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Case Management


A. Purpose


The purpose of case management is to assist functionally impaired adults who are at risk of institutionalization in accessing, obtaining, and effectively utilizing the necessary and available services in the least restrictive setting.


B. Policy


		RCW  74.38.010

		LEGISLATIVE RECOGNITION - PUBLIC POLICY



		RCW  74.38.040(1)





		SCOPE AND EXTENT OF COMMUNITY-BASED SERVICE PROGRAM



		RCW  74.39.005(7)





		LONG-TERM CARE SERVICE OPTIONS



		RCW  74.39A.040(3) ( c )





		DEPARTMENT ASSESSMENT OF AND ASSISTANCE TO HOSPITAL PATIENTS IN NEED OF LONG-TERM CARE



		RCW  74.42.057





		NOTIFICATION REGARDING RESIDENT LIKELY TO BECOME MEDICAID ELIGIBLE



		RCW  74.42.058





		DEPARTMENT CASE MANAGEMENT SERVICES



		RCW 74.39A.090





		DISCHARGE PLANNING-CONTRACTS FOR CASE MANAGEMENT SERVICES AND REASSESSMENT AND REAUTHORIZATION-ASSESSMENT OF CASE MANAGEMENT ROLES AND QUALITY OF IN-HOME CARE SERVICES-PLAN OF CARE MODEL LANGUAGE



		RCW 74.39A.095





		CASE MANAGEMENT SERVICES-AGENCY ON AGING OVERSIGHT-PLAN OF CARE-TERMINATION CONTRACT-REJECTION OF INDIVIDUAL PROVIDER CONTRACT



		CHAPTER 388-71 WAC


		SOCIAL SERVICES FOR ADULTS



		CHAPTER 388-72A WAC 





		COMPREHENSIVE ASSESSMENT REPORTING EVALUATION (CARE) TOOL





Center for Medicare and Medicaid Services (CMS) protocols version 1.2 and policies, the State Medicaid Waiver, Revised Code of Washington (RCW) and Washington Administrative Code (WAC) all impact the policies and procedures compiled in the DSHS Long-Term Care Manual. All service providers (DSHS, AAA, Long-Term Care system) should be familiar with the applicable regulations. WAC cited in the chapter is current as of the time of printing.  Those entities receiving funds through DSHS are responsible to keep abreast of changing RCW, WAC citations and policies and procedures regardless of whether the chapter has been updated. Whenever possible, the WAC citation has been included. 


CASE management 


RCW 74.39A

C. What is Case Management?


Case managers assess need, plan for, coordinate, and monitor services provided to clients.  The objectives of case management are to:


· Support client independence.


· Match services to client’s needs as they change over time and within the limitations of the program to meet those needs. 


· Be a custodian of the state’s resources.


· Provide a continuity of care through coordination with others.


· Assist clients to access needed services. Develop a plan to overcome barriers to accessing necessary services.


· Authorize appropriate services in a timely manner.


· Advocate for client and support client self-advocacy.


D. Case Management Responsibilities 


HCS or AAA/Aging Network staff responsible for case management will:


1. Be aware of community resources and share information with clients/representative and significant others.


2. Link clients to services available to meet their needs, including referrals to appropriate services and other informal support networks.


3. Advocate for and be creative in finding ways to assist clients to overcome barriers that impact their ability to function independently.


4. Monitor through periodic home visits (scheduled and unscheduled) and telephone contacts to see if the plan is being appropriately implemented and if the services provided are meeting the client’s needs.  This includes verification of a sampling of timesheets from Individual Providers. 


5. Ensure that the provider and the client/representative understand how to contact you for assistance. 


6. Assist clients who need additional assistance in the Medicaid eligibility review process; 


7. Authorize, reauthorize, or terminate services in SSPS.


8. Assist clients in locating, hiring, contracting, and terminating providers (IP’s, AFHs, etc). 


9. Assist clients to apply for fair hearings and access the fair hearing coordinator.


E. Case Management Functions


Core Functions:


· Assessment. Perform a face-to-face assessment with the client in the client’s residence to determine service needs and program eligibility at least annually.


