize services for a limited period of time (a few months) if the client is expected to improve quickly.  A shorter authorization period will decrease the likelihood of developing a dependency on state or federally funded services.


· Annual Assessments: Services may not be extended beyond one year from date of last face-to-face assessment.


AF. Transfer the Case


41. Transfer the Case to ongoing AAA/ Aging Network case manager or HCS social worker based on services authorized. 


42. Follow the transfer procedure outlined in Chapter 2. 


43. If the file is returned for corrections, those corrections may be made with an Interim change assessment if the client’s condition has not changed since the date of the original assessment.  The assessor may add information about the client’s condition or circumstances that existed at the time of the face-to-face assessment.  This additional information may affect payment or the caregiver’s ability to provide adequate care.  If the change results in a change of hours, the responsible worker will make the necessary changes to the authorization.  If services are reduced as a result of the adjustment, the responsible worker will obtain client consent and send a Planned Action Notice to the client.


44. A client file may be returned to the transferring agency if the steps outlined the Client Approval section have not been documented in the SER and the client’s plan is unsigned.




		To hospital

		From hospital…


N/A

		From NF…


N/A

		From residential…


N/A

		From in-Home…


N/A



		To in-Home

		HCS performs initial assessments for Medicaid applicants requesting long-term care services.  


AAA will update care plan or perform a significant change for existing in-home clients returning home from the hospital.  Transfer case if hospital stay exceeds 30 days.

		When clients are ready for discharge, HCS performs an initial assessment for Medicaid conversions;


HCS/AAA
 performs a significant change assessment for existing clients.

		HCS performs an Initial (for new clients) or a significant change assessment and/or updates the Care Plan screen to reflect the change in setting.




		N/A



		To residential

		HCS performs initial assessments for Medicaid applicants requesting long-term care services.  


HCS will update care plan if needed. 

		When clients are ready for discharge, HCS performs an initial assessment for Medicaid conversions and a significant change assessment for existing clients.

		HCS updates the Care Plan screen to reflect changes if it is a different setting (e.g. AFH to AL).  

		AAA should make any changes to the plan and/or perform a face to face if the client’s condition has changed since the last assessment.



		To NF

		HCS completes a brief assessment for: 


· Individuals, regardless of payment source who have a positive PASRR and require Level 2 screening, prior to admit; 


· Medicaid applicants/recipients (not core clients) requesting long-term care services, within 7 days; and  


· Clients applying for GAU (no assistance can be provided until client is assessed) within 5 days. 


HCS performs a significant change assessment for MPC/Chore clients who do not meet NFLOC within 7 days only if the client is going to be in the NF beyond 30 days. 

		For residents who, after being admitted, convert to Medicaid payment, HCS will review the record to determine that the resident meets institutional status per WAC 388-71-0700 and notify financial using the 14-443. No assessment required when client moving from one facility to another.

		For COPES clients, HCS updates the care plan to reflect change in setting.


For MPC clients, who don’t already meet NFLOC, HCS performs a significant change assessment prior to admit.  




		For COPES clients, AAA updates the care plan to reflect change in setting.  For MPC and Chore clients who don’t already meet NFLC, AAA performs a significant change assessment prior to placement. If AAA maintains case, pursue MIIE.


HCS completes an initial assessment for all Medicaid applicants/recipients (not core clients) to explore all options available prior to admit.


*While HCS approves placements, all COPES clients are eligible for (and may choose) a nursing facility placement.





Appendix A:  Assessment Responsibilities Based on Client Location


Appendix B:  Skin Observation Protocols


AG. Assumptions


The protocols are based on the following assumptions:


45. It is our responsibility to assess the client’s care needs, which include health care issues.  Addressing identified issues in the client’s service plan is integral to a comprehensive plan of care.

46. Skin observations do not need to be done for every client.  It is estimated that the protocols will apply to 7-10% of the caseload, those clients who are identified using the CARE assessment tool as positive for the highest risk indicators.  The number of clients who require direct observation will be reduced further by those clients who already have an appropriate plan in place.


47. HCS Nurses, AAA Nurses, and contracting nursing resources will perform assessment functions, including skin observation.  Clients in residential facilities receiving services from a contracting delegating nurse will be referred to the contracting delegating nurse for skin observation functions according to the protocol.


48. Assessing the skin has always been an expectation of case managers as part of the assessment, but we largely relied on self-reporting, and protocols were not in place.


49. Many indicators place a person at risk for skin breakdown over pressure points.  The indicators that place a person at highest risk will automatically trigger the skin observation protocol in the nursing referral screen in the CARE assessment.  Based on the client’s information, the protocols for skin observation then need to be followed.

50. Case Managers are expected to gather indicator information, identify, document and make appropriate referrals according to protocols.


51. It is expected that there will be a reasonable effort to schedule the observation home visit when there will be a third party present.  However, if the assessment triggers the skin observation protocol, the HCS Community Nurse Consultant, AAA Nursing Services, or other contracting nursing resource is expected to complete the observation if the protocol indicates the need, and within any applicable timelines in the protocol.

52. HCS Social Workers and Aging Network Case Managers will not continue authorization of services and payment, but will attempt to offer alternatives, when services cannot be delivered according to the plan of care or services are not being adequately delivered due to caregiver issues or client choice.  Chapter 5 of the Long Term Care Manual for Case Management Services and protocols from the Challenging Cases Workgroup provide guidelines for appropriate activities and interventions.


53. It is recognized that even with a good service plan in place, the potential for a negative outcome exists.  The protocol provides policy direction for definition of case management practice related to skin observation over pressure points.


54. Nursing Services resources will be used by HCS/DDD Social Workers and AAA Case Managers according to Chapter 24 of the LTC manual, or other nursing resource guidelines.

55. Training is an important component in decreasing the risk of skin breakdown over pressure points for our clients.  This includes training for caregivers and case managers as well as educational materials for clients, their families, and caregivers.


