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	To announce the release of the Residential Services, Chapter 8.

	Background:
	

	What’s new, changed, or

Clarified

 
	This chapter includes updated and more detailed information on residential services.

Through the posting of this chapter, the following MB’s have been superceded: 

· H05-024 - Significant Assessment Required When Medical Leave Exceeds the 20-day bed hold;

· H04-089 - ADSA Room and Board Change;

· H04-076 - Expansion of Centralized Bed Hold Processing to Include Boarding Homes;

· H04-046 - Revision of Bed Hold Policy – Third Party Payment to Providers After Expiration of Bed Hold;

· H03-76 - Assessment Requirements When a HCS/DDD Residential Client Returns from the Hospital.

	ACTION:
	Use Chapter 8 immediately. 
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Chapter 8 – Residential Services




Residential Services


The purpose of this section is to describe what services are available in residential facilities, how to work with clients in residential facilities, and how to authorize services.   


Section Summary 



		· What are Residential Services? Read here to find out about contracting and licensing requirements.

		See page 2.



		· Determining Eligibility For and Authorizing Residential Services Read about room and board, participation, and how to authorize services for COPES, MNRW, MPC, and GAU-funded residential clients.

		See page 4.



		· Case Managing a Residential Client Learn more about the process for placing clients in a facility, reviewing a Negotiated Service Agreement, and ensuring clients rights.

		See page 7.



		· Holding a Bed.  Learn about how to process bed hold requests for clients on medical leave.  Interested in Social Therapeutic Leave?  Read more.

		See page 11.



		· Moving and/or Relocating a Residential Client What to do when a client needs to be moved.

		See page 16.





Resources 


Rules and Policies

Read more about rules and policies on this subject.  This section also includes a summary of training requirements for residential providers.


FAQs

Read about common questions workers have about AFHs and BHs and Bed Holds.


Ask an Expert

For more information about the Residential Services Program, contact George Zimmerman at (360)725-2534 or ZimmeGM@dshs.wa.gov. 


For more information about the Specialized Dementia Care Program in Boarding Homes, contact Lynne Korte at KorteLM@dshs.wa.gov or (360) 725-2545.

For more information about the Bed Hold Program, contact David Yarbrough at YarbrDO@dshs.wa.gov  or (360) 725-2449, or Judi Plesha at PleshJM@dshs.wa.gov or (360) 725-3220  


WHAT ARE RESIDENTIAL SERVICES?

Residential services provide personal care services, activities, room and board, supervision, and intermittent nursing services.  Services fall in two categories of licensed residential settings: Adult Family Homes and Boarding Homes. These settings are sometimes referred to as Alternate Living Facilities (ALFs).  


Licensing Requirements


The Residential Care Services Division (RCS) of ADSA is responsible for licensing all Adult Family Homes and Boarding Homes in Washington State.  


Adult Family Home (AFH): is a residential home in which a person or persons provide personal care, special care, room, and board to more than one but not more than six adults who are not related by blood or marriage to the person or persons providing the services. Adult family homes may also be designated as a specialty home (on their AFH license) in one or more of the following three categories:  Developmental Disability, Mental Illness, and Dementia if they meet all certification and training requirements.  See Chapter 388-76 WAC for more on adult family home licensing requirements.

Boarding Home (BH) is a facility, for seven or more residents, with the express purpose of providing housing, basic services {activities of daily living (ADLs)} and assumes the general responsibility for safety and well-being of the resident. See Chapter 388-78A WAC for more on boarding home licensing requirements. 

Adult Family Homes and Boarding Homes may choose to serve:


· Private pay residents


· Both private pay and Medicaid residents


· Medicaid residents


Contract Requirements


If the residential provider wants to serve a Medicaid client (i.e. MPC, COPES, MNRW, ECS, or state-paid GAU services), the provider must also have a current contract with ADSA. 


The Boarding Home contract requirements are outlined in Chapter 388-110 WAC.  There are four types of boarding home contracts:


· Adult Residential Care (ARC) 

· Enhanced Adult Residential Care (EARC) 


· Assisted Living (AL) 


· Enhanced Adult Residential Care - Specialized Dementia Care:  This program began in November 1999 and as of September 2004, there are 39 boarding homes providing this type of care. EARC-SDC contracts are available on a limited basis and apply only to those boarding homes – or designated, separate units located within larger boarding homes – dedicated solely to the care of individuals with dementia, including Alzheimer’s disease, that have been selected  by ADSA to deliver services for this program.

Basic contract requirements for all boarding homes require the provider to:


1. Complete a negotiated service agreement, which will outline details on what/who/when/how services will be provided.

2. Support the client’s right to make decisions.

3. Review and update the negotiated service agreement with the client and/or representative semi-annually, give a copy of the agreement to the resident and case manager, and keep a copy in the resident's record.

4. Provide personal care services based on the negotiated service agreement. 

The AFH contract is the legal agreement between the AFH provider and ADSA.  It describes placement, statement of work, billing and payment mechanisms, contractor certifications, dispute resolution, required insurance coverage, licensed capacity, provision of nursing services, contract termination, training requirement and treatment of client assets.  

		SERVICES PROVIDED BY EACH LICENSED, CONTRACTED SETTING



		Services Provided

		Assisted Living

		ARC

		EARC

		AFH



		Negotiated Services Agreement (NSA)

		YES

		YES

		YES

		YES



		Personal Care

		YES

		YES

		YES

		YES



		Room & Board

		YES

		YES

		YES

		YES



		Supervision

		YES

		YES

		YES

		YES



		Nursing 

		          YES (1)

		       YES (1)

		     YES (1)

		       YES (2)



		Private Unit

		YES

		NO

		NO

		NO



		Private Bathroom

		YES

		NO

		NO

		NO



		Kitchen Area

		YES

		NO

		NO

		NO



		Activity

		YES

		YES

		YES

		YES



		Assist w/ External Services (3)

		YES

		YES

		YES

		YES



		Nurse Delegation  (4) 

		YES

		YES 

		YES 

		YES 



		Personal Care Supplies 

		YES (5)

		       NO

		      NO

		NO





1.   Intermittent Nursing Services (INS) are an ADSA contracted service in AL, EARC and ARC settings. Depending upon the assessed needs of the resident, INS services may include, but are not limited to: medication administration, administration of health treatments, diabetes management, non-routine ostomy care, tube feeding and nurse delegation as allowed under WAC 388-78A.  INS are provided, as needed, and may be available 24-hours a day, 7 days a week.  The BH must have an RN assess a client prior to admission to the facility for any identified nursing care need to ensure the BH is able to meet the care needs of the prospective resident.     


