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Home & Community Services                                                        


Quality Assurance Final Report for 2008-2009 
 


ONE VISION:  Safe, healthy individuals, families and communities.  


ONE MISSION:  The Department of Social and Health Services will improve the safety and health 
of individuals, families and communities by providing leadership and establishing and participating 
in partnerships. 


ONE CORE SET OF VALUES:  Excellence in Service, Respect, Collaboration and Partnership, 
Diversity, Accountability  


 
Excellence in Service 


At Home & Community Services (HCS), we strive for excellence in services always.  We believe 
quality is everyone’s business and every person within the organization must be invested in 
ensuring quality services are provided.  Quality assurance and improvement is a collaborative 
process.  It requires that HCS Headquarters (HQ), Regions, and Area Agencies on Aging (AAAs) 
work together as a team to improve service quality and to demonstrate performance accountability.  
It is within the framework of these goals that the quality assurance team presents the following 
2008-2009 Quality Assurance Final Report. 


Changes to the QA Process for 2010-2011 
We consider quality assurance to be a dynamic process.  Since 2002, the HCS quality assurance 
program at the ADSA HQ has been evolving.  After each audit cycle, ADSA examines and refines 
the process to prioritize and target areas to work on.  The objectives for all quality assurance work 
are two-fold: to ensure that all services promote health, safety, and self-determination for all 
participants; and to advance efficient and effective practices in service delivery.  
 
The goal for the 2010-2011 QA changes are to improve ADSA’s quality management program by 
focusing on HQ/field collaboration and building a process for quality improvement (QI).   Some of 
the changes include: 


• Replacing the Corrective Action Plan with the Proficiency Improvement Plan (PIP); 
• Developing and implementing a HQ PIP for statewide issues; 
• Developing a quality improvement process tool that may be used by both HQ and 


Regions/AAAs; and  
• The Clinical Effectiveness and Performance Improvement and QA Teams working together 


to develop an outcome based quality improvement project. 
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Quality Assurance  
The Quality Assurance Final Report presents an overview of quality assurance activities and 
statistical data compiled and analyzed by the Quality Assurance team for the 2008/2009 review 
cycle.  The quality assurance process informs staff and provides data, evaluation, and analysis to:  


• Guide management decisions; 


• Ensure consistency in implementation of statewide policies; 


• Evaluate compliance with state and federal policies, regulations, laws, and Federal Funding 
Participation (FFP) requirements to guarantee federal match for ADSA programs; and 


• Present evidence related to the implementation of its quality management strategy for 
oversight reviews by CMS.   
 


Final Report Process 
To develop the report, the quality assurance team analyzed and evaluated all of the data collected 
over the last review cycle.  To get Best Practices, team members polled areas which either scored 
high in proficiency or whose proficiency increased substantially from the last review cycle.  The 
QA member asked staff in that area whether they could identify a policy or practice that contributed 
to the increase in proficiency.   
 
To get Recommendations, the team presented initial findings at the HCS headquarters all-staff 
meeting.  Headquarters staff at the meeting broke into groups and each group was assigned a 
number of compliance questions to discuss.  A QA team member facilitated the group discussion 
and recorded recommendations made. 
 
The Executive Management team reviewed the results of the entire quality assurance process and 
prioritized areas for improvement for the upcoming year.  The HCS Executive team identified the 
following priorities for quality improvement activities: 


� Case manager/social worker contacts/visits; 
� Informal supports reflected in the determination of unmet needs; 
� Behaviors and interventions; and the 
� Skin care protocol. 


 


2008/2009 Review Cycle 
HCS’ Quality Assurance Staff (QAS) began the 2008/2009 review cycle in May 2008.  The review 
cycle was comprised of the following activities:   


1. The Compliance Review;  
2. Participant Experience Surveys (PES); and 
3. Inter-rater Reliability Assessments (IRR).   


In addition to the QAS review, supervisors and other managers in the AAA and HCS offices were 
expected to complete a minimum of four file review cycles annually for each case manager/social 
worker employed in their agency six months or longer in the QA Tool.   
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The Compliance Review 


 
An identical review process across all offices ensures a consistent level of accountability.  Each area 
was reviewed by the same staff, using the same QA tool, and was held to the same standards for key 
case management functions.  For the 2008-2009 review cycle, a sample of six percent of CARE 
assessments and case files were reviewed by the HCS QAS.  
Throughout the review cycle, the same 30 questions were reviewed 
(see questions in Appendix A).  
 
Between May 2008 and February 2010, ADSA QAS completed a 
statewide compliance review for all 13 Area Agencies on Aging 
(AAAs) and six regional HCS offices.  Details of the compliance 
review details are listed in Appendix B.  Details of the results for 
consistency questions are listed in Appendix C.  
 


Proficiencies 
The expected proficiency for 29 of the 30 questions is 90 percent, with one question having an 
expected proficiency of 98 percent.   For most of the questions, more than one No Response may be 
selected for any question, which may result in the number of No Responses being greater than the 
total times a no was selected as an outcome.   
 
Proficiencies are calculated by dividing the total number of questions answered “yes” by the total 
number of questions that applied in that area -- # yes/(# yes + # no).  Questions that were answered 
NA were not included in the calculation.   
 
Throughout the 2008-2009 review cycle, all the questions and No Responses remained the same.  A 
mid-cycle policy change requiring documentation of all care options, including choice of provider, 
had a significant impact on the proficiency for this question.  Because this change came during the 
review cycle, it was not possible to hold all areas accountable to this standard.  For that reason, in 
this report, when Emergency Planning Question #1 was answered No for the sole reason of not 
documenting this discussion, the finding was removed and proficiencies recalculated.  
 


 


 


  


 


 


 


 


 


 


 


 


 


 


The work of 688 case 


managers and nurses 


was evaluated and 


2,492 client files were 


reviewed. 


Chart 1 
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Statewide and regional/PSA proficiencies for all 30 questions are listed in Appendix D.  Statewide 
proficiencies with details are listed in Appendices E and F.   


Comparing Past Review Cycle with Current Review Cycle 


Since the questions and No Responses changed from the 2006-2007 review cycle to the 2008-2009 
review cycle, 2006-2007 proficiencies have been adjusted to include the same questions that were 
reviewed in 2008-2009 for purposes of accurate comparison.  
 
The areas are shown alphabetically.  For the 2008/2009 review cycle, the HCS Regions range 
between 86 percent proficiency and 91.4 percent proficiency and the AAAs range between 74.8 
percent and 94.8 percent.   
 
In the 2006/2007 review cycle, the HCS Regions ranged between 86.3 percent proficiency and 93.9 
percent proficiency and the AAAs ranged between 66.2 percent proficiency and 96 percent 
proficiency. 


 


Comparison of Areas Overall Proficiency for 29 Review Questions 
 


Area Overall Proficiency 
2006/2007 


Overall Proficiency 
2008/2009 


AACCW 87.9 86.6 


ADS 86.6 90.3 


ALTCEW 85.2 89.1 


Colville Nation 66.2 74.8 


 Kitsap 85.4 90.4 


LMT 96 94.8 


NWRC 88.5 88.2 


OAAA 86.6 84.0 


Pierce Co 86.3 91.9 


Region 1 91.1 89.3 


Region 2 93.1 91.1 


 Region 3 87.7 86.0 


Region 4 86.3 89.7 


Region 5 87.5 91.4 


Region 6 93.9 88.4 


SEALTC 87.9 90.0 


 Snohomish Co 88.8 93.3 


 SWAAA 88.1 90.3 


Yakama Nation AAA 94.2 86.9 
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*Since there is a different standard for client monitoring contacts (SER #1) for the AAAs and HCS Case 
Managers, that question was eliminated when ranking AAA and HCS areas together.  It is included in the 
tables below where the AAA or HCS areas are ranked separately.  


Compliance Review Summary 


 
Ranking Of Overall Proficiency for 30 Related Questions by Regional HCS/AAA Offices   


  
Regional Home & Community Services  


 


Area Overall 
Proficiency 
2008/2009 


Region 2 90.8 


Region 5 90.8 


Region 4 89.1 


Region 1 88.8 


Region 6 87.4 


Region 3 85.0 


 


 


Area Agency on Aging 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Area Overall Proficiency 
2008/2009 


LMT 93.5 


Snohomish Co 90.4 


Pierce Co 89.9 


Kitsap 87.7 


NWRC 87.6 


SEALTC 87.4 


ALTCEW 86.6 


SWAAA 86.5 


ADS 86.3 


AACCW 83.6 


Yakama Nation AAA 83.3 


OAAA 81.5 


Colville Nation 69.4 
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The following chart compares the agencies by the percent of questions that met or exceeded 
expected proficiency.  Since there is a wide variance between agencies in the number of questions 
that applied to their review, the labels on each bar show the actual numbers of questions that 
met/exceeded the proficiency out of the number of questions that applied.  For example, questions 
regarding the skin care protocol and nursing services often did not apply in smaller areas. 


 
 
The results of the two previous reviews show that AAA and regional HCS offices are improving in 
many of the areas reviewed.  The crosswalk table on page 4 shows that ten out of the 19 offices 
improved their overall proficiency from the 2006-2007 review cycle to the 2008-2009 review cycle.   
The chart above shows that 17 areas met or exceeded proficiency in more than 40 percent of the 
questions, whereas in the previous review cycle only nine areas achieved 40 percent or above. 
 
Considering the review questions, without SER #1 (so that the AAA and Regional HCS offices are 
equal in policy expectation), nine AAAs and Regions meet the 90 percent standard.  See the 
following chart for the overall proficiency by AAA or Region. 


