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	TO: 
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Area Agency on Aging (AAA) Directors
Division of Developmental Disabilities (DDD) Regional Administrators
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	Bill Moss, Director, Home and Community Services Division

Linda Rolfe, Director, Division of Developmental Disabilities

	SUBJECT: 
	Revised Long-Term Care (LTC) Manual Assessment/Care Planning Chapter 

	Purpose:
	To inform staff of the revised LTC Manual Assessment/Care Planning chapter.

	Background:
	The Assessment/Care Planning chapter has been revised.  There has been a lengthy draft process.  All comments received have been considered in this revision.  The nature of this chapter makes it subject to frequent change, and it will likely open again for change in the near future.  

	What’s new, changed, or

Clarified
	The Assessment/Care Planning chapter has been revised to include changes to the following sections:
· Assessment Location Grid;

· Exception to Rule Process;
· Forms and Brochures;

· Getting Approval on the Plan of Care;

· Minimum Standards;

· Performing a CARE Assessment;

· Self Directed Care; and

· Types of CARE Assessments
The Case File Standards section has been updated and moved into the Assessment/Care Planning Chapter from its former home in Chapter 2.
The intranet and internet websites related to this chapter have been updated.  A downloadable Word version is also available on the chapter’s homepage.
This MB supersedes MB H08-037.

	ACTION:
	Use the updated Assessment/Care Planning Chapter effective immediately by going online to: http://adsaweb.dshs.wa.gov/docufind/LTCManual/assessment/


	Related 
REFERENCES:
	Revised LTC Manual Assessment/Care Planning Chapter


	ATTACHMENT(S):   
	Assessment/Care Planning Chapter with Final Updates Highlighted:
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Assessment and Care Planning 

The purpose of this chapter is to describe the goals and process of performing an assessment and developing a care plan.  

Section Summary 


· Goals and Functions of the Assessment and CARE tool

· 
Types of CARE Assessments - What’s the difference between a brief assessment and an initial assessment?

· Adding a Client to CARE - Be sure to follow timelines for intake, assignment and follow-up with new clients.

· Performing a CARE Assessment - Find out what forms you need to review with the client, when to consult with a nurse, etc.

· Assessing Informal Supports

· Assistance Available

· 
Completing a CARE Assessment – Developing the Plan of Care

· 
Getting Approval on the Plan of Care


· 

 HYPERLINK  \l "_Self-Directed_Care" 

Self-Directed Care


· 

 HYPERLINK  \l "_Exception_to_Rule" 

Exceptions to Rule (ETR)


· 

 HYPERLINK  \l "_Necessary_Supplemental_Accommodatio" 

Necessary Supplemental Accommodations (NSA)


· 
Case File Standards

·  Minimum Standards - Be sure to follow these minimum standards before   


      moving your assessment to current.

Resources 


           Rules and Policies 

           Read more about rules and policies on this subject.

           Forms 


           Find out more about the forms and brochures you need to review with the client


           during their assessment.

           Assessor Manual

This is a clinical training tool for understanding CARE. 

           Assessment Location Grid  

Find out the type of assessment you will need to complete for clients who are moving (e.g. client moves from in-home to a nursing facility).

           Skin Observation Protocol




 Ask an Expert

You can contact Susan Engels at (360) 725-2353 or EngelSS@dshs.wa.gov or Aaron Van Valkenburg at (360) 725-2554 or ValkeAV@dshs.wa.gov.

Goals and Functions of the Assessment and CARE tool

What are the functions of an assessment?


In order to determine the needs of individuals applying for and/or receiving long-term care services, you must:


· Perform a face-to-face interview with the individual requesting long-term care services;


· Obtain and review documentation/information, e.g. make collateral contacts; 


· Document client needs, strengths, limitations, resources, preferences and goals;


· Assure that available supports are not supplanted;


· Use the information to determine eligibility for long-term care programs.


Once you have determined what the client’s needs are, assist the client to develop a plan that:


· Is consumer directed by incorporating client choice and preference; 

· Addresses all assessed needs within resource limitations (including health and safety risk factors and personal goals) either by paid services or other means;


· Provides clear instructions to caregivers of client preferences related to services within program limits;

· Makes providers aware of the client’s authorized services to determine if they can adequately be met by the provider. 

· Refers the client to appropriate community resources based on the client’s needs, preferences and/or mandatory referral policy.

What is the function of the CARE tool?


The state establishes eligibility for services based upon a client’s assessment using the Comprehensive Assessment Reporting Evaluation (CARE) tool.  The CARE tool functions as an assessment, service planning, and care coordination tool and is used to determine program eligibility and establish a payment rate or hours of care a client is eligible to receive. WAC 388-106-0055, 388-106-0080, 388-106-0135 give ADSA’s published rates and program rules that establish total hours and how much the department pays toward the cost of services.  The CARE tool is also used to document eligibility for other waiver services such as Personal Emergency Response Systems (PERS), home-delivered meals, Adult Day Care, environmental modifications, etc.
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HCS:  The HCS social worker or nurse completes:

· All initial assessments. EXCEPTION:  Asian Counseling and Referral Service and Chinese Information and Service Center complete initial assessments in King County for specific ethnic populations;


· Annual and Significant Change assessments for residential clients;


· Brief assessments for clients in nursing facilities in need of the Alien Emergent Medical (AEM) Program;


· New assessments of former ADSA-funded clients; 

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

· New assessments of clients requesting Adult Day Health only.

APS or HCS (based on regional office protocol): Adult Protective Services completes assessments for protective services.

AAA:  The AAA/Aging network case manager or nurse completes assessments for:


· All clients receiving ADSA-funded long-term care services in their home after      


       services are initially authorized;

· Clients moving from their own home to a residential or nursing facility setting;  


· Aging Network clients; and

· Clients receiving Adult Day Health only after services are initially authorized.


DDD:  The Division of Developmental Disabilities (DDD) case resource managers complete assessments for clients who are DDD-enrolled and receiving services funded through DDD or for a DDD client being screened for nursing facility placement.

Types of CARE Assessments


When do I complete an initial assessment?


Complete a face-to-face, initial assessment with an individual who requests services from ADSA for the first time or for clients who have been terminated from all ADSA-funded services for more than one year and are requesting services again. 


What is an initial/reapply assessment?


This is a (face-to-face) assessment for clients who are reapplying for services within one year of the last face-to-face assessment.


When do I complete an annual assessment?

· To continue to obtain federal funding, the federal government requires a face-to-face assessment to be performed at least annually to determine program eligibility.  A new face-to-face assessment must be performed and moved to Current by the last day of the same month the previous face-to-face assessment was moved to Current.   


· Services may not be authorized on a pending assessment.

· If a client does not need an assessment between annual assessments, use the last annual assessment.