· Planning.  Develop a plan of care with each client.


· Termination Planning.  When the CARE assessment determines that a client is no longer eligible:


· Discuss termination of services with client;


· If client is receiving core services, a referral for regular case management may be appropriate to facilitate transition;


· Send Planned Action Notice (PAN); and


F. Close services in SSPS ten days after PAN is sent and inactivate client in CARE (if client not referred for non-core case management), indicating reason for termination.


Supportive Functions:  Case Management provides the following when the client cannot perform the function and has no informal support willing to assist:


· Client Advocacy.  Intervene with agencies or persons to help clients receive appropriate benefits or services.  Clients may also request assistance with advocacy from their case manager even when they are able to advocate for themselves.


· Technical Assistance.  Assist clients to obtain a needed service or accomplish a necessary task that, due to physical or cognitive limitations, they cannot obtain independently.  For example:


· Complete a form.


· Research a living situation.


· Assist with moving arrangements.


· Arrange transportation.


· Other services related to the plan of care.


· Referrals. Making and following up on referrals to mental health and other services as identified in the assessment.


· Family Support.  Assist the family or others in clients’ informal support system to:


· Make necessary changes in the home environment and life style that clients have agreed to; 


· Encourage changes in high risk behaviors or choices that may improve the stability of the plan of care; or


· Plan a move to or from residential care, etc.


· Crisis Intervention. Provide short-term crisis intervention in an emergency situation to resolve the immediate problem before a long-term plan is developed or current plan is revised.  Crisis intervention may include, but is not limited to:


· Use of exceptions to rule;.


· Arranging for temporary placement in an AFH or a NF.


· Authorization of Client Training services.


· Access Resources.  Examples of available resources include: 


		

		When to use

		What included

		Limits

		Approval



		FDA program

		Client owns home in rural area

		Repairs and modifications

		Up to $5,000

		FDA



		Environmental Modification

		Must meet COPES waiver service criteria 

		Modifications

		Check SSPS manual

		Local protocol



		Specialized medical equipment

		Must meet COPES waiver service criteria

		Adaptive equipment

		Check SSPS manual

		Local protocol



		Assistive technology

		Items not covered by Medicaid/Medicare

		Broad definition

		Determined by State Unit on Aging.

		Determined by State Unit on Aging.





· Handling Challenging Cases.  Follow the “Challenging Cases Protocol” when the recommended plan of care, appropriate to the client’s health, welfare, or safety, cannot be implemented.  Related attachments include:


G. Confidentiality Oath

H. Interdisciplinary/Interagency Team Documentation Form

I. Denial of Services Flow Chart

J. Termination of Services Flow Chart

· Communication.  Communicate with the financial worker,(using DSHS Form 14-443) when a client:


· Is admitted to a nursing facility.


· Is discharged from a nursing facility.


· Has a change in address or phone number.


· Changes settings.


· Is terminated from services.


· Changes programs (e.g. COPES to MPC).


· Needs necessary supplemental accommodations (NSA). 


· After performing assessment that extends services to verify functional eligibility.


Philosophy of Case Management 


Rcw 74.39a

Chapter 388-71 WAC

K. Preventing Institutionalization


Case management assists clients in exercising their options in community-based care.  The services are designed to prevent unnecessary institutionalization and decrease barriers that may prevent someone from remaining in their present place of residence or moving to a less restrictive environment.  This approach to service delivery attempts to assist clients with complex or multiple problems and disabilities in receiving needed services in a timely and appropriate fashion.  The case manager maintains contact with clients to monitor changes in their condition or situation and to implement the plan of care.  Activities to achieve this goal include:


· A comprehensive assessment of individual needs;


· Development of a detailed individualized plan of services; 


· Periodic monitoring/verification of service provision;


· Periodic home visits or telephone contacts to monitor client status and to facilitate appropriate implementation of the plan of care;


· Discharge/Termination planning;


· Coordination with other services where appropriate.


L. Providing Client Centered Service


The case manager/social worker/CNC must work with each client to: 


· Develop a plan of care that identifies and facilitates coordination of health and long-term care services that meets the client’s needs;


· Involve the client in all phases of service delivery, whether in an active or consultative mode.