2.   Nursing Care may be available in an AFH operated by a RN or LPN Provider, and/or is available through nurse delegation or other resident arranged health care professionals.  The nurse provider can decide whether they will or will not provide direct nursing care or delegated nursing care.  However, an AFH may only admit a Medicaid client when they can meet the client’s assessed Nursing Care needs with current or contracted staff (including through Nurse Delegation), as allowed under WAC 388-76-61010, or through resident arranged health care as from Home Health, a nurse practitioner or outpatient services.

3.   External Services (resident-arranged services): BH residents may choose a home health agency, hospice provider, etc. to provide resident arranged services.  An AL must allow a resident to receive external services, as required by WAC 388-78A-2340. 


4.   All settings must provide nurse delegation according to WAC 246-840-910, if they admit Medicaid clients that require care needs that must be delegated. 

5.   Personal care supplies are required by AL contract only.  At no additional cost to the resident, the provider must provide generic personal care items needed by the client such as: soap, shampoo, toilet paper, toothbrush, deodorant, sanitary napkins, and disposable razors. This does not include items covered by medical coupons. It does not preclude clients from choosing to purchase their own personal care items.

Determining Program Eligibility for and Authorizing Residential Services


Residential services can be paid for by the resident or funded through the following programs:


· Medicaid Personal Care (MPC);

· COPES;

· Medically Needy Residential Waiver (MNRW);

· State-Funded GAU.

Determining Program Eligibility 


All ADSA clients who receive MPC, COPES, MNRW, or state-funded GAU services in any residential setting must meet the functional and financial eligibility program requirements before being placed in the facility. Eligibility is determined simultaneously between financial workers for financial eligibility and by case managers for functional eligibility. The following chart shows the types of facilities offered to clients, based on what program they are receiving. 


		PROGRAM

		ARC

		EARC

		EARC-SDC* 

		AL 

		AFH



		MEDICAID PERSONAL CARE

		YES

		NO

		NO

		NO

		YES



		COPES

		NO

		YES

		YES

		YES

		YES



		MNRW

		NO

		YES

		YES

		YES

		YES



		STATE FUNDED GAU ONLY

		YES

		NO 

		NO

		NO

		YES





*EARC-SD clients must be COPES or MNWR eligible and have a diagnosis of irreversible dementia (e.g., Alzheimer’s disease, multi-infarct or vascular dementia, Pick’s disease, alcohol-related dementia, etc.) and meet the additional eligibility criteria to be documented on the Program Eligibility Checklist (Available from Lynne Korte, Program Manager at 360-725-2545).  Contact your Regional Administrator or supervisor for information on the boarding homes in your region participating in this program. If you are looking to find a placement outside your region, be sure to contact the case manager that works with the contracted facility you are considering.  


Determining the Payment Rate


Current payment rates for Adult Family Homes and Boarding Homes can be obtained at:    http://adsaweb/management/orm/default.htm.    Before authorizing payment to a provider, verify the correct amount using the classification identified in CARE and the geographic location of the provider.  

In addition to the CARE determined payment rate, some Assisted Living facilities may receive an additional payment amount, called a Capital-Add-on Rate.  This is reviewed every six months.  If an assisted living qualifies for this add-on, they will receive it for a period of six months.  Before each six month period, Home and Community Rates will notify you of which Assisted Living facilities qualify and which ones no longer qualify for the Capital Add-On.  You are responsible for adjusting the payment rates for Medicaid clients in these facilities. 


Determining a Client’s Room and Board and Participation Towards the Cost of Their Personal Care

Clients are required to pay towards the cost of their room and board and may be required to pay towards the cost of their personal care services.  Clients may keep a personal needs allowance (PNA) for clothing and personal incidental items.  Collaborate with financial staff to determine these amounts.  Points to remember about the client’s contribution:

· A client’s contribution includes two components: room and board, and participation towards the cost of their personal care.  Together these equal the client’s total payment to the provider.  

· For all clients, the combination of room & board and personal care costs are combined and placed on the first line of the SSPS authorization using the program participation codes.

· Federal regulations require that clients who have any SSI income pay only for room and board expenses.  They may not use their income to participate towards the cost of their personal care.


· For SSI clients on the MPC program, the case manager calculates the amount of client’s room & board.  For MPC clients not receiving SSI, the case manager calculates the client’s room and board, and their participation towards the cost of their personal care.


· Unlike COPES, MPC client expenses cannot be used as a deduction from the client’s payment without an approved ETR.  Some examples of expenses are health premiums, medical bills, and guardianship fees.  The ETR cannot exceed the client’s room and board amount.  This type of ETR is submitted at the regional level to the RA’s designee.

· For clients on the COPES and MNRW programs, the financial worker for the client calculates the amount of room and board and the client participation towards their personal care (also available on the client’s award letter). 


Supplementing the Medicaid rate


Sometimes the provider will request that the client supplement the Medicaid rate.  Providers may not request supplemental payment of a Medicaid recipient’s daily rate for services or items that:

· Are covered in the client’s negotiated service plan; 


· The provider is required to provide under licensing chapters 388-76 or 78A WAC; and/or 


· The provider is required to provide in accordance with his/her contract with the department. 


If a friend or family member purchases additional items or services not provided for under the Medicaid contract, they must pay the provider directly. If they give this money to the client to pay the provider, it would be considered income and may jeopardize the client’s financial eligibility.