AH. Observation Not Required 


56. Client does not meet highest risk indicators.  Document all standard client assessment and care planning activities.


57. Client meets highest risk indicators (Skin Observation Protocol is triggered in CARE) and a non-professional is doing care that meets the client’s needs as verified and documented by the HCS/AAA nurse or other contracted nursing resource on the same day (when possible), according to the following steps: 


a. Review the treatment being done with the caregiver and the client.

b. Document what is being done and who authorized treatment.


c. Verify by asking the caregiver that he/she is checking all pressure points.


d. Distribute educational materials and prevention plans related to pressure points to caregiver and client (pictures or text).

e. Revise plan as needed.


f. Document all activities.


58. Client meets highest risk indicators (Skin Observation Protocol is triggered in CARE), has a pressure ulcer and a professional is providing the care:


a. HCS/DDD Social Worker/Nurse or the AAA Case Manager or Nurse verifies:


i. There is a treatment plan in place.


ii. Client’s skin has been seen by the Health Care Professional (HCP) responsible for treatment according to timeframes recommended in the treatment plan or within the last 7 days.

b. HCS/DDD Social Worker/Nurse or the AAA Case Manager or Nurse communicates with the HCP, as soon as possible, but not to exceed 5 working days, to:


i. Verify that all pressure points are being checked and discuss response to treatment.


ii. Request to be notified when client is discharged from care for pressure ulcers.  At that time, the HCS/DDD Social Worker/Nurse or the AAA Case Manager consults with Nursing Services resources.

iii. Document all activities.


59. Client is cognitively intact and:


· Meets the highest risk indicators and


· Declines observation of skin over pressure points and 


· HCS/DDD Social Worker/Nurse or the AAA Case Manager does not know if there is a pressure ulcer.


i. Probe for reasons client doesn’t want skin observed.


ii. Suggest appropriate alternatives (such as asking if the client has checked their pressure points themselves or if the caregiver is reliable, have they checked).  Use the color pictures included with the protocol as a resource to ask the client or caregiver regarding the presence of any of the pictured skin conditions or changes.


iii. Document and:

· Refer to HCS/AAA nurse or other contracting nursing resources for follow up; or


· Contact client’s primary care provider as soon as possible, discuss skin concerns and document; or


· Advise the client of skin care issues, educate and document; and


iv. Do not complete skin observation.

v. Document within CARE on the appropriate screen(s) the client has declined skin observation and follow CARE policies for client signature of Service Summary indicating client declination of skin observation.

vi. Discuss with supervisor.


AI. Observation Required


Client meets highest risk indicators (Skin Observation Protocol is triggered in CARE) and neither a non-professional or professional is providing care that has been verified and documented as meeting the client’s needs per item 2 and 3, in section Observation Not Required.  Client will be referred to HCS/AAA/DDD Nurse or other contracting nursing resources to complete the observation.

60. Arrange to have a third party present if you know in advance that there is a likelihood that you will need to observe the client’s skin.  Involve the client in determining who this third party should be when possible.


61. Explain what is involved in the skin observation to the client and ask permission.

62. Tell the client where the pressure points are.


63. Look at the back of the head, ears, shoulder blades, elbows, insides of the knees, “seat” bones, tailbone area, hips, sides of ankles and both heels.

64. Help or have the caregiver help if the client needs to undress partially.  Be sure that there is privacy for the client and the client remains covered except for the area being observed.


65. Observe for specific conditions - skin intact, persistent redness, abrasion, blister, shallow crater, deep crater, etc., as directed in CARE assessment using the skin problem screen and skin observation descriptions as a guide.


66. If no skin problem is observed, document and revise CARE to include prevention plan(s) as appropriate.

67. If a skin problem is observed:


· Determine if there are any health professionals involved with treatment of the client’s skin problem or if any health professionals are aware of the problem.


· Contact any health professionals involved with treatment of the client’s skin problem, within 2 working days, or Contact family rep if no health professionals are involved, client is refusing treatment, or HCP is not treating.


· Document all steps taken in the service episode record or progress note.


AJ. Observation Delayed


The skin observation may be delayed if the client meets the highest risk indicators and:


68. The situation is unsafe and the personal safety of the HCS CNC, AAA/DDD Nurse, or other contracting nursing resources may be at risk because of threatening animals, sexually inappropriate behavior or threatening behaviors; or


69. Unable to observe skin because of soiling or unhygienic conditions and no caregiver present to assist or the client’s physical condition makes it physically very difficult to observe skin (immobile, needs transfer or positioning assistance, client is in pain) or client refuses to allow observation, has an unreliable provider and won’t let anyone else in, and /or refuses services related to skin integrity over pressure points.


Anticipate these barriers as much as possible and make arrangements prior to the visit to have a caregiver, assistant, or family member present to help client.


· Discuss other resources and approaches with supervisor within one working day and follow usual CM response times.  Utilize collateral contacts for information and assistance.


· Reschedule observation within 2 working days.


· Follow usual CM timeframes per LTC Manual.

· Refer to APS if abuse, neglect or self neglect is suspected.

· Document all of your activities including any arrangement you have made, discussions you have had or referrals you have made. 


70. Client is cognitively intact; and


a. Declines skin observation over pressure points; and 


b. There is evidence of negative skin outcome (foul odor, staining on clothing over pressure points or other visible sign).  Determine and provide any or all of the following activities appropriate to the client situation:

· Call 911, if emergency medical care is required,

· Identify someone else to observe— for instance, the caregiver, a family member or person with whom the client feels comfortable.


· Refer immediately to Nurse or Nursing Services resources for observation visit as soon as possible, if HCS/DDD Social Worker or AAA Case Manager is not a nurse.

· Verify and document that observation was done.


· Collect collateral info re: skin problems over pressure points from health care providers, caregiver, family or other involved parties.


· Educate caregiver by going over section of the service plan that describes skin care over pressure points, including Prevention Plans for Skin Breakdown over Pressure Points within 5 working days.


· Refer to home health nurse or primary care provider within 2 working days.