Note: If an assessment cannot be moved to Current within 30 days of the date it was created, document the reason in the Service Episode Record (SER) and use the last day of the month the face-to-face assessment occurred as the plan period (eligibility) end date for the next year’s assessment. 


When do I perform a Significant Change assessment?


A Significant Change assessment is necessary to assess changes in client condition so the plan of care can be revised to reflect updates in care needs. Perform a face-to-face, Significant Change assessment when there has been a reported change for better or worse in the client's cognition, ADLs, mood and behaviors, or medical condition that will affect the care plan. Always use the Significant Change assessment when assessing clients face-to-face, even if there is no change in the client’s condition. 


Significant Change assessments should be completed (moved to Current) no later than 30 days from the date it is determined that there has been a change in the client’s condition that warrants a new assessment.  If the 30-day timeframe is exceeded, you must document the reasons why.

For information on Significant Change assessments in residential settings, see the LTC Manual, Residential Services chapter.

Completion of a face-to-face, Significant Change assessment can determine the date of the next annual reassessment. For example:


· You complete (i.e. move it to Current) a client’s initial assessment on July 6, 2008, which means the annual assessment must be completed on or before July 31, 2009.


· You complete a face-to-face, Significant Change assessment on October 15, 2008.  This client’s annual assessment date could be changed and would need to be completed on or before October 31, 2009.  Additionally, you must confirm that the client is financially eligible before extending services for 12 months.

When do I perform an Interim assessment?


Perform an Interim assessment (for office use only: never use for face-to-face interviews) when making changes to assessments that do not involve a reported change in the client’s cognition, ADLs, mood and behaviors, or medical condition.  This may be the result of Quality Assurance (QA)/supervisory monitoring or as a result of information obtained about the client such as:


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


· A change in the availability of an informal support;


· A correction of coding as a result of a QA or supervisory review.


Can a nursing referral result in a Significant Change assessment?


Yes.  The nurse may perform a Significant Change assessment as a result of the Skin Observation Protocol or a nursing referral when one or more Critical Indicators are triggered.  


What is a Brief assessment?


HCS staff uses the Brief assessment for clients who are discharging from a hospital to a nursing facility and meet the PASRR level II criteria OR for clients applying for Alien Emergency Medical (AEM) or GAU.  Clients who require a level of care determination within 7 days of nursing facility admission will now have the determination made in the NF Case Management screen in the CARE Details folder. 

What is a AAA/Non-Core assessment?


A AAA/Non-Core assessment is used by AAA staff when assessing a client for non-Core services, under Senior Citizens Services Act (SCSA), Older Americans Act (OAA), or under locally-funded services when providing Aging Network case management.



Adding a Client to CARE


How do I add a client to CARE?


Once you receive a request for an assessment, you must perform an intake, assign the case, and follow-up with clients to schedule the assessment within the required timeframes.

		Timeframes



		

		For all applicants (except hospital discharges):

		For applicants, discharging from a hospital:



		Intake

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

		Enter applicants within one working day.



		Assignment

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

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



		Contact

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

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





		Completion

		Complete the assessment (move to Current and authorize services) within 30 days after the date of assignment.

		Complete the assessment (move to current and authorize services) within 30 days of the date of receipt of referral.



		Exceptions to this timeframe may occur when: 


· The client requests a longer response time; 


· The client is not available for a face-to-face contact;

· There is difficulty in finding an appropriate provider; 


· Financial eligibility has not been completed; and/or

· Coordination is needed with interpreter services.


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





1. How do I complete the intake?  


Determine whether the client is already in CARE.  If the client does not exist in CARE, add the client to the system and complete the following screens:


· Client demographics;


· Overview:  Include the reason for the referral. Assign a primary case manager and supervisor;


· Addresses;


· Collateral contacts:  If the client did not self-refer, identify the referent here;


· Financial: Intake may obtain financial information, but the assessor must verify that the client is financially eligible at the time services are authorized.

2. When do I inactivate the case? 


Inactivate the case when the client withdraws the request for services (the client will not be assessed).

Performing a CARE Assessment


How do I perform a CARE assessment?



1. Contact the client to set up an appointment following the contact timeframes. The following are suggestions: 


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


· Tell the client that the appointment will take 2-3 hours.  Assessment information will be obtained from the client, facility records/staff (if applicable), and other collateral contacts as appropriate.  Check for staff and client availability before the assessment (For residential clients, activities may limit the time the client has available for the assessment).


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

· In addition to information already gathered (e.g. on an Intake form), screen for any potential hazards to the assessor.

· On the day of the appointment, call to confirm.


2. Assess the client in a face-to-face interview (privately, if possible) and gather information on the client’s functional level, strengths, needs and personal preferences.  The assessment may be in pending status while you gather information to complete the assessment and care plan.  During this time:


a. Gather Information


i. The client should be used as the primary source of information whenever possible.


ii. Gather information from the client’s legal representative or substitute decision-maker, as appropriate. If the client has a guardian or DPOA, get this paperwork and place it in the client’s file.


iii. Gather other information from collateral contacts after you have obtained the client’s consent on a Consent form, DSHS 14-012. The client must sign a consent form before the Service Summary/Assessment Details can be given to any provider.  Check the box “Other DSHS contracted providers” and write in “ADSA-paid providers”. 

b. Discuss Necessary Supplemental Accommodations (NSA). - Clients who have a mental, neurological, physical, or sensory impairment that prevents them from getting program benefits in the same way as those who are not impaired are considered in need of necessary supplemental accommodation.  Read more about NSA.

c. 
Review all brochures and forms with the client.  Also follow the Self-Directed Care Checklist for self-directed care clients.  


d. Assess for informal support available to fully or partially meet identified needs.  

e. Review critical indicators.  The following are some examples of when you would refer to or coordinate with nurses or make other referrals:


· The skin protocol has been triggered. NOTE:  The ADSA skin breakdown prevention plan will print on the client’s assessment details when potential skin issues exist.


· Other critical indicators have been triggered (e.g. nutritional status affecting the plan of care).

· Depression or pain has triggered consideration of referrals.

3. Verify and Determine Eligibility.  Financial and functional eligibility must be determined concurrently for clients receiving Core services (e.g. COPES, MPC, etc).  Confirm financial eligibility or ensure that an application has been submitted; complete Fast Track procedures as necessary.  Document financial verification in the SER or place documents in the file before authorizing or re-authorizing services for a new plan period.

Not eligible for Core services?


If a potential client is found to be ineligible for Core services:


1. For clients who may benefit from Respite or Family Caregiver Support Services, refer them to the local AAA;


2. For clients over 60, consider a referral to information and assistance (I & A) or the local AAA office for non-Core services (refer clients under 60 to community resources);


3. Move the assessment to history;


4. Send a Planned Action Notice; and


5. Inactivate the client within 14 days unless a fair hearing request is received. 


4. Develop a proposed plan of care with input from relevant parties and, if appropriate:

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


b. Inform clients of their choices related to long-term care settings and provider types. Give clients information regarding the IP program. Assist the client in identifying a qualified provider. If requested by client/rep, review the plan of care with potential providers; 


c. If the identified plan of care does not meet the client’s care needs, consider requesting an ETR.  Read more on when and how to submit the request to HCS headquarters (HQ).