Room and Board


The monthly room and board amount, for adults in all ADSA residential facilities, is calculated by taking the Federal Benefit Rate (FBR) (which is the SSI one person standard) and subtracting $58.84.   The room and board amount will change every year with the SSI FBR cost of living adjustment (COLA) in January.  The calendar year SSI FBR amount can be found on the Medical Income and Resource Standards chart published by the DSHS Health and Recovery Services Administration (HRSA) in January of each year. 

Additional case management information about Room and Board includes:


· The room and board calculation for clients whose income is less than the FBR would be their income less their personal needs allowance (PNA).


· Clients who receive any income from SSI pay only the room and board amount. 


· If clients leave the facility to move to their own home, ADSA does not charge the room and board for their last month (regardless of the day of the month they move out of the facility). 

· If clients move to another community residential setting or nursing home, the room and board and cost of care is split between the two facilities.  


Case management wITH a Residential Client


HCS provides case management to all Medicaid clients in Adult Family Homes, Assisted Living, Enhanced Adult Residential Care, and Adult Residential Care facilities. As the case manager, you are responsible for:


· Assisting client with seeking residential placement to identify appropriate options.

· Coordinating placement with providers and reviewing the Negotiated Services Agreement.


· Ensuring Client Rights.


· Requesting Necessary ETRs.


· Coordinating with RCS.


· If necessary, help coordinate a client’s move or relocation.  

Choosing a Residential Facility


Provide information to clients so they can make informed choices about residential options.   Discuss with the client his/her preferences identified in CARE assessment and then assist the client in selecting a residential setting that will meet his/her needs. Prior to placement, you will need to:


1. Ensure that the client meets functional and financial eligibility for HCS programs.


· Check the ADSA intranet site for the list of licensed and contracted BH and AFH http://aasaweb/afhbh/. Services provided by residential settings vary.  When choosing a residential setting, review the plan of care with staff at the residential facility to insure the services outlined can be delivered in that type of licensed, contracted facility.  Review the Services chart.  In addition, clients who have a developmental disability, mental illness or dementia can only be served in a specialty AFH
 or may also be considered for the specialized dementia care program.  


2. Identify which units/beds in an AFH/BH are licensed and ADSA-contracted, as not all rooms are licensed and contracted. If in doubt, request to see the facility’s room list or contact the local RCS licensor.


3. Assure the client selects a residential provider that meets licensing and contracting requirements including specialty designation, if appropriate.


4. Coordinate with the HCS residential case manager for the particular facility.


5. The provider must review the assessment and sign the service summary prior to placement.

6. Have the client approve and sign the plan of care and inform client and/or their representative of participation and room and board.


Once placement is approved:


1. Help coordinate the client’s move to another residential setting, if needed.


2. Determine participation, room/board and authorize the SSPS payment to the provider effective the day the client actually moves into the facility. 

3. Notify the financial worker of the date of placement and program authorized date of the change, and any other pertinent information using the 14-443.

4. Notify the receiving case manager of the date of admission to the new facility. 


5. Transfer the client’s aging file and CARE assessment using instructions found in Chapter 3.


Reviewing the Negotiated Service Agreement/Negotiated Service Plan


Review the Negotiated Service Agreement (NSA) for boarding homes or Negotiated Service Plan (NSP) for AFH. The provider uses the NSA/NSP to determine the service and care needs of individual residents.  NSA includes frequency and intensity of services and is outlined in WAC 388-110-150, WAC 388-110-220, and WAC 388-110-240.  Clients should have a NSA/NSP that details how services will be delivered to meet their choice and needs.  All providers must develop the NSA/NSP within 30 days of the client’s admission. Once developed, the case manager needs to review the NSA/NSP, approve and sign it. The NSA/NSP must be reviewed and revised at least annually, or any time it no longer addresses the needs and preferences of the client.  


Monitoring Changes in the Client’s Condition 


Facilities are required to:


· Notify a resident's next of kin, guardian, or other individual or agency responsible for, or designated by, the resident as soon as possible regarding:


· A serious or significant change in a resident's condition.


· The relocation of a resident to a hospital or other health care facility.


· The death of a resident.  In case of death, notify the coroner if required by RCW 68.50.010.


· Document in the resident's health record, the date and time individuals were notified, and the relationship of those individuals to the resident.


· Notify the case manager if there has been a significant change in client’s care needs, whether or not related to a medical discharge. 

Case Managers are required to:


When a change in the client’s functional abilities and/or health status is reported, you will need to complete a significant change assessment in a timely manner.  After completing the assessment, you will need to:


· revise the client’s plan of care, as needed;


· review the assessment details and service summary with the provider;


· obtain client and provider consent and signatures, and


· revise the payment authorization (if necessary). 


If the change results in payment changes, remember that the new payment cannot be earlier than the new current assessment date.  Federal rules do not permit backdating of SSPS payments.  Also, staff can not authorize payment until they have obtained client consent and the assessment is in current status.    

Client Rights


All residents living in licensed boarding homes and adult family homes are protected by the rights granted in RCW 70.129, Long-Term Care Residents Rights.  Case managers need to be familiar with the rights outlined in RCW 70.129.   As a case manager, you are responsible for reporting any significant or repeated resident rights violations to the RCS Complaint Resolution Unit (CRU) for review and investigation. 


A provider’s failure to respect these rights is a violation of licensing requirements.  


· Violations and/or Concerns of Abuse, Neglect, Abandonment, or Exploitation


All DSHS employees are mandatory reporters. When there are concerns of abuse, neglect, abandonment, or financial exploitation of residents in facilities that are currently licensed/contracted (or required to be licensed/contracted), you must report the concern to CRU. Residential Care Services (RCS) is responsible for the intake, screening, and investigation.  See Chapter 6 for more information about mandatory reporting requirements. 



· Client Rights Violations

Single incidents, not classified as abuse, neglect, abandonment, or financial exploitation, may be handled through consultation and education with the provider or by involving the Long-Term Care Ombudsman Program. The Ombudsman program is responsible for protecting the rights of all residents and handling complaints from facility residents.  The Long Term Care Ombudsman can be contacted at 1-800-422-1384.


