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H08- 032- Information
May 29, 2008
	TO: 
	Area Agency on Aging (AAA) Directors

Home and Community Services (HCS) Division Regional Administrators

	FROM:
	Bill Moss, Director, Home and Community Services Division

	SUBJECT: 
	Long-term Care (LTC) CARE Assessor Manual and CARE Help Screen Updates

	Purpose:
	To notify field staff that the long-term care (LTC) CARE Assessor Manual and related CARE Help Screens were updated related to the March 31, 2008 release of CMIS Phase IV, and changes made in June, September, and October 2007, implementing changes in WAC 388-106-0130.  

	Background:
	The LTC CARE Assessor Manual is updated periodically.

	What’s new, changed, or

Clarified
	The changes made to the LTC CARE Assessor Manual are attached below.  Language that is new or changed is highlighted in yellow. The updated manual will be posted on the ADSA Intranet.  The CARE Help screens closely mirror the contents of the manual.
Manual sections that were added or updated include:
· Uses of CARE Tool

· Tickler Inbox

· SERs

· Client Details
· Overview

· HIPAA

· Client Contact

· Residence

· Short-term Stay

· Collateral Contacts

· ETR/ETP

· NF Case Management

· Main Assessment

· Treatments

· Toileting definition

· IADLs—Off site Laundry 

· ADL/IADL Status

· Bladder/Bowel

· Nutrition/Oral

· Care Plan

· Triggered Referrals

· Environment Plan

· Equipment
This MB supersedes the following MBs:

H07-030, H06-072, H06-017, H05-082.

	ACTION:
	None. Information only.

	Related 
REFERENCES:
	You can locate updated CARE and CMIS information by going online to the ADSA Intranet page and setting the division link filter on the upper right hand corner to “CARE”.  

The Assessor Manual can be found at: http://adsaweb.dshs.wa.gov/CA/documents/PolicyHandouts/Assessor%20Manual.doc    
CARE Facts database 

ETR/ETP Quick Guide
WAC 388-106-0130

	ATTACHMENT(S):   
	Changes for May 2008:

[image: image1.emf]H:\MBs\In Process\ 2008\Susan Engels\Changes for May 2008 Assessor Manual Revision.doc



	CONTACT(S):
	Susan Engels
Care Coordination, Assessment and Service Planning Program Manager
(360) 725-2353

engelss@dshs.wa.gov 
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_1272808214.doc
Changes for the May 2008 Revision of the LTC CARE Assessor Manual
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· Brief:  HCS staff uses for clients who are discharging from a hospital to a nursing facility and meet the PASRR level II criteria OR clients applying for Alien Emergency Medical or GAU. Clients who have been admitted from the hospital to the nursing facility and require a level of care determination within 7 days of admission, will now have that determination made in the NF Case Management screen in the CARE Details folder.  
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Tickler Inbox


1 Tickler Inbox


1.0 Intent


This screen displays system generated and custom created ticklers or notices to Primary Case Managers (PCMs) on a daily basis regarding case management functions.  Supervisors, Case Aides, and Nurses can also view Ticklers of PCMs in their Reporting Unit (RU).  


Tickler List is available Online only.  Staff will not be able to access ticklers when they are using a remote database in the field.  Available actions for PCMs include checking items as “read” and deleting ticklers.  Other team members (Case Aide and Nurses) may mark items as read, but may not delete. 


1.1 Process


Tickler Table 


		Tickler Name 

		Criteria 

		Notify 

		Fre-quency 

		Generated Text 



		New Case Assigned 

		Primary Case Manager (PCM) Assigned 

		PCM 

		Daily 

		Will only generate when fewer than 10 cases are assigned at once.



		SER recorded by non-PCM 

		Service Episode Record (SER) entered by non-PCM 

		PCM 

		Daily 

		SER entered by <worker> 


Entry will be from previous business day



		ETR Request Decision 

		Exception To Rule/Exception To Policy (ETR/ETP) decision is Finalized 

		PCM creator 

		Daily 

		Outcome = <Outcome Decision> which may be approved, partially approved, denied or withdrawn 


Ticklers to both PCM and creator if not the same person



		Request returned to Creator 

		ETR/ETP, Waiver Request & Prior Approval returned for further work by creator 

		PCM creator 

		Daily 

		<ETR/ETP>  returned to creator 


Ticklers to both PCM and creator if not the same person



		Pending Client Assessment 

		Assessment in pending status 25 or more days 

		PCM & Assessment creator 

		Daily 

		Pending Assessment created on <Assessment Create Date> 


Ticklers to both PCM and Assessor if not the same person



		Assessment 30 Day Follow-up Request 

		Assessment in current status 30 days AND Current Plan has a Referral OR has Environmental Concerns or Equipment Requests 

		PCM 

		Daily 

		Referral, Environmental, or Equipment follow-up may be needed 



		Custom Tickler 

		Worker creates Tickler using Action menu Create Custom Tickler 

		PCM 

		Daily 

		





1.2 Create Custom Ticklers

Primary Case Managers may create new custom ticklers for themselves. You must be Online to create a custom tickler.  PCMs may choose to create and code Custom Ticklers for other members of the client’s team, such as Case Aides or RNs by starting the tickler title with a name or code (ie. Mary or RN).  Then other staff can sort ticklers, looking for tasks set for them.  Staff may choose to mark the tickler as ‘read’ when the task is completed. 


To create or edit a Custom Tickler, first select the desired client in the client tree. Select Create Custom Tickler from the Action Menu.  Enter the tickler name, the notification date and a description and click the OK button.


Create Custom Ticklers Values Descriptions

		Value

		Description



		Tickler Plus button

		Click on the Plus button to add a Custom Tickler for the client you selected in the client tree



		Client Name

		Displays the client name of all clients for whom you have created Custom Ticklers



		Tickler

		Displays the tickler name of all Custom Ticklers



		Notification

		Displays the Notification date for all Custom Ticklers



		Tickler Detail Client Name

		Displays client name of client you selected in the client tree or the client's name you selected on the Ticklers list



		Tickler Detail Tickler Name

		Enter or edit the name of the Custom Tickler using no more than 32 characters



		Tickler Detail Notification Date

		Enter or edit the Notification Date for the Custom Tickler using the MM/DD/YYYY format



		Tickler Detail Description

		Enter or edit a description of the Custom Tickler



		OK button

		Click the button to save the Custom Tickler
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Service Episode Records


2 Service Episode Records


2.0 Intent


To document all contacts and activities during the assessment, service plan, coordination and monitoring of care, and termination of services.  


Once assessments are completed (and moved to “current status”), the assessment is locked from editing. Minor changes in the client’s status should be noted in the SER in accordance with standards of clinical practice and documentation. Major changes in the client’s condition will require a new, significant change assessment. 

2.1 Process


Make all documentation entries within the CARE tool on the Service Episode Record (SER) screen.  Any CARE User can view or enter an SER record for any client.  The primary case manager will have access to a large, but finite number of historical SERs for his/her clients who are checked out, but will need to check the client in to see the complete list or new SERs made by others.  


To search for SERs:

Search criteria:   Historical SERs can be displayed and read on this screen. Searches can be by the date of the contact (enter the date range and click on Retrieve). You may also narrow the date search by adding criteria for Contact Code and/or Purpose Code. If both a Contact Code and Purpose Code are selected, only SERs matching both the Contact Code and Purpose Code within the date range will be returned in the search results. Some existing SER Contact Codes have been converted to Purpose Codes and are noted below. Those Contact Codes that will no longer be available for new SERs will be available for searching in the Contact Codes field.

Historical:  The retrieved SERs will be displayed here by contact code, purpose code, contact date and worker name (user ID). To view an entry, select the historical SER in the table and it will display on the Selected SER Display tab below.

To enter a new SER:

1. Click on New SER button at the bottom of the screen. 


2. Select most appropriate contact code for each SER. 


3. Select most appropriate purpose code for each SER. 


4. Enter the contact date for each SER. 


5. Enter the optional subject line for each SER. 


6. Enter SER text in entry field.  You may use the spell check feature if you wish. Upon completion, click on Submit button, which will "lock" the entered text (it cannot be changed).  The SER will be submitted automatically when the CARE application is closed if it was not submitted before proceeding to next screen.  Use the Clear button to clear out all text in the entry field (that has not been submitted).   