Assessing Informal Supports


Background


As part of the waiver approval process, the Centers for Medicare and Medicaid Services requires the state to not replace naturally occurring supports with federal funds. One of the purposes of the assessment is to determine availability of informal supports and other non-department paid resources and community resources. Identified informal supports are based on voluntary action and are available so long as the source is willing and able to continue them. The state will inform clients, families, and support systems of options to address needs a client may have for unscheduled tasks and/or supervision beyond the number of hours authorized in an in-home care plan, including residential or nursing facility care (if applicable). 


As the employer, the client/representative should determine the provider’s schedule, which is then documented by the case manager. When requested, the schedule is facilitated by the case manager with input from formal and informal decision makers. The department is obligated to pay for hours worked up to the maximum number authorized. 


What are examples of informal supports? 


Informal supports are any resources available to fully or partially meet the client’s needs for assistance with a particular task.  Examples of informal support resources may include: family members, friends, church groups, neighbors, Adult Day Health (because it is paid through a different DSHS funding source), hospice services, doctor’s office services for certain treatments/foot care, privately paid Home Delivered Meals, home health, congregate meals (served at senior centers, tribal centers, community center), etc.

Process of determining status:

· 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 an individualized assessment of each client.


· 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, you 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.

· Do not consider assistance provided by children under the age of 18.

When is the status “met”?


To determine whether the client has an unmet need with personal care tasks, you must consider the availability of informal supports. If the informal support(s) will fully meet the need, the status is considered “met”.  This may not reflect what has occurred in the past 7 days but will reflect anticipated support from informal supports.

When is the status “partially met”?
If the informal support will provide some assistance with the task, the need is “partially met”. If partially met is chosen, the assessor will need to identify the level of assistance available. Use the Assistance Available chart to determine the percentage. 


When is the status “unmet”?


When there is no informal support available to assist with the task, the status is “unmet”.  


Note: If the client uses Paratransit or other public transportation but also requires an ADSA-paid caregiver to assist with transfers, locomotion outside of room, and/or cognitive needs, Unmet may be selected for Transportation.  If the client does not need an escort, code Status based on provision of the transportation only.

Consider Medicaid brokerage services when determining whether or not to assign transportation to a personal care assistant.

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 of Housework and Meal Prep in the same way as all other IADLs, including informal supports, when available.  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. 

Assistance Available


Use this chart to determine how much of a need is “partially met.”  It may be partially met by an informal support:


Less than ¼ of the time.


¼ to ½ of the time.


½ to ¾ of the time.


More than ¾ of the time.
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How do I know when I’m ready to complete CARE?


Have you met the minimum standards?  If yes, you are now ready to complete your CARE assessment.






Completing a CARE Assessment – Developing the Plan of Care


Background


Clients are able to choose from options for personal and healthcare services that are governed by eligibility criteria, payment source requirements, coverage options, and provider qualifications.  Twenty-four hour, paid care is available only in residential or medical facility settings, so case managers must work with clients to maximize all available resources, both paid and unpaid, in order to develop a plan of care that addresses the health and safety needs of the client. The state identifies the essential tasks to be performed by formal providers in the care plan within program limits.  How and when they are performed is determined by the client.  


The state has an obligation to educate clients, family members, support systems, and other service providers, informing them that a plan of care is developed based on the resources available and that meeting all needs and providing all services is an expectation that neither the client, family, support system, or case manager may be able to achieve.  

How do I get approval on the plan of care from the client? 

Before authorizing services, you must obtain the client’s approval on the plan of care. 


How do I distribute the plan of care to the client/representative?


Distribute the Service Summary and CARE Results to the client along with a Planned Action Notice (PAN). Distribute Assessment Details if requested by the client/representative. 

How and when do I distribute the plan of care to the provider(s)?


Mail or fax the Service Summary and Assessment Details prior to authorizing/reauthorizing services and document in the SER. Distribute the Service Summary and Assessment Details to:


· Individual providers;


· Agency providers;


· Nursing services staff, if applicable;


· Residential providers;


· The nursing facility, if the client is placed there on Medicaid funding only;


· Adult Day Services providers;


· Nurse delegators.

Document in the SER when you distributed the documents and to whom.


Plans of care that include IPs


· As the employer of IPs, the client/representative should determine the service plan schedule.  


· When requested, the schedule is facilitated by the case manager with input from formal and informal decision-makers.  


· Supervision of the IP must be performed by the client or his/her representative.  When a client, or client representative, is unable to supervise their employee, a plan for increased monitoring is documented within CARE by the case manager.  

· Review the plan of care with the provider upon request by the client or representative.

How do I authorize services?  


Complete all authorizations in CARE once the client has approved the plan of care. For:


· Initial assessments, the begin date may not precede the date the assessment was moved to Current status. 


· Significant Change assessments, if extending services for one year, terminate the current line or lines (for example, if participation is also authorized) and create a new line(s) on the same authorization.  Do not change the begin date on a current line since changing the begin date creates a risk of canceling outstanding payments or prevents invoicing from occurring.  If there are not enough lines left on the authorization, open a new authorization.


· Annual assessments, you may not extend services beyond one year from the last day of the month in which it was moved to Current. A face-to-face assessment must occur and the assessment must be moved to Current prior to reauthorization of services. 

How do I transfer the case? 

Transfer the active case to the appropriate AAA office or residential social worker when the assessment has been moved to current and you have confirmed that services are in place. Read more about transferring cases…



Getting Approval on the Plan of Care


To authorize services, a client must first approve the plan of care.  The client’s approval verifies his/her participation in the development of the plan and consent to services outlined in the plan.  You must have documentation of approval from the client or duly appointed representative.
  Clients are considered legally competent unless deemed incompetent by a court of law.


· For each face-to-face assessment, document in the SER a discussion with clients about: 

· The number of paid hours/rate available in the care plan;


· The option of receiving care in other settings; 

· For in-home clients, the option of receiving care from an Individual or Agency provider;

· The client’s choice of setting. 


· If a client has a guardian or DPOA, all decisions related to their care should be (best practice) discussed with them prior to getting a signature or receiving consent by the guardian or DPOA. 


· If the client physically cannot sign documents, the reason should be documented in the file.


· If the client does not appear to be competent and there is no DPOA in place, all documents should be signed by the client and their informal decision maker and noted in the file that the information was discussed with both the client and informal decision maker. 