Exception to Rule


Requesting ETRs


You may need to request an Exception to Rule (ETR) for some of your clients.  Rule Exception requests, not related to changes in daily rates, are approved by the HCS Regional Administrator or Deputy Regional Administrator.  


Note: An ETR for a bed hold setting is approved by the Headquarters Bed Hold staff.  (See page 12).


ETR requests may be submitted if the hours/daily rate generated by the CARE algorithm does not meet the client’s care needs. ETR approvals will be based upon the clinical characteristics and specific care needs of the clients. These characteristics must be documented within the CARE tool. Be sure to notify the client of the outcome of the ETR. For more information on the ETR process, refer to Chapter 3, Appendix F in the Long Term Care Manual.


Examples of ETRs common to residential settings are included in the following chart.


		Rule

		Request

		Process



		WAC 388-110-140:   Each resident in an AL facility must be provided with a private unit, including a full private bathroom and a kitchen area.


Note: 388-110-140 permits a client to share an AL unit with their spouse, as long as it is the client’s choice. 

		Client requests to share a room with a sibling, friend or acquaintance.

		The provider may send a request to the RCS Director for an exception to the private room requirement to allow two (2) persons to share one unit.


The client may request an exception to the private room requirement from HCS staff. HCS reviews the request and:


1. Determines if it is the client’s choice to share one unit.


2. Notifies RCS of the client’s choice to share one unit.


3. Pays the EARC rate until the exception is approved.


4. Pays the AL rate from the day client moved in if RCS approves the exception.


5. Reviews the exception annually.






		Provider must offer client choice of units that meet contract requirements.

		Private pay client, converting to Medicaid, requests to remain in their non-contracted unit in Assisted Living.

		In cases` where a private pay client, converting to Medicaid, requests to remain in their unit, even though it is a non-contracted unit.  


Client requests ETR. HCS staff reviews the request and:

1. Provider request that RCS approve private pay client, converting to Medicaid, remains in a non-contracted unit.

2. Check with RCS to determine if their approval has been given

3. Evaluates client's choice to remain in a non-contracted unit.


4. Notifies RCS if client chooses to stay in a non-contracted unit.


5. Pays the provider the EARC rate until RCS makes a decision 


6. Pays AL rate beginning on move-in if RCS approves the exception.


7. Reviews the exception annually.

Notes:  


· The request to remain in a non-contracted unit must be the clients.


· This ETR may occur only when a private pay client is converting to Medicaid. 



		388-110-140:  Keep kitchen appliances (refrigerator, a microwave oven or stovetop) in the room.

		For safety reasons, a client’s family requests not to have kitchen appliances in the unit.

		HCS staff may approve, at their level, client requests not to have kitchen appliances in their unit.  HCS staff should:


· Evaluate client's choice not to have kitchen appliances, and if you have questions about the client’s choice, review your concerns with your supervisor.


· Record approval in the client's NSA.

· Review the exception annually.



		MPC and state-only funds do not pay for personal laundry.

		The client requests that participation be adjusted to cover laundry costs.

		First, consider family and friends to help with laundry services.  


For MPC clients only, the provider must send the case manager a written request to charge a client for individual laundry.  The request should include the client’s name, case number, the amount that the provider charges for personal laundry, and the client's choice to have the provider do personal laundry. HCS may:


a. Approve an ETR to adjust room and board to pay for individual laundry. Approve individual laundry charges if it is identified on NSA and client’s plan of care.  The maximum charge for individual laundry is $15.00 per month


b. Send approved requests to the provider, stating the date that the department will start paying for the laundry services. 

c. Review the NSA and plan of care every six months to continue paying for laundry.





Bed Holds for Medical Leave 


Per WAC 388-105-0045, residential facilities are required to hold a client’s bed for 20 days when the client is discharged for medical reasons to a nursing home or hospital.  Although federal rules prohibit the use of Medicaid funds to hold a residential bed while a client is in a hospital or nursing home, the department may use state funds to hold the bed or unit, as long as the client is likely to return to the facility.  

The bed hold process has been centralized for all clients (except for DDD clients, which continues to be done by regional DDD staff). This allows us to compile legislative reports and reduce overpayments.  Staff located at ADSA headquarters work with field staff and the providers in processing bed holds.  A web-based application is available for you to search, check status, monitor expiration dates, and report outcomes. 


Notifying Case Manager of Medical Leave and Return


Providers must notify the case manager immediately when medical discharges occur, per WAC 388-76-675. Facilities may report client returns to the case manager or by using the bed hold toll free number, 1-866-257-5066 (if return occurs during the bed hold period). Timely notification of discharges and returns remains critical in reducing overpayments.


Determining Whether the Client is Likely to Return


Within two working days of learning of a client’s discharge or return from medical leave, you must determine whether or not the client will likely return.


1. If the client will not likely return to the facility: 


· Terminate all SSPS payments including nurse delegation and notify client and provider. 


· Send a DSHS 14-443 to the HCS financial worker describing the action.


· The facility may discharge the client, as outlined in chapters 70.129 RCW and 388-76 WAC.


2. If the client, in your judgment, will likely return, submit a bed hold request to ADSA headquarters through the web-based application and follow other necessary steps as outlined below.  


Processing the Bed Hold Request


Case Manager Responsibilities


1. Use the web-based application to:


· Report the client’s return, transfer to SNF, or other outcome by updating previously submitted information through selecting “Review/Amend My Bed Hold Requests.” If the original bed hold request was submitted by another worker, send an email as directed from the review/amend menu.


· Request a new bed hold for a client with prior bed holds, using the “Resubmit Previous Request as New Bed Hold” Menu Option.


2. You can call the bed hold toll free number at (866) 257-5066 (available to providers as well as case managers) to leave a message or speak with a Bed Hold Program Manager.


3. SSPS.  If you submit the bed hold request:


· On the SSPS regular invoice deadline day, terminate the regular service effective the day before discharge.