· Refer to APS or CRU as appropriate if negative skin outcome is believed to be the result of abuse or neglect, make referral same day as visit.

· Explore other appropriate services such as residential placement, different caregiver, community clinic, or other community-based resources (discuss with supervisor).


· Discuss with all involved parties and come to consensus about concrete criteria about when or whether to terminate services, following the protocols established by the Challenging Cases Workgroup.

· Document all activities.

· Incorporate recommendations of LTC Manual Chapter 5, Case Management, as well as the “Challenging Cases Workgroup,” as appropriate.  Client may be kept open to CM services, may use a (Personal Emergency Response Service) PERS unit, may be referred to CDMHP or the “A” team, or may receive daily welfare checks from CM, family or other community members such as police, EMTs, or other identified gatekeepers.

71. Client is cognitively impaired (CPS score >3); and 


a. Meets the highest risk indicators; and 


b. Declines skin observation once or mildly objects to the observation


· Request permission a second time using skilled interview and assessment techniques, 


· Be sure that the client understands as much as possible what you are requesting.


· Document all activities.

72. Client is cognitively impaired (CPS score > 3) and 

a. Meets highest risk indicators, 

b. Consistently refuses, and 

c. Skin condition over pressure points is unknown.

d. Has an unreliable provider and won’t let anyone else in, and /or 

e. Refuses services related to skin integrity over pressure points.

· Refer to LTC Manual Chapter 5 Case Management and the Challenging Cases Protocol;

· Refer to and consult with supervisor and other services.

· Offer alternative services or;


· Offer a different provider or;


· Residential placement or;


· Change in way services are delivered and;


· Probe to understand basis of refusal and


· Refer to APS if there are allegations of abuse, neglect or self-neglect.


· Refer to 911, ER, or CDMHPs, if appropriate for involuntary treatment.

·  Refer for guardianship with AAG involvement, if appropriate.


· Document all activities


73. Client meets highest risk indicators but observation not completed due to culture or gender


· Consult with supervisor as soon as possible to find a reasonable solution.  A reasonable solution is defined as timely, respecting of personal and professional boundaries, and has an end result that someone observes client’s skin and documents what was done for client; and


· Document all activities.


AK. Highest Risk Indicators for Skin Breakdown over Pressure Points


The Skin Observation Protocol is automatically triggered as a Nursing Referral in the CARE assessment based on the following client characteristics.


74. The stand alone items that trigger risk for breakdown are:


· Current Pressure Ulcer


· Quadriplegia


· Paraplegia


· Total Dependence in Bed Mobility


· Comatose or Persistent Vegetative State


· History of pressure ulcer within one year


75. There may be a combination of conditions which also place the client at risk for breakdown:


· Bedfast and/or chairfast, and cognition problems.

· Bedfast and/or chairfast, and incontinent of bladder or bowel.


· Hemiplegia, and cognition problems, and incontinent of bladder or bowel.


· Bedfast and /or chairfast, and Insulin Dependent Diabetes Mellitus (IDDM) 


AL. Skin Observation Protocol for Pressure Points Flowchart

Refer to the Skin Observation Protocol (SOP) Flowchart Attachment on the following page.
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Appendix C:  Minimum Standards


		Client Details



		Interpreter Required?

		Follow guidelines outlined in Chapter 15.



		Usual Housing Situation

		If the client is living with others, use the Collateral Contact screen to document their name(s) and their relationship to the client.



		Emergency Contact  

		List the person who should be contacted in case of an emergency, preferably not the client's caregiver or anyone in the client's household.



		Hospital 

		 In areas where multiple hospitals are available, note the client's preferred hospital.



		Informal support  

		This individual may be a family member, a friend, neighbor, or community resource (but not an ADSA paid provider).  If the informal support is an individual, it is not required that she/he actually lives with the client, rather that he /she visits regularly, or would respond to the needs that the individual may have.  



		Pharmacy

		List all pharmacies used by the client. 



		Caregiver Status

		If the assessment of informal supports indicates a need for support services, document the referral on the Referral screen or in SERs. 



		Assessment



		Presenting problem

		State the reason for this assessment, documenting the client's or referents perception of the problem. At each face-to-face assessment, delete the old presenting problem and make a new entry reflecting the client's current circumstances.  



		Source of Information

		The client must be the primary source of information unless she/he cannot participate because of mental or physical reasons.






		Living arrangement

		Select “Lives with provider” if the client and their paid provider live together.  Select “Multi-client household” if there are other clients in the household. If both apply, select “Lives with paid provider”.



		Substitute decision maker

		When the client has a Durable Power of Attorney or Guardian, the case manager will not accept or seek decisions from the substitute decision maker until they have a copy of the paperwork that confirms this relationship.  A copy of this paperwork will be placed in the client’s file.  


A General Power of Attorney may only be used if the client is cognitively intact.


If the client only has an informal decision maker, this arrangement can only continue as long as the client is capable of telling this individual what they want and the case manager will need to confirm any decisions made by the informal decision maker with the client.



		Primary physician 

		If the client does not have a primary physician, make sure client has an Emergency Contact.



		Financial

		Financial eligibility must be verified at each assessment. Indicate the method of documentation (ACES on line, financial award letter, etc) on the Financial screen.  In SERs, enter the date financial eligibility was verified.



		Booklet received dates

		Document when the client received booklets about Self-Directed Care and Client Rights and Responsibilities
.



		Pertinent history

		Diagnoses and conditions that are no longer current should be listed under the history section.



		Medications

		Include information about each medication, if available, such as dosage, route, frequency, and whether the client’s healthcare provider prescribed the medication.  Medications are an important indicator of the client’s diagnosis so whenever possible, include the reason why each is taken.  If the client and/or caregiver are not sure, then (with the client’s permission) consult the client’s healthcare provider, or pharmacist.  If the information is difficult to obtain or is not clear, then a referral to Nursing Services may be indicated.