· When the client appears to be incompetent and physically unable to sign documents, the worker should state this in the file and have the informal decision maker sign the documents.  A guardianship may need to be considered.


At a minimum, follow the steps listed below at the annual reassessment or whenever a plan is developed or changed as a result of an increase or decrease in hours or an addition or deletion of a service.


1. The client may only sign and date a current Service Summary.

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


a. Document this conversation in the Service Episode Record (SER);

b. Use the Plan Approval Purpose code; and


c. State that the client has participated in the development of the plan and verbally consents to the services.  The verbal review and documentation of approval should occur before moving the assessment to Current;

d. Once the client has given verbal approval of the completed plan, send the client a copy of the current Service Summary, CARE Results, and Planned Action Notice (PAN) with an extra signature page, cover letter and self-addressed, stamped envelope, so that the client can sign and return the document. Note this in the file.  If the client prefers, you may send the client a PDF version of the Service Summary and CARE Results using secure email. 

e. The client may agree to continue services without approving the hours/rate.  Document this and move the assessment to Current. Send the Service Summary, CARE Results, and PAN to the client for signature as described in (d) above.

3. If fewer hours are authorized than are indicated on the Care Plan screen (due to client request), document this in the SER. Show deductions for waiver services using the Provider Hours boxes on the Support screen.  Hours divided between providers or reduced hours may also be documented in the Provider Hours boxes.

4. Some clients may prefer electronic communication and a faxed or electronic scanned signature is acceptable.


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


6. If the signature page is not returned, a follow-up call by the HCS region or AAA to the client will be made requesting return of the signature page.  (Document this in the SER.) If, after 10 days, the signed plan has not been received, the file may be transferred to the receiving agency/worker.


7. If verbal approval is the only client consent on record, the plan must be signed at the next in-person visit.  


8. For Interim assessments, follow the steps for getting approval of the care plan whenever there is a change in authorized hours or care needs. 


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


· Include services on the plan for which the client is not eligible;

· Omit information that a caregiver must be aware of to provide care; or

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


Note: Clients may choose to delete certain information; however, if the information is determined to be necessary to address the health and welfare of either the client or the provider, discuss with the client and explain that unless the provider has this information, you may not be able to provide services.


Consult with your supervisor if you cannot reach agreement after negotiation.


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


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

Significant Change Assessment by a Nurse


A nurse may conduct a home visit or consultation when a critical indicator or Skin Observation Protocol is triggered.  Nurses will use CARE to document concerns and recommendations (or a paper form, if they do not have access to CARE).  


If you refer the case and the assessment is in:


1. Pending status, the nurse can complete any screen using the original look-back periods for assessment data.  The nurse would then consult with you regarding the assessment and/or recommendations.  


2. Current status, you must decide who should initiate the pending assessment.  If:


· The nurse creates a pending Significant Change assessment and completes applicable screens, after consulting with the nurse; you can complete the remaining screens with a client visit.  


· You create a pending assessment, initiate the assessment and then refer to the RN for a visit and completion of the appropriate screens.  


· Regardless of the nurse’s changes, you (the case manager) are responsible for moving the assessment from Pending to Current status.


· If the nurse wants a record of his/her changes, the nurse may print out the pending assessment after making changes or adding new information before returning the case to the case manager.

Self-Directed Care


WAC 388-71-05640





An adult with a functional disability living in his/her own home can direct and supervise a paid personal care aide to help with health care tasks that he/she cannot do because of his/her disability.  Examples of Self-Directed Care tasks include help with medications, bowel programs, bladder catheterization, and wound care.  Self-Directed Care under Chapter 74.39 RCW must be directed by an adult client for whom the health-related tasks are provided. The adult client is responsible to train the individual provider in the health-related tasks which the client self-directs.


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


Self-Directed Care Checklist


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


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


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


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



		1. Does the individual live in his/her own home (e.g. a residence that does not require licensure)?  Self-directed care can only happen in a private home. Self directed care (RCW 74.39.050) does not apply to clients living in licensed facilities.



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


The IP can be a family member.



		3. Does this individual have a functional disability that prevents him/her from performing a healthcare task for him/herself?  The individual must be over 18 years of age.  The client could have a traumatic brain injury, mental health or developmental disability and self-direct as long as the disability does not prevent him/her from having the ability to explain the procedure and to supervise.  There are varying degrees of function with every disability.  The healthcare practitioner who prescribed the treatment or medication has the responsibility to ascertain if the person understands the treatment or medication administration and is able to follow through on the self-directed care task.



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



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



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



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



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



		9. Has the case manager registered the IP by choosing the SSPS objective code for IP program?



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





The responsibility of the client (person with the disability) is to:


· Inform the prescribing healthcare practitioner who ordered the treatment or medication of the intent to self-direct;

· Inform the case manager;

· Inform and provide training to the IP for those SDC tasks and ensure the IP has a copy of the Service Summary and Assessment Detail;

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

· Supervise the performance of the IP;

· Ask for assistance in training, if necessary.

The case manager must: 


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


· In coordination with the client, identify the SDC tasks and who will perform them, document on the Treatment and Medication Management screens. Provide copies of the Service Summary and Assessment Detail to the client and the IP;


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


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


· Discuss the situation with the client.

· Consult with a nurse consultant and case management supervisor.

· After obtaining a signed Consent form (DSHS 14-012X) from the client, confer with the prescribing health care practitioner.

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

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

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

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

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

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

Exception to Rule (ETR) Process


Chapter 388-440 WAC

Exceptions to rules are requested when the identified plan of care does not meet the client’s care needs.  Before authorizing any exceptions to rules, you will need to get local or HCS headquarters (HQ) approval, depending on the type of request.  


ETRs are almost always attached to a particular assessment. When an assessment moves to history, any attached ETR automatically moves to ETR history.  When an Interim assessment pushes a Personal Care ETR to history AND the Interim did not result in any change to in-home hours or residential rate, you may rely on the history ETR until the end of the Plan Period or Custom Date range.

Local ETRs

The local, regional/AAA level must review and approve render decisions for the following ETR requests before they can be authorized: you can authorize them:  

· Requests where services/rate exceeds:


· The maximum allowed for environmental modifications;


· The maximum allowed for specialized medical equipment and supplies;


· The maximum allowed for Community Transition Services;


· The rate for COPES transportation services; or


· The maximum units allowed for COPES client training.


· Requests for exceptions to residential facility licensing/certification requirements (e.g. sharing a room).


· Requests to exceed the Residential Discharge Allowance.


· Requests to exceed Residential Social Leave.


HQ ETRs

HQ must review and approve render decisions for the following ETR requests before you authorize the added services:

· COPES, MPC, MNIW, MNRW, New Freedom, Chore, Roads to Community Living (RCL), and Washington Roads (COPES): Any requests to authorize personal care services beyond the maximum hours/daily rate generated by CARE. A new request must be submitted for each subsequent assessment.