7. Do not enter multiple contacts within one SER.  Create separate SERs for each contact.  This is used to track workload activity. 


To append to an existing SER:

SERs may be appended (added to) by locating (see Historical above) and selecting the SER to be appended in the historical list.  Next click on Append to Selected button, then use text field to append to the selected record.  Contact Code, Purpose Code and Subject Line may not be changed. 

2.2 Coding


It is important that documentation within the SERs be written in an objective and clear manner.  Each SER will by coded by a Contact Code (how contact was made) and a Purpose Code (why the contact was made).  Most codes are shared by both LTC and DDD, some are used in different ways by each division.  Use your professional judgment and local policies to choose the combination that best fits when the contact does not have an obvious code choice.

2.2.0 Contact Code


The contact code is used to identify the method of contact.  It is a required field within the CARE tool.  Use professional judgment to choose the most appropriate code.  The Subject can also be used for clarification if the Contact or Purpose code choices do not fit exactly.  The contact codes with CARE are as follows:


		Name

		Contact Code

		Purpose Code

		Description 



		Admin Task

		X

		

		Use to document any administrative tasks.



		Email/Fax/Mail

		X

		

		Use to document any type of contact by email, fax or mail.



		Facility Visit

		X

		

		Use to document face to face visit with client not conducted in place of residence.



		Home Visit (HV)

		X

		

		Use to document a face to face visit conducted in client's place of residence.



		Office Visit (OV)

		X

		

		Use to document an office visit with a client, and/or provider (informal or formal), and/or collateral contact, or ADSA staff discussion that takes place at the office.



		School Visit (SV)

		X

		

		Use to document all case management activities that occur in the client's school.



		Telephone Call

		X

		

		Use to record telephone conversations with a client or concerning a client with a provider, NSA or other collateral contact.



		Work Site Visit (WSV)

		X

		

		Use to record all case management activities that occur at the client's work site.


LTC: Use this to record community contacts with clients and/or providers and/or collateral contacts until Community Contact Code is added to CARE in July 2008.





2.2.1 Purpose Codes


The purpose code is used to identify the reason for the contact.  It is a required field within the CARE tool.  Use professional judgment to choose the most appropriate code.  The Subject line can also be used for clarification if the Contact or Purpose code choices to not fit exactly.  The Purpose Codes with CARE are as follows:


		Name

		Contact Code

		Purpose Code

		Description 



		Admin Hearing

		

		X

		Use to document activities related to administrative hearings.



		APS/CRU/CPS

		

		X

		Use when documenting discussions or activities related to Adult Protective Services/Complaint Resolution Unit/Children's Protective Services or the client's possible abuse or neglect.



		Assessment

		

		X

		Use to document when the purpose of the contact is for a CARE assessment.



		Clerical

		

		X

		Use to document any clerical functions such as payment authorization or mailing of forms (except PANs & Service Summaries & related documents – See PAN). 


Code Provider issues here such as: contracting, training, scheduling, payment issues, etc. until new Provider Issue Code is added.



		Collateral Contact

		

		X

		Use to document contact made to gain or share information with a collateral contact, such as, medical provider, service provider, family member, mental health provider, etc.



		Complaints

		

		X

		Use to document complaints from a client or on behalf of a client.



		Consult RN

		

		X

		Use to document nursing services referrals, coordination or consults. This code also includes any documented activity by the nursing services RN.



		Direct Client Assistance

		

		X

		Use to document activities provided directly to client to help them remain in or access community, such as take client to doctor, job interview or check out possible housing option.  This may also include providing phone reassurance to client.



		File Review

		

		X

		Use when documenting a file review by a supervisor, program manager or other staff responsible for file monitoring and compliance activities.



		Financial

		

		X

		Use to document activities related to the financial affairs of the client.



		Information & Referral

		

		X

		Use to document the provision of information and referral services to the client and/or NSA.



		Intake/Eligibility (DDD)

		

		X

		Use to record actions taken during initial intake and during the DDD eligibility process.



		Intake (HCS)

		

		X

		Use to document date referral was received.



		Judicial

		

		X

		Use to document court actions concerning the client.



		Monitor Plan

		

		X

		Use to document CARE Plan monitoring & required client contacts or Individual Support Plan (ISP) Reviews specified in the ISP (semi-annually, quarterly, monthly) 



		NCC Review

		

		X

		Use to document Nursing Care Consultant (NCC) Reviews of DDD Individual Support Plan (ISP).



		NFCM (HCS)

		

		X

		Use to document all nursing facility case management activities



		NFLOC

		

		X

		Use to document nursing facility level of care status.



		NPS Assessment Priority

		

		X

		DDD Only: 



		NSA

		

		X

		Use to document communications with NSA concerning client (usually DDD)



		PAN

		

		X

		Use to document the mailing of a Planned Action Notice (PAN) and other related documents (i.e. CARE Results, Assessment Details) to a client and/or NSA.



		Plan Amendment

		

		X

		DDD: Use to document DDD Individual Support Plan (ISP) Amendments.


LTC: Use to document service plan implementation such as arranging waiver services.



		Plan Approval

		

		X

		Use to document the client's verbal or written approval to the plan of care (HCS) or the individual support plan (DDD). Client consent must be obtained prior to service authorization.



		QA File Review

		

		X

		Use to document activities of QA monitoring.



		Staffing

		

		X

		Use to document any discussion concerning the client with other staff members or inter-disciplinary staffing (A-Team type, facility staff).



		TCM (HCS)

		

		X

		Use this code only when designating the date targeted case management begins or is terminated.



		30 Day Visit

		

		X

		Use to document when a 30 day visit occurred. In the event of a joint visit (HCS & AAA) that replaces the 30 day visit, this code should be used.





2.2.2 Contact Date


The contact date is a required field within CARE.  This is the date the contact took place.  All contacts are to be documented as soon as possible following the date of contact.  Time Stamp (the date the SER was entered) will be displayed in the historical SER.

2.2.3 Subject Line


The subject line is an optional field that can be used at creation of the SER to summarize or clarify the content or contact/purpose codes.  Once the SER is submitted, the subject line may not be appended or altered.

2.2.4 SER Entry Field 


The SER field is an open text field that allows for up to 7900 characters.  
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1. Assign the case to a case manager/social worker once the file is approved. Change the worker ID on the 154/159 upon assignment of the case to an individual Social Worker/Case Manager.  If no Primary Case Manager is assigned in CARE when Ticklers are generated overnight, those Ticklers will be lost.
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· ADSA ID Number:  Display only.  A system generated number that will be compatible with ProviderOne.
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2.2.5 Case Assignment


The assigned date is also auto-filled based on the date that a primary case manager is assigned to the client’s team.  A primary case manager and/or supervisor will need to be assigned before an assessment can be completed and whenever the case is transferred to a different office.  The intake worker will automatically be assigned to the team so that she/he can update Client Details as needed.


The Case Management History button brings up an automatically populated pop-up box which records every Primary Case Manager assignment since CARE rollout.  Information includes worker name, office, and assignment date.

2.2.6 Discharge and Nursing Facility Case Management


The function of this section has moved to the NF Case Management screen in the Client Details folder.  Any data held here is read only for historical purposes.  These fields will be deleted in a future release of CARE when there has been sufficient time to populate current data into the NF Case Management screen. 


3 HIPAA


3.0 Intent


The Health Insurance Portability and Accountability Act (HIPAA) screen documents that the client received the HIPAA Privacy Notice and notes any restrictions identified on the Release of Information (ROI) form.  It can also document if the client requests a particular method of communication or other related issues. 


For most clients only the Privacy Notice portion of the screen will be used.  We will not solicit for special confidentiality instructions, because we treat all client information as confidential.  But if a client makes a special request or has unusual issues, possibly including APS history, this would be the place to document any special confidentiality issues.   


It is a requirement to document when a client has not checked all the boxes for sharing certain types of Health Information on their ROI.  This will allow this information to be known to individuals assisting clients who may not have access to the paper file. 


3.1 Process


For LTC assessors, the Privacy Notice Status may stay as presented, or the assessors may change the status depending on the client’s response.  If they note a response, then a Response date should be included. 


Restrictions and Confidential Communications records maintained here by Case Managers and Social Workers determine which flag will appear on the Client Contact screen and Collateral Contact screen. 