12/23 


0%


10%


20%


30%


40%


50%


60%


70%


80%


15/22 


13/25 


16/26 
16/24 


13/23 


7/26 


13/27 


15/22 


13/27 


14/27 


17/26 


13/26 


11/25 11/27 


10/19 


12/27 


4/19 


11/23 


12/23 







 


7 


 


 


Participant Experience Surveys 
 
The Participant Experience Survey (PES) was developed in January 2004 by The Medstat Group, 
Inc. for the CMS and the Department of Health and Human Services (DHHS). 
 
After completing the compliance record review for each area, telephone surveys were conducted 
with clients on a sample pulled from the files that had been reviewed.  A sample size of 591 was 
determined using a statistically valid sampling method.  Details about the Participant Experience 
Survey are provided in Appendix G. 
 
Over 600 surveys were completed.  However, due to technical difficulties, fewer than 500 surveys 
were actually recorded. 


Inter-rater Reliability Assessments 
 
To assure accurate and consistent application of the CARE assessment, inter-rater reliability 
assessments may be performed as part of a review.  During the 2008-2009 review cycle, inter-rater 
reliability assessments were performed in all Regions and AAAs.  A statistically valid sample of 
152 was determined.  Then, 35 percent of the remaining CMs who had not had an IRR completed in 
the last review cycle were selected for each area.   


 
A total of 176 IRR assessments were completed with clients who volunteered to participate and 
have a second assessment completed within approximately a month of having an assessment 
completed by their case managers.  IRR assessment details are provided in Appendix H. 


Other QA Activities 
 
For a list of other quality assurance team activities, please see Appendix I.  
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File Reviews by Supervisors 


 
Supervisors and other managers in the AAA and HCS offices are expected to complete a minimum 
of four file review cycles annually for each case manager/social worker employed in their agency 
six months or longer in the QA Tool.  A review cycle includes one to two reviews of a record and is 
complete when all issues have been addressed. 
 
The following spreadsheet indicates where each Region and AAA is in meeting this goal with their 
staff during calendar years 2008 and 2009.   
 


QA Reviews Completed by Region and AAA Management Staff 


 
2008 2009 


 


# of CM 
Staff 
Reviewed 
by QA 


# of Staff 
Rev'd in 


QA Tool by 
Supervisors 


# QA Reviews Completed 
per case manager   


# of 
Staff 
Rev'd 
in QA 
Tool 


# of QA Reviews 
Completed per case 


manager 


      0 


1 
to 
3 


4 
to 
6 


7 
to 
10 


11+   
**     0 


1 
to 
3 


4 
to 
6 


7 
to 
10 


11+   
** 


Region 1 53 57   4 27 23 3   57   6 37 10 4 
Region 2 31 33   10 16 1 6   31   8 14 4 5 
Region 3 47 50   16 33 1     48   26 21   1 
Region 4 77 93   17 66 9 1   86   18 64 2 2 
Region 5 40 32   19 6 5 2   26   18 8     
Region 6 53 63   32 31       56   19 37     
OAAA 16 13   3 7 1 2   13   7 3 3   
NWRC 18 21   4 15 2     24   5 18 0   
Sno Co 34 4   4         10   10       
ADS 106 74   61 13       74   69 5     
Pierce 40 41   10 23 3 5   43   0 36 2 5 
LMT 18 14   14         19     19     
SWAAA 31 18   10 8       30   23 7     
AACCW 18 23   9 13 1     21   6 15     
SEALTC* 44 38   25 13       43   27 16     
Yakama 3 1   1         3   3       
ALTCEW* 47 40   7 33       49   17 32     
Colville 2 0             0           
Kitsap 10 10   10         13   3 4 6   
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Appendix A 
  


The 30 Questions Used for Comparison between Review Cycles 
 


Individual Provider Questions 


• IP 1- Were the background inquiry requirements followed as outlined in the LTC manual? 
• IP 2 - Did the provider complete required training within the specified timeframes? 
• IP 3 - Were contracting requirements met as outlined in the LTC manual? 
• IP 4 - Are SSPS IP authorizations correct? (Excluding Participation) 


 
SER Question*  


(Where 29 questions are indicated, this question has been removed from the proficiency 
calculation) 


• Did CM visits/ contacts occur within time frames outlined in policy? 
 


Client Details Question 
• Client Details Financial 1 - Is the client financially eligible? 


 
Documents Question 


• Documents 1 - Is the 14-225 - Acknowledgement of Services completed correctly and in 
the file? 


 
Medical Question 


• Med 2 - If skilled treatments or medication administration are being provided by another 
person, is this person an appropriate provider? 


 
Psych/Social Question 


• Psych/Soc 2 - For each current behavior or past behavior addressed with current 
interventions, did the CM describe what the interventions are? 


 
Emergency Planning Question 


• EP 1 - Is there an emergency plan in place? 
 


Care Plan Support and Care Plan Questions 


• Care Plan Support 1 - Were non-ADSA resources/informal supports reflected in the 
determination of unmet needs? 


• Care Plan 1 - Based on WAC criteria was the correct program authorized? 
• Care Plan 2 - If the client is residing in or moving into an AFH, does it have the specialty 


designation required to meet the needs of the client? 
• Care Plan 4 - Did the client/representative agree to the care plan as outlined in the LTC 


Manual? 
• Care Plan 5 - Were mandatory referrals made (suicide, APS, CPS, and CRU)? 
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Nursing Referral Questions 


• Nursing Referral 1 - For each critical indicator, was a nursing referral made or reason 
why not indicated? 


• Nursing Referral 2 - If a nursing referral was made is there documentation that CM 
follow-up occurred? 


• Nursing Referral 3 - If a nursing referral was made is there documentation that nurse 
follow-up occurred? 


 
SSPS Questions 


• SSPS 2 -  Is participation correct? 
• SSPS 3 - Are SSPS authorizations correct (excluding IPs)? 
• SSPS 4 - Did annual assessment occur within 12 months of previous assessment?  


 
SOP Not Required Questions 


• SOP N 1 - Did CM/HCS/AAA RN take appropriate action when the SOP is triggered and 
a non-professional is providing skin care treatment for CL who has a pressure ulcer? 


• SOP N 2 - Did CM/HCS/AAA RN take appropriate action when SOP is triggered, there 
is a problem over the pressure points and a professional is providing care? 


• SOP N 3 -  Did CM/HCS/AAA RN take appropriate action when SOP is triggered, a non-
professional is providing care, skin condition is unknown and cognitively intact client 
declines skin observation? 


• SOP N 4 - Did CM/HCS/AAA RN take appropriate steps when SOP is triggered, and a 
non-professional is providing preventive skin care for a client with no reported skin 
problem? 


 
SOP Required Questions 


• SOP R 1 - Did CM/HCS/AAA RN take appropriate action when the SOP triggered and 
an observation was required? 


• SOP R 2 – Did CM/HCS/AAA RN observe all pressure points? 
• SOP R 3 - Did the CM/HCS/AAA RN document the results of the skin observation? 
• SOP R 4 - Did the CM/RN take the appropriate action after skin observation? 


 
SOP Required/Delayed Question 


• SOP R/D 1 - If observation is required but delayed, were the appropriate steps taken? 
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Appendix B 
 


Compliance Review Details 
 


Individual Provider Questions 
 


Individual Provider Question #1 
Were the background inquiry requirements followed as outlined in the LTC manual? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 90% 
2006-2007 76% 
2004-2005 77% 


 
Regional/AAA proficiencies ranged from 75 percent to 100 percent.  Twelve out of the 19 areas met 
or exceeded the expected proficiency.  Two areas, Region 4 and Northwest Regional Council, 
reached 100 percent proficiency.    Statewide proficiency was met. 
 
No Response Details: 
This question was applicable in 1673 (67 percent) cases.  There were four No Responses to this 
question. 


No Response Frequency 
No documentation of bi-annual rerun of background check 117 


No documentation of character, competency, and suitability determination 
completed when received record letter from BCCU 


32 


Unable to verify initial background check sent within timelines outlined in 
procedures 


10 


Background check inquiry incomplete/not returned by BCCU, no indication 
agency followed-up or resubmitted 


5 


 
Statewide, the most selected No Response was “No documentation of bi-annual background check” 
and was selected for either two reasons:  the bi-annual background check did not occur, or the bi-
annual background check occurred, but was not completed within two years of the previous 
background check.   
 
Best Practice:  
One area uses a database to track their BCCU and contract information and deadlines.  They query 
the information several months ahead of when BCCU checks are due and contracts need to be 
renewed to give extra time to complete the process.  The supervisors regularly pull IP files for 
review to assure that all required information is up to date. 
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Recommendations:  
• Explore the possibility of EACD sending reminders at the mid-contract point of when a 


BCCU renewal is due. 
 


Since the statewide proficiency met expectation, and there was significant improvement over the 
last review cycle, it appears that most areas have put systems in place to track and process IP 
background check requirements.    
 
Individual Provider Question #2   
Did the provider complete required training within the specified timeframes? 
 
Data: 
Expected proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 89% 
2006-2007 86% 
2004-2005 75% 


 
Regional proficiencies ranged from 74 percent to 100 percent.  Ten out of 19 areas met or exceeded 
the expected proficiency.  The five areas that reached 100 percent proficiency were Region 2, 
Region 4, Region 5, Region 6, and the Yakama Nation AAA. 


 
No Response Details: 
This question was applicable in 1501 (60 percent) cases.  There were four No Responses to this 
question. 