· On any other day, leave both the participation and residential daily service code(s) open.  


· And the client dies after being discharged on medical leave but before services have been closed, terminate the regular service effective the day before discharge instead of the date of death. 

4. Notify headquarters bed hold staff when a client in bed hold status has transferred to a SNF including date of admission and name of SNF.  HQ bed hold staff will forward information provided to the appropriate financial service worker.  If notifying financial workers directly, case managers still must update the bed hold request to include the transfer information.  


5. When you have completed the bed hold process, you will receive a packet including all documents related to the bed hold event required for the HCS Aging file. An extra copy of all SSPS authorizations is provided for the local office when reconciling Transaction List SSPS017.  


Bed Hold Staff Responsibilities

ADSA Bed Hold staff will handle all SSPS actions, required notifications to financial staff, and SER documentation related to bed hold actions.  You should not duplicate these activities.  These activities include:


1. Sending DSHS 14-443 to the client’s financial specialist by e-mail with a copy to case manager after receiving request or return notification.


2. Terminating daily residential payment code(s) unless the request was submitted so late that doing so prevents payment of the current month’s authorization that has already invoiced.  Authorizing and terminating bed hold codes and participation codes when appropriate.  


3. Re-authorizing service at the previous rate when notified of the client’s return during a bed hold unless reassessment is in process. If rate has changed as a result of an assessment already moved to current, the new rate will be used (and any remaining client participation will be added).


4. Determining if an over payment exists and whether it will be captured by Payment Review Process. If not, complete overpayment forms and provide copies for aging file.


Paying for the Bed hold


		From the:

		The department:



		Date of discharge through the 7th day

		Pays 70% of the daily rate.  






		8th through the 20th day

		Pays a reduced rate. See current rates on the ADSA website. These rates are subject to legislative action.



		21stst  day forward

		No longer pays for the bedhold.  The provider may seek a third party payment or give up the bed.





Exception to Rules (ETRs) for payment to hold a client’s bed/unit after the 20-day department paid bed hold are not permitted (per WAC 388-440-0001 and RCW 18.20.290).   However, the provider may seek third party payment, as long as it does not exceed the client Medicaid daily rate paid to the facility at the time that the facility discharged the client to the hospital or nursing home.  Note:  The provider may not seek third party payment during the first 20 days.


If the 20 day bed/unit hold has expired, no third party payment is available, and the client wishes to return to the facility, the client may return to the first available and appropriate bed or unit, if the criteria are still met (e.g. level of care, contract and licensing).

Headquarters will consider exceptions to rule to WAC 388-105-0045 for setting only when a residential client discharges to an RSN funded mental health bed or licensed Hospice Care Center on temporary medical leave to facilities that are not licensed hospitals or skilled nursing facilities. State contracted Alcohol and Substance Abuse Residential Treatment Programs may also be considered for ETR.

		Complete a significant change assessment:

		Steps:



		For any client returning to any residential facility and leave exceeds 20 days.

		Before reauthorizing services, complete a significant change assessment and:

1. Get required client approval, per guidelines in Chapter 2. 


2. Move the assessment to current status.

3. Notify Financial if there has been any change in the daily rate.


4. Get a new signature on the 14-225 (if applicable), per guidelines in Chapter 7.



		When notified by the provider within the 20 day bed hold period that care needs have changed.




		Before the client returns to a residential setting, complete a significant change assessment and:

5. Get required client approval, per guidelines in Chapter 2. 


6. Move the assessment to current status.

7. Get a new signature on the 14-225 (if applicable), per guidelines in Chapter 7.


8. Update the client’s bed hold request to alert HQ staff that services can be reauthorized.


9. Bed Hold staff will notify Financial if there has been any change in the daily rate. 





Assessing for Significant Change


NOTE:  You do not need to complete a significant change assessment before the client’s discharge back to a residential setting if:


· The medical leave is less than 20 days; and


· There is no reported change in the client’s condition (and no significant change assessment is requested); and

· The client remains financially eligible per program requirements.

Adjusting Room and Board and Participation


For COPES and MNRW clients:


Financial Services determines the amount of the client’s payment towards room and board and their participation toward the cost of personal care. When determining this payment amount, the goals are to avoid making clients pay room and board/participation to multiple facilities whenever possible, and to preserve funding by keeping room and board/participation at the residential facility rather than sending it to the nursing home (when Medicare is paying the costs).


Financial workers will:

1. Take no action until the bed hold has expired. The maximum length of the bed hold payment is 20 days.


2. Determine how much the client should pay to the residential facility during the discharge month. Assign any remainder to the new facility.  If the client:


a. Did not return to the residential facility, change the client’s medical program to Nursing Facility coverage or other appropriate program and assign room and board/participation to the new facility after determining how much room and board/participation was used at the residential facility during the month the client left. 


b. Does return to the residential facility either in the same month or the next month, assign room and board/participation to that facility. 


c. Returns to the residential facility, do not reassign any room and board/participation to the nursing home for any bed hold month(s) unless there are not enough days at the residential facility to account for it.


For MPC clients:

1. Case managers are responsible for allocation of room and board, and participation towards the cost of care.


2. Clients, who receive any SSI income, pay only room and board.


3. If the client goes into a NF, the case manager needs to coordinate with the financial worker to see if any income should be allocated to the NF.




Interested in more information on bed holds?  Read these FAQs!


Social Leave


Residential clients are allowed to leave a facility for recreational or social leave purposes for up to 18 days per calendar year. This means that you will maintain the current SSPS payment for the time the client is on leave.  Following is more details on Social Leave.


		Social Leave



		What is covered under Social Leave?

		Social Leave is defined as leave that is for recreational or socialization purposes, not for medical, therapeutic or recuperative purposes.  ADSA permits Social Leave in all residential settings.  Social Leave is limited to no more than 18 days per calendar year.  AFHs and BHs are responsible for self-reporting and self-tracking Social Leave for their clients.






		When do I authorize this service and for how long?