When a Restriction with an open end date is documented, a red X Privacy Restrictions flag appears on the Collateral Contact screen.  When a Confidential Communication with an open end date is documented, a red X Confidential Communication flag appears on the Client Contact screen.  When no open issues are documented, then the flags appear as green circles (●) on each screen. 


HIPAA Screen Value Descriptions

		Value

		Description



		Privacy Notice Status

		User selects Presented, Signed or Refused to document status of Notice of Privacy Practices For Client Confidential Information (DSHS 03-387).  The only requirement is to document that the form was presented to the client.



		Response Date

		User may enter the date that client signed or refused Notice of Privacy Practices



		Comments

		User may enter comments related to the Notice of Privacy Practices



		Restrictions/Confidential Communications

		List of any restrictions and/or confidential communications requested by client



		Plus button

		User clicks on plus button to add a restriction or confidential communication



		Minus button

		User clicks on minus button to remove a restriction or confidential communication 



		Type

		Display only. Shows either Confidential Communication or Restrictions.



		Start

		Display only. Shows start date of Restrictions/ Confidential Communications.



		End

		Display only. Shows end date of Restrictions/ Confidential Communications



		Restrictions/Confidential Communication Details

		User enters type, start date, end date & details of Restrictions/Confidential Communications in this section of screen.



		Type

		User required to select type (Restrictions or Confidential Communications) after clicking on Plus button



		Restrictions

		Restrict certain types of personal health information (PHI) and to whom health information is released. You must use this type if the PHI issues pertain to the client and the client did not check the boxes for MH, HIV/AIDS, Alcohol/Substance abuse, or STDs on their Release of Information Form allowing sharing of these types of PHI.  Also if they have purposefully listed persons on their ROI with whom they do not want you to communicate. 



		Confidential Communications

		Less commonly used, are specialized instructions or circumstances for communicating with the client.  Examples:


· Address Confidentiality Program. -Use the “confidential communication” type in the HIPAA screen to note they are participating in the ACP program. Substitute the mailing address (given by the ACP program) as both the mailing and residence address on the Client Contact and Residence screen.  Mailed communications then go through the program administered by the Secretary of State.  The CM will document the actual residence address (including city & county) only in the paper file.  Providers will be given the street address on a need to know basis. The client’s real address will not be maintained in CARE.  


· Communicative Disability may cause a client to request that outside of HVs, the CM/SW only communicate with them in a certain preferred way, such as email. 



		Start Date

		User required to enter start date for Restrictions/Confidential Communications



		End Date

		User enters end date for Restrictions/Confidential Communications



		Detail

		User required to enter details of Restrictions/Confidential Communications; what information or communication is restricted from which people/organizations
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4 Client Contact


4.0 Intent


This screen replaces the Address screen. This screen displays various ways to contact the client and includes residence, mailing and email addresses and phone numbers. Temporary and mailing (if different from residence) addresses are entered and displayed here. Permanent residence addresses are entered from the Residence screen.

.


4.1 Process


Ask client to confirm the complete address.  If the client is residing in a temporary residence or someone else’s home, document that address and explain whether it is a mailing or temporary address.  Include directions.


4.2 Coding


Client Contact Screen Value Descriptions

		Value

		Description



		Confidential Comm:

		The Confidential Communications flag is generated from HIPAA screen. A green circle ● will appear EXCEPT when a Confidential Communication Type of “Confidential Communication” exists with an End date that is either blank or in the future. In this case a red X Confidential Communications flag will appear.  Refer to the HIPAA screen for details on how client communication should be handled. 



		Address List

		Current Residence record is displayed as a Read Only record on this screen.



		Address Detail

		User enters Temporary and Mailing (if different from Residence) addresses



		Address

		User enters street and/or Post Office Box for Temporary and Mailing (if different from Residence) address



		Address Line 2

		User enters Building Name, Apartment number, Lot number, if applicable



		City

		User enters City name



		State

		User enters State name



		Zip code

		User enters Zip code



		County

		User selects County from drop-down list



		Residence checkbox

		Display only. Current residence is entered through Client Details/Residence screen.



		Mailing checkbox

		User selects checkbox if address is a mailing address



		Temporary checkbox

		User selects checkbox if address is a Temporary address



		Directions and Special Instructions

		User enters clear directions and landmarks for unnumbered house or difficult to locate address. User enters important information about animals, gates or other hazards staff may encounter at the address.  These will be in relation to Temporary or Mailing address only from this screen.  Comments related to the Residence will auto-populate from the Residence screen.



		No phone checkbox

		User selects checkbox if client has no phone



		Telephone Numbers & Type

		User enters client's phone numbers and selects type of phone



		Email

		User enters client's email address
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5 Residence


5.0 Intent


This panel is designed to collect and display detailed client residence information and provide a history of residences. Multi-client residence information is accessed from this screen.


5.1 Process


To add/edit entries on this screen, user must be logged onto Reporting Unit (RU) that is the primary RU of the client. Temporary and mailing addresses are recorded on Client Contact screen.


Minimum required data elements must be completed at one time in order to exit this panel. Minimum required data elements include:


· Residence type (own home, adult family home, nursing facility, etc.)


· Start Date


· Address


· City


· State (must type WA for county drop down to enable)


· Zip


· County


To add a residence, click the plus button at the top right of the panel and complete the required data elements in the Residence Detail portion of the panel. 


Editing a residence entry:  Only the most recent residence record may be edited or deleted.


Addresses for homeless clients: For clients who are homeless, select “Homeless” in Residence Type and type “homeless” on the Address line. Record the actual city, county and zip code where the client primarily resides.


Maintaining Multi-client Residence Information for in-home settings: LTC case managers/social workers are responsible for adding and/or removing their client(s) to the multi-client residence screen in CARE when the client lives in a multi-client in-home setting.  They may also choose to utilize the screen when their client lives in an adult family home. 


Residence Screen Value Descriptions

		Value

		Description



		LTC Residence Types

		Select most appropriate type from list.



		Residence Type: Own Home (Alone)

		Select this residence type if the client lives by themselves



		Residence Type: Own Home

		Select this residence type if the client lives in their own home with others (spouse, children, siblings, others). 



		Residence Type: Relative’s Home

		Select this residence type if the client lives in a home with relatives and the home is owned/rented by relatives.  (children, siblings, grandchildren, or anyone the client considers family)



		Residence Type:  Parent’s Home

		Select this residence type if the client lives in a home with parent(s) and the home is owned/rented by parents.



		Residence Type: Boarding Home (non-ARC)

		Select this residence type if the client lives in an Assisted Living or EARC



		Other LTC Residence Types:

		Adult Family Home, Adult Residential Care, Correctional Facility, Homeless, Medical Hospital, Nursing Facility, Psychiatric Hospital, and Other.



		Residence Name:

		Name of facility or briefly describe living arrangement, such as “lives with son & dil”  (Optional for in-home)



		Start Date

		Auto-generated as today's date but can be overwritten



		End Date

		Display only. Auto-generated from new start date when new address is added.



		Address Information Boxes

		User entered.



		Mailing Same as residence check box

		User selected check box if appropriate.



		RHC Room #, PAT & House

		DDD only



		Leave button

		DDD only



		Directions and Special Instruction

		User entered text (up to 512 characters). User enters clear directions and landmarks for unnumbered house or difficult to locate address. User enters important information about animals, gates or other hazards staff may encounter at the address.  This comment box will auto-populate to the same box on the Client Contact screen.



		Multi-Client Residence button

		Accesses Multi-Client Residence pop-up screen. Select when in-home client moves to or from a multi-client in-home residence. Optional for use with clients living in Adult Family Homes.





5.1.0 Multi-Client Residence


This pop-up panel from the Residence screen is designed to display ADSA clients who live at the same residence as the client. The active client currently selected in the client tree may be added to or removed from a selected multi-client residence. 


Multi-Client Residence Screen Value Descriptions

		Value

		Description



		Client Name

		Display only. Name of active client currently selected in the client tree.



		Add Client to Residence button


See “Add a Client Search” detail below

		User clicks on this button to add name of the active client to a multi-client residence specified in the Add a Client Search panel. Only ADSA clients found on the CARE database can be added to the residence.  This button is only enabled when the active client is NOT identified in any Multi-client residence. 



		Remove Client from Residence button

		User clicks on this button to remove the name of the active client from a multi-client residence.  This button is only enabled when the active client IS identified in a Multi-client residence.