No Response Frequency 
IP completed less than 10 hours of CE 49 
Unable to verify if IP completed CE; record not found 48 
Fundamentals of Caregiving completed, but not within 120 days  35 
Unable to verify if IP completed Fundamentals of Caregiving, record not found 30 


 
For the next review cycle, many training system changes are occurring.  The AAAs are no longer 
responsible for the delivery and tracking of individual provider training.  As of January 1, 2010, the 
SEIU Healthcare NW Training Partnership is responsible for: 


• Providing and tracking all IP training; and 
• Maintaining training certificates or transcripts of all courses individual providers completed. 
• Providing information to all ADSA reporting units of when IPs have completed training 


requirements or are out-of-compliance with training requirements.  
Effective January 1, 2011 all new individual providers will be required to take 70 hours of entry 
level training and become certified as a home care aide through the Department of Health.  ADSA 
is in the process of revising WAC 388-71 to clarify these new training and certification 
requirements.   
 
Due to the training system changes, future quality assurance reviews will focus on the termination 
of payment to IPs who are not in compliance with the new training and certification requirements. 
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Recommendations:  


• Complete a focused review of individual provider qualifications at the end of the quality 
assurance review cycle.     


• QA and CEPI units develop an outcome based project to evaluate the impact of the new 
training and certification requirements on client care and CARE planning. 


 
Individual Provider Question #3 
Were contracting requirements met as outlined in the LTC manual? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 91% 
2006-2007 94% 
2004-2005 76% 


Regional/AAA proficiencies ranged from 25 percent to 100 percent. Twelve out of 19 areas met or 
exceeded the expected proficiency.  Two areas, Region 4 and Northwest Regional Council, reached 
100 percent proficiency.  Statewide proficiency was met. 
 
Details: 
This question was applicable in 1732 (70 percent) cases and there were seven No Responses. 


No Response Frequency 
No documentation of authorization to work in the U.S. 94 
Contract not completed prior to authorization 20 
Contract has expired and services are still being provided  18 
Unable to locate IP contract 13 
Contract not in signed status in ACD 10 
Contract is incomplete 9 
Contract executed with evidence of a disqualifying crime 1 


The most selected No Response statewide was “No documentation of authorization to work in U.S.” 
was selected 94 times out of 166 or 57 percent of the time.  Prior to this review cycle, ADSA made 
a policy change to increase the standards for documentation regarding the authorization to work in 
the U.S.  In addition to verifying and making copies of the documentation to work in the U.S., an 
Employment Eligibility Verification (I-9) form was required in the IP file.  Out of the 94 times a No 
Response was selected, 55 of these were for the I-9 form not being in the file or not being filled out 
correctly.  In 39 of the 94 cases, the No Response was related to issues with the documents that 
were used to establish eligibility to work in the US. 
 
Best Practice: 
One AAA developed a process using case aides to ensure contracts were up to date and that 
required forms, training, and communications were completed according to policy.  The case aides 
developed a checklist that is reviewed several times to ensure everything is included in the file.  The 
checklist is included in the IP file. 
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Recommendations: 


• Explore the use of Agency Contract Database (ACD) to produce reports showing expiration 
dates of contracts by reporting unit.   


• ADSA headquarters (HQ) provide webinar training for staff that are responsible for IP 
contracting on how to accurately complete the I-9 forms. 


• ADSA HQ explore the possibility of contracts that do not expire.  
 
Individual Provider Question #4 
  Are SSPS IP authorizations correct? (Excluding Participation) 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 94% 
2006-2007 88% 
2004-2005 65% 


 
Regional/AAA proficiencies ranged from 50 percent to 100 percent.  Sixteen out of 19 areas met or 
exceeded proficiency.  Four areas, Region 1, Region 4, Region 5, and Yakama Nation reached 100 
percent proficiency.   
 
Details: 
This question was applicable in 1728 (69 percent) cases.  There are nine No Responses to this 
question, but not all of them were selected during this review.  Only the No Responses selected are 
included in the table below.   


No Response Frequency 
Level authorized does not match CARE without ETR or client consent 69 
Incorrect code used 20 
Conflicting programs opened at the same time 11 
SSPS code not terminated timely 8 
Hours were not adjusted for home delivered meals 5 
Hours were not adjusted for adult day health 2 


 
An adjustment was made to the original data for this question. The No Response, “Services not 
terminated for an unqualified provider” (it had been selected 184 times) was removed and the 
statewide proficiency recalculated without considering this No response. In the event that IP #4 was 
answered No for another reason as well, the question remained No.  
 
This No response had been selected for several reasons with the following showing some examples. 


• No evidence that the continuing education requirement was met and authorization was not 
terminated at the end of the year.  
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• No evidence that the Revised Fundamentals of Caregiving was taken in the required time 
frame and authorization was not terminated at the end of 120 days.  


• Background Check Central Unit (BCCU) returned with a letter stating a character, 
competency and suitability review is required and one was not documented.  


• BCCU was returned with a disqualifying crime and IP was authorized to provide services. 
• IP did not have sufficient documentation to establish eligibility to work in the U.S.  
• Payment was authorized to an IP with an expired contract or payment was authorized prior 


to the IP having a valid contract.  
• Biannual background check was due, or was not rerun on time, and authorization was not 


terminated.   
It was determined that the intent of the question relates to accuracy of the authorization; and 
whether or not the authorization should be terminated will be addressed in a separate question (in 
future audits). The data in the attachment to this report called Proficiency with Details shows the 
original data with no adjustments. All other proficiencies in this report have been adjusted as 
explained above. 
 
 Best Practice:  
One area reports that when case managers submit an SSPS authorization they provide a copy of the 
authorization to an Office Assistant.  The Office Assistant reviews all authorizations when they are 
submitted as well as when she reconciles with SSPS.  If, at either point, she notices any errors she 
discusses the issue with the case manager and fixes them immediately.  In addition, the Office 
Assistant provides any needed education/training.   
 
Recommendations: 


• An interface between CARE and Provider One is being designed to limit the hours paid in 
Provider One so they cannot exceed the hours generated in CARE.  This will eliminate 
errors that are due to keystroke mistakes and where the CM did not notice a change in hours 
occurred when an interim or significant change assessment was done. 


• ADSA HQ to make the CARE SSPS Exception report available to all 
supervisory/management staff. 


• For the next review cycle, remove the “No Response” for services not terminated for an 
unqualified provider and make this a separate review question. 
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SER Questions 
 


SER Question #1 
 Did CM/SW contacts/visits occur within time frames outlined in policy? 


  
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 49% 
2006-2007 49% 
2004-2005 61% 


 
Regional/AAA proficiencies ranged from 7 percent to 80 percent.  There were no areas which 
met/exceeded the expected proficiency for making the required number of monitoring contacts.   
 
Details: 
The overall sample for the HCS regions was small (23 percent) for this question when compared to 
the sample for the PSAs (99 percent) because the only No Response that applied to the HCS cases 
was whether the social worker met the timeframe for initial contact for a new client in a residential 
setting.  The exception to this is when HCS kept an in-home file for an extended period of time and 
did not make sufficient monitoring contacts during that time; this occurred in four cases.  The No 
Response findings and frequency include: 
 


No Response Frequency 
No documentation other client/collateral/professional contacts made for non-
targeted case management 


527 


Client meets indicators for Targeted Case Management but additional 
contacts/visits not documented 


252 


No documentation of introductory in-home face-to-face contact 57 
No documentation of all additional face-to-face and/or collateral contacts made for 
identified Targeted Case Management 


119 


Residential case manager did not meet the timeframe for initial contact on admit 64 


 
Best Practice:  
One area emphasizes the importance of case management contacts during trainings and meetings.  
All staff receive training on what is considered a “monitoring contact” and to ask if the client’s 
needs and if the care plan is meeting the client’s needs.  The office developed a formal process in 
which CMs are required to use a tracking log of contacts which they submit to their supervisor at 
the end of the month.   
 
Recommendations 


• Clarify the definition of “monitoring contact” and provide training to staff on the 
expectation and importance of monitoring contacts. 


• Develop a formal process to identify and address when workload issues are preventing 
monitoring contacts from being made timely.    
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• Address in CMAP project and re-evaluate the policy regarding contacts. 
 
 
 


Client Details—Financial Question 
 


Client Details – Financial Question #3 
Is the client financially eligible? 
 
Data: 
Expected Proficiency:  98 percent 


Review Cycle Statewide Proficiency 
2008-2009 100% 
2006-2007 98% 
2004-2005 99% 


 
Regional/AAA proficiencies ranged from 98 percent to 100 percent.  All areas met or exceeded this 
expected proficiency.  Statewide proficiency was rounded to 100 percent from 99.7. 
 
Details: 
This question was applicable in 99.8 percent of the cases.  There is only one No Response for this 
question “Client is not financially eligible”.  This No Response was selected in only seven cases, 
either because the client was terminated by financial but the clients’ services were not terminated 
timely or the clients were not determined to be financially eligible when services were initially 
authorized. 
 
Best Practice:  
Many areas had copies of ACES printouts and award letters in the file for the month the client’s 
initial or ongoing eligibility began.   
 
Recommendations:  
Since the proficiency continues to be close to 100 percent, it appears processes are in place to assure 
client financial eligibility prior to (re)authorization statewide.   
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Medical Questions 
 
Medical Question #2 
If skilled treatments or medication administration are being provided by another person, is this 
person an appropriate provider? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 92% 
2006-2007 74% 
2004-2005 90% 


 
Regional/AAA proficiencies ranged from 75 percent to 100 percent.   There were 15 out of 19 areas 
that met proficiency.  Two areas, Colville Indian Nation AAA and Kitsap County AAA, reached 
100 percent proficiency.  Statewide proficiency was met. 
 