M. Balancing Choice


The case manager/social worker/CNC must explain that there is limited choice and work with the client to:


10. Allow the client to choose from a continuum of options for personal and health care services.  However, service and service delivery choices are generally limited or narrowed by eligibility criteria, payment sources, coverage options, functional ability, and provider qualifications;


11. Educate clients, family members, support system, and other service providers that a comprehensive plan of care is developed within the narrowed choices and resources available and that meeting ALL needs and providing ALL services is an expectation that neither the client, family, support system, nor case manager/social worker/CNC may be able to achieve.


The case manager/social worker/CNC must not view limited choice as a restraint on creative care planning or as a mechanism to discontinue seeking alternative funding sources.  As a manager of state resources, staff should utilize naturally occurring resources or access nontraditional means to assist a client in meeting his/her needs and to develop supports based upon realistic expectations and partnered problem solving.


Examples of limited choice are demonstrated when a case manager authorizes only those:


· Paid services that will meet an UNMET need that is not already provided by informal supports;


· Services that someone needs, not more service or less service;


· Services for the time period that is necessary;


· State payments for caregivers that do not have a disqualifying criminal history or other disqualifying factors;


· Services for someone who is functionally eligible.  Low income alone does not automatically make someone eligible for services;


· Placements for individuals that meet the Dementia, Mental Health or Developmental Disability Specialty criteria to an AFH with this specialty designation.


N. Evaluating Informal, Community, and Formal Supports


The case manager/social worker/CNC must assess the status of the client’s support system:


· Informal Supports:  Informal supports means unpaid services similar to or the same as those available under DSHS/ADSA service programs.  These supports are often provided by family, friends, significant others, volunteers, and other naturally existing resources a client has access to within their community.  


· Formal Supports:  DSHS/ADSA services are paid services meant to provide care and support at times when informal/community supports are not available and there is an unmet need.  It is not meant as a replacement for informal support or as a financial payment for supports that have otherwise been given voluntarily to the client.  Formal supports must be able to understand the client’s plan of care, provide the services, and accommodate the client’s preferences and differences.  They must also report changes that will impact the personal care and health of the client and maintain accurate records.


HCS CASe Management Responsibilites


wac 388-71-0605

Chapter 388-76 wac

O. General HCS Responsibility


HCS is responsible for providing case management services to all individuals who are:


1. Newly admitted to a NF:  Medicaid applicants, Medicaid clients, and dually eligible for Medicare/Medicaid.


2. Long-term Medicaid residents of nursing facilities and those residents who are converting or likely to convert within 180 days to Medicaid (from Medicare or private pay).


3. Newly admitted to or current residents in AFHs, Assisted Living facilities, EARC facilities, and ARC facilities.


4. Any adult with a prior APS involvement and in need of ongoing case management and not receiving core services. 


P. Providing Residential Care Case Management


HCS provides case management to all clients in Adult Family Homes and licensed boarding homes who have contracted with ADSA to provide Assisted Living, Enhanced Adult Residential Care, and Adult Residential Care services.  HCS may also provide case management to other individuals who come to the attention of the staff during a visit to residential settings.


12. When new client is entering a residential facility from his/her home.


a. Work with the client and the family.  If the client does not request the placement (often a member of the client’s family will contact the social worker about a placement), determine if the client is also requesting to be moved.


b. Explain that the client will pay participation and will have only a limited amount of money for personal use after placement.


c. Perform an Initial assessment, following steps outlined in Chapter 3. Make sure to include all of the client’s preferences on the Sleep and ADL screens. 


d. Use the AFH/BH Lookup Application to identify facilities with available Medicaid beds.  Send the list to the client and/or the family so they can visit as many as possible before making a choice.  For AFH placements, clients who have been identified as having:


· Dementia or special care needs, must be placed in a Dementia Specialty Adult Family Home.


· An Axis I or Axis II DSM IV diagnosis, must be placed in Mental Illness Specialty Adult Family Home.