· Any request to authorize a combination of personal care, home-delivered meals (including OAA), Adult Day Care, and/or home health aide services beyond the maximum number of hours or daily rate generated by CARE. 


· COPES skilled nursing services requests using SSPS code 5290.  


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


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


· PDN requests that exceed 16 hours/day of Private Duty Nursing services.


· PDN requests to authorize PDN and in-home personal care that, in total, exceed the maximum hours generated by CARE.


What is the process for sending an ETR request?


Create an ETR within CARE utilizing the appropriate Category and Type for all ETRs. See the ETR chart for types and approval authority.  Process for appropriate approval. For personal care ETRs:

a. In the Request Description Tab, list the number of hours/daily rate generated by CARE, the additional amount recommended by the assessor, and the proposed schedule. Include any specific information about paid and unpaid support persons and any gaps in service you are proposing to address through the ETR request.


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


c. Process for Field Review or Field Approval depending on local office policy.  The ETR must have Field Approval before processing to HQ.  

d. The field approver will process locally approved ETRs for HQ approval.


e. HQ will review and finalize the Personal Care ETR requests within 7 business days of receipt.  For ETRs that are:

· Approved, note the added hours on the Service Summary, initial and date, and send to the client for signature.  Authorize ETR hours, using the “9” code.


· Requested, approved, denied or terminated, send a Notice of Action Exception to Rule (DSHS 05-177) to the client.  If the ETR is approved, include the time period of the approval. 


Necessary Supplemental Accommodations (NSA)


Clients who have a mental, neurological, physical, or sensory impairment or other problems that prevent them from getting program benefits in the same way as those who are not impaired are considered in need of necessary supplemental accommodation. (See WAC 388-472-0020)


Developing Necessary Supplemental Accommodations (NSA)


Discuss with clients any issues that would hinder their ability to access DSHS programs and services and determine if they require any necessary supplemental accommodation services to ensure that they can submit the necessary information to the financial worker for an initial (or on-going) determination of eligibility for Medicaid.  If the client requires or requests NSA:


1. Select “Yes” on the Care Plan screen that the client has a need for an “NSA”. 


2. Identify any special needs he/she may have which would impact his/her ability to complete the initial application for public assistance and any reviews for ongoing eligibility;


3. Describe the plan in the comment box labeled “NSA description”; 


4. Identify the family member, significant other, or other individual who can be identified as the person the financial worker can contact (requires Consent – DSHS Form 14-012); 


5. Assist clients who are unable to manage this issue independently if no NSA is identified.  


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


EXAMPLE:  The client cannot read. All forms must be sent to the designated representative.


EXAMPLE:  The client has a hearing impairment so staff should not contact the client by phone or would need to use the TTY system when appropriate.


Implementing the Necessary Supplemental Accommodation (NSA)


In addition to documenting NSA information on the Care Plan screen, you must: 


1. Describe the needed special accommodations to the HCS financial worker on form 14-443. Include the address of the person identified as the client’s representative.


2. Document in the SER or include a copy of the 14-443 in the case file.


3. If the client does not have anyone to assist them, indicate that HCS/AAA social workers or case managers will need to arrange for, or provide assistance with, completing forms, obtaining needed information, explaining the department’s adverse actions, requesting fair hearings, and providing follow-up contact on missed appointments. Social workers and case managers may be notified by financial workers that the client needs further assistance with their Medicaid eligibility reviews to ensure that there is no interruption in Medicaid eligibility. 


HCS/AAA case records must be identified if the client has specific needs (e.g. large size print for forms, hearing impairment, cognitive impairments, limited reading ability, etc.) that are in addition to the required accommodations that are already recognized in HCS policy.  Although all ADSA LTC clients are treated as if they are NSA, only develop an NSA plan and mark the case “NSA” in CARE if the client has specific NSA needs.


Case File Standards


This section outlines standards for what is required in the hard file, retaining files, obtaining original documents/signatures, and organizing files.


Retention


2. The active file contains material two years old or less.  The most current Acknowledgement of Services Form (14-225) and all legal documents must remain in the active file even if it is over two years old. All client files must be maintained for three years.


3. Inactive files contain material over two years old.


f. Retain the file on local office’s shelves until the old volume is one inch or more in width (Support staff: See Manual E for splitting records).  Send the volume to a retention center per record retention procedures.


g. If material in an older, multi-volumed file is needed, request this material from the retention center according to retention center procedures.


1. Original Signatures and Electronic Transmission Faxes


Certain forms require that the original signatures and the original document be filed in the case record.  Examples of this are the (DSHS 14-225) Acknowledgement of Services and the (DSHS 16-172), Rights and Responsibilities form. Typically, you can obtain these signatures during the face-to-face contact with the client.


On occasion, a document must be faxed. Fax Electronic transmissions, such as fax or emailing PDFs are acceptable. as long as the original document is accounted for properly. File a hardcopy of the signed electronic document in the client file.  The original signature is not required.  Although more widely used, faxing is not a substitute for properly forwarding and filing the original document.  Some source documents (containing original signatures) may be maintained by different entities or organizations. If this is the case, include a note in the file of where the original is maintained.  All documents stored in Barcode/Document Management System (DMS) are considered available to the hard file. 

2. Organization of Files


Use four loose sections bound by brads in the organizational structure outlined below.  Place current information on top of each section, with the exception of the narrative section. Individual AAAs may choose to organize their files differently as long as written policy outlines the organization of files and it is consistent with HCS organization when transferred.


1. Service Episode Records (optional);


2. SSPS Documents:  This section contains all SSPS documents: 14-154(X), Social Service Authorization and the 14-159, Change of Service Authorization that were created outside of the CARE tool.  File authorization documents in chronological order, with the most current on top. Authorizations created within CARE are not required as these are available electronically.

3. CARE Service Summaries: with most current on top.  Hardcopies of signed documents received electronically are acceptable. 

4. Supporting documentation and correspondence section:  This section contains all supporting documentation and correspondence relevant to the decision of authorizing or terminating services.  Place current information on top of each section, with the exception of the narrative section. ACES letters or 14-443 done through Barcode/DMS are not required as these are available electronically. 

Adult Protective Services (APS) documents:  APS documents are treated differently.  Please refer to Chapter 6 of this manual for specific instructions on how to file APS documents.

Minimum Standards

		Client Details



		Interpreter required

		Follow guidelines outlined in the Interpreter chapter.



		Residence History

		When client changes residence, start a new line (+).  Do not edit the old line as this prevents history from being built.  Use the Multi-Client Residence tab for in-home clients when appropriate.



		Usual housing situation

Residence Type

		Select (edit) the appropriate Residence Type from the dropdown.  If the client is living with others, use the Collateral Contact screen to document their name(s) and their relationship to the client.