		Current Residence

		Displays all identified clients, including the active client, living in the same residence with the active client.



		Last Name

		Display only. Last name of ADSA client(s) living in the same residence as the active client



		First Name

		Display only. First name of ADSA client(s) living in the same residence as the active client



		DOB

		Display only. Date of birth of ADSA client(s) living in the same residence as the active client



		Residence Type

		Display only. Residence type of ADSA client(s) living in the same residence as the active client



		Address

		Display only. Address of ADSA client(s) living in the same residence as the active client



		Assessment

		Display only. Current Assessment Date of ADSA client(s) living in the same residence as the active client





5.1.1 Add a Client Search


This pop-up panel from the Multi-Client Residence screen has a client search function to locate and to add other clients to the active client's Multi-Client Residence.


Searching for a client: You will see two search options displayed on two tabs on the top of the screen. The first tab labeled Search Criteria, allows you to search by: Last Name, First Name, Date of Birth (DOB), Social Security Number (SSN), ACES ID and ADSA ID (unique CARE system- assigned number). Clients that satisfy your search criteria will be returned in the Search Results. The second tab labeled Worker Caseload, displays your complete caseload. This screen also allows you to change the worker's name with the drop-down to select another worker in your RU. The list of workers displayed depends on the office you are logged into. 


Unassigned Cases for the office I'm logged into: Selecting this box disables the worker field. Press 'Search' to display a list of cases which are not currently assigned to a worker.  This option is displayed on the Worker Caseload tab.


Group filter: The Group Filter is a DDD tool and not an option for HCS clients and therefore this function will be disabled in the HCS view of the assessment.


Steps to Add a Client: 


1. Search & Select: After you complete your search and select one client in the search results by clicking on the selected client.


2. Details button: View the selected client’s residence and demographic data by clicking on the "Details" button.  Remove the pop up by selecting Cancel.


3. Finish:  You may click the 'OK' button on the bottom of the screen to add this client to the Multi-Client Residence. Once a client is selected and the 'OK' button clicked, a verification pop-up panel will be displayed asking “Are you sure you want to add <active client name> to this residence?” This verification pop-up also displays the name(s) of any other ADSA clients currently residing with the selected client in a Multi-Client Residence. Click 'Yes' or 'No' to finish.
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6 Short Term Stay


6.0 Intent 


The purpose of this screen is to identify and maintain a history of Short Term Stay episodes. Local policy may help determine if you use it. Workers may document Short Term Stays by DDD & LTC clients in a variety of residence types including Adult Family Home, Psychiatric Hospital, Medical Hospital, & Nursing Facility, here. DDD clients may go to Residential Habilitation Centers (RHCs) & State Operated Living Alternatives (SOLAs). 

Currently when in-home clients go to the hospital, nursing facility, or AFH for a short term stay, the only place to document this information is in the SERs. You will now be able to easily document your clients short term stays as well as the reasons (Post-Op, Behaviors, Provider Request, Family Emergency, etc.) in an easy to find and read location. Having a record of these types of stays or absences from their usual residence will be helpful if adjusting SSPS authorizations is warranted.


6.1 Process


6.1.0 What is a Short Term Stay?


Short-term stays are what we traditionally think of as either respite stays or facilities clients go to for recuperation or treatment. We can document places of respite like an AFH, or recovery/treatment in a medical or psychiatric hospital, or nursing facility.  The stay is expected to last less than 30 days and may cause a change in the service plan authorization.  We can also record short-term stay addresses in the Client Contact screen under temporary address if needed (also optional), but temporary addresses will not remain in any history.   


This screen is not the appropriate place to document if the client leaves the home because of incarceration (jail).  That would be recorded under Temporary Address; or Residence if the sentence is longer than 30 days.

6.2 Coding


For residential clients when a bed hold is involved, the centralized Bed Hold Unit will begin this screen.  Procedure for requesting a bed hold will not change.  The Bed Hold Unit will enter the end date if it occurs within the 20 day bed hold period.  It is the social worker’s responsibility to enter an end date if the stay is greater than 21 days.  If the stay is longer than 30 days or the end date is unknown, then the short term stay episode may be deleted and the data entered onto the residence screen or an SER. For all other short term stays, use of this screen is optional, based on local policy.  See coding values below.


Short Term Stay Value Descriptions

		Value

		Description



		Plus button

		Click button to add new Short Term Stay



		Minus button

		Click button to delete selected Short Term Stay



		Residence Tab

		Select this tab for all Short Term Stays except when a shared DDD client goes to a RHC



		Residence Type

		Select desired Residence Type from among drop-down choices.  Until the option of “Other” is available, use AFH for AL and clarify in the Comment Box.  Hospice and Substance Abuse Treatment Center will be added in July 2008.



		Residence Name

		Enter Residence/Facility name 



		Reason for Stay

		Select Reason for Stay from among drop-down choices



		Start Date

		Enter date client started Short Term Stay residence.  Dates must be entered in chronological order.



		End Date

		Enter date client ended Short Term Stay residence.  Each episode must have an end date before another Short Term Stay episode can be started.



		Comments

		As needed



		Leave button

		DDD Only. 



		RHC Tab

		DDD Only.



		Delete button

		Use delete only if original entry was in error (wrong client or client never went as planned) or it turned into a long term placement.  
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7 Collateral Contacts


7.0 Intent


To serve as the client’s “phone book.”  List anyone who has contact with the client including informal supports, doctor, dentist, religious representatives, family, friends, etc. Once entered here, this list can be used throughout the assessment, where appropriate.  If the client goes to a clinic or has visiting nurses, list under “organization.”  


7.1 Process


Privacy Restrictions: A Privacy Restriction flag will be displayed at the top of this screen from the HIPAA screen. A green circle ● Privacy Restrictions flag will usually appear except when a Privacy Restriction from the HIPAA screen exists with an End Date that is either Blank or in the future. In this case a red X Privacy Restrictions flag will appear. When X Privacy Restrictions appear, check the HIPAA screen for details before releasing information to any collateral contact.  It may mean that certain types of health information may not be shared or there may be other circumstances to be aware of.  All client information is to be treated as confidential at all times, no matter which flag appears on the screen. 

7.2 Coding



Relation to Client:  Mandatory field for all Contacts.  Starting July 1, 2008 use Minor Child/Grandchild to document any minor child living in client’s household.  Document the birth year for minor children living with the client. 

Contact Role is required for all contacts except when relationship is coded as child or self.  New roles coming in July 2008:  Attorney, Household Member, and Other.  Contact Role Options/Definitions:
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Other Fields:  Enter the last/family name of the collateral contact, followed by his/her first name.  Enter the organization that this person may be affiliated with (if applicable) in the next box.  Then below you may enter more specific information such as language, address, birth year, email and telephone number(s).  Always enter a birth year if the person is a minor child living with the client (regardless of relationship).  Check the “lives with client” check box as appropriate. 
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8 ETR/ETP


8.0 Intent


Case Managers and Social Workers may enter Exception to Rule/Exception to Policy (ETR/ETP) requests, check status of requests and review history of ETR/ETPs.  Refer to LTC Manual Assessment/Care Planning Chapter.  


8.1 Process


It is vital to select the correct ETR type from the drop down choices when setting up your ETR.  While text can be edited at any time, the types cannot be changed and the ETR would need to be deleted and begun again if the wrong type is chosen.  See also ETR/ETP Quick Guide.


LTC ETR Types

		ETR Category

		ETR Type

		Waiver Type

		Outcome Value



		Medicaid Personal Care (MPC)


Choose Regional Support Network (RSN) only when RSN has agreed to fund all or part of the client’s services

		Personal Care – In Home 

		NA

		Hours



		

		Personal Care - Residential

		NA

		Rate



		

		RSN - Hours (In-Home)

		NA

		Hours



		

		RSN - Rate (Residential)

		NA

		Rate



		Waiver Personal Care


(COPES, MNIW, MNRW, New Freedom)

		Personal Care – In Home

		COPES, MNIW, New Freedom

		Hours



		

		Personal Care - Residential

		COPES, MNRW

		Rate



		ETR Category

		ETR Type

		Waiver Type

		Outcome Value



		Waiver Services


(Ancillary Services for COPES, MNIW, or MNRW recipients) 

		Environmental Modifications

		COPES, MNIW

		Rate ($), Unit (Each), Quantity (1)



		

		Special Medical Equip and Supplies

		COPES, MNIW, MNRW

		Rate ($), Unit (Each), Quantity (?)