· Skilled nursing tasks needs, must be placed in an AFH that has Nurse Delegation training.  Skilled nursing may need to be provided by visiting nurses.  Not all tasks are subject to nurse delegation and the client may need to be placed in an AFH owned by a Registered Nurse.  See Chapter 13.


e. Contact the facility to confirm a Medicaid vacancy.  Discuss rate and possible admission date.


f. Review and provide copies of the Assessment Details and Service Summary to the provider prior to placement.


13. When the resident is converting to Medicaid.


g. Explain that the client will pay participation and will have only a limited amount of money for personal use after placement.


h. Perform an Initial assessment, following steps outline in Chapter 3. Make sure to include all of the client’s preferences on the Sleep and ADL screens. 


i. Review and provide copies of the Assessment Details and Service Summary to the provider.


14. For all clients (new and conversions), complete the necessary forms and paperwork.


· For all clients, complete the Dementia Specialty Placement Criteria (13-692

) form to determine if there are special care needs (even if the client does not have a diagnosis of dementia).  If the client meets the criteria, document in SER that the selected AFH is certified to meet the need identified.  Fax this with the Service Summary and Assessment Details.


· For RSN funded clients, complete the MPC/RSN transmittal.  Fax this with the Service Summary, Assessment Details, and MPC/RSN transmittal to the local RSN office for approval.


· For clients with challenging behaviors (assaultive, destructive, self-injurious, inappropriate sexual behaviors, or history of misdemeanor behavior), fill out the Individual with Challenging Support Issues (10-234) form. The CM/SW and provider need to sign with copies going to the provider and the client file. 


15. Assigned
 staff visits each newly admitted client in residential care settings (AFH, ARC, EARC, and AL) within 30 working days of client’s admit or case transfer as documented within barcoding.  During the first case management visit:


j. Meet with the client and facility staff to review, discuss, and sign the Negotiated Service Agreement (NSA).  Include a copy of the NSA with signatures of the provider and client in the client’s file.


k. If items were not taken into account during the development of the Negotiated Service Agreement, meet with the provider and attempt to resolve these issues prior to signing the agreement.  Formal meetings should occur as appropriate to resolve issues of concern.


16. At least annually:


l. Ensure that the client’s needs are being met as outlined in the NSA.  If they are not being met, develop a plan with the provider and the client to more closely monitor that needs are being met.  Make changes to the Assessment Details and the Negotiated Service Agreement with the client, facility staff, and others as appropriate. See Chapter 8 for more details on the NSA.


m. Communicate with providers.  The HCS Regional Administrator and the RCS Area Manager may arrange for regularly scheduled meetings between staff to facilitate communication about the coordination of their efforts with providers that are having problems meeting a client’s needs.  These meetings:


· Provide an opportunity to discuss new homes, new contractors, problem situations and concerns that need to be monitored;


· Should include appropriate HCS, RCS
, AAA staff (such as social workers, community nurses, etc), adult family home licensors, contract monitoring staff, nursing services personnel, and local ombudsman;


· Should explore options which include but are not limited to: nurse consulting or nursing services intervention; referral to other community resources or services; and use of the Community Residential Care Facility Consultation Fund.


n. Determine the frequency of  contact with each client based on the client’s:


· Care needs.  Does health status change frequently and/or is the client unstable?


· Cognition.  Does the client have impaired cognition and/or communication skills?


· Emotional, psychiatric, and/or behavioral problems.


· Support system.  Does the client have a family or social support network?


o. Review the records kept by the provider to monitor for services provided against the frequency and level of care described in the Assessment Details/Negotiated Service Agreement.


p. Review with each client the frequency and quality of the service the client is receiving from the provider.  If the client is not receiving the services he/she needs or finds the services unsatisfactory, discuss this with the client, his/her representative, and the provider in order to attempt to resolve this issue.  Additional consultation will also occur as needed with the CNC, the AAA Nursing service, the Long-term Care Ombudsman, and Residential Care Services staff.  Refer to the Move and Relocation procedures in Chapter 8, Residential Services, if this intervention is not successful in resolving the issue(s).


q. If needed, document in the SER the services not provided and the reason.  Document concerns regarding the quality of the service provided and what how the issue was resolved by HCS staff, CNC or Nursing Services.