Details: 
This question was applicable in 1,413 (57 percent) of the cases.  There are 25 No Responses to this 
question.  Four of the No Responses did not occur during this review cycle.  The top eight No 
Response findings and frequency include: 


No Response Frequency 
Medication administration not provided by a licensed professional, family, 
informal caregiver, self-directed or nurse delegated 


24 


Application of medication or ointment not provided by a licensed professional, 
family, informal caregiver, self-directed or nurse delegated 


23 


Blood glucose monitoring not provided by a licensed professional, family, informal 
caregiver, self-directed or nurse delegated 


18 


Oxygen therapy not provided by a licensed professional, family, informal 
caregiver, self-directed or nurse delegated 


11 


Physical therapy not provided by a licensed therapist or physical therapist assistant 11 


Bowel program not provided by a licensed professional, family, informal caregiver, 
self-directed or nurse delegated 


10 


Wound care not provided by a licensed professional, family, informal caregiver, 
self-directed or nurse delegated 


8 


Injections not provided by a licensed professional, family, informal caregiver, self-
directed  


6 


Best Practices: 
One area now conducts ½ hour weekly “Go-To” meetings w/all staff to review Chapters/MBs. 


 
Recommendations: 
Revise CARE to include a pop-up box when a skilled treatment is entered to indicate a skilled 
provider also needs to be selected (or family, SDC, ND, ADH, HH, PT, OT, etc.). 
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Psych/Social Questions  
 
Psych/Social Question 2 
For each current behavior or past behavior addressed with current interventions, did the CM 
describe what the interventions are? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 77% 
2006-2007 72% 
2004-2005 53% 


Regional/AAA proficiencies ranged from 20 percent to 91 percent.  Two of the 19 areas met or 
exceeded proficiency.  While statewide proficiency was not met, the proficiency has been steadily 
improving over time. 
 
Details: 
This question was applicable in 1751 (70 percent) of cases.  There are two No Response findings 
associated with this question.  The findings and frequency were: 


No Response Frequency 
No documentation to describe the interventions of how current behavior is altered 321 


No documentation to describe interventions for past behaviors with current intervention in 
place 


113 


The two behaviors that were most chosen for inadequate documentation of caregiver interventions 
were for crying/tearfulness and easily irritable/agitated. 
 
Recommendations: 


• Examine the results of Behavioral Health workgroup to incorporate into the CARE tool 
clinically effective interventions for selected behaviors. 


• Within available resources, provide more training to CMs on: 
o Possible choices in CARE for caregiver interventions; and 
o Interventions that produce the best outcomes for clients who experience mental 


health and behavioral issues. 
• Use caregiver/recipient training funds to connect CM and the provider with training on 


successful interventions for clients with mental health and behavioral issues.  Joint training 
will provide a good foundation for the CM and provider to work together to assure the best 
possible outcome for clients. 
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Personal Elements/Safety Questions 
 


Personal Elements/Safety Question #1 
Is there an emergency plan in place? 
 
Data:  
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 96% 
2006-2007 92% 
2004-2005 91% 


 
Regional/AAA proficiencies ranged from 80 percent to 100 percent.  Seventeen out of 18 areas met 
or exceeded the expected proficiency.  Four areas, Region 2, Lewis/Mason/Thurston AAA, 
Northwest Regional Council, and Yakama Nation AAA, reached 100 percent proficiency.  
Statewide proficiency has consistently been met. 
 
Details: 
This question was not applicable in one area.  Following a policy change in May of 2008, a fourth 
No Response was added, “No documentation of options for care settings or caregivers.  Because 
this change came during the review cycle, and not all areas were able to be held accountable to this 
standard, the data for this question has been adjusted for this report.  Data includes only the 
following three No Responses that were considered throughout the 2008 – 2009 review cycle.  
 


No Response Frequency 
Evacuation plan not addressed 40 
No documentation of levels of evacuation plan in AFH 13 
Backup plan not included as required 10 


 
Recommendations:  
Include in the Management Bulletins that announce Long Term Care manual updates a summary of 
the information that was changed or added and where the new information can be found in the 
manual. 
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Care Plan Support Question 
 


Care Plan Support Question #1 
Were non-ADSA resources/informal supports reflected in the determination of unmet needs? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 71% 
2006-2007 74% 
2004-2005 79% 


 
Regional/AAA proficiencies ranged from 22 percent to 92 percent.  One area met/exceeded the 
proficiency expectation for this question.   
 
Details: 
This question was applicable in 72 percent of the cases reviewed.  There is only one No Response to 
this question, “Non-ADSA resources and/or informal supports not reflected in status”, which was 
chosen 529 times. 


 
In over half of the cases answered No, there was evidence in the CARE assessment and/or SER that 
informal supports were partially meeting some of the participants’ care needs but this was not 
reflected in status.  This was often when the participant lived with a family member who was not 
the paid caregiver or the client lived with their paid caregiver who was receiving the benefits of 
Housework, Essential Shopping, and/or Meal Preparation and these benefits were not reflected in 
the scoring of Status. 
 
Best Practices: 
One area which exceeded proficiency told us: “We request that CMs put informal support 
information in the Personal Elements which means we know where to go to see the information and 
they are more likely to delve into the matter with the client.  We want to know about all of the 
family as well as their involvement/role and commitment. If they provide actual care, we want to 
know when they do so we can plan around it and not supplant it.  Delving into that specifically 
means that when we get to actual tasks, we know what the informal resources are and can reflect 
them in the Status.”  
 
Recommendations: 


• Revise training to emphasize the importance of not supplanting informal supports. 
• Change policy instructions to more clearly address the CMS and ADSA expectation that 


CM/SWs inquire and document the presence of informal supports in assessments.   
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Care Plan Questions 
 
Care Plan Question #1  
Based on WAC criteria was the correct program authorized? 


 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 97% 
2006-2007 98% 
2004-2005 96% 


 
Regional/AAA proficiencies ranged from 91 percent to 100 percent.  All of the areas met or 
exceeded the expected proficiency.  Region 1 was the only area that reached 100 percent 
proficiency.  Statewide proficiency was met. 
 
Details: 
This question was applicable in all records reviewed.  The question has just one No Response, 
“Correct program is not authorized”, which was chosen 87 times out of 2492. 


 
• Fifty-seven of the No Responses were when COPES was authorized but the client was 


functionally and financially eligible for MPC and received no ancillary services. 
• Twenty-one of the No Responses were when COPES had been authorized during a period of 


time wherein the client had received an ancillary service, but client was not converted back 
to MPC after ancillary service ceased. 


• Seven cases of the No Responses were client was functionally and financially eligible for 
MPC but was receiving a waivered (ancillary) service. 


• One case was when the client was functionally and financially eligible for MPC, but was 
authorized an ancillary service (PERS unit) and was on the COPES program.  
Documentation showed the client had not had the PERS unit for a period of time and did not 
need a PERS unit. 


• One case was due to the client not meeting MNRW financial eligibility but would have met 
the COPES requirements. 


 
Recommendations: 
Continue to stress the importance of verifying clients’ financial eligibility for a program at each 
assessment and the importance of converting MPC-eligible clients back to MPC following cessation 
of ancillary services. 
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Care Plan Question #2 
If the client is residing in or moving into an AFH, does it have the specialty designation required to 
meet the needs of the client? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 100% 
2006-2007 98% 
2004-2005 96% 


 
All six regions had 100 percent proficiency.  Statewide proficiency has consistency exceeded the 
expected proficiency.   
 
Details: 
The question was not applicable in all thirteen AAAs This question has one No Response “AFH 
does not have the required specialty designation”, which was never selected.  
 
The question applies only to AFH settings and the sample size represents just 115 (five percent) of 
the cases reviewed.  All six HCS regions, but none of the AAA areas, had cases that applied.   
 
Best Practices: 
It is apparent from the high success rate that methods are in place and are being utilized to ensure 
clients residing or moving to an AFH has the specialty designation to meet the mental health, 
dementia, or developmental disability needs of the client.   
 
Recommendations: 
No recommendations regarding this question were suggested at this time. 
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Care Plan Question #4 
Did the client/representative agree to the care plan as outlined in the LTC manual? 


 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 90% 
2006-2007 83% 
2004-2005 72% 


 


Regional/AAA proficiencies ranged from 74 percent to 96 percent.  Ten areas met or exceeded the 
proficiency.  The statewide proficiency has been steadily improving over time and was met for the 
first time in this review cycle. 
 
Details: 
This question applied in 99.8 percent of the cases reviewed.  It did not apply in five cases, each of 
which were reviews of Significant Change assessments not resulting in new authorization End 
Dates.  There are three No Responses associated with this question.  The No Response findings and 
frequency were: 


No Responses Frequency 
No documentation case manager obtained verbal consent prior to service re/authorization 90 
No documentation individual approving care plan is authorized by client to act on client’s 
behalf 


74 


No documentation case manager obtained written consent prior to services re/authorized 
(verbal consent not obtained) 


92 


Best Practices: 
One area has an assessment checklist for the case managers to ensure that each required activity has 
been completed throughout the assessment process.  The activities are in chronological order so that 
they guide the case manager from one activity to the next.  The supervisors monitor the checklists 
of all new staff and of staff who have not met proficiency in Supervisor and QA reviews.  A sample 
of the checklist is available upon request from the Quality Assurance unit. 
 
Recommendations: 
No recommendations regarding this question were suggested at this time. 
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Care Plan Question #5 
  Were mandatory referrals made?  (Suicide, APS, CPS and CRU) 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 69% 
2006-2007 66% 
2004-2005 70% 


 
Regional/AAA proficiencies ranged from 50 percent to 100 percent.  Five out of 18 areas met or 
exceeded the proficiency.  Four areas, Region 1, Region 2, Region 5, and the Yakima Nation AAA, 
reached 100 percent proficiency. 
 