		Diagnosis

		Confirm the diagnosis with the client’s healthcare provider when inconsistencies are noted or the source of the information is not reliable.  Document the source of information.  Use the Functional Limitations and Indicators lists to provide a clear picture of the client’s functioning.  If the list does not include limitations that apply to the client, then document the relevant physical limitation in the appropriate diagnosis comment box.



		Treatment

		Training and Self Care Skill Practice over the past 14 days: In order for these activities to be selected, there must be: measurable objectives and interventions included in the therapist's care plan, caregivers must be trained in techniques that promote client involvement, programs must be periodically re-evaluated by a nurse and time spent on each program must be at least 15 minutes a day.  Document in the comment box that plan has been viewed or a copy is in the file.  All criteria mentioned above must be met before Walking can be selected.  This item does not include a recommendation by a healthcare provider that the client walk on a regular basis. This issue must be re-evaluated at least annually by the RN or therapist and there must be documentation that this has occurred in the SER or comment box in the assessment.






		Self-directed care

		Self-directed care tasks will be documented on the screen in which the task is addressed.  This will typically be done on the Treatment or Medication Management screens; include the name of the prescribing health care provider as well as a description of the task being self-directed in the applicable comment box(es).  Identify SDC provider and schedule on the Support screen.



		MMSE

		The MMSE must be administered to each client at every face-to-face assessment unless the client is under 18, has moderate to profound retardation, has severe delirium/dementia, or is non-verbal.  Use the Other Factors screen to document client characteristics that may affect the score.



		Memory

		The response to the short-term memory question should be consistent with the client’s ability to recall the 3 items in the MMSE.  If the client recalls 2 or 3 items and Recent Memory Problem is selected, then this inconsistency must be explained in the comment box.



		Behavior

		For each current behavior or past behavior addressed with current interventions, describe the interventions necessary to address the client’s behavior in the comment box.



		Depression

		If the client has a score of 6 or more, discuss a referral to a healthcare provider or mental health resource.  Follow the Guidelines for Referrals.






		Suicide

		If the client answers “yes” to any of the questions, discuss a referral to an appropriate healthcare provider.  Follow the Guidelines for Referrals.  If the client answers “yes” to all of the questions, contact a Mental Health Professional immediately and follow the Mental Health Professional’s instructions.



		Supervision of providers

		If the client is unable to always supervise the in-home provider, identify an informal support person who can provide supervision.  Only clients who are coded as Independent or Difficulty in New Situations may supervise their paid provider.  When no informal support can be identified to meet this need, document in the comment box how caregivers/plan will be supervised or how increased monitoring will occur.  This may include periodic home visits or other monitoring activities, using more than one IP, using an agency, frequent contact with the home health nurse, or authorization of home delivered meals.



		Emergency plan 




		Include in the plan of care:


76. An evacuation plan. In CARE, select standard language on the Locomotion outside of Room or the Locomotion in Room screen under Caregiver instructions, using the comment box to add client specific information if necessary.


77. Back-up plan of care.  If lack of immediate care would pose a serious threat to the health and welfare of the client, a backup plan should be included.  Choose a backup plan from the limitations list on the Locomotion Outside of Room screen, using the comment box to add client-specific information.  A back-up caregiver should be identified on the Collateral Contact screen.

78. All residential plans of care and negotiated plans of care must identify the resident's level of evacuation capability as defined by the following (See WAC 388-76-76510 and WAC 388-78A-0140 ).  Document the client’s evacuation plan in the comment box on the Locomotion Outside of Room screen.



		Potential for abuse and neglect

		Follow the guidelines in Chapter 6 of the Long Term Care Manual.  If there are no indicators of abuse or neglect, select “None observed or reported”.



		Alcohol/Substance abuse CAGE interviews

		Follow the guidelines on each screen and the Guidelines for Referrals.






		Explanation of inconsistencies

		Comment boxes are to be used to explain any inconsistencies or conflicting information.  Examples:


ADL:  Client is independent in bathing but needs extensive assistance with transfers. 


Psych-social: 


MMSE score is 30 and CPS score is 5 or 6. 


Client is not primary source of information but CPS is 0.

Medical:  Diagnosis is diabetes but blood sugar monitoring is not selected in treatments.



		ADL and IADL screens:

		Comment boxes:  If the strengths, limitations, or preference lists do not adequately describe the client's needs, then the comment box must used to provide a clear description of the client's needs.  For each identified need, adequate caregiver instructions must be provided.  Use the comment box to add those that are not listed or to personalize those selected.

Note:  An explanation of the coding is NOT required unless the information on this screen is inconsistent with other information in the assessment.



		

		Status:  If the client receives non-ADSA paid support for any ADL or IADL, then the assessor will either select Met or Partially Met and identify the amount of support under Assistance Available, using the chart provided in the Assessor’s Manual or Help screen.  If an Individual Provider is able and willing to provide informal support, then this must be included in Status and Assistance Available.  Examples of non-ADSA paid support are family members, neighbors or Adult Day Health.  The amount of informal support reflected in Status must be consistent with the Unpaid provider schedule(s) on the Support screen.  Do not include status that occurs less than weekly.



		Guidelines for Referrals

		When a referral is indicated (e.g., Depression score over 6), document discussion with client in the comment box on the appropriate screen. If the client agrees to a *referral then document on the Referral screen; include the date you referred the client and who is responsible to follow through.  If the client or others are responsible, the case manager should contact the client within 30 days of the referral and document the outcome.  If the client chooses not to be referred, document in the comment box on the appropriate screen.


*APS, Suicide, and Skin Observation Protocol (see Chapter 24) are mandatory referrals.



		Care Plan



		NSA

		Include a Necessary Supplemental Accommodation Plan, if applicable.  This needs to be addressed if the client has a special need (mental, neurological, physical, or sensory impairment) that prevents her/him from getting program benefits in the same way that an unimpaired person would get them. (See page 34).