r. Consult with AAA Nursing Services about her/his visitation schedule.


s. Refer, the client for a nursing assessment to determine the appropriateness of Nurse Delegation services if it is determined that the client needs professional assistance with any nursing tasks.  (See Chapter 13 Nurse Delegation).


t. Call the Complaint Hotline 1-800-562-6078:


· Immediately if there is any indication of abuse, neglect, exploitation, or abandonment;


· To enter a complaint if the provider does not implement the plan or does not achieve the appropriate outcomes;


· To report any issue of concern regarding the quality of life and care for all residents.  Provide sufficient information about the issue for RCS staff to initiate an investigation.  Four minutes are available to leave a message, so have your information available when contacting the Complaint Hotline. 


Staff of the RCS Complaint Resolution Unit (CRU) or the investigators will return calls for additional clarification and information as needed.  Staff must document in the SER activities or action taken.  This information will be available to RCS staff to complete their investigation or to take corrective action.


Q.  Providing Nursing Facility Case Management (NFCM)


HCS must provide Nursing Facility Case Management (NFCM) by working with the client and nursing facility staff to help clients access services in the community.  HCS staff will prioritize their workload based on the following target populations:


· Medicaid clients


· Private pay individuals who meet the PASRR criteria


· Medicaid applicants


· Clients who convert to Medicaid


To provide NFCM HCS will: 


17. Inform client of MIIE and offer discharge resources (see Chapter 11), as needed.


18. Identify discharge potential on the Overview screen.  Document discharge potential discussion with client and staff in SERs using the NFCM contact code.


19. Identify barriers to discharge on the Overview screen and develop a plan to impact these barriers using the NFCM contact code in SERs.


20. Determine when ongoing contact and monitoring will occur. 


21. For residents converting or likely to convert to Medicaid within 180 days:


a. Confirm that a financial application for Medicaid has been submitted.


b. Visit the client, review the file to determine that the resident meets nursing facility level of care and document in SERs, using NFCM.


c. Notify financial worker using the 14-443

:


· Of the date the “Request for Assessment” was made by the nursing facility, since this may impact payment to the facility; and 


· To indicate whether the resident is likely to remain in facility for 30 days or longer and whether the resident meets nursing facility level of care.


· If the client requires a Necessary Supplemental Accommodation.


22. When there is discharge potential and client chooses placement in a less restrictive setting, perform an assessment (initial or significant change) and develop a plan for placing the client in the community at the time that the client is ready for discharge.  If appropriate, utilize discharge resources.


23. When there is limited or no discharge potential:


d. Visit the client and inform the client and/or the family/representative, as appropriate, of case management services.


e. Offer support to the client, the family and/or representative by addressing other concerns regarding care in the nursing facility or other quality of life issues.


f. Visit as appropriate to monitor the client condition and potential for relocation from the nursing facility.


g. Inactivate the client after 30 days if there is no potential for discharge.


h. Attend care conferences as needed.


24. When the client appears to not meet NFLOC, make a referral, in writing, to the Quality Assurance Nurse (QAN) and notify the facility that they are obligated to send a 30 day notice to the client.  The QAN will utilize the discharge protocol to determine if the nursing facility has developed an effective discharge plan.


AAA CASe Management Responsibilities 


R. General AAA Responsibility


AAAs have case management responsibility for:


25. All clients, age 18 and older, receiving ADSA-funded, community-based services in their home.


26. Individuals not receiving Core Long-term Care services, but are Categorically Needy Medicaid recipients living in their own home who:


a. Require services from multiple health/social services providers; and


b. Are unable to obtain the required health/social services for themselves; and


c. Do not have family or friends who are able and willing to provide the necessary assistance; and


d. Need assistance with one or more activities of daily living.


27. Based on staff resources, Aging Network Case Management for adults age 60 or over who reside in the community, are assessed as able to remain in a non-residential setting, and


e. Require multiple services and/or related activities performed on their behalf;


f. Are unable to obtain the required services and/or perform the required activities for themselves;


g. Do not have family or friends who are able and willing to provide adequate assistance;


h. Meet a-c above and require ongoing case management after an APS investigation has been completed.