		Emergency contact  

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



		Informal support  

		List the name and phone number of the client’s informal support. This may be a family member, a friend, neighbor, or community resource.  If the informal support is an individual, it is not required that she/he actually lives with the client, rather that he /she visits regularly, or would respond to the needs that the individual may have.  



		Pharmacy

		List the names of all pharmacies used by the client. 



		Assessment



		Presenting problem

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



		Source of information

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



		Living arrangement

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



		Substitute decision maker

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


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



		Healthcare providers on Collateral Contact screen 

		List the name and phone number of the client’s primary healthcare provider and any healthcare provider who has a role in the client’s plan of care.  If the client does not have a primary physician, make sure the client has an emergency contact. 






		Financial

		Financial eligibility must be verified at least annually. Indicate the method of verification (ACES online, financial award letter, etc.) on the Financial screen. Document in the file or SER.



		Booklet received dates

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



		Medications

		· Include information about each medication, if available, such as dosage, route, frequency, and whether the client’s healthcare provider prescribed the medication.  



		Diagnosis

		· Confirm the diagnosis with the client’s healthcare provider when inconsistencies are noted or the source of the information is not reliable. Document the source of the information. 


·  Use Functional Limitations, indicators, and/or comment boxes to provide information regarding the client’s physical functioning.  



		Treatment

		· Check the treatment definitions to ensure an accurate description of the client’s needs.


· Identify all providers for each treatment. 


· Rehab/Restorative Training (walking, transfer, bed mobility, etc.) over the past 14 days.   Before you can select these activities be sure that:  


· Measurable objectives and interventions are included in the therapist's care plan; 


· Caregivers are trained in techniques that promote client involvement;


· Programs are periodically re-evaluated by a skilled professional.  Document this in the SER or comment box;


· Time spent on each program must be at least 15 minutes a day;  


· You document in the comment box that the plan has been viewed or a copy is in the file.  All criteria mentioned above must be met before “Walking” can be selected.  This item does not include a recommendation by a healthcare provider that the client walk on a regular basis. 



		Self-directed care

		Document self-directed care (SDC) tasks on the screen in which the task is addressed. Typically, these will be documented on the Treatment screen using “Self-Directed Care/IP only” as the provider type or on the Medication Management screen (Administration of Medications).  Include the name of the healthcare provider prescribing the task as well as a description of the task being self-directed in the applicable comment box(es).  Identify the SDC provider and schedule on the Support screen.



		MMSE

		Administer the MMSE to each client at the Initial assessment and whenever the period between face-to-face assessments exceeds 6 months. The MMSE may be omitted when the client is under 18, has moderate to profound retardation, has severe delirium/dementia, or is non-verbal.  Use the Other Factors screen to document client characteristics that may affect the score.



		Memory

		The response to the short-term memory question should be consistent with the client’s ability to recall the 3 items in the MMSE as well as other information in the assessment.  If the client recalls 2 or 3 items and Recent Memory Problem is selected, explain apparent inconsistency in the comment box.



		Behavior

		For each current behavior or past behavior addressed with current interventions, provide caregiver instructions in the comment box.



		Depression

		If the client has a score of 6 or higher, document a discussion about a referral to a healthcare provider or mental health resource.  Follow the Guidelines for Referrals.



		Suicide

		If the client answers “yes” to any of the questions, discuss a referral to an appropriate healthcare provider; follow the Guidelines for Referrals.  If the client has a plan, the means to carry it out and a time planned, contact the local mental health professional or crisis clinic. 



		Supervision of providers

		If the client is unable to always supervise the in-home individual provider, identify an informal support person (not a paid caregiver) who can provide supervision.  Only clients who are coded as “Independent” or “Difficulty in New Situations” may supervise their paid provider.  When no informal support can be identified to meet this need, document in the comment box how monitoring of the case will occur.  In order to increase contact, place the client on targeted case management and consider using more than one IP or an agency worker.



		Emergency plan 




		1. An evacuation plan. The intent of this plan is to document how the client and/or providers would respond to emergency situations.


· Discuss evacuation/emergency planning with the client and document the plan by selecting standard language on the Locomotion Outside of Room or the Locomotion in Room screen under Caregiver instructions. 


· Use the comment boxes to add client-specific information if necessary.


2. Back-up plan of care.  If lack of immediate care would pose a serious threat to the health and welfare of the client, include a backup plan.  Examples of clients who fall into this category are those who use devices that require electricity or constant monitoring; or clients who require continuous monitoring for a medical condition.


· Discuss the backup plan with the client and backup caregiver. 


· Select standard language from the limitations list on the Locomotion Outside of Room screen, using the comment box to add client-specific information if necessary.


· Identify the back-up caregiver on the Collateral Contact screen. 

3. All AFH plans of care and negotiated plans of care must identify the resident's level of evacuation capability (See WAC 388-76-10870).  Document the client’s level by choosing the appropriate level in the Caregiver Instructions bucket on the Locomotion Outside of Room screen.



		Potential for abuse and neglect

		Follow APS guidelines.  If there are no indicators of abuse or neglect, select “None observed or reported”.



		Alcohol/Substance abuse CAGE interviews

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



		Explanation of inconsistencies

		Use comment boxes to explain inconsistencies or conflicting information.  



		ADL and IADL screens

		Use the drop down lists to provide a clear description of the assistance needed to meet each task. Use the comment box, if necessary, to provide specific instructions to the caregiver.





		

		Status:  If the client will receive non-ADSA-paid support for any ADL or IADL, the assessor will select Met or Partially Met and identify the amount of support under Assistance Available, using the chart provided in the Assessor Manual or Help screen.  Examples of non-ADSA paid support are family members, neighbors or Adult Day Health.  



		Guidelines for Referrals

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


*APS, Suicide, and some Skin Observation Protocols are mandatory referrals.


NOTE: A referral is not necessary if the client states they will discuss the issue with their healthcare provider at the next visit. 



		Care Plan



		Client is eligible for:

		Program selected must match services authorized in SSPS.  For example, if a client transitions between COPES and MPC, RCL and COPES or New Freedom and COPES the program must be changed to match what is being authorized. 



		NSA

		Include a Necessary Supplemental Accommodation Plan, if applicable.  Address NSA if the client has a special need (mental, neurological, physical, or sensory impairment – does not include Limited English Proficiency) that prevents her/him from getting program benefits in the same way that an unimpaired person would get them. 



		Referrals to Nursing Services

		If a Critical Indicator is listed on the RN Referral screen, enter the date a referral was made and the reason for the referral.  If a referral was not made, identify why a referral was not necessary.  Follow the nursing services policies outlined in the Nursing Services Chapter.



		Support screen

		Document specific hours only when the client has a client’s preferred schedule. Provide enough detail to ensure that there is no duplication of services (unless 2-person assist is required). Do not identify more paid hours than what is authorized in SSPS.  A schedule is not required for residential providers.  