		Referrals to Nursing Services

		If a Critical Indicator is listed on the RN Referral screen, enter the date a referral was made and the reason for the referral. If a referral was not made, identify why a referral was not necessary.  Follow the guidelines in Chapter 23 of the Long Term Care Manual.



		Support screen

		· ADSA paid providers (from the SSPS database search) will be assigned those ADLs, and IADLs, with a U (for Unmet) and a P (for Partially Met).  Paid providers will also be assigned to other Waiver services that are being authorized such as PERS, Environmental Modifications, etc. 


· Unpaid providers will be assigned those ADLs and IADLs with an M (for Met) or P (for Partially Met).

· Foot care or Skin care needs may be assigned to either a paid or unpaid provider.  If a non-ADSA paid provider is performing the care, identify them in the comment box (select Need Met in status).

· Skilled tasks (Treatments) may be assigned to an IP if the client is self-directing his/her care or the IP is a family member.

· Identify the client’s preferred schedule for each provider paid and unpaid.  The schedule should at least include the “Days” and “Times of Day” the client prefers services.  When multiple providers are scheduled for the same day, the schedules for each provider must make clear that there is no duplication in services. 



		Waiver Services

		Document any waiver services client is eligible for:


· Environmental modification:  Select environmental modification in the Environment screen and describe the project in the comment box.

· Skilled nursing: Select “Skilled nursing/Waiver” from the Treatment list on the Treatment screen.  Assign provider on Support screen. Describe type of skilled care in the comment box.


· Client training: Select “Client training/Waiver” from the Rehab/Restorative Training list on the Treatment screen.  Assign provider on Support screen. Describe type of training in comment box.


· *Adult day care: Select “Adult day care” from the Program list on the Treatment screen.  Assign provider on Support screen.


· Personal emergency response system:  Select “PERS unit” and/or “PERS installation” from the Walk/Locomotion equipment list.  Assign provider on Support screen


· Specialized medical equipment: “Specialized medical equipment” is a selection in every equipment list.  Describe in the comment box on the appropriate screen.  Assign provider on the Support screen.


· Client transportation: Assign provider to Transportation need on the Support screen.

· *Home Health Aide: Assign provider to identified need on the Support screen (usually bathing).


· *Home delivered meals: Assign provider to Meal Preparation need on the Support screen.


· In Home nurse delegation.

· If nurse delegation is in place, identify Nurse Delegation and IP/Agency as providers on the Treatment screen and assign the nurse delegator and IP to the task on the Support screen. For medication management, assign the nurse delegator and IP on the Support screen.

· For treatments, if nurse delegation is not yet in place, identify Nurse Delegation and IP/Agency on the Treatment screen as providers and add a comment that the task will be delegated when provider completes training.


· For medication management, if nurse delegation is not yet in place, state in comment box that task will be delegated when provider completes training.

· If treatment/medication management is being performed by the IP on an unpaid basis, identify IP as unpaid provider on Support screen and assign to task. Reassign task to delegating nurse and IP (as paid provider) when training has been completed.



		Environmental/Equipment

		For each item, enter the date the need should be met and who is responsible for following through with meeting the identified need.  The comment box must contain documentation that the need was met on or before “Act by date”.  If it was not, document the reason in the comment box or SER.





Appendix D:  Necessary Supplemental Accommodations (NSA)

Clients who have a mental, neurological, physical, or sensory impairment or other problems that prevent them from getting program benefits in the same way as those who are not impaired are considered in need of necessary supplemental accommodation.

WAC 388-472-0020

AM. Developing Necessary Supplemental Accommodations (NSA)


Discuss with clients, who will be receiving COPES or MPC service, and determine if they require any necessary supplemental accommodation services to ensure that they can submit the necessary information to the financial worker for an initial (or on-going) determination of eligibility for Medicaid.  If the client requires or requests a NSA:


79. Document on the Care Plan screen that an “NSA” plan has been developed.  This will ensure that this individual will not be terminated from Medical Assistance because the client was unable to follow through with the initial application or eligibility review process;


80. Identify, with the assistance of the client, the family members or substitute decision maker, any special needs he/she may have which would impact his/her ability to complete the initial application for public assistance and any reviews for ongoing eligibility;

81. Develop an accommodation plan that specifies the services to be provided to the client to ensure access to department programs;


82. Identify the family member, significant other, or other individual who can be identified as the person the financial worker can contact (requires Consent to Release Information); 


83. Assist clients who are unable to manage this issue independently and don’t have anyone else who can by providing the necessary information for submission to the financial worker.  


EXAMPLE:  The client has significant cognitive impairment and cannot be responsible for the application and eligibility review process.  Her daughter who is her DPOA will be identified as the contact person for the financial application process.

EXAMPLE:  The client is not able to read regular print.  Indicate that the client needs large size print for forms and notices.


EXAMPLE:  The client has a hearing impairment so staff should not contact the client by phone.


AN. Implementing the Necessary Supplemental Accommodation (NSA)


84. In addition to documenting NSA information on the Care Plan screen, you will need to communicate to HCS financial worker on form #14-443.  If the client does not have anyone to assist them, indicate that HCS/AAA staff will need to arrange for or provide assistance with completing forms, obtaining needed information, explaining the department’s adverse actions, requesting fair hearings, and provide follow-up contact on missed appointments.

85. The financial and aging case file must also be identified (or flagged) when the client is NSA.  “NSA” is printed on the outside of the case record folder.  HCS/AAA case records will only be flagged if the client has specific needs identified (e.g. large size print for forms, hearing impairment, cognitive impairments, can’t read or write, etc) that are in addition to the required accommodations that are already identified in HCS policy.

APPENDIX E:  SELF DIRECTED CARE


WAC 388-71-05640





For potential Self-Directed Care cases, you may refer to the Self-Directed Care Checklist as a reminder of things to consider when doing an assessment.  At the conclusion of the assessment process and plan development, obtain the client’s signature of agreement to the plan.


This checklist is not mandatory.  The checklist does not need to be put in the client's file.  The checklist is designed to:


· Assist staff to remember things they should consider in self-directed care cases. 