28. The AAA may further limit the number of persons in the defined population of number 3 above. The criteria must be in writing.  When the AAA contracts for case management, the criteria is approved by the AAA and sent to ADSA for informational purposes.  When the AAA directly provides case management, the criteria must be approved by ADSA.


Refer all those age 60 or over who do not qualify for Core services to the Aging Network for either information and assistance or discretionary case management.


S. Providing Targeted Case Management


Targeted Case Management provides structured oversight to in-home clients who are experiencing instability that may put them at risk of a more restrictive living situation.  A targeted case management client may require varying levels of case management and/or Nursing Services and appropriate interventions.  
Clients who require targeted case management include those who:

· Have a potential for abuse and neglect as identified in the assessment on the Legal Issues screen or in the SERs. This includes all clients who have:


· Had an Adult Protective Service (APS) referral in the last year; or


· An open APS case; or


· A caregiver (paid or unpaid) with a score of 24 or higher on the Zarit Burden scale.


· Live in an environment that jeopardizes their personal safety, as identified in the assessment on the Environment screen or in the SERs.


· Are not always able to supervise
 their paid provider as identified in the assessment on the Decision Making screen and: 


· No one is identified on the Decision Making screen as the person responsible for supervision or 


· A paid provider has been identified as the person responsible. 


· Are sometimes or rarely understood as identified in the assessment on the Speech/Hearing screen item “By others client is”.


· Clients with unstable medical and/or psych-social conditions as defined by:


· Had 2 or more ER visits in the last 6 months; or


· Have partial or full thickness loss and one or more current pressure ulcers, as indicated on the Skin screen; or


· Have a foot infection or open lesions, as indicated on the Foot screen; or


· Have thought about suicide in the last 30 days, as indicated on the Suicide screen; or


· Have a complex regimen and do not follow frequency/dosage or mix alcohol and prescription drugs, as indicated on the Medication Management screen; or


· Have a depression score of 14 or more and refuse a referral.


For clients who meet the above criteria, AAA
 staff will:


29. Complete the contacts within necessary time frames which means:


a. During the first year, you must:


i) Perform a face-to-face visit in the client’s home within 30 days of the case assignment or case staffing. If the AAA worker participated in a case staffing in the client’s home, this would meet the requirement for a 30day visit.


ii) Complete at least one additional face-to-face visit in the client’s home prior to the client’s regularly scheduled annual assessment.  Visits may include AAA nursing assessments and /or collateral professional in-home contacts that have conferred with the case manager and agreed to represent the case manager’s concerns and needs while on-site.  These in-home contacts report back to the case manager after the on-site visit.


b. For the second and following years, the client will receive two face-to-face visits, which may include the annual assessment.


c. In addition to the face-to-face requirements, at least four collateral contacts are required annually.


30. Authorize targeted case management by selecting yes on the Overview screen of CARE and documenting the begin date in the SERs. 


31. Update the Overview screen and document in the SERs when the client’s situation has stabilized and targeted case management services are no longer necessary.


T. Providing Non-Targeted Case Management


Most contacts for case management clients will be at predetermined, predictable periods.  The case manager will adjust service delivery to meet the present needs of the client.  For non-targeted CORE clients, the following face-to-face contacts are required:

32. During the first year, you must complete a face-to-face visit within 30 days
 before or after a transfer from HCS that involves the client and takes place in the client’s residence.


33. For the second and subsequent years, the annual assessment will count as the face-to-face contact.


34. In addition to the face-face contact requirements, three additional contacts are required annually.  The methods of contact may be face-to-face, telephone, collateral, etc.  Document the contact in the SERs.  If you find out information that indicates a change in the client’s condition, you are required to perform a face-to-face assessment and update CARE.


U. Providing In-Home Case Management


As part of your role as a case manager, you will assist clients with other placements when they no longer can reside at home.