		If a client takes Social Leave, the AFH or BH provider is required to notify their HCS Case Manager within one working day.  When notified the client is on social leave, you will need to:


· Maintain the current SSPS payment.


· Evaluate the need for social leave beyond 18 calendar days per year.


· Evaluate if the client’s placement in the AFH or BH is the most appropriate placement option.



		Are ETRs allowed for Social/Therapeutic Leave?

		Evaluate whether there is a need for an ETR and consider:


· Do the additional days meet the client's needs and desires?


· Is there a person willing and able to meet the client's care needs while the client is out of the facility?


· Is there a temporary service plan in place to meet the client's needs during his/her absence?


If you determine the need for additional days, submit an ETR to your Regional Administrator for approval.

  
 





MOVING A CLIENT


Clients may be required to move for a number of reasons.  This section outlines the responsibilities for RCS, HCS and providers.


RCS Responsibilities


As a result of a facility inspection/survey, Residential Care Services can:


· Issue a statement of deficiency, 


· Suspend or revoke a facility’s license.  When RCS decides to revoke or suspend the license of a facility, both HCS and RCS work together to ensure the transfer of Medicaid clients to another residential setting.


· Stop the placements of new residents in these facilities. When RCS determines the need for Stop Placement, they will notify appropriate local entities and governmental organizations of the decision.


· Close a facility.    


Be aware that notices from RCS are confidential when related to potential or planned closures, License Revocations, and Summary Suspensions.  Also note that the facility administration and clients or their families will not be advised of the pending action.


HCS Responsibilities


HCS is responsible for relocation of clients in a timely manner.  Because, moving or relocating a client can be stressful, you may need to use other resources such as:


-  The Long Term Care Ombudsman Program


-  Regional RCS staff assigned to that facility 


-  RCS Complaint Resolution Unit 


-  Your Supervisor or Regional Administrator


-  Headquarters Residential Program Manager


When a client wants to move the facility will assist with and coordinate the client’s transfer or discharge.  Clients may move at will and are not required to give notice.  NOTE:  In Boarding Homes and Adult Family Homes, private pay residents must comply with the agreements they signed with the facility upon move in.  When a Medicaid client requests to move, you will need to:


· Work with the facility staff.


· Consider using the discharge resources if the client is moving to a less restrictive setting.  See Chapter 11; 


· Coordinate with other case managers, if necessary (e.g. DDD or Mental Health).


When a provider wants a client to move because they are no longer willing or able to provide services, you will need to ensure that the reasons are consistent with RCW 70.129.110.  NOTE:  Conversion from private pay status to Medicaid is not a valid reason for discharging a resident.  


1. Review or complete an assessment and review the current Negotiated Service Agreement (Negotiated Service Plan in AFH) to determine if there is a legitimate reason for the move.


2. If after reviewing/completing the assessment and reviewing the Negotiated Service Agreement:


· You find the client's care exceeds the license or contract limit of the facility; you will need to coordinate the relocation of the client to a different setting.  If necessary, contact the RCS Field Manager to obtain clarification of any license or contract requirements.


· That there is no valid reason for discharge and the client wants to stay, try to resolve it with the provider.  If you are unable to resolve the conflict, consult with your supervisor about referring the case to Residential Care Services Complaint Resolution Unit at:  1-800-562-6078.   Also, let the client know he/she can contact the Ombudsman or file a complaint with RCS.  


Advise the client, the client's family, and if appropriate, an alternate decision-maker that the provider is not following the service plan. The client may choose to remain in the facility if the provider has a license and a contract and meets the care needs as outlined in the NSA/NSP.


Other situations where moving the client is problematic may occur when the:


· Client wants to move from the facility and the family/alternate decision maker does not want the client to move, or


· Family or alternate decision maker wants the client to move and the client desires to remain in the facility.  In these situations, refer the situation to the Ombudsman for resolution. 


When a facility voluntarily closes or does not renew their contract, you will need to:


· If the facility has a large number of clients, develop a plan with the Regional Administrator to locate new facilities and relocate the clients.  This effort may involve several case managers from around the region.


· Work with the facility staff when transferring/moving a client.


· If a client is moving to a less restrictive setting, consider using the residential discharge allowance for relocation.  Follow the discharge allowance procedures outlined in Chapter 11. 


· If the client is case managed by DDD or Mental Health, coordinate the move with the other case managers.


When there is a stop placement, the facility’s license is suspended/revoked, or an involuntary closure, you will need to:

· Work with RCS to ensure the client’s are moved in a timely manner.  

· Get RCS approval for any client who move and want to be readmitted to the facility with the stop placement.


· If private pay residents request and/or need assistance in relocating, provide that assistance.  


Provider Responsibilities


Before transferring or discharging a client, the provider must: 

1. First attempt through reasonable accommodations to avoid the transfer or discharge, unless agreed to by the client; 


2. Notify the client and representative and make a reasonable effort to notify, if known, an interested family member of the transfer or discharge and the reasons for the move in writing and in a language and manner they understand within 30 days, unless:


· There is an emergency per RCW 70.129.110. 


· The client has been in the facility less than 30 days.


Note:  Notice given to private pay residents should comply with the agreements they signed when they moved into the facility.


3. Record the following in the client's record; 


a. The reason for transfer or discharge; 


b. The effective date of transfer or discharge; 


c. The location to which the client is transferring or discharging; 


4. Refund any unspent participation within 30 days of the client’s move. Providers will prorate participation based upon the number of day of service the client received.  The client’s participation is applied first to the monthly rate, before any state or Medicaid funds are spent.  


· Calculate remaining participation by multiplying the daily rate times the number of days of that month the client stayed in the facility.  


· Subtract the above sum from the client’s participation.  Any participation remaining belongs to the client.  

Rules and Policies


The following rules apply to clients receiving care in residential facilities.  RCS and HCS work in partnership to provide quality service delivery in all residential care settings. HCS is responsible for the assessment and case management of residential clients; accurate payments to the providers and complying with state and federal regulations. RCS is responsible for the licensing, inspection and surveying of all licensed Adult Family Homes and Boarding Homes. HCS and RCS work together to resolve issues for residents.