		

		Transportation Services

		COPES, MNIW

		Rate ($), Unit (Mile), Quantity (?)



		

		Community Transition Services

		COPES, MNIW

		Rate ($), Unit (Each), Quantity (1)



		

		Skilled Nursing – Rate or Hours

		COPES, MNIW, MNRW

		Rate or Hours (treat Hours as RN visits)



		

		Client Training – Rate or Hours

		COPES, MNIW, MNRW

		Rate or Hours



		State Only


(Chore, RDA)

		Residential Discharge Allowance>$816

		NA

		Rate ($), Unit (Each), Quantity (1)



		

		Chore Spouse Provider (to exceed GAU)

		NA

		NA



		

		Chore Hours

		NA

		Hours



		PDN (Private Duty Nursing)

		Private Duty Nursing >16 hrs/day

		NA

		Hours



		Bedhold (initiated by Bedhold Unit only)

		Bedhold-not hosp or SNF  (associated assessment is not required)

		NA

		NA



		Social Leave

		AFH/BH Leave   OR         NH Leave >18 days/yr

		NA

		NA



		Other Use for Assistive Technology (call Patty McDonald first), or Financial

		Other


(associated assessment is not required)

		NA

		All fields enabled





Complete all required fields and tabs.  Process to the next level of either Field Review or Field Approval based on local policy.  All ETRs require Field Approval. Some requests, such as Env. Mods or Specialized Medical Equipment are approved (finalized) at the local level (Field Approval).  Requests for additional hours or rate for personal care must receive Field Approval and then be finalized by the ETR Committee at HQ.  
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9 Nursing Facility Case Management


9.0  Intent


The purpose of this screen is to provide information pertaining to the client’s nursing facility admission, determine Nursing Facility Level of Care (NFLOC) and to assist the NFCM with discharge planning.  While this screen will usually be performed by HCS workers, the NFLOC portion of screen may be completed by AAA based on local practice and communication.


Note: If the client is case managed by RCCM/AAA/DDD and goes into a nursing facility with the potential to discharge back to their previous living situation within 30 days, the RCCM/AAA/DDD case manager retains the case for 30 days beginning on the first day of placement into the nursing facility.  For cases that will be retained by RCCM/AAA/DDD the CARE NFCM screen will be completed by the RCCM/AAA/DDD worker in coordination with the NFCM unless other local arrangements have been made.    


9.1  Process


9.1.0 Main Tab 


Admit Date:   Date client was admitted to facility or date of planned admission. 


Nursing Facility Name:  Specify the nursing facility name. 


MIIE:  Indicate if client requires a Medical Institution Income Exemption. 


Discharge Date:  Date client was discharged or planned discharge date. 


Comment Box: Use to document any additional pertinent information.    


  


9.1.1 NFLOC Tab

Answer questions until one is answered YES:


Does the client have a Current Assessment  that meets NFLOC?:  Select Yes if the client has a current CARE assessment that indicates the client meets NFLOC. 


Does the client need a daily care provided or supervised by an RN or LPN?:  Select Yes if the client has a daily need provided or supervised by an RN or LPN. 


Does the client have a need for assistance with 3 or more ADLs?  Select Yes if the client has a need for assistance with 3 or more of the following ADLs (eating, toileting, bathing, transfer, bed mobility, locomotion, or medication management). 


Does the client have a cognitive impairment AND a need for hands on assistance with 1 or more ADLs?:  Select Yes if the client as a cognitive impairment and require supervision due to (disorientation, memory impairment, impaired decision making, or wandering) and a need for hands on assistance with 1 or more of the following ADLs (eating, toileting, bathing, transfer, bed mobility, locomotion, or medication management).    


Does the client have a need for hands on assistance with 2 or more ADLs?: Select  Yes if the client has a need for hands on assistance with 2 or more of the following ADLs (eating, toileting, bathing, transfer, bed mobility, locomotion, or medication management).    


RCL Eligible and Interested: Indicate if the client is eligible and interested in Roads to Community Living. RCL Eligibility criteria: 


·  6 months or longer stay in the nursing home/hospital/RCH; 


· Medicaid eligible for at least 30 days prior to discharge from NH/hospital/RCH; 


· Moving to a qualified community setting (home, apartment, residential setting with 4 or less individuals); and 


· Needs cannot be met by existing services. 


  


9.1.2 Barriers to Discharge Tab: 


Potential for discharge:  Indicate client's potential for discharge from facility as follows: 


Significant:  The client is interested and has minimal or no barriers or barriers can be easily overcome. 


Moderate: The client is interested, but has barriers that will take some time to resolve.  


Limited: The client is/isn’t interested, but has barriers that can be overcome. 


None: The client is unable to overcome the barriers to discharge. (e.g. specific medical issues that cannot be met in the settings that the client is willing to consider with services available informally, in the community and under home and community-based services); OR the client cannot express interest because of severe cognitive limitations; OR the client refuses all discharge options. 


Client’s Preferred Discharge Setting:  Select the client’s preferred discharge setting from the list.

Resolved Date:  Date barrier was resolved. 


Barriers List:  Select barrier(s) that prevent the client's successful discharge from facility. 


Goal: Document the goal to be reached to overcome the barrier. 


Client Concerns:  Document any concerns the client may have related to the barrier. 


Plan/Action Item:  Document the plan/action needed to be taken to resolve/overcome the barrier. 
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9.1.3 Assessment date  


Enter the date the face-to-face assessment was performed.  This is the end point of the assessment “Look Back” period and is essential to the concept of the last 7 days, 14 days etc.  This is the date you are “looking back” from. Create date must be same as assessment date.


9.1.4 Assessed Age


System calculated based on age at 30 days after assessment creation date.

9.1.5 Next scheduled assessment

Enter the date of the next planned assessment.  


9.1.6 Place of assessment


Indicate where the face-to-face assessment took place. Select “Other” for Interim assessments.


9.1.7 Creation Date


Date the assessment is created or copied. This date is auto-generated. 


9.1.8 Name


Enter the name of the facility where assessment took place.
 


9.1.9 Living arrangements


Indicate whether the client and his/her paid provider (including agency workers) live together (Lives with paid provider) or the client lives in a Multiclient household where there are more than one client receiving ADSA-paid services. Code all other living arrangements as Other, including when the client lives (or will be living) in a residential setting. If the client and the paid provider live together, the status of assistance available for Housework, Meal Preparation, Wood Supply, and Essential Shopping must be “Met”.  


If Multiclient household is selected, then the user must choose between met and partially met when coding Housework, Meal Preparation, Essential Shopping and Wood Supply.  Unmet will not be available as a selection.  If both living with a paid provider and multiclient household apply to a client’s situation, select “Lives with paid provider”. 
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10 Treatments


10.0 Intent



To document any treatments, programs, or therapies that the individual has received in the last 14 days.  It also assists in identifying those treatments, therapies, or programs that are presently needed so that appropriate plans may be developed and recorded for these services. Some treatments that may only be performed by a licensed professional or delegated by a registered nurse to a non-family, paid caregiver. Nursing tasks that use sterile technique, injections, or nursing judgment may never be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation. When in doubt, refer to a delegating nurse to evaluate. A family member or an unpaid caregiver may perform the treatment without delegation. A client who chooses to do so may self-direct an Individual Provider to perform any treatment per RCW 74.39.050 (Self-Directed Care). 


10.1 Coding


10.1.0 Treatment


Code regardless of where the client received the treatment (hospital, ADH, etc.).  Code for whether received in last 14 days and/or needed currently.

· Application of dressings - with or without topical medications: Includes dressings moistened with saline (salt) or other   solutions, transparent dressings, or other absorbent dressings used to manage wounds.


· Simple dressing changes may be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

**WARNING**  The “delegation is not necessary” language below indicates you should not code the treatment in this section.


· Delegation is not necessary for routine and healing skin conditions; i.e. simple abrasions, skin tears.  “Routine and healing skin conditions” should be coded in the Skin Care section.