35. When your client is entering a nursing facility from the hospital, you will: 


a. Close SSPS authorizations with appropriate termination code.


b. Request that facility social worker or discharge planner notify you before the  client is discharged (if client is discharged within 30 days).


c. If the client is to be discharged before 30 days and his/her condition has changed, perform a Significant Change assessment.  


d. If the NF stay is going to be more than 30 days, notify the financial worker with a 14-443 (include date of admission), then transfer the case to the HCS worker for that facility.


36. When the  client is entering a nursing facility from his/her home:


e. Determine whether he/she wishes to be placed in a nursing facility and is aware of the less restrictive settings that are available in their community.


f. Make sure that the family is aware of other less restrictive settings and that some medical needs may also be met through nurse delegation.  Explain that the client will have only a limited amount of money for personal use after placement.


g. Contact  HCS and review the request for admission, placement options, and the most current assessment.


h. Perform a Significant change assessment if the client has had a significant change in cognition, mood/behaviors, ADLs, or medical condition since the last assessment.  


i. Verify that the facility has a Medicaid bed available.


j. Make sure the Pre-admission screening resident review form (PASRR) is completed and fax to facility.


k. On the Care Plan screen, update the program eligible for and planned setting to Nursing Facility.  Assign needs to the nursing facility on the Supports screen.


l. Send a 14-443 to the financial worker with the name of the facility, last day of in-home care, and admission date.  State that the client will remain in the facility over 30 days.  Close all SSPS authorizations.


m. Notify HCS worker that client has moved and transfer the file.  


37. When the client is entering a residential facility from his/her home.


n. Work with the client and the family.  If the  client does not request the placement (often a member of the client’s family will contact the case manager about a placement), determine if the client is also requesting to be moved.


o. Explain that the client will pay participation and will have only a limited amount of money for personal use after placement.


p. Perform a Significant change assessment if the client has had a significant change in cognition, mood/behaviors, ADLs, or medical condition since the last assessment.  Perform an Interim assessment to make changes if non-ADSA paid resources will no longer assist with personal care or household tasks.  Make sure to include all of the client’s preferences on the Sleep and ADL screens.  Have the client sign a Consent form and an Acknowledgement of Services form. Client must sign revised Service Summary or give verbal approval prior to authorization of services in new setting.


q. Review and provide copies of the Assessment Details and Service Summary to the provider prior to placement.


r. Complete necessary forms and paperwork:


· For all clients complete the Dementia Specialty Placement Criteria (13-692) to determine if there are special care needs (even if the client does not have a diagnosis of dementia).  If the client meets the criteria, document in SER that the selected AFH is certified to meet the need identified.  Fax this with the Service Summary, and Assessment Details. 


· For RSN funded clients, complete the MPC/RSN transmittal.  Fax this with the Service Summary, Assessment Details, and MPC/RSN transmittal to the local RSN office for approval.


· For clients with challenging behaviors (assaultive, destructive, self-injurious, inappropriate sexual behaviors, or history of misdemeanor behavior), fill out the Individual with Challenging Support Issues (10-234) form. The CM/SW and provider need to sign with copies going to the provider and the client file. 


s. Use the AFH/BH Lookup Application to identify facilities with available Medicaid beds.  Send the list to the client and/or the family so they can visit as many as possible before making a choice.  For AFH placements, clients who have been identified as having:


· Dementia or special care needs, must be placed in a Dementia Specialty Adult Family Home.


· An Axis I or Axis II DSM IV diagnosis, must be placed in Mental Illness Specialty Adult Family Home.


· Skilled nursing tasks needs, must be placed in an AFH that has Nurse Delegation training.  Skilled nursing may need to be provided by visiting nurses.  Not all tasks are subject to nurse delegation and the client may need to be placed in an AFH owned by a Registered Nurse.  See Chapter 13.


t. When a setting has been chosen, call the HCS worker for that facility and review the client’s assessment.  Work with the HCS case manager to assure that the facility can meet the needs of the client.


u. Contact the facility to confirm a Medicaid vacancy.  Discuss rate and possible admission date.


v. Notify the financial worker:


· Send a 14-443 to the financial worker or call with notice of upcoming placement and approximate admission date.  Ask for the participation amount.  If the client does not enter on the planned date, the participation may need to be adjusted. 