· Indicate what additional coordination is needed in order to assist the individual to self-direct her/his care.


		Remember to ask the individual (client) and yourself these questions when assessing or reassessing a case.



		86. Does the individual live in his/her own home; e.g. a residence that does not require licensure?  Boarding home settings already have the authority and practice self-directed care as it relates to oral medication services. RCW 18.20.160 and WAC 388-78A-300.



		87. Does the individual employ an Individual Provider (IP) through COPES, Medically Needy Waiver, MPC, or Chore?  Clients on any of the four DDD Waivers, who are presumed competent, live in their own homes and employ Individual Providers can legally self-direct.

88. The IP can be a family member.



		89. Does this individual have a functional disability that prevents him/her from performing a health care task for him/herself?  The individual must be over 18 years of age.  The client could have a traumatic brain injury, mental health or developmental disability and self-direct as long as the disability does not prevent him/her from having the ability to explain the procedure and to supervise.  There are varying degrees of function with every disability.  The same is true for people without disabilities.  All people have varying degrees of ability to understand physician’s directions and implement them.  It is the physician/patient relationship where that determination is made.



		90. Has the case manager informed the individual of the SDC option at the time of initial assessment and reassessment?  Has the social worker/case manager given out the SDC brochure at the time of assessment and reassessment?  The SDC brochure should be given to clients who potentially could self-direct their care, no matter what setting they are in.






		91. Does the individual have a legal guardian?  (Only guardianships of the person limit personal decision-making.  Guardianships of the estate limit financial decision-making.) The individual self-directing is presumed competent. The health care practitioner who prescribed the treatment has the responsibility to ascertain if the person understands the treatment and is able to follow through on the self-directed care task. It is the same as when a person without a disability goes to their doctor and is given a prescribed treatment. No additional verification is needed.  



		92. Did the individual inform the prescribing health care practitioner of his/her intent to self-direct?  Is the prescribing health care practitioner’s name, address and telephone number documented in the CARE assessment?



		93. Has the individual provided the case manager with source of the treatment order?  Case manager should document in the CARE assessment the source of the treatment information.  Examples are: directions from the client, prescription container/Rx script, written directions from the prescribing health care practitioner, protocols from a professional association or protocols from a rehabilitation facility or institution manual.  An actual copy of the treatment order or written directions is not mandatory but may be helpful for more complicated health related tasks.



		94. On the Treatment screen, has the case manager documented SDC tasks and selected self-directed care as a Provider Type?



		95. Has the case manager registered the IP under the SSPS objective code for IP program?



		96. Does the client want to self direct any portions of her/his care?  The law does not require the individual to self-direct their health care.  The law does not have a task list.





Responsibility of the client (person with the disability):


· Inform the prescribing health care practitioner who ordered the treatment of the intent to self-direct.

· Inform the case manager.

· Inform and provide training to the IP for those tasks and provide a copy of the Service Summary and Assessment Detail.

· Possess the necessary knowledge and ability to train to those tasks.

· Supervise the performance of the IP.

· Ask for assistance in training if necessary.

Responsibility of the case manager: 


· Inform the client of SDC option. Share the brochure with the client at the time of assessment and reassessment.


· In coordination with the client, identify the SDC tasks and who will perform them, document in the Service Summary and Assessment Detail and provide copies to client and IP.


· Register the IP and authorize payment for client hours in SSPS.


Problem Situations: If the case manager feels that the manner in which the client instructs the tasks to be done is potentially harmful or if the assessment reveals that the client has cognitive issues, memory loss, disorientation, or impaired judgment and the client is requesting to self-direct, the case manager will do the following:


· Discuss the situation with the client.

· Consult with a nurse consultant and case management supervisor.

· After obtaining a signed release of information from the client, confer with the prescribing health care practitioner.

· Clearly document concerns in the Service Episode Record (SER) of the CARE assessment.

· If the prescribing health care practitioner agrees the tasks are being done in a harmful manner, the case manager will not authorize payment for the SDC tasks to be done. 

· If client refuses to give permission to consult with the prescribing health care practitioner and concerns remain, the case manager must consult with his/her supervisor to determine whether to authorize payment for SDC tasks. The supervisor will thoroughly review the case and determine whether payment should be authorized. 

· Outcomes of the discussion with the client and any other actions taken by the case manager and or client should be clearly documented in the SER. 

· If payment for SDC is not authorized, the case manager must develop an alternative plan of care, offer it to the client and document this in the SER.

· If payment for SDC is not authorized, the IP may still be paid to perform other activities of daily living (ADL) and instrumental activities of daily living (IADL) as long as they meet the other requirements to be an individual provider. The IP may refuse to do SDC tasks at anytime. The law does not force the IP to do SDC tasks they are not comfortable in doing.

In both cases, if the client refuses to accept the alternative plan of care and the need is unmet, consult with the supervisor, flag the case for targeted case management, increase contact, monitor client status, and have the IP report any change in health status.  An APS referral or exploration of guardianship services may be necessary.  As with any case, preparation for possible fair hearing procedures should be addressed.


APPENDIX F:  ETR Process


97. ETR requests may be submitted if the hours/daily rate generated by the CARE algorithm are not enough to meet the client’s care needs.  The approval of ETRs will be based upon the clinical characteristics and specific care needs of the client.  These characteristics must be documented within the CARE tool.  Prior to authorization, headquarters must review and approve the following ETR request:


· MPC requests to authorize personal care services that exceed the maximum hours/daily rate generated by CARE.

· COPES requests to authorize services that exceed the maximum hours/daily rate generated by CARE.  For the in-home setting, maximum hours generated by CARE must be used to authorize any of the following COPES services:  IP or home care agency, Home Delivered Meals, Adult Day Care and Home Health Aide.  If the maximum hours generated by CARE are not enough to meet the client’s needs for the above services, an ETR must be requested.


· MPC requests to utilize RSN funding to exceed the maximum hours/daily rate generated by CARE.