Details: 
This question applied to only 197 cases (eight percent) of the 2,492 cases reviewed and was not 
applicable in one area.  The wide range of statewide proficiency may be partially due to the small 
sample size per office.  For instance, one area with 100 percent proficiency had only one case to 
which this question applied. The No Response findings and frequency were: 


No Response Frequency 
APS referral not made 32 
CRU referral not made 3 
CPS referral not made 1 
Steps for suicide risk not followed 26 


Best Practices: 
One area, which has consistently achieved 100 percent in the past three QA reviews (as well as the 
Supervisor’s reviews), emphasizes the mandatory nature and importance of referrals at each team 
meeting and all-staff meeting. 
 
Recommendations: 


• Training on why, when, and how to make referrals to Community Mental Health Providers 
(CMHPs);  


• Joint trainings or other face-to-face meetings between AAA case managers, HCS social 
workers, and HCS APS workers;  


• Regular reminders of policy through brief “Did You Know…?” bulletins sent out to all field 
staff within the fire wall over the intranet. 


• Change this question for the next QA review cycle to include only mandatory referrals in the 
No Responses rather than the steps for suicide risk. 


• Hold focus groups targeted at areas not meeting proficiency on this question. 
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Nursing Referral Questions 
 


Nursing Referral Question #1 
  For each critical indicator, was a nursing referral made or reason why not indicated? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 95% 
2006-2007 91% 
2004-2005 80% 


 
Regional/AAA proficiencies ranged from 83 percent to 98 percent.  Eighteen out of 19 areas met or 
exceeded proficiency.  The statewide proficiency has been steadily improving over time and was 
met in this review cycle. 
 
Details:  
This question was applicable in 2066 (83 percent of the cases) reviewed.  There were three No 
Responses to this question.  The No Response findings and frequency were: 


No Response Frequency 
Critical indicators are identified, but the case manager did not document if a referral was 
made or not made 


56 


Critical indicators are identified but CM did not select or document reason for not making a 
referral 


37 


Reason for no referral for nursing services is not consistent with other information in the 
file/assessment 


23 


 
Best Practices: 
Case managers in most areas are appropriately referring to nursing services or adequately 
explaining why a referral was not needed.   
 


Nursing Referral Question #2 
If a nursing referral was made is there documentation that case manager follow-up occurred? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 69% 
2006-2007 73% 
2004-2005 68% 


 
Regional/AAA proficiencies ranged from 0 percent to 100 percent.  Three of nine areas met or 
exceeded proficiency.  Three areas, Snohomish County LTC, Pierce County ALTC, and Kitsap 
County ALTC, reached 100 percent proficiency. 
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Details: 
This question applied to 29 cases (one percent).  This question was not applicable in ten areas.  
There is only one No Response to this question; “No documentation that CM follow up occurred to 
nursing recommendations/ referrals within 30 days”.   
 


Nursing Referral Question #3 
If a nursing referral was made is there documentation that nurse follow-up occurred? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 70% 
2006-2007 75% 
2004-2005 74% 


Regional/AAA proficiencies ranged from 31 percent to 100 percent.  Four of 15 areas met or 
exceeded proficiency.  Three areas, Region 4, Olympic AAA, and Lewis/Mason/Thurston (LMT) 
AAA, reached 100 percent proficiency.  


 
Details: 
The question was applicable in 54 cases (two percent).  This question did not apply to four areas.   
The No Response findings and frequency were: 


No Response Frequency 
No RN documentation to the critical indicator(s), or other reason(s) referral was made 36 
No documentation of Nursing Services activities initiated within 30 days of referral 24 
No documentation RN followed up on plan/recommendations 3 


 
Best Practices: 
In some areas, the offices developed a formal internal referral tracking process which is used so 
staff always know what step to take next.  The referral process includes a form which has the 
indicators being referred, the indicators that triggered on the referral screen, and an “act by” date.  
Once the RN completes the referral, the RN places information in CARE or SER and returns the 
form to the supervisor.  If any follow-up is required by the case manager, the form is returned to the 
case manager with an “act by” date on it.  The case manager completes what the RN has 
suggested/recommended, signs the document, and returns to their supervisor. 
 
Recommendations for Nursing Referrals: 


• Add some type of indicator to the nursing referral screen in CARE that would notify the 
case manager that the referral screen was not completed.  It was suggested making the 
screen similar to the other screens in which the case manager is required to answer the 
questions before the screen would indicate a “green” symbol indicating the screen is 
complete. 


• Add a drop down option to the SER called “referrals” which the nurse would select to make 
“CM Follow-up to Nursing Referrals”. This selection would trigger the tickler of the 
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referring case manager that a recommendation or changes to CARE is required to be 
completed in a specified time period. 


• Because of the small number of cases that Nursing Referral #2 and #3 applies to, a focused 
review would need to be completed to get more complete data.  


 


SSPS Questions 
 


SSPS Question #2 
Is participation correct? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 94% 
2006-2007 95% 
2004-2005 91% 


 
Regional/AAA proficiencies ranged from 83 percent to 100 percent.  Fifteen of 19 areas met or 
exceeded proficiency.  Two areas, Kitsap County ALTC and the Yakama Nation AAA reached 100 
percent proficiency.  Statewide proficiency was met. 
  
Details: 
There were 1,921 cases (77 percent) where this question was applicable.  The only No Response 
“Participation amount on SSPS is incorrect” was selected in all of the 115 findings.   
Errors occurred for the following reasons:  


• Clients were on MPC received SSI and the case manager incorrectly calculated room and 
board and the PNA.  


• The participation was incorrectly calculated by the Home & Community Services SW and 
the incorrect amount was reauthorized by the case manager at the Area Agency on Aging 
after the case was transferred. 


• The case manager tried to correct a participation error that was only for one or two months 
by adjusting or suspending the client’s participation but then forgot to readjust it back to the 
correct amount.  


• The case manager did not estimate participation, as instructed in the LTC Manual, for a 
client that was fast-tracked.  


 
Recommendations:  


• Modify ACES so financial worker can calculate MPC participation.  This will take place as 
a part of Phase 2 of Provider One.   


• Always notify Financial when a new case manager is assigned and to ensure the AREP 
screen is updated in ACES timely.  When DMS is implemented, it will automatically do this 
as DMS will do a nightly update of the case manager to the AREP screen. 


• Use the tickler system to remind case managers to change participation after short term 
adjustments. 
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SSPS Question #3 
  Are SSPS authorizations correct (excluding IP Providers)? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 95% 
2006-2007 92% 
2004-2005 89% 


Regional/AAA proficiencies ranged from 40 percent to 100 percent.  Sixteen of 19 areas met or 
exceeded proficiency.   One area, the Yakama Nation AAA, reached 100 percent proficiency.  The 
statewide proficiency has been steadily improving over time and was met in this review cycle. 
 
Details: 
This question was applicable in 1651 cases (66 percent).  There are 10 No Responses to this 
question.  Some of the No Responses did not occur during this review cycle.  The top five No 
Response findings and frequency include: 


No Response Frequency 
Level of the authorization does not match CARE, no w/o ETR or client request 33 
Wrong rate used 22 
Incorrect code used  19 
Conflicting programs opened at the same time 12 
SSPS code not terminated timely 5 


“Level of the authorization does not match CARE, no w/o ETR or client request” was chosen due 
to: 


• SSPS hours/rates were not changed after new assessments 
• Incorrect totals when there was more than one caregiver 
• No record that client sign off on reduction of hours 
• SSPS input errors 


 “Wrong rate used” was selected due to:  
• SSPS input errors  
• Vendor rates changed and SSPS not updated  
• No invoice for equipment in file and no documentation in SER so unable to determine if 


correct amount was authorized or not  
 
Best Practices: 
One area felt that their proficiency in this area was partially due to the training and SSPS knowledge 
of their support staff.  A Case Aide in the area double checks all batch copies with the turnaround 
copies of the 14-159s.   The case aid also staffs the issue with the case manager, makes corrections 
as needed, and provides any needed education and training.  
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Recommendations: 
• Provide additional policy and SSPS training to CMs and their support staff.    
• Encourage staff to use the tickler system. 
• Make CARE report available to supervisory/management staff for all authorizations. 


  


SSPS Question #4 
 Did the annual assessment occur within 12 months of the previous assessment? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 98% 
2006-2007 95% 
2004-2005 87% 


Regional/AAA proficiencies ranged from 85 percent to 100 percent.  Eighteen of 19 areas met or 
exceeded proficiency.  Three areas, Region 1, Region 2, and LMT AAA, reached 100 percent 
proficiency.  The statewide proficiency has been steadily improving over time and was met in this 
review cycle. 
 
Details: 
This question was applicable for 1974 (79 percent) of the cases reviewed.  There is only one No 
Response for this question.  This No Response, “The assessment occurred beyond 12 months of the 
previous assessment”, was selected 44 times out of 1,974 statewide files where the question was 
applicable.  
 
Of the 44 cases where this question was answered no, seven of the assessments were moved to 
current one day late, 29 were moved to current up to 30 days late, and eight of the assessments were 
moved to current between 30 and 152 days late.  In a review of the SERs in some of the cases that 
were moved to current more than 30 days late, it appears that the clients were not contacted to 
arrange the home visit until sometime after the deadline date had already passed.   
 
Best Practices: 
As almost all the areas met or exceeded proficiency it appears they have developed successful 
(tracking) systems.   
 
Recommendations: 
No recommendations regarding this question were suggested at this time. 
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Documents Questions 
 
Documents Question #1 
  Is the 14-225 – Acknowledgement of Services completed correctly and in the file? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 84% 
2006-2007 87% 
2004-2005 78% 


Regional/AAA proficiencies ranged from 72 percent to 95 percent.  Three out of 19 areas met or 
exceeded proficiency.  The proficiency has been steadily improving over time and was met for the 
first time in this review cycle. 