· On the day of admission, send 14-443 to the financial worker with the admission date and the client’s new address.


w. Transfer the case to HCS. 


Joint Case Management Responsibilities


When staff from multiple agencies shares responsibility for a case, the case manager needs to hold a case staffing.


V. Sharing a Case in CARE 


A shared case is when case mangers from multiple offices are part of the client’s team.  When clients are co-case managed by different agencies, a primary case manager will have to be identified in one agency with the other case manager given rights to that office and added to the client’s team.  Assessments will have to be coordinated between the two case managers to ensure timely completion.  An assessment may be created and completed by either case manager or one may create an assessment and address specific sections.  The second case manager may then check out the pending assessment and address the remaining sections.  Both case managers must use the same look back period for their assessment.


Example:  When a Respite client applies for Core services, the case will be transferred to the HCS office.  However, the Respite worker will need to remain on the team until a decision is made by the AAA office to terminate Respite services.


W. Holding a Multidisciplinary Case Staffing


A multidisciplinary case staffing is the process utilized during a case transfer from HCS to AAA or from AAA to HCS or at any time that the case manager and/or the client believes that it will further clarify and improve communication and service delivery.  Hold a case staffing when:


1. Case management needs arise as a result of a current or past Adult Protective Services investigation.


2. Significant complications or confusion exists that may place the client at risk of premature institutionalization, including concerns about the caregiver or environment.


3. There is a need to discuss and transfer case management oversight for complex cases that meet the criteria outlined in the Providing Targeted Case Management section.


To conduct a multidisciplinary case staffing:


1. If possible, hold it in the clients’ residence or wherever they are receiving care.


2. Always include clients unless they choose not to or an extenuating circumstance prohibits them from participating.


3. As needed, include staff from HCS, AAA, other agencies, and formal and informal supports.


4. Ensure that clients have completed and signed a consent form authorizing all case staffing participants to discuss their information.


5. Involve your supervisor and/or administrator if there is disagreement among staff on how to resolve an issue.


Exception



In unique circumstances, HCS and AAA/Aging Network case management staff may agree to modify the usual assignment of case responsibility.  Such negotiations will be made during the plan development process at the local level.







Report any issues of abuse, neglect, exploitation, and abandonment.  As mandatory reporters, HCS staff will contact the Nursing Home Complaint Hotline at 1-800-562-6078 when they observe or become aware of any issues of abuse, neglect, exploitation, and abandonment of any resident in the nursing facilities they are working with.  This report will remain confidential within the limits provided by law.











Info to have available: 



Name of HCS staff, telephone number with area code.



Times available for a call back between 8:00 a. m. and 4:30 p.m.



Name of the resident.



Does the problem affect other residents of the facility?  If yes, provide additional names.



Name of the facility.  If calling about an AFH, give the street address and city.



Date the problem was initially identified by or reported to the HCS staff.



Description of the problem.



Activities already attempted to resolve the problem, including dates of activities.



Barriers to resolving the problem.



Notification to other entities.  If yes, document the date of referral and any action they took, if known.















� Large Assisted Living, Adult Residential Care, or Enhanced Residential Care facilities with multiple Medicaid-funded residents may require more than one HCS staff assigned.  This enables residents, providers, and other system staff to become familiar with one another.







� RCS deals with violations of licensure requirements by corrective action and/or enforcement activities.



� Only clients who are coded as “Independent” or “Difficulty in new situations” may supervise their paid provider.



� Although HCS staff does not provide ongoing case management to in-home clients, they may need to perform targeted case management for Private Duty Nursing and APS clients.



� Exception:  Those subcontractors that provide both “Front Door” and on-going case management will not be required to make a 30-day visit following the initial assessment.  The subcontractor will make a client contact by any method outlined in the LTC manual within that 30-day period.  Document in the SER who is providing “Front Door” on-going case management services.







� All COPES clients and MPC clients who are functionally eligible for COPES are eligible for admission to a nursing facility and do not need to be assessed before admission.  MPC who are not functionally eligible for COPES and Chore clients must be assessed before admission and meet nursing facility level of care (the client must be COPES eligible).
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