· Application of medications/ointments (skin conditions only) - (other than to feet)-Includes ointments or medications used to treat a skin condition (e.g. cortisone, antifungal preparations, antibiotic ointments, etc).  This includes substances available over the counter that have been prescribed or recommended by their health care provider.  This definition does NOT include ointments used to treat non-skin conditions (e.g. nitro-paste for chest pain or estrogen patches for replacement therapy).


· Application of medications or ointments could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary for application of non-prescribed ointments or lotions when used for prevention.


· Blood glucose monitoring- this is a test that can detect and monitor elevated blood glucose levels in clients with diabetes. Usually this test is done on a regular basis per the doctor’s order. 


· The entire process of blood glucose testing may be delegated. When in doubt, refer to a delegating nurse to evaluate. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary to assist the client in preparation for testing their own blood glucose by setting up the equipment.


· Bowel program:  A regular, ongoing program that may include interventions other than oral medications such as digital stimulation, OTC suppositories, or enemas to facilitate evacuation of bowels. Regimes promoting bowel regularity and including oral medications or supplements, nutrition, hydration or positioning should be documented in other screens such as Medications, Oral Nutrition or Bed Mobility and not as a bowel program

· A bowel routine could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Chemotherapy- Includes any type of chemotherapy (anticancer drug) given by any route.  The drugs coded here are those actually used for cancer treatments.


· Oral or topical medications used to treat cancer could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

·  Non-family paid caregivers may not administer any type of medication without delegation unless task is self-directed. 


· The drugs coded here are those actually used for cancer treatments. 


· Compression Wrapping/Therapy—The use of compression wraps, such as ace bandages, to prevent the accumulation of fluids in the skin of the extremities.  This fluid typically accumulates in the arms and the legs, and may be due to surgery, trauma, infection or heart disease impairing circulation.  


· Compression Wrapping/therapy could be delegated.  This could include wrapping legs/arms with ACE bandages or other devices used for compression therapy.  Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary to assist clients with putting on and taking off compression garments, such as TED hose (anti-embolism stockings used after surgery or prolonged bed rest.)  


· Continuous Positive Airway Pressure (CPAP or BiPAP)- An airway treatment via a mask that creates a slight positive pressure during inhalation to increase the amount of air breathed in, decrease the work of breathing, and keep the throat from collapsing during sleep.  This treatment is commonly used for adults with sleep apnea (the periodic stopping of breathing during sleep).


· Administration of CPAP or BiPAP could be delegated. When in doubt, refer to a delegating nurse to evaluate. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· The delegated task would include application of the mask and turning on the equipment.


· Non-family paid caregivers may only assist the client to apply the mask without delegation. 


· Dialysis- A technique used to remove toxins & wastes from the blood when the kidneys fail.  There are 2 types- Peritoneal dialysis uses the peritoneum (the membrane that surrounds many of the internal organs of the abdominal cavity) to remove the waste materials.  A special dialysis fluid is put into the peritoneum through a surgically implanted tube on the abdomen.  The fluid is held in place for a period of time, and then drained out of the body thus removing the wastes.  This process can be performed manually or with the help of a machine.  Hemodialysis occurs by circulating all of the individual’s blood directly through a dialysis machine that has special filters to remove the wastes.  A special large tube called a shunt is permanently implanted (typically) into the individual’s arm.  Another removable tube connects the individual from their shunt to the dialysis machine to allow the filtering of the blood with the dialysis fluid.


· Dialysis may not be delegated because it is a sterile technique.


· Enemas/Irrigation: Any type of enema or bowel irrigation, including ostomy irrigations.


· Administration of enemas and ostomy irrigations could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary to assist the client in the preparation and positioning for an enema or irrigation without delegation.


· Gastostomy/Peg care: Cleaning around tube site; changing, cleaning, and filling bags.

· Care of the ostomy site and surrounding skin may be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary to clean and fill the feeding  bag.  

· Indwelling catheter care   Retained within the bladder for the purpose of continuous drainage or of urine.  Included are catheters inserted through the urethra or by supra-pubic (abdominal wall) insertion.  Personal care includes daily cleansing of the catheter where it enters the body and changing drainage bags and tubing.  

· Inserting an indwelling catheter may not be delegated. It is considered to be a sterile procedure.

· Non-sterile irrigation of the bladder could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary to provide daily cleansing of the catheter where it enters the body, changing drainage bags and tubing, including changing from a leg bag to a night bag. 

· Injections- a syringe with a needle is used to administer medications under the skin or into a muscle.


· Injections may not currently be delegated.  The law has recently changed and will allow delegation of insulin injections only at some time in the future. 


· Intake/output- (I & O) The measurement and evaluation of food and fluid taken into and emitted from the body in a 24-hour period.  Substances emitted from the body may include such things as fecal material, vomit, urine etc.  Monitoring specifically ordered fluid limits, fluid intake goals, or measurement of output is common.


· Delegation is not necessary to measure intake and output.  


· Intermittent catheter - A catheter that is used periodically for draining urine from the bladder.  This type of catheter is usually removed immediately after the bladder has been emptied.  This task may be delegated.


· Use of an intermittent catheter could be delegated.  Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Intravenous (IV) medications - Includes any drug given directly into a vein from a syringe or diluted in a volume of fluid that drips in over a period of time.  The IV access may be from a peripheral vein (e.g. in the arm) or through a tube or port permanently implanted into a large central vein of the body.  Epidural, intrathecal and baclofen pumps that deliver medications may also be recorded here.  DO NOT include IV fluids for hydration as this is covered in the nutrition section.  This also does not include a saline or heparin flush to keep a heparin lock open.

· Administration of IV medications or fluids may not be delegated. 

· Intravenous (IV) Nutritional support: Client receives nourishment through an IV, administered directly into a vein.  If this item is selected, complete questions re IV and tube feeding on Nutritional/Oral screen 

· Management of IV lines may not be delegated. Intravenous (IV) nutritional support may not be delegated.

· Management of IV Lines - This includes monitoring of the entry site for signs and symptoms of infection, cleansing of the site and applying a sterile dressing for central lines. Central line care may not be nurse delegated, as this is as sterile procedure.

· Management of IV lines may not be delegated. 

· Monitoring of acute medical condition by a licensed nurse - Includes observation by a licensed nurse for ANY acute physical or psychiatric illness.


· Nebulizer- A machine that produces a fine spray or mist through which medications may be administered into the nose, mouth, and lungs.  Nebulized medications are a common medical treatment for individuals with asthma or chronic obstructive pulmonary (lung) disease (COPD).

· Administration of nebulized medications could be delegated when the client is not appropriate for Medication Assistance per WAC 246-888.  Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary if the client is appropriate for Medication Assistance per WAC 246-888. Non-family paid caregivers may assist the client to apply the mask, place medications into the nebulizer, or turn on the machine without delegation. 

· Delegation is not necessary to assist the client who is able to perform his/her own nebulizer treatment by gathering supplies and setting up the equipment. 

· Ostomy care - Cleansing of any opening onto the abdomen (stoma) that diverts contents of the bowel (fecal material) or bladder (urine).  This includes cleansing of the skin around the stoma, or reapplication of the bag as needed. 

· Ostomy care which includes skin care and application of the wafer could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary to empty, rinse, and replace ostomy bags. 

· Oxygen therapy- Includes continuous or intermittent oxygen via mask, cannula (tube), etc.  


· Oxygen therapy could be delegated if the flow rate must be adjusted or if a non-family paid caregiver must decide whether to start oxygen therapy (a PRN order). When in doubt, refer to a delegating nurse to evaluate. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary to assist the client by applying the mask or handing them the cannula. 


· Radiation - Includes radiation therapy or having a radiation implant.


· Radiation therapy may not be delegated. 


· Routine lab work: Examples would be protimes and digoxin level checks.

· Routine lab work drawn from a vein may not be delegated. 


· Skilled nursing (waiver): Skilled nursing service (COPES in-home waiver service) is authorized when the service is (a) provided by a registered nurse, or a licensed practical nurse (who is under the supervision of a RN), (b) is beyond the amount, duration, or scope of Medicaid-reimbursed home health services.  


· Suctioning - The act of drawing or sucking out liquids through a tube- Oral (by mouth), Nasal (by nose), Pharyngeal (to the back of the throat), Tracheal (windpipe).

· Tracheal (sterile) suctioning may cannot be delegated because it requires sterile technique and nursing judgment. 