 
Details: 
This question was applicable for 1928 (77 percent) of the cases reviewed.  There are two No 
Responses to this question.  The No Response findings and frequency were: 


No Response Frequency 
14-225 Acknowledgement of Services not completed correctly 205 
14-225 Acknowledgement of Services not in the file 105 


The following examples seen during this review cycle remain unchanged from the previous review 
cycle. 


• The 14-225 Acknowledgement of Services form was not in the file when a client had been 
admitted to a Nursing Facility and no new form had been completed when the client 
returned to the community on waiver services; or when a client who was originally opened 
on MPC was transferred to the COPES program to authorize a waiver service. 


• The 14-225 was not completed correctly when individuals other than the client signed the 
form but were not authorized to act on the client’s behalf, when the form was not signed or 
dated by the client or case manager, or when no choice of waiver services or nursing home 
care is indicated on the form. 


 
Best Practices:  
In addition to filing the completed 14-225 form in the client’s file, some case managers document in 
the SER that the client signed and dated the form indicating the choice of services he or she wishes 
to receive. 
 
Recommendations: 


• Update the LTC manual to more clearly state the procedure required when a client is unable 
to sign and there is no POA or guardianship  


• Create a pop-up in CARE reminding the case managers to review the 14-225 and a tickler to 
notify the CM when a temporary address or new address is coded as Nursing Facility. 
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• Reinforce the LTC manual chapter 2 requirements regarding the format for physical case 
records so that it is easily noticed when not done. 


• Change the policy to not require a 14-225 for institutional stays less than 30 days. 
 
 


Skin Observation Protocol Questions 
 
Skin Observation-Not Required-Question #1:   
Did CM/HCS/AAA RN take appropriate action when the SOP is triggered and a non-professional is 
providing skin care treatment for CL who has a pressure ulcer? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 31% 
2006-2007 22% 
2004-2005 22% 


Regional/AAA proficiencies ranged from 0 percent to 100 percent.  One out of 13 areas met or 
exceeded proficiency.  One area, Region 6, reached 100 percent proficiency.    
 
Details: 
This question was applicable in 45 (2 percent) of the cases.  The question was not applicable in six 
areas.  


 


The No Response findings and frequency were: 
No Response Frequency 


No doc that educational materials about pressure points 
were distributed to CG 


19 


No documentation of verification that caregiver is 
checking all pressure points 


18 


No documentation that treatment provided was reviewed by the client 13 
No documentation of the treatment being provided and 
who authorized treatment 


13 


No referral by CM to RN was made the same day or within 
48 hrs of assessment 


12 


No documentation treatment provided was reviewed with the caregiver  12 
No documentation showing revision to CARE to reflect 
recommended changes 


9 


HCS/AAA RN did not respond to CM referral or within 
48 hours of assessment 


8 


No referral by CM to RN 7 
No documentation of CM/RN follow-up on recommendations  4 
HCS/AAA RN did not respond to CM referral 1 
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Skin Observation-Not Required-Question #2 
Did CM/HCS/AAA RN take appropriate action when SOP is triggered, there is a problem over the 
pressure points and a professional is providing care? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 14% 
2006-2007 20% 
2004-2005 26% 


Regional/AAA proficiencies ranged from 0 percent to 100 percent.  One of 14 areas met or 
exceeded proficiency.  One area, Snohomish County, reached 100 percent proficiency.  
 
Details: 
This question was applicable in 49 (2 percent) of the cases.  The question was not applicable in five 
areas.   


The No Response findings with the number of times each was selected was:  
No Response Frequency 


No doc of request to be notified by HCP when client d/c 
from skin care treatment 


39 


No documentation of communication of HCP within five 
working days to verify all pressure points are being checked 


37 


No documentation of communication of HCP within five 
working days to verify client’s response to treatment 


30 


No doc that verified HCP saw client’s skin within seven days 
or as outlined in treatment plan 


26 


No documentation verifying with HCP that a treatment 
plan is in place 


22 


No doc of consultation with HCS/AAA RN after client d/c 
from skin care treatment 


10 
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Skin Observation-Not Required-Question #3 
Did CM/HCS/AAA RN take appropriate action when SOP is triggered, a non-professional is 
providing care, skin condition is unknown and cognitively intact client declines skin observation? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 NA 
2006-2007 100% 
2004-2005 NA 


Details: 
This question was not applicable in any cases. 
 
 
Skin Observation-Not Required-Question #4 
 
Did CM/HCS/AAA RN take appropriate steps when SOP is triggered, and a non-professional is 
providing preventative skin care for a client with no reported skin problem? 


 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 31% 
2006-2007 54% 
2004-2005 NA 


Regional/AAA proficiencies range was from 0 percent to 100 percent.  One of 19 areas met or 
exceeded proficiency.  One area, Region 5, reached 100 percent proficiency.   
 
Details: 
This question was applicable in 294 (1 percent) of the cases.   
 
There were a total of 207 No Response findings.  The number of times each No Response was 
selected was:  


No Response Frequency 
No documentation of discussion with client or caregiver regarding the  
presence of any pictured skin conditions and changes  


181 


No documentation CG checked all pressure points in last seven days 167 
No documentation CG currently checking all pressure points 157 
No doc in CARE of prevention plan and who is providing care in plan 87 
No documentation prevention plan is meeting client needs 74 


 
Best Practices:  
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One area stated they provided Power Point presentations for all field staff and Chapter Reviews of 
LTC 13 & 24.  These trainings included presentations on Nursing Referral guidelines and the Skin 
Care Protocol.  The Skin Care protocols included skin observation referral/documentation 
guidelines for nurses and social workers.  The training also provided sample SOP documentation 
templates.   
 
 
Skin Observation-Required-Question #1 
Did CM/HCS/AAA RN take appropriate action when the SOP triggered and an observation was 
required? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 85% 
2006-2007 90% 
2004-2005 12% 


Regional/AAA proficiencies ranged from 0 percent to 100 percent. Six of 13 areas met or exceeded 
proficiency.  Six areas, Region 3, Region 4, Northwest Regional Council, Pierce County LTC, 
ALTC of Central Washington, and ALTC of Eastern Washington, reached 100 percent proficiency.  
 
Details: 
This question was applicable in 62 (2 percent) of cases.  The question was not applicable in six 
areas.   


The No Responses and frequency were: 
No Response Frequency 


No referral 6 
No documentation that observation occurred 3 


 
 
Skin Observation-Required-Question #2 
Did CM/HCS/AAA RN observe all pressure points? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 63% 
2006-2007 74% 
2004-2005 45% 


Regional/AAA proficiencies ranged from 0 percent to 86 percent.  Zero of 12 areas met or exceeded 
proficiency.   
 
Details: 
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This question was applicable in 57 (2 percent) of the cases.  This question was not applicable in 
seven areas.   
 
There is only one no response for this question, “No documentation that all pressure points were 
observed”, which was selected 22 times.  


 
 


Skin Observation-Required-Question #3 
Did the CM/HCS/AAA RN document the results of the skin observation? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 84% 
2006-2007 88% 
2004-2005 NA 


 
Regional/AAA proficiencies range was from 0 percent to 100 percent. Six of 12 areas met or 
exceeded proficiency.  Six areas, Region 4, Region 5, Northwest Regional Council, Aging and 
Disability Services, Pierce County ALTC, and ALTC of Eastern Washington, reached 100 percent 
proficiency.  Statewide proficiency was met.  


 
Details: 
This question was applicable in 57 (2 percent) of the cases.  This question was not applicable in 
seven areas.   
 
There is only one No Response for this question “No documentation of the condition of the skin” 
which was selected 10 times.   
 
 
Skin Observation-Required-Question #4 
Did the CM/RN take the appropriate action after skin observation? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 63% 
2006-2007 64% 
2004-2005 89% 


 
Regional/AAA proficiencies ranged from 0 percent to 100 percent.  Two of 11 areas met or 
exceeded proficiency.  Two areas, Region 5 and ALTC of Eastern Washington, reached 100 percent 
proficiency. 
 
Details: 
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This question was applicable in 46 (2 percent) of the cases.  The question was not applicable in 
eight areas.   


 
There are seven No Responses to this question.  There were a total of 17 No Response findings.  
The number of times each no response was selected was: 


No Response Frequency 
No documentation of contact with the HCP involved with 
treatment within two working days of observation 


14 


No documentation that HCP was involved or knew 
of the problem 


8 


No documentation of case manager/RN follow-up to 
recommendations 


4 


Recommendations regarding prevention plans were not 
incorporated in CARE 


3 


No documentation of contact with family if no HCP involved 2 
No documentation of contact with family if HCP is not 
treating skin problem 


2 


No documentation of contact with family if client is 
refusing treatment 


1 


 
Skin Observation Protocol-Delayed-Question #1 
If observation is required but delayed, were the appropriate steps taken for the following elements? 
 
Data: 
Expected Proficiency:  90 percent 


Review Cycle Statewide Proficiency 
2008-2009 NA 
2006-2007 33% 
2004-2005 NA 


 


Details: 
In the current cycle, this question did not apply in any of the 19 areas reviewed in this review and 
only 3 cases in the previous review cycle.   
 
There was one No Response for this question, “Appropriate steps not take when observation was 
delayed”. 
 
Recommendations for all Skin Care Protocol Questions: 


• Because of the small number that this question applies to, use a focused review to get more 
complete data in the compliance review.  


• Involve the CEPI unit to consider outcome based training. 
• Training for CMs and RN 
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Appendix C 
 


Consistency Questions 
Behaviors, Cognitive Performance Scale, and Self Performance 


 
The purpose of the assessment is to present an accurate and descriptive picture of the client and how 
he or she is functioning at that point in time.  Assessments must be thorough, with logical 
connections between diagnoses, indicators, treatments, therapies, programs, ADL’s, and 
psych/social issues.   
 