· COPES skilled nursing services requests using SSPS code 5290.  Follow guidelines in Chapter 7.


· CHORE requests to pay a spouse provider an amount in excess of GAU.


· Requests to exceed 16 hours of Private Duty Nursing Services.


· Requests to authorize PDN, IP and/or home care agency care that in total exceed the maximum hours generated by CARE.


98. Prior to authorization, the local Regional/PSA level must review and approve the following ETR requests.  Those that exceed:


· The maximum allowed for Environmental Modifications.


· The maximum allowed for Specialized Medical Equipment and Supplies.


· The rate for COPES Transportation services.


· The maximum units allowed for COPES Client Training.


And:


· Requests for financial reconsideration of participation amounts.


99. When requesting an exception to exceed the daily rate/hours generated by the CARE tool, complete pending assessment and plan of care in CARE tool.  It is important that the assessment document be completed thoroughly by including the following:


· For in-home care, the provider(s) schedule on the Support screen;


· Comment boxes to describe interventions on the Behavior screen;


NOTE:  The committee’s review of the ETR request includes a thorough review of the assessment.  The ETR committee may suggest necessary changes to the assessment based on review to correct incomplete information or inconsistencies in the data.  Therefore, if at all possible, keep the assessment in pending status until a final decision is made on the ETR request.


100. Complete Rule Exception Request form DSHS 05-010 (Rev 5/99).

a. In item #3 “Specific nature of the request” list the number of hours/daily rate generated by CARE and the additional amount the assessor believes is necessary to meet the client’s care needs.  Include any specific information about paid and unpaid support persons and any gaps in service you are proposing to address through the ETR request.


b. In item #4, “Justification for request,” list the clinical characteristics/specific client needs that support the request.


c. Ensure that the ETR has been reviewed and is endorsed by proper personnel at either the HCS, DDD or AAA level.


d. Submit the ETR Authorization Request to ADSA HQ via email to etr@dshs.wa.gov.  In the subject line enter one of the following:

· AAA – In-home ETR


· DDD – In-home ETR


· HCS – In-home ETR


· HCS – Residential ETR


· DDD – Residential ETR


· Assistive Technology ETR


· PDN ETR


· Skilled Nursing ETR


NOTE:  If the assessor does not have access to email, the ETR request can be faxed to ADSA at 360-438-8633.


101. ETR requests will be reviewed at HQ and the approval/denial of the request will be documented in item #11 “State Office Action” on the ETR form.  HQ staff will strive to respond to requests within 7 business days of receipt.
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Things to Remember…



p:If there is enough lead-time before the appointment, ask the client or their representative to have a letter from their healthcare provider listing their diagnoses.



Tip:Tell client that the appointment will take 2-3 hours.  For residential assessments, information will be obtained from the client, facility records, , and staff, and the client.  Check for staff and client availability before assessment (activities may limit client’s time). 



Let client know you will be using a laptop and will need to work on a flat surface.



Tip:On day of appointment call to confirm and get directions.
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Things to Remember….



Your SSPS expiring and expired services tickler will have a list of clients whose services expire at the end of each month (not all will be annuals so check service code before scheduling appointment).



Tip:  Read previous assessment/SERs before the visit if this client is new to you.



Tip:  Before leaving the office, make sure you have checked out the case.



































INITIAL ASSESSMENTS 



If client is under 65 and does not have SSA, SSDI, or SSI income, take paperwork necessary for NGMA/GAX process, Medicaid application, Fast Track, etc.



Financial and functional eligibility must be determined concurrently. Assessments may not be delayed for verification of Medicaid eligibility.



If client is identified in ACES inquiry, verify with financial that client is active to the correct medicaidMedicaid program for the services. 



p:If there is enough lead-time before the appointment, ask the client or their representative to have a letter from their healthcare provider listing their diagnoses.



Tip:Tell client that the appointment will take 2-3 hours.



Let client know you will be using a laptop and will need to work on a flat surface.



Tip:On day of appointment call to confirm and get directions.



Provide and explain the following: 



Rights and Responsibilities (DSHS16-172) Client must sign two copies; leave one with client and put one in file, Deleted review of advance directives



Medicaid and Long-Term Care Services for Adults brochure (DSHS 22-619X) 



Pamphlet explaining telephone assistance program. 



Columbia Legal Services bulletin on Estate Recovery .



Medicaid booklet (DSHS 22-530X) that explains how to use medical ID card.



Review Acknowledgement of Services 14-225  only with client who is considering a waiver service. When a waiver program has been chosen, indicate on form and have client sign.



Obtain guardianship/DPOA paperwork if applicable.



Financial eligibility must be established before services are authorized unless MPC or COPES client is Fast Tracked (see Chapter 7- not available for MNRW or MNIW clients.



If services need to be started immediately, consider Fast Track process (when appropriate) if client does not already have Medicaid. Assist client as needed.



Tip:If client is not functionally eligible for Core services, they may be eligible for other services such as the Family Caregiver Support or Respite.



Program, Respite, or Non-Core Case Management. Refer client to the local AAA/I&A office.



















6. Client meets highest risk indicators but observation not completed due to culture or gender.



Consult with supervisor.;



Document all activities.







5. Client is cognitively impaired, meets highest risk indicators, consistently refuses; and skin condition over pressure points is unknown. Client has unreliable provider and won’t let anyone else in and/or refuses services to skin integrity over pressure points.



Refer and consult with other services.;



Probe to understand basis of refusal.;



Refer to APS if appropriate.;



Incorporate challenging cases protocols.;



Refer for guardianship.;



Refer to 911, ER, or CDMHPs if appropriate for involuntary treatment.;



Document all activities.







4. client Client is cognitively impaired and meets highest risk indicators and declines observation once or mildly objects to observation



Request permission a second time.;



Be sure that client understands as much as possible your request.;



Document all activities.