		RCWs



		70.129

		LONG TERM CARE RESIDENT RIGHTS



		43-190

		LONG TERM CARE OMBUDSMAN PROGRAM






		WACs



		388-76

		ADULT FAMILY HOMES MINIMUM LICENSING REQUIREMENTS






		388-78A

		BOARDING HOME LICENSING RULES



		388-105

		MEDICAID RATES FOR CONTRACTED HOME AND COMMUNITY     


RESIDENTIAL CARE SERVICES






		388-106

		LONG TERM CARE SERVICES 



		388-110

		CONTRACTED RESIDENTIAL CARE SERVICES



		388-112

		RESIDENTIAL LONG TERM CARE SERVICES (TRAINING)



		388-515

		ALTERNATE LIVING – INSTITUTIONAL MEDICAL 






		388-527

		ESTATE RECOVERY





Training Requirements


ADSA has training requirements for staff managing or working in Adult Family Homes and Boarding Homes. WAC 388-112 outlines these provisions in detail.  Below is a summary table, by residential provider type, of the training requirements for residential settings.    


Adult Family Homes Training Requirements


		Type of Training 

		AFH Provider & Resident Manager 

		AFH Caregiver



		First Aid And CPR

		Before providing care to residents

		Within 30 days of employment if directly supervised by person with valid card. 



		Orientation 

		Before routine interaction with residents. 

		Before routine interaction with residents.



		Basic Training 

		Provider prior to opening home, resident manager within 120 days of hire.

		Within 120 days of start of hands-on care giving.



		Specialty Training or Caregiver Specialty training 

		Prior to providing specialty care, or within 120 days of need developing for current resident.

		Trained by provider, no timeline.



		Cont. Ed. 

		10 hrs per calendar year 

		10 hrs per calendar year



		Residential Care Admin. 

		Prior to opening second AFH

		No



		HIV/AIDs 

		No

		No



		Nurse Delegation Core Training

		Before performing a delegated nursing task

		Before performing a delegated nursing task





Boarding Home Training Requirements


		Type of Training 

		BH Administrator or Designee

		BH Caregiver

		Other Staff



		First Aid And CPR

		Within 30 days of employment; maintain valid card. 

		Within 30 days of employment; maintain valid card.

		BH licensed nurses: CPR within 30 days of employment  (nurses have no requirement for first aid)



		Orientation 

		Before routine interaction with residents.

		Before routine interaction with residents. 

		Before routine interaction with residents



		Basic Training 

		Within 120 days of hire 

		Within 120 days of start of hands-on care giving. 

		No



		Specialty Training or Caregiver Specialty training 

		Within 120 days of hire, or within 120 days of need developing for current resident. 

		If blended with basic training, within 120 days of beginning care giving, or if training not blended, within 90 days of completing basic training

		No



		Cont. Ed. 

		10 hrs per calendar year 

		10 hrs per calendar year

		No



		Residential Care Admin. 

		No

		No

		No



		HIV/AIDs 

		All BH staff, 2 hrs w/in 30 days of employment. Basic training includes this. 

		All BH staff, 2 hrs w/in 30 days of employment.- Basic training includes this

		All BH staff, 2 hrs w/in 30 days of employment. Basic training includes this.



		Nurse Delegation Core Training

		Only if performing a delegated nursing task

		Before performing a delegated nursing task

		No





Frequently Asked Questions on Adult Family Homes and Boarding Homes

Below is a listing of frequently asked questions regarding Adult Family Homes and Boarding Homes.


Definition of an Adult Family Home vs. In-Home Services: 


Question:


· Two people are receiving care in a house. One of the persons is related to the provider.  Could this provider operate as an IP and provide services to these two people, or would this provider be required to obtain an AFH license?


· Three people are receiving care in a house.  Two of the persons are related to the provider.  Could this provider operate as an IP and provide services to these three people, or would this provider be required to obtain an AFH license?


Answer:  WAC 388-76-545 states that an AFH license is required to provide care to more than one but not more than six adults unrelated to the provider.  RCW 70.128.010(1) also defines an AFH as a “to more than one, but not more than six adults who are not related by blood or marriage to the person or person providing the services.”   The rules are applied same regardless of one’s Medicaid status.


RCS does not have rules restricting the number of related adults who can be cared for at home without a license.  Therefore, no AFH license is required in either case.   However, if an individual provider applies for an AFH license and meets the requirements the person can be licensed in both cases.  


Admitting a Medicaid Resident when a Facility Has a Stop Placement


Question:  An AFH is in stop placement status and in the process of appealing a revocation.  The residents of the home are private pay.  One, however, is applying for Medicaid payment.  Because of the stop placement, can the case manager authorize services to this home?  A facility cannot admit new residents while in stop placement and technically this individual is not new - he is a current resident of the home - but he will be a new Medicaid client.


Answer:  A Stop Placement means the AFH cannot admit any new residents while the Stop Placement is in effect. This client is a current resident of the AFH and is converting to Medicaid.  The AFH is also in the process of appealing the revocation. Because the client is not a new admission, HCS should continue the Medicaid conversion.  

Medicaid requires that providers be qualified.  If the AFH has a current/active license and contract, ADSA would be able to pay them.  Until the AFH license is revoked, or another action happens to disqualify the provider, Medicaid would continue to be the payee for the current Medicaid residents residing the AFH. 

Medicaid Resident Receiving On-Site Health Services in a Boarding Home 


Question:  Can a Medicaid resident in a Boarding Home receive on-site health care services (paid for by Medicaid)? 

Answer: WAC 388-78A-2340 states that a BH must allow a resident to arrange for on-site health care services, consistent with RCW Title 18 regulating health care professions, and the policies and procedures established by the BH for an outside service provider.  