· Tracheal suctioning (non-sterile) could be delegated when it does not require sterile technique. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Oral, nasal, and pharyngeal (non-sterile) suctioning could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Tracheostomy care - Includes cleansing of a tracheostomy (a surgical opening of the trachea / windpipe to provide for an adequate airway for breathing) and tracheostomy tube.

· Non-sterile tracheostomy care which does not require sterile technique could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Transfusion - Includes transfusions of blood or any blood products (e.g. platelets).


· Transfusions may not be delegated. 


· Tube feedings- The administration of nourishment & fluids via a tube such as a gastrostomy / PEG tube (inserted directly into the stomach through the abdomen) or nasogastric tube (tube inserted through the nose, down the throat & into the stomach).


· Tube feedings could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Delegation is not necessary to assist client by filling bag or positioning the client without delegation.


· Ulcer (pressure) care: Includes any intervention for treating an ulcer at any ulcer stage. Examples include use of dressings, chemical or surgical debridement, wound irrigations, and hydrotherapy.


· Some ulcer care could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Ventilator or respirator- A mechanical device that assists an individual to breath when they are unable to do so on their own.  Individual being weaned from mechanical ventilation by a machine- means that attempts are being made to gradually remove the individual from the machine so that they may return to breathing on their own.  Does not include CPAP or BiPAP.  Do not select ventilator if client received it in the last 14 days, solely in conjunction with a surgical procedure.


· Some aspects of ventilator/respirator care could be delegated.


· If the delegating nurse considers client stable, the care is not complex, and does not require nursing judgment, he/she may decide to delegate. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Vital Signs (temperature, pulse, respiration, blood pressure, and weights) - This is the monitoring of these issues to report to the primary health care provider or the home health nurse any change that would be indicative of an unstable health condition that would require further evaluation and or treatment.

· Delegation is not necessary to Caregivers may measure and report vital signs without delegation.

· Wound / skin care- Measures used to treat open skin areas, lesions, or post-operative incisions to promote healing.


·  Simple wound care could be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation.  When in doubt, refer to a delegating nurse to evaluate.

· Other- This could include monitoring that lab work ordered by the primary health care provider is completed as scheduled.
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10.1.1 Received/Needs


The assessor will identify all treatments, programs or therapies received by the individual in the last 14 days by selecting the drop down “Received”.  If the treatment, program or therapy is to be continued, revised, referred for evaluation or would benefit from a referral, also select the drop down “Need”.
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ADL-Toileting definition

Toilet Use – How the client uses the toilet room, commode, bedpan, or urinal, transfers on/off toilet, cleanses, changes pad/brief, manages ostomy or catheter, and adjusts clothes. Evaluate for any toilet use even if it does not occur in the bathroom setting.
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Does client use off site laundry?:  Select ‘yes’ from the drop down list if the client’s laundry facilities are not in the client’s residence and the paid provider must stay with the laundry while it is being washed and dried. Do not select “Yes”if client lives with provider.
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11 ADL/IADL Status


11.0 Intent


To document the available degree of informal support.  Assessing status means you look at how the client’s need is going to be met looking forward, rather than looking at what has actually happened in the past.  Status indicates future availability of informal support.


11.1 Process


· Use clinical judgment to determine an individualized assessment of each ADL/IADL, considering any informal support that may be available regardless of living arrangement. There are no automatic “Mets” or “Unmets”, determinations are based on individualized assessment of each client.

· Ask the client and/or informant if there is an unpaid caregiver who is meeting this need.  If there is, then the need is met.  

· Consideration may include whether the client has unusually high needs for assistance with tasks that may offset a deduction to Status if some informal support is available.

· Consideration may include whether completing an IADL for the client, such as shopping for common groceries/household items, cleaning common areas, doing mixed laundry, or preparing a common meal also benefits the person performing the task.  If so then the case manager may consider some degree of informal support when determining Status.  

· Do not consider assistance with ADLs that occur less than weekly, with the exception of Locomotion Outside of Room. 

11.2 Coding

· Coding Definitions:

· Met: Informal support will fully meet this need completely. This may not reflect what has occurred in the past 7 days but will reflect anticipated support from informal supports.


· Partially met: Informal support will provide some assistance with task. The client will have paid and unpaid resources providers meeting this need. If partially met is chosen, then the assessor will need to identify the level of assistance available (refer to Assistance Available section).


· Unmet: Informal support is not available to assist with task.


· Declines:  Client does not want assistance with task.


Informal supports are any resources available to fully or partially meet the client’s need for assistance with a particular task.  Examples of informal support resources may include:  family members, church groups, adult day health (because it is paid through a different DSHS funding source), privately paid Home Delivered Meals, neighbors, home health, congregate meal site, etc.


NOTE: If the client uses Paratransit and requires an escort to assist with transfers, locomotion outside of room, and/or cognitive needs, Unmet may be selected for Transportation.


11.2.0 Understanding Adjustments for Incontinence/Special Diets


It is not the responsibility of the assessor to determine whether the client meets the criteria for a Status adjustment for incontinence or adhering to a qualifying special diet.  The assessor should code Status with an individualized assessment for Housework and Meal Prep in the same way as all other IADLs.  If the client meets the criteria, the CARE algorithm will calculate hours with those IADLs as Unmet, regardless of what is coded on the IADL screens.   
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12 Bladder/Bowel


12.0 Intent


Refers to control of the urinary bladder or the bowels in the last 14 days.  These items describe the individual’s bowel and bladder continence pattern even with scheduled toileting plans, continence training programs, or appliances like an indwelling catheter. You are documenting the frequency with which the individual is wet and dry during the 14-day assessment period, which considers the entire 24 hours each day. 


12.1 Process


Here are some things to consider and questions to ask when beginning the assessment of an individual’s bowel and bladder control:


Many clients may hesitate to admit they have a problem.  Many clients with poor bowel or bladder control may be struggling to maintain control and will try to hide their problems out of embarrassment or fear of retribution.  Others may not report problems because they mistakenly believe that incontinence is a natural part of aging and nothing can be done to reverse the problem.  Hold your conversation in private with the individual.  Validate continence patterns reported by the individual by talking to family members, or caregivers who know the individual well.  Remember to consider continence patterns over the last 14-day period, 24 hours a day including weekends.  Research has shown that 14 days are the minimum time period necessary to obtain an accurate picture of bowel continence patterns. For the sake of consistency, both bowel continence and bladder continence are evaluated over 14 days.

Determination of whether or not to code incontinence is not a matter of volume or whether clothing remains dry. It is a matter of skin wetness and irritation, and the associated risk for skin breakdown.* Coding incontinence is a matter of acknowledging and recording a client’s incontinence problem on the assessment, and ensuring that the plan derived from the assessment addresses the problem. If the client’s skin gets wet with urine, or if whatever is next to the skin (i.e. pad, brief, underwear) gets wet, it should be counted as an episode of incontinence—even if it’s just a small volume of urine, for example, due to stress incontinence.  Any episode of incontinence requires intervention not just in terms of immediate incontinence care, but also in terms of dealing with the underlying problem whenever possible, and instituting a re-training, toileting or incontinence care plan. In addition, since incontinence is a problem that many clients are sensitive about, intervention involves maintaining dignity and lifestyle.

Do not ask “Are you incontinent” because many people do not know what incontinence means.  Some questions to consider asking are:

· Do you ever leak urine (wet your clothes) when you don’t want to?


· Do you ever leak urine (wet your clothes) when you sneeze, laugh, pick up something heavy, or move quickly?  


· Do you ever leak urine (wet your clothes) on the way to the bathroom?


When getting information from caregivers, start to narrow your questions to focus on either end of the continence scale, then work your way to the middle. For example using the urinary continence scale, if the client is always dry, code continent. If the client is always wet and has no control, code incontinent.  Incontinence occurs only once a week or less, code usually continent. The difference between the codes occasionally and frequently incontinent is that for frequently, the client is incontinent at least daily or multiple times a day.


12.2 Coding


A five-point coding scale is used to describe continence patterns. Notice that in each category, different frequencies of incontinent episodes are specified for bladder and bowel. The reason for these differences is that there are more episodes of urination per day and week, whereas bowel movements typically occur less often.


· Continent – Complete control (including control achieved by care that involves prompted voiding, habit training, reminders, appliances, etc.