3. Client is cognitively intact, declines observation and there is evidence of negative skin outcome.



Call 911 if emergency.;



Identify someone else to observe.;



Refer to home health or other HCP.;



Verify and document that observation was done.;



Collect collateral information.;



Educate caregiver using CARE prevention plans.;



Refer to APS or CRU as appropriate.;



Refer immediately to nurse resource.;



Explore other appropriate services.;



Discuss.s;



Document all activities.;



Incorporate Challenging Cases protocols.







2. Unable to observe because:



Soiling or unhygienic conditions and no caregiver present to assist or;



Client’s physical condition makes it physically very difficult to observe skin;



Client refuses to allow observation.



i.	Anticipate barriers as much as possible and make arrangements.;



ii.	Discuss other resources or approaches with supervisor within 1 working day.;



iii.	Reschedule observation within 2 working days.;



iv.	Follow usual CM timeframes per LTC manual.;



v.	Refer to APS if appropriate.;



vi.	Document all activities.







1. Situation is unsafe and personal safety of nurse may be at risk due to:



threateningThreatening animals.;



sexuallySexually inappropriate behavior.;



threateningThreatening behaviors.







Skin Observation may be delayed because…







Observation Not Required Because…







OR







KEY:







= No nurse involvement required; nurse may be consulted.







OR







Note: If nurse determines non-prof. Care is inadequate to meet client needs (under item #2, ‘Observation Not Required’, the nurse would make an observation, assess the client, and revise the Service PlanCARE as necessary.







OR







OR







OR







This flow chart does not apply to clients in immediate danger: appropriate emergency action (911, APS, MH. Crisis, etc.) should be taken for clients in immediate danger per usual policies/procedures.















Note: If SW/CM/Nurse determines HCP does not have Tx Treatment plan in place and/or has not been observing pressure points as part of the plan ( under(under item #3, ‘Observation Required’), a nurse would need to make an observation, assess the client, and revise the Service PlanCARE as necessary.







Client meets highest risk indicators and items 2 or 3 under ‘Observation Not Required’ do not apply.



a. Refer to HCS/AAA/DDD Nurse to complete observation.







Steps to complete the observation:







Observation Not Required Because…







4.  Client is cognitively intact, meets highest risk indicators, declines observation and it is unknown if there is a problem.



Probe for reasons;.



Suggest alternatives;.



Refer to nurse for follow-up;.



Contact HCP or advise client;.



Document all activities







3.  Client meets highest risk indicators and HCP is providing care for skin problem.



Verify treatment plan in place and that skin has been seen by HCP.



Communicate with HCP to verify all pressure points are being checked.



Request notification when client is discharged from pressure ulcer care.



Document all activities.







2.  Client meets the highest risk indicators and a non-professional is providing care.



Review treatment



Document what and who authorized.



Verify caregiver is checking all pressure points.



Distribute educational materials.



Revise CARE.Service Plan



Document all activities.







If skin problem is observed..…







If no skin problem observed…







Arrange to have third party present for observation.



Explain what is involved.;



Tell client where pressure points are.;



Look at pressure points.;



Observe for specific conditions.







=Nurse involvement required.















6. client meets highest risk indicators but observation not completed due to culture or gender.



Consult with supervisor;



Document all activities.







Note: While SW/CMs are not required to perform skin observations, nothing in this Protocol precludes them from observing skin and describing findings as long as nurse involvement also occurs according to the protocol.







The Skin Observation Protocol MB 03-29 Attachment B has specific Case Manager/Social Worker and nursing activities and interventions dependent on the client situation and whether observation is required or not required. This flow chart provides a quick guide for staff to reference; however, the protocol must be referenced for more specific assignment of responsibilities and response /reporting timelines.







Client does not meet the highest risk indicators



a. Document all activities.







Determine if HCP is involved or aware.;



Contact HCP within 2 days , or 



Contact family rep. (see Protocol).



Document all activities.







Document.;



Revise Service PlanCARE.
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OR







OR







OR











� HCS will refer clients to the AAA to determine the need for Senior Citizen Services Act (SCSA) or Older Americans Act (OAA) funded services when clients have been assessed and do not want or are ineligible for CoreORE Long-term Care Services, but appear to need or want case management services.  Services may include, but are not limited to: local information and assistance, respite, family caregiver support services and other available community resources.







� EXCEPTION:  ACRS and CISC complete initial assessments in King County for specific ethnic populations.



� This option would apply to those nurses that don’t have access to CARE.



� If a client is receiving Respite or another Non-Core SCSA or OAA funded service and then applies for CORE ADASA Long Term Care Services, HCS staff may perform an assessment using the last assessment that was done by the Aging Network.  This process builds upon the automated assessments that were done previously and facilitates the exchange of information regarding the client’s past functioning.







� Durable Power of Attorney (DPOA) and Guardian are examples of duly appointed representatives.  When a DPOA is in place, the DPOA document should be specific as to consent for healthcare.  A DPOA (as a type of Power of Attorney) is the only one that can be used when the client becomes incapacitated.  A general power of attorney is not sufficient.  A copy of the DPOA is to be maintained in the file as needed and updated as required.  A legally appointed guardian should have guardianship papers and a copy should be kept in the case file.







� In some cases, a client may refuse authorized services and therefore will not sign the plan.  Under this circumstance, services are terminated.    







� If client is in NF beyond 30 days, HCS is responsible for this assessment.



� While SW/CMs are not required to perform skin observations, nothing in this protocol precludes them from observing skin and describing findings as long as nurse involvement also occurs according to the protocol.



� Use the “Advanced Directives” field to document the date that the Client Rights and Responsibilities was reviewed with the client.



( You must manually deduct from the total hours on the care plan screen for these services. Adult day care will be an ½ hour for each hour of ADC. Home Health Aide will be one hour per visit. Home delivered meals will be ½ hour per meal.



( You must manually deduct from the total hours on the care plan screen for these services. Adult day care will be an ½ hour for each hour of ADC. Home Health Aide will be one hour per visit. Home delivered meals will be ½ hour per meal.
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