The Consistency Questions screen in the QA tool is used to determine if specific areas within an 
assessment logically fit together.  The data gathered regarding consistency provides important 
information to help target training needs.  The areas targeted for this review cycle were Behaviors, 
the Cognitive Performance Scale, and Self Performance. 


 
BEHAVIORS: Based on information in the CARE assessment and the client file (diagnoses, 
comments, strengths, limitations, etc) do the behaviors selected seem consistent with the CARE 
definitions of the behavior? 
 
Details: 
During the 2008 – 2009 review cycle, there were several incidences where the behaviors selected 
were not consistent with the CARE definitions or did not logically connect with other parts of the 
assessment.  In some cases, this can have serious care planning implications.  For example, 
inappropriately choosing items such as Delusions, Hallucinations, and Mood Swings, in effect, 
labels a client with a diagnosis that he or she does not have.  
 
 By the CARE definition, Delusions are a fixed, false belief of any of the following types: 


• Delusions of grandeur – a false belief that one’s own importance is greatly exaggerated; 
• Paranoid/persecutory delusions – a false belief of being attacked, harassed, cheated, 


persecuted, poisoned or conspired against; 
• Somatic delusions – the central theme of this type involves body function or sensations 


(E.g., the individual has a false belief related to the body such as believing that they have 
cancer despite exhaustive negative testing, or that they emit a foul odor from their skin or 
mouth, etc); 


• Jealous type delusions: the central theme of this type is the individual’s persistent belief that 
spouse or lover is unfaithful. This belief has no basis for truth and is arrived at without due 
cause; and 


• Religious delusions – persistent belief that he or she is God, or Jesus Christ, or a messenger 
of them, etc. 


 
By CARE and the DSM IV definition, delusions are more than having a false belief.  Delusions are 
psychotic symptoms that can occur as part of many different psychiatric disorders.  Delusions 
should rarely be selected in the absence of a mental or neurological disorder.  Examples where 
delusions were selected with documentation that is inconsistent with the definition of delusions 
include: 
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• Client cannot remember the past; 
• Client hides items; 
• Client gets nervous around strangers; 
• Client tells stories that are not factual; 
• Client is fearful; 
• Client believes other family members don’t eat enough; 
• Client believes they can complete various ADL task without assistance; and 
• Client has nightmares of a traumatic event. 


Delusion was also selected when the client was in a state of “delirium” secondary to an acute 
medical condition or infection. 
 
As defined in CARE, Mood Swings are evidenced by labile affect, which is a rapid, abrupt shift in 
emotions.  For example, the individual is observed to have periods of tearfulness alternating with 
laughter with or without a reason. This includes those individual who have documented cyclical 
behavioral pattern or either depressed or manic states. 
 
Mood swings are more than the highs and lows most people experience.  Mood Swings are 
commonly associated with mood disorders, and present as more excessive or more extreme.  As 
defined in CARE, emotions change rapidly and are exaggerated, inappropriate, or limited in the 
range of feelings. 
 
Mood swings was the second most frequent behavior selected that appeared to be inconsistent with 
the CARE definition.  Some examples where mood swings were selected and documentation 
appeared inconsistent with the CARE definition of mood swings include: 


• Client is happy one day and then crabby the next; 
• Client gets angry about the past; 
• Client is afraid to be left alone; 
• Client is in a bad mood; 
• Client presents with flat affect; 
• Client depressed about health issues; 
• Client gets annoyed; 
• Client become anxious; and 
• Client is “moody”. 


As defined by CARE, Hallucinations are: Sensory experiences that can’t be verified by anyone 
other than the person experiencing them. Hallucinations may occur in all senses. 


• Hearing (auditory hallucinations) – Voices that are familiar or unfamiliar that is perceived as 
distinct from the person’s own thoughts. Derogatory or threatening voices are especially 
common: two or more voices conversing with one another or voices maintain a running 
commentary on the person’s thoughts or behaviors. Auditory hallucinations are the most 
common. 


• Seeing (visual hallucinations) – Seeing objects or people that no one else can see. 
• Feeling (tactile hallucinations) – Feeling strange sensations, odd feelings in your body or 


feeling that something is crawling on you. 
• Tasting (gustatory hallucinations) – Individual feels that there is a strange taste in their 


mouth e.g., metal, electricity, poisons, etc. 
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• Smelling (olfactory hallucinations) – Individual thinks there is a strange odor that cannot be 
accounted for, e.g., something burning, sewage, odd smells from their own body, dead 
spirits, etc. 


• Command hallucinations – These are hallucinations that direct the individual to do 
something or act in a particular manner. It is a voice telling the individual t hurt or kill 
himself or herself, or someone else. Command hallucinations are separated out from others 
because of their severity and potential lethality of the content of the hallucination. 


  


Hallucinations are most often associated with a person losing contact with reality.  By definition, 
this is very different from a person consciously choosing to talk with a deceased spouse or having a 
vivid imagination.   
 
Hallucinations was the third most frequent behavior selected that was not consistent with the CARE 
definition. Some examples where hallucinations were selected and the documentation appeared to 
be inconsistent with the definition of hallucinations include: 


• Client hears the doorbell ring, yet no one is at the door;  
• Client daydreams; 
• Client has nightmares; and 
• Client is able to visualize what the speaker is saying. 


 
COGNITIVE PERFORMANCE SCALE:  Documentation within CARE and the file should 
support the coding for Comprehension, Short Term Memory, and Decision Making. 
 
Comprehension (as defined in CARE) 
By Others – Client is: Used to describe how clients makes themselves understood to the people who 
they come in contact with most frequently (caregivers, family). This includes comprehension of any 
mode of expression e.g. speech, writing, sign language, or any combination of methods, 
 
By Client – Others are: Used to describe how clients understand the people who they come in 
contact with most frequently. This is not related to the client's ability to hear. 
 


Comprehension was the least selected reason for inconsistency regarding the Cognitive 
Performance Scale. The most frequent issue regarding comprehension involved selecting client is 
“sometimes understood” by others based on the case managers stated ability to understand the client 
while there was evidence that the client’s family member or caregiver was usually able to 
understand the client.   
 
Short Term Memory (as defined in CARE) 
Response to Short term memory question:  If the MMSE was administered and the client had 
difficulty with Registration and/or Recall, he/she may have a short term memory problem.  Follow 
up by asking the client to tell you about recent events that you may know or be able to verify, such 
as what he/she had for breakfast or when a daughter last visited.  Other types of questions would be 
"Have you recently gotten lost?" "Have you forgotten something you were cooking?"  


The following are NOT evidences of short term memory loss included:  
• Client tells you her memory is not what is used to be.  
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• Client has to write herself notes in order to remember appointments.  
• Client cannot remember her physician's phone number.  


 
The coding for short term memory is determined by review of the MMSE recall screen, coding, and 
documentation throughout the assessment (unless there is documentation to explain the 
inconsistency).  Assessing short term memory takes clinical analysis.  It is not a question that can be 
obtained from client report.   
 
Short Term Memory was the most frequent reason for inconsistencies under Cognitive Performance 
Scale. The most frequent finding involved the client scoring 2 out of 3 or 3 out of 3 on the recall 
portion of the MMSE, having a good or very good overall score on the MMSE, and selecting 
“memory problems” under Short Term Memory, with insufficient or no documentation explaining 
the inconsistency.   In cases where this applied, client report was used to describe the reason for the 
inconsistency without any indication of clinical analysis.  Some of the documentation included:  


• Client reports memory isn’t good 
• Client reports forgets to take medications 
• Client reports forgets dates or medical appointments 
• Client reports having trouble remembering things 
• Client forgets names 
• Client chooses to forget unpleasant events 
• Client has to write down things 
• Client reports memory is declining. 


 
Decision Making (as defined in CARE) rates the client’s ability to make everyday decisions about 
tasks or activities of daily living. The coding in this screen is determined by evaluating other 
documentation in CARE.  
 
Decision Making was the second most frequently occurring reason for inconsistencies in the 
Cognitive Performance Scale. In these cases, most frequently “poor decision/unaware of 
consequences” was selected and the client is able to supervise their caregivers.    
 
Sometimes documentation described the client choice regarding decision making rather than the 
client’s ability to make decisions about everyday tasks or activities of daily living.  For example, 
some of the documentation included: 


• Client prefers family members to help with financial, health care, and legal decisions. 
• Client prefers family members to make all decisions. 
• Client prefers to have son/daughter assist in decision making.  


Sometimes other documentation within CARE or other information selected in the “preference box” 
on the ADL/IADL screens did not support the client’s inability to make decisions. 
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SELF PERFORMANCE (as defined in CARE): To evaluate consistency within Self Performance, 
the assessment as a whole was reviewed to determine if coding on the ADL/IADL screens is 
consistent with other information on the screen and/or with information on the other screens. 
 
The most common reason for selecting Self Performance on the consistency screen was the scoring 
of “total dependence” on the ADL/IADL screens. The most common trend was scoring total while 
the documentation on the ADL/IADL screen or other areas in CARE supports a lesser level of 
support provided.   
 
Total Dependence (as defined in CARE): Activity occurred at least 3 times during the look back 
period AND 


o Full caregiver performance of activity every time it was performed. 
o Client was unable to participate in activity during the entire look back period. 