Medicaid Client Paying Extra to Stay in a Private Room in an AFH

Question:  An AFH provider has 6 residents in their home all of whom are private pay.  One resident has spent down his resources and is converting to the COPES program.  Can the family pay the provider on top of what the state is paying to keep the resident in a private room?   


Answer:  Federal law does not allow families to supplement the Medicaid rate to the facility.  The family can pay the provider for other services not required under contract in collaboration with the residential case manager.  They are not allowed to add to the daily rate we pay for personal care services.  


However, if the room is approved for double occupancy, the provider can charge extra if the resident wants a private room.  If the room is approved for only single occupancy, arguably the provider could not charge extra for a private room.  The fee should be a reasonable rate for the private room.  The fee should be paid directly to the provider from the family. If the family does not feel the private room rate is reasonable, you should refer them to the LTC Ombudsman.  If this money went through the client, it would be counted as income and may make the client ineligible for services.

Two People Residing in a Contracted Assisted Living Room in a BH


Question:  A Medicaid client is residing in a contracted Assisted Living room in a BH.  Her spouse wants to move in with her and pay privately for his care.  Would the facility have to submit an Exception to Rule, for the spouse to share the unit with Medicaid client?

Answer:  WAC 388-110-140 requires that each resident be provided with a private unit, including a full private bathroom and a mini-kitchen. Offering a shared room as the only option is not allowed under the WAC or contract and should not be for the provider's convenience.  WAC 388-110-140 permits a client to share an AL room with a spouse, as long as it is the client’s choice.  Clients may share a room when it is a sibling, friend, or acquaintance.   The facility would have to submit an ETR to HCS for approval. 


The process for requesting an ETR for double occupancy of an AL unit is below:


· The provider may request an exception to the private room requirement by making a request to the HCS case manager to allow two (2) persons to share one unit. The case manager forwards the ETR to their Regional Administrator. 

· The Regional Administrator reviews the request; determines if it is the client's choice to share one unit, and approves or disapproves the ETR

· The HCS case manager notifies RCS of the client's choice to share one unit.


· Pays the EARC rate until the ETR is approved.


· Pays the AL rate from the day client moved in if the ETR is approved. 

· Reviews the exception annually.


Frequently Asked qUESTIONS on BEd Holds


What date do I place in the “Date of Discharge” box on the Bed Hold Application?


Enter the date the client left the AFH/BH on medical leave. ADSA HQ staff will authorize the bed hold effective this date, and close services the day before the Medicaid resident is discharged, unless the request is submitted so late that doing so will prevent payment of the current month’s authorization that has already invoiced. (WAC 388-71-0613)


Why was my SSPS authorization termed on a different day instead of the actual date the client left on medical leave?


To understand this answer, think of the month in total days rather than calendar days. When a bed hold request is made after the SSPS regular invoice deadline day, ADSA Bed Hold staff will determine:


(a) the days in the month of regular payment


(b) the days of bed hold payment and


(c) Whether the total number of days claimed exceeds regular plus bed hold days for the month. If so, an overpayment has occurred.


Rather than knowingly authorizing a duplicate payment by reauthorizing regular service days that have already been paid due to late reporting, ADSA Bed Hold staff will adjust the termination and reauthorization dates to reduce or eliminate overpayments.


What is the last date of payment for a bed hold when the client dies?


The department pays the residential facility from the first day of services through the date of death (WAC 388-71-0613), just as we would have if the client died in the facility.


When does the 20 day bed hold period begin when a private pay client is converting to Medicaid eligibility and is already on temporary medical leave on their first day of Medicaid eligibility?


The 20 day bed hold period begins on the date of discharge from the residential facility. ADSA Bed Hold staff will authorize the correct number of days remaining of the 20, based on the date of discharge.


If a medical discharge is reported to the case manager after the fact, does it really matter when the bed hold request is made?


ADSA HQ Bed Hold staff have observed a statewide pattern of providers reporting discharge after they have received their invoice and already claimed all days available for the month. If the bed hold request is received by the next to the last day of the month, payment can be stopped regardless of the number of days claimed preventing the need to process an overpayment.  


How long does the Medicaid resident have to be back in the residential facility from a completed bed hold for the facility to be eligible for a new bed hold?


The Medicaid resident must be back in the facility for 24 hours prior to being discharged again on medical leave to begin a new 20 day bed hold period.


The 24-hour HOTLINE for CRU is:  1-800-562-6078.







Payment Review Process



HCS, DSHS Health and Recovery Services Administration (HRSA), and SSPS work in partnership to develop systems to detect and process overpayments to providers in all residential settings. The Payment Review Process (PRP), a division of MAA, has developed algorithms that identify instances where it appears providers were paid for more days of service than entitled. Overpayments are processed and sent to Office of Financial Recovery from MAA. 







EXAMPLES:



Client has Room and Board/Participation of $1000 and daily rate is $60.00:



Client discharges to nursing home on 9/15/03, is approved for a bed hold payment, and does not return. Room and Board/Participation for 9/03 is $840 (14 x $60) at the residential facility.  If the client had Medicaid days at the nursing facility in September, the remainder of $160 is assigned to the nursing facility. Beginning 10/03 all Room and Board/Participation is assigned to the nursing facility.



Client discharges to nursing home on 9/20/03, is approved for bed hold, and returns on 10/9/03. There are enough days at the residential facility during both months to account for the $1000 Room and Board/Participation amount. Therefore, all Room and Board/Participation remains there. If the client was in Medicaid status at the nursing facility, send an award letter with a zero Room and Board/Participation amount to the nursing facility for both months.







For any change in setting, you will need to update payment info:



The department does not pay for the last day of service in the facility.  (The date the client discharges from a facility is not paid) The case manager terminates the SSPS payment code the day before the client actually leaves the facility.



Notify financial staff via 14-443 of the change in client residence, circumstance, date of action and other pertinent information.







If the client or client's family notifies you stating that they have not received the expected refund, you should report the incident to RCS Complaint Resolution Unit at: 1-800-562-6078











� When adult family home providers serve two or more residents with different specialty needs they must obtain a separate specialty designation for each of the specialty needs.  
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