		Waiver Services

		Waiver services must be included in the client’s plan of care (Assessment Details or Service Summary) before authorization. In addition, the assessment must support the client’s eligibility for each service.

· Environmental modification:  Select environmental modification in the Environment screen and describe the project in the comment box.  Assign a provider on the Support screen.

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

· Community Transition Services (CTS): Select “Other” where appropriate in the Treatment or Environment screens or equipment tables. Describe the type of CTS in the corresponding comment box. Address in the Care Plan, including assigning a provider on the Support screen when appropriate. 

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

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


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

· Specialized medical equipment: Select “Specialized medical equipment” from the appropriate equipment table and describe the item in a comment box. Assign a provider on the Support screen.  

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


· *Home health aide: Assign a provider to identified need on the Support screen (usually bathing).


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


· In-home nurse delegation:


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


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


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


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


* These waiver services must be deducted from the total number of hours generated by CARE. 



		Environmental/Equipment

		When the case manager/social worker is identified as “who acts”, enter the date the equipment or Environmental Modification is expected to be obtained in the “Act by” field.  Document that outcome before or on the “Act by” date. 





Rules and Policies
The following rules and policies relate to assessments:

		Assessment 



		388-106-0010

		What definitions apply to this chapter?



		388-106-0050

		What is an assessment?



		388-106-0055

		What is the purpose of an assessment?



		388-106-0060

		Who must perform the assessment?



		388-106-0065

		What is the process for conducting an assessment?



		388-106-0070

		Will I be assessed in CARE?



		388-106-0075

		How is my need for personal care services assessed in CARE?



		388-106-0080 thru 0140



		CARE Classifications



		WAC 388-472-0020

		How does the department decide if I am eligible for NSA services?



		WAC 388-71-05640





		Self-directed care — Who must direct self-directed care?





Forms and Brochures


The following is an example of a checklist of forms that you may need during your assessment with a client.


		Form/Brochure Title

		Requirements



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

		Review with the client at the initial assessment.



		Acknowledgement of My Responsibilities as the Employer of My Individual Providers (DSHS 11-055 revised 8/2009)

		Review with clients about their responsibilities when employing an Individual Provider.

Between November 1, 2009 and October 31, 2010 the form must be distributed and reviewed during the Initial and Annual assessments with all clients who employ an IP. 


After October 31, 2010, the form must be distributed and reviewed with new clients who select an IP and with current clients who switch to an IP from a homecare agency or residential setting.



		Voter’s Registration (Form 02-541X) 

		At least annually, during face-to-face visits, continue to ask the client if they would like to register to vote and if they need assistance with filling out the form. Include voter registration forms ABVR (http://www.sos.wa.gov/elections/abvr/forms.aspx) and DSHS 02-541 (X) in the client packets for distribution during assessments and reassessments.  

The Voter Registration Service Form DSHS 02-541 (X) ensures that this service is provided to DSHS clients and is an important record in the event that we are audited by the Department of Justice.  Keep these forms for 22 months.  Follow your local office procedure for storage and disposal after 22 months. If the client is already registered to vote and has not moved, you do not have to fill out this form.  


The ABVR form has a field added to allow offices to type in their office name. The new field is a rectangular square that can be found right under the return address location of the form. All offices must type in their office name followed by the acronym ADSA. If the client chooses not to fill the ABVR form with staff assistance and wants to mail it in themselves, typing in your office name will give the Secretary of State’s Office the ability to get an accurate count from our HCS, DDD and AAA offices. 


In the CARE Tool, document on the Client Demographics Screen, Voter Assistance Offered by marking Yes or No. Document in the SER notes if the client is a US citizen and is already registered or ineligible to vote. Do not document the client’s party affiliation.  



		Washington Telephone Assistance Program Brochure (DSHS 22-721)

		Review with the client at the Initial assessment.



		Estate Recovery Information (Estate Recovery For Medical Services Paid For By The State, from the NW Justice website) 

		Review with the client at the Initial assessment.



		 Self-Directed Care Brochure (DSHS 22-388)

		Review with the client at the initial assessment or when SDC is first authorized. 



		Client Rights and Responsibilities (DSHS 16-172) 




		Review with the client at the initial (or at the Significant Change/annual if the form has not been signed).  The client must sign two copies of the form.  Leave one with the client and put one in the file.



		Acknowledgement of Services (DSHS 14-225X) Available in CARE Forms

		Review with the client who is considering a waiver service. When a waiver program has been chosen, indicate on the form and have the client sign.



		HIPAA Notice of Privacy Practices (DSHS 03-387). 

		Review with the client at the initial assessment.  



		IP time sheets

		Review with the client and the provider during the annual or Significant Change assessments.



		Consent Form (DSHS 14-012)  Available in CARE Forms

		Prior to gathering information from collateral contacts or sharing information with others including providers, you must have the client sign the consent form.





Assessment Location Grid


		

		From hospital…




		From NF…




		From residential…




		From in-home…






		To hospital (Rehab/Transitional Care units)

		HCS will coordinate with the discharge planner and assess within 7 days of admit or when ready to discharge to the community, which ever is earlier.

		N/A

		N/A

		N/A



		To in-home

		· HCS performs initial assessments for Medicaid applicants requesting long-term care services (except for Asian Counseling and Referral Service (ACRS) and Chinese Information Service Center (CISC) clients).

· AAA/DDD will update the care plan or perform a Significant Change assessment for existing in-home clients who are returning home within 30 days of their hospital admit.  The AAA will transfer the case to HCS if the client’s out-of-home hospital stay exceeds 30 days.  

		· HCS performs an initial assessment for Medicaid conversions;

· HCS/AAA/DDD performs a Significant Change assessment if there has been a significant change in an existing client’s condition.

· The AAA may transfer the case to HCS if an existing in-home client’s out of home stay exceeds 30 days.  AAA and HCS may negotiate whether to transfer the client if it appears the client will return home within a reasonable timeframe. Continuous Hospital and SNF days are totaled to determine days out of the home.  

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




		HCS performs initial assessments for Medicaid applicants requesting in-home long-term care services (except for Asian Counseling and Referral Service (ACRS) and Chinese Information Service Center (CISC) clients).





		To residential

		· HCS performs initial assessments for Medicaid applicants requesting long-term care services.  HCS informs the client of choices of settings.

· For existing clients, HCS/DDD will update the care plan or perform a Significant Change assessment, if needed. 

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

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

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



		To NF

		HCS completes a Brief assessment for: 

· Individuals, regardless of payment source, who have a positive PASRR and require Level 2 screening, prior to admit who do not have a CARE assessment; 


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

· Clients who are requesting or need Alien Emergency Medical.

Note: The NFLOC screen will be completed after admission to the nursing facility.