· Usually Continent – Bladder, incontinent episodes occur once a week or less; Bowel incontinent episodes occur less than once a week.


· Occasionally Incontinent – Bladder incontinent episodes occur two or more times a week but not daily; Bowel incontinent episodes occur once a week.


· Frequently Incontinent – Bladder incontinent episodes tend to occur daily, but some control is present (e.g. during the day time); Bowel incontinent episodes occur two to three times per week.


· Incontinent all or most of the time – Has inadequate control. Bladder incontinent episodes occur multiple times daily; Bowel incontinent is all (or almost all) of the time.


Select one response to describe the level of bladder continence and one response to describe the level of bowel continence for the client over the last 14 days. Code for the actual continence pattern.
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Special Diet/Nutritional Approaches:  Review the treatment/therapies help screens for additional information on nutritional approaches, as appropriate or necessary to meet any of the nutritional needs that have been identified in this screen. Select all that apply.  If no conditions apply, select None of these.


· ADA - Client follows or prefers to follow the American Diabetic Association dietary guidelines.


· Autism Diet –Gluten free diets and/or dairy-free diets which are the common diets recommended by some autism specialists. Could also be used to capture Ketogenic Diet sometimes prescribed to control seizure disorders.


· Calorie Reduction - Client is on a weight loss program that includes a limit on the number of calories eaten each day.


· Dietary Supplement between meals - Any type of dietary supplement that is preplanned and provided between scheduled meals for the health of the individual. Do not include routine snacks. 


· Fluid Restriction - Client is participating in a diet plan that restricts the amount of fluid intake.


· Low Fat – Client is participating in a diet plan that restricts the amount of fat in diet so that calories from fat make up less than 30% of total calories.


· Low Sodium - Client is participating in a diet plan that restricts the amount of sodium in their diet.


· Mechanically altered diet - A diet specifically prepared to alter the consistency of food in order to facilitate oral intake. Examples include soft solids, pureed foods, and ground meat.  Diets for clients who can only take liquids that have been thickened to prevent choking are also included in this definition.


· Planned weight change program - The client is receiving a program of which the documented purpose and goal are to facilitate weight gain or loss. For example, double portions, high calorie supplements; reduced calories, etc.


· Renal Diet – Client is in renal failure and a specialized diet may be designed for client containing some or all of these restrictions:  sodium, protein, fluids, phosphorus, and potassium.


Tube Feedings – Total calories the client received through parenteral or tube feedings in the last 7 days and the average fluid intake per day by IV or tube in the last 7 days.  Document how the individual obtains nourishment, both caloric intake and fluid intake if he/she receives nourishment through parental or tube feedings.  These 2 questions only apply to those clients that require tube or parental feeding. If the client being assessed does not require this skip these two questions.


Code greater than 50% if the client took in no food or fluid by mouth in the last 7 days. To calculate the percentage of total calories by tube feeding divide the calories received by tube by the total calories.


Ask the client or caregiver, as applicable, if the average fluid intake per day by IV or tube in the last 7 days was greater than 2 cups (500cc). This is the actual fluid received, not the amount ordered. Select the amount.

· 1 ounce = 30 cc


· 8 ounces = 240cc


· 1 pint = 500 cc


· 1 quart = 1000 cc


Pg. 168


ADL score is based upon the amount of assistance the client receives to perform certain ADLs.  Of the three ambulation ADLs, only the highest score is counted. The other ADL scores counted are:  Transfer, Bed Mobility, Toileting, Eating, Dressing, and Personal Hygiene. 


12.3 Process


Client is eligible for:  The eligibility algorithm indicates that client is functionally eligible for the programs in this list.  Select the appropriate program considering client choice, program eligibility and financial eligibility.  If COPES is a choice but the client is receiving SSI (or has SSI level of income), and waiver services (PERS, HDM, etc.) are not authorized, then choose MPC.

Living situation, Recommended: Indicate the recommended setting if the current plan will not meet all of the client's needs.

Living situation, Planned: Indicate the setting chosen by the client or her/his representative.


· Residential Care Settings:  There are six payment levels within CARE for care provided in community based settings including Adult Family Homes, Assisted Living, ARCs and EARCs.  There will be seventeen payment levels beginning 7/1/08.  The payment levels are determined by the clinical category groups as described above.  The CARE tool will generate a level of care for the client.  That level of care is the maximum payment that can be paid for services in any community based residential setting.

· In Home:  There are seventeen payment levels within CARE for care provided in in-home settings.  The payment levels are determined by the clinical category groups as described above.  There are then adjustments made to the base hours of the clinical category based on the factors described below.  The hours generated by the CARE tool are the maximum number of hours that can be paid for services prior to accounting for client choice, program limits, cost effectiveness and client health and safety.  Authorizations that exceed the maximum number of hours generated by the CARE tool require an approved Exception to Rule (ETR).


13 Triggered Referrals

13.0 Intent


If certain data elements or combinations of data elements were selected in the assessment, they will trigger a critical indicator recommending a referral.  The assessor will document why each referral was made or why it was not made.

Document referral details for Nursing Services in each detail Comment Box on the Triggered Referral Screen.  Document the referral details for non-nursing referrals on the appropriate screen’s comment box or in this screen’s detail comment boxes. 

Referrals to Nursing Services for the Nursing Referral Indicators are made according to the requirements of Chapter 24 of the Long Term Care Program Manual, as well as the local referral process in each HCS or AAA office.

13.1 Coding


Critical indicators:  These are indicators that were triggered by the client's assessment through the selection of certain data elements.  Click on a line to read the list of the data elements and values selected in the assessment that triggered this Indicator (there may be more than one indicator).  


Nursing Referral Indicators include the following:


· Unstable/potentially unstable diagnosis 


· Caregiver training required 


· Medication regimen affecting plan of care 


· Nutritional status affecting plan of care 


· Immobility risks affecting plan of care 


· Past or present skin breakdown 


· Skin Observation Protocol**


Documentation for the Non-Nursing Triggered Referrals are made according to policy requirements.  These Triggered Referrals are: 


· Pain


· Depression


· Suicide


· Alcohol/Substance Abuse


These fields are required for each Triggered Referral:  


Refer:  Yes/No based on whether a referral was made to either Nursing Services for a Nursing Referral Indicator or another provider for Non-Nursing Triggered Referrals.  

Reason:  Select all that apply, indicating why a referral was made or why it was not required (need is otherwise met or client declines at this time). 

Date of referral:  Enter referral date if one was made.


Comment box:  Document supporting information for each referral in each detail area comment box as needed.

** Note:  If Skin Observation Protocol appears in this list, the client has been identified as having a high risk for skin breakdown related to pressure.  Follow the procedures outlined in Chapter 24 of the Long Term Care Program Manual when a Nursing Services referral and the Protocols for Skin Observation for other actions required by the case manager.  If the client appears to be at imminent risk related to skin breakdown over pressure points, refer to the protocol for suggested actions and consult with your supervisor. Documentation in assessment is required if protocol is triggered. If client refuses observation, note on the Service Summary.
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4. Provider Hours:  an optional box that can be used to split hours between caregivers or services (such as HDM or ADC).  These hours will pull to the Service Summary.  There is no mathematic edit with the total CARE hours.  The CM needs to enter the correct amounts to add up to the total hours authorized by CARE or approved by ETR.


14 Environment Plan


14.0 Intent


Use this screen to identify who will address environment concerns.  Also include the date when the concern(s) will be addressed. After a concern has been addressed, document in the comment box.  Items on this list will generate a 30 day Tickler for follow up.  The system generated tickler will arrive 30 days after the assessment is moved to current.
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15 Equipment


15.0 Intent


Use this screen to identify how equipment identified in the assessment as needed and wanted will be addressed. Indicate who is responsible and date when equipment should or will be acquired. After equipment has been acquired, document in the comment box.  Items on this list will generate a 30 day Tickler for follow up.  The system generated tickler will arrive 30 days after the assessment is moved to current.

* According to Dr. Courtney Lyder, Ph.D., a nationally recognized incontinence and pressure ulcer expert from Yale University School of Nursing, “Urinary incontinence is a major risk factor for pressure ulcer development. Hence excessive moisture (from stool and/or urofecal incontinence) can cause the skin to become macerated with less pressure needed to develop a Stage II pressure ulcer. In the presence of moisture, less pressure may be required to develop an ulcer.”