		· For residents who, after being admitted, convert to Medicaid payment, HCS will review the record to determine that the resident meets institutional status per WAC 388-106-0355 and notify financial using the 14-443. (Use the NF CM screen. Do not perform a Brief assessment.) The client must have first paid privately to be considered a conversion. 

· No assessment is required when the client is moving from one facility to another.

HCS completes a Brief assessment for: 

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

· Clients who are requesting or need Alien Emergency Medical.



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


For MPC clients, who don’t already meet NFLOC, HCS performs a Significant Change assessment or completes the NFLOC screen prior to admit.  



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


· For MPC and Chore clients who don’t already meet NFLOC, the AAA/DDD performs a Significant Change assessment or completes the NFLOC screen prior to placement.  

· If the client is to remain out of the home less than 30 days, the AAA/DDD maintains the case.


·  If the AAA/DDD maintains the case, pursue MIIE. 

· For new Medicaid applicants, HCS explains all options available prior to admit.  If NF is chosen, HCS completes a NFLOC.  completes an initial assessment for all Medicaid applicants/recipients (not Core clients) to explore all options available prior to admit.

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



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



Apply for Core long-term care services;



Are likely to be eligible for Medicaid nursing facility care/coverage within 180 days or voluntarily request a nursing facility placement assessment;



Apply for Aging Network services.



Assess these individuals without regard to financial eligibility and prioritize in the following order:



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



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



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



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



All other requests for services.







Things to Remember….



The Date Response Management report in CARE contains the dates assessments were moved to Current status.



Read previous assessments/Service Episode Records (SER)s before the visit if the client is new to you.



Make sure all of the information on each screen is still current before checking “Yes” in the Changes box.



Verify the client’s social security number in ACES annually.























Note:  If a client is receiving a Non-Core SCSA or OAA-funded service and then applies for Core ADSA long-term care services, HCS staff may perform an assessment using the last assessment (this is called “copy & create”) that was done by the Aging Network.  This process builds upon the automated assessments that were done previously and facilitates the exchange of information regarding the client’s past functioning.











When do I move an assessment to Current?



Move the assessment into Current status: 



After the client has agreed to the services outlined in the Assessment Details and Service Summary, AND/OR



Prior to sending a Planned Action Notice.



When do I move an assessment to History?



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



When the client is no longer receiving services;



Before sending the Planned Action Notice, if the client has requested a fair hearing, after being found functionally ineligible;



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







NOTE:



Do not remove any documents from the record prior to transfer or at any other time.











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







� In some cases, a client may refuse authorized services and therefore will not sign the plan.  







� Maintain files on site for a minimum of 2 (two) years after termination of Medicaid services before transferring to State Archives.



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



�HCS must also complete assessments prior to patients being discharged from Eastern or Western State Hospital.
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Sheet1


			NUMBER OF TIMES/HOURS TASK IS REQUIRED			NUMBER OF TIMES/HOURS TASK IS MET INFORMALLY


									1			2			3			4			5			6			7			8			9			10			11			12			13			14			15			16			17			18			19			20			21			22			23			24			25			26			27			28			29			30


						1			100%


						2			50%			100%


						3			33%			67%			100%


						4			25%			50%			75%			100%


						5			20%			40%			60%			80%			100%


						6			17%			33%			50%			67%			83%			100%


						7			14%			29%			43%			57%			71%			86%			100%


						8			13%			25%			38%			50%			63%			75%			88%			100%


						9			11%			22%			33%			44%			56%			67%			78%			89%			100%


						10			10%			20%			30%			40%			50%			60%			70%			80%			90%			100%


						11			9%			18%			27%			36%			45%			55%			64%			73%			82%			91%			100%


						12			8%			17%			25%			33%			42%			50%			58%			67%			75%			83%			92%			100%


						13			8%			15%			23%			31%			38%			46%			54%			62%			69%			77%			85%			92%			100%


						14			7%			14%			21%			29%			36%			43%			50%			57%			64%			71%			79%			86%			93%			100%


						15			7%			13%			20%			27%			33%			40%			47%			53%			60%			67%			73%			80%			87%			93%			100%


						16			6%			13%			19%			25%			31%			38%			44%			50%			56%			63%			69%			75%			81%			88%			94%			100%


						17			6%			12%			18%			24%			29%			35%			41%			47%			53%			59%			65%			71%			76%			82%			88%			94%			100%


						18			6%			11%			17%			22%			28%			33%			39%			44%			50%			56%			61%			67%			72%			78%			83%			89%			94%			100%


						19			5%			11%			16%			21%			26%			32%			37%			42%			47%			53%			58%			63%			68%			74%			79%			84%			89%			95%			100%


						20			5%			10%			15%			20%			25%			30%			35%			40%			45%			50%			55%			60%			65%			70%			75%			80%			85%			90%			95%			100%


						21			5%			10%			14%			19%			24%			29%			33%			38%			43%			48%			52%			57%			62%			67%			71%			76%			81%			86%			90%			95%			100%


						22			5%			9%			14%			18%			23%			27%			32%			36%			41%			45%			50%			55%			59%			64%			68%			73%			77%			82%			86%			91%			95%			100%


						23			4%			9%			13%			17%			22%			26%			30%			35%			39%			43%			48%			52%			57%			61%			65%			70%			74%			78%			83%			87%			91%			96%			100%


						24			4%			8%			13%			17%			21%			25%			29%			33%			38%			42%			46%			50%			54%			58%			63%			67%			71%			75%			79%			83%			88%			92%			96%			100%


						25			4%			8%			12%			16%			20%			24%			28%			32%			36%			40%			44%			48%			52%			56%			60%			64%			68%			72%			76%			80%			84%			88%			92%			96%			100%


						26			4%			8%			12%			15%			19%			23%			27%			31%			35%			38%			42%			46%			50%			54%			58%			62%			65%			69%			73%			77%			81%			85%			88%			92%			96%			100%


						27			4%			7%			11%			15%			19%			22%			26%			30%			33%			37%			41%			44%			48%			52%			56%			59%			63%			67%			70%			74%			78%			81%			85%			89%			93%			96%			100%


						28			4%			7%			11%			14%			18%			21%			25%			29%			32%			36%			39%			43%			46%			50%			54%			57%			61%			64%			68%			71%			75%			79%			82%			86%			89%			93%			96%			100%


						29			3%			7%			10%			14%			17%			21%			24%			28%			31%			34%			38%			41%			45%			48%			52%			55%			59%			62%			66%			69%			72%			76%			79%			83%			86%			90%			93%			97%			100%


						30			3%			7%			10%			13%			17%			20%			23%			27%			30%			33%			37%			40%			43%			47%			50%			53%			57%			60%			63%			67%			70%			73%			77%			80%			83%			87%			90%			93%			97%			100%
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