 
Some examples of inconsistencies with scoring include: 


• Scoring Total Dependence on the Transportation screen but the documentation shows the 
client is able to assist with one of the subtasks such as vehicle transfers; or for tasks that did 
not occur such as when the client had no medical appointments in last 30 days or when the 
doctor makes house calls; 


• Scoring Total Dependence on the Bathing screen and under the Personal Hygiene screen the 
documentation shows the client is able to wash hands and face; 


• Scoring Total Dependence on the Toileting screen while the documentation on the Sleep 
screen shows the client is able to toilet self at night; 


• Scoring Total Dependence on the Meal Preparation screen with documentation that client 
cooks frozen dinners; and 
 


Extensive Assistance: (as defined in CARE) Client performed part of the activity; help of the 
following type(s) provided 3 or more times: 


o Weight bearing assistance OR 
o Full caregiver performance during part (but not all) of activity 


 
Some examples of inconsistencies with scoring include: 


• Scoring of Extensive Assistance on Walk in Room screen with documentation that the client 
walks with stand-by assistance; 


• Scoring Extensive Assistance for Locomotion Outside Room screen and the documentation 
shows that the client only went out of home once in last 7 days; 


• Scoring Extensive Assistance on Locomotion in Room and Locomotion Outside Room with 
documentation that client uses an electric wheelchair; 


• Scoring Extensive Assistance under Personal Hygiene screen and documenting that the 
client only needs nails trimmed; and  


 
Limited Assistance: (as defined in CARE): Client highly involved in activity; received physical 
help in guided maneuvering of limbs or other non-weight bearing assistance 3 or more time OR 
Limited assistance (3 or more times) plus more help provided only 1 -2 times. 
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An example of an inconsistency in scoring was scoring Limited Assistance under Eating screen 
with comments that client requires food to be brought to the client and food cut up for the client. 
 
Supervision Assistance: (as defined in CARE): Oversight (monitoring, standby), encouragement or 
cueing provided 3 or more times OR Supervision (3 or more times) plus physical assistance 
provided 1-2 times. 
 


• Scoring Supervision under Bathing and documenting that client will only bath if caregiver is 
in the house. 


• Scoring Supervision under Eating screen with documentation indicating the client has a 
good appetite and no swallowing problems or choking issues in last six months and has no 
evidence of cognitive impairments. 


Independent: (defined in CARE): No help or oversight OR Help/oversight provided only 1-2 
times. 
 
An example of an inconsistency in scoring was scoring other than “Independent” and documenting 
that client needs to use adaptive device to achieve tasks.  
 
Did Not Occur: (Three types of Did Not Occur defined in CARE): 


• Did not occur/no provider available: Client would have accepted assistance with task if 
caregiver had been available. 


• Did not occur/client not able: Client is not capable of performing task. 
• Did not occur/client declined: Client chose not to do it or received assistance with it. 
 


Some examples of inconsistencies with scoring include: 
• Scoring Did Not Occur/Client Not Able under Locomotion Outside Room with 


documentation in CARE that client has seen the doctor in last seven days or has gone 
shopping in the last seven days. 


• Scoring Did Not Occur/Client Not Able under Locomotion Outside Room and documenting 
that client did not go outside due to bad weather. 


• Scoring Did Not Occur/Client Not Able under Toileting because the client uses a catheter 
and has a colostomy. 


• Scoring Did Not Occur/Client Not Able under Eating for client who is tube fed. 
Other types of documentation that show evidence of inconsistencies in scoring Self Performance 
include: 


• Client had no formal or informal caregivers for over a year, and the current assessment 
shows support was provided in the last 7 days.  


• Scoring Assistance Required on Medication Management with documentation that client is 
independent taking meds if daughter sets up weekly medi-set. 


• Scoring Assistance Required on Medication Management and documenting on treatment 
screen that client needs family to give insulin injections.  
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Reg 1 Reg 2 Reg 3 Reg 4 Reg 5 Reg 6 PSA 1 PSA 2 PSA 3 PSA 4 PSA 5 PSA 6 PSA 7 PSA 8 PSA 9 PSA 10 PSA 11 PSA 12 PSA 13


Self Performance 29 20 45 24 15 53 32 32 40 159 29 16 49 38 73 9 77 12 6


CPS Score 20 10 16 16 4 18 12 18 17 69 25 10 24 20 37 8 36 8 2


Behavior 7 3 3 7 6 7 8 6 13 28 9 3 8 6 3 2 3 1 3
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This chart shows the total number of reviews in each region/AAA where a potential area of inconsistency was identified. The three 
different areas of inconsistency, behavior, items related to CPS score, and self performance, are identified by the three different colors. 
The number of times each item was selected is also noted in the table below the chart. This chart does not identify the total number of 
reviews done in each region/AAA. 
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Reg 1 Reg 2 Reg 3 Reg 4 Reg 5 Reg 6 PSA 1 PSA 2 PSA 3 PSA 4 PSA 5 PSA 6 PSA 7 PSA 8 PSA 9 PSA 10 PSA 11 PSA 12 PSA 13


% Behavior Selected 6% 4% 3% 4% 7% 5% 10% 8% 9% 6% 5% 3% 5% 6% 2% 13% 1% 7% 6%


% CPS Selected 17% 14% 15% 9% 4% 13% 16% 23% 11% 15% 13% 11% 14% 22% 19% 53% 18% 57% 4%


% Self Perf Selected 24% 29% 42% 13% 17% 39% 42% 40% 26% 34% 15% 17% 30% 41% 38% 60% 38% 86% 12%
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This chart displays the number of times potential areas of inconsistency were identified in reviews compared to the number of reviews 
completed for each region/AAA. In this chart the three areas, behavior, items related to CPS score, and self performance, are shown 
by a separate bar and the percent also identified in the table below the chart. 
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Appendix D 
 


Statewide Proficiencies 
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CARE Plan - 1 


Based on WAC criteria was the 


correct program authorized? 90 97 100 99 96 99 99 99 91 96 99 94 97 99 97 90 95 93 98 93 98 


CARE Plan - 2 


If the client is residing in or 


moving into an AFH, does it 


have the specialty designation 


required to meet the needs of 


the client? 90 100 100 100 100 100 100 100 NA NA NA NA NA NA NA NA NA NA NA NA NA 


CARE Plan - 4 


Did the client/representative 


agree to the care plan as 


outlined in the LTC Manual? 90 90 89 88 74 87 85 84 95 90 91 90 92 96 94 90 91 87 96 79 85 


CARE Plan - 5 


Were mandatory referrals 


made? (suicide, APS, CPS, and 


CRU) 90 69 100 100 60 80 100 75 89 56 58 51 83 93 69 57 67 100 63 NA 50 


CARE Plan - 1 


Were non-ADSA 


resources/informal supports 


reflected in the determination 


of unmet needs? 90 71 73 57 80 72 80 82 57 60 78 73 85 92 64 51 66 46 55 22 84 


Client Details 


Financial - 1 Is the client financially eligible?  98 100 100 100 100 99 99 99 100 100 99 100 100 100 100 100 100 100 100 100 98 


Documents - 1 


Is the 14-225 - 


Acknowledgement of Services 


completed correctly and in the 


file? 90 84 74 86 73 82 80 74 88 72 86 84 88 94 91 95 86 83 89 83 90 


Emergency 


Planning - 1 


Is there an emergency plan in 


place? 90 96 98 100 91 92 93 98 80 100 91 97 97 100 98 98 98 100 97 NA 94 


IP - 1 


Were the background inquiry 


requirements followed as 


outlined in the LTC manual? 90 90 93 94 95 100 94 96 88 100 99 93 88 95 91 83 91 89 80 75 82 
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IP - 2 


Did the provider complete 


required training within the 


specified timeframes?  90 89 90 100 83 100 100 100 77 74 96 95 97 97 89 86 81 100 86 86 79 


IP - 3 


Were contracting 


requirements met as outlined 


in the LTC manual?  90 91 91 94 96 100 88 91 72 100 99 90 99 99 96 82 94 72 87 25 86 


IP - 4 


Are SSPS IP authorizations 


correct? (Excluding 


Participation) 90 94 100 94 91 100 100 96 85 91 95 90 94 95 96 86 96 100 97 88 98 


Medical - 2 


If skilled treatments or 


medication administration are 


being provided by another 


person, is this person an 


appropriate provider? 90 92 94 97 94 90 98 96 84 90 91 92 89 95 93 88 91 75 95 100 100 


Nursing - 1 


For each critical indicator, was 


a nursing referral made or 


reason why not indicated? 90 95 96 94 94 96 94 96 93 97 97 96 95 98 95 98 94 83 93 91 91 


Nursing - 2 


If a nursing referral was made 


is there documentation that 


CM follow-up occurred? 90 69 NA NA NA NA NA NA NA 50 100 82 100 NA 67 NA 0 NA 67 0 100 


Nursing - 3 


If a nursing referral was made 


is there documentation that 


nurse follow-up occurred? 90 70 50 50 NA 100 NA NA 100 83 63 79 35 100 94 31 53 NA 80 86 80 


Psych/Social - 2 


For each current behavior or 


past behavior addressed with 


current interventions, did the 


CM describe what the 


interventions are? 90 77 75 91 64 73 71 76 67 89 78 75 80 84 74 72 86 91 75 20 82 


SER - 1 


Did CM visits/contacts occur 


within time frames outlined in 


policy? 90 49 36 80 52 67 73 31 44 74 50 36 63 76 36 39 54 33 53 7 52 


Skin - 1 


 Did CM/HCS/AAA RN take 


appropriate action when the 


SOP is triggered and a non-


professional is providing skin 90 31 33 NA 0 NA NA 100 0 50 NA 46 0 0 0 50 0 NA 50 NA 0 
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care treatment for CL who has 


a pressure ulcer? 


Skin - 2 


Did CM/HCS/AAA RN take 


appropriate action when SOP 


is triggered, there is a problem 


over the pressure points and a 


professional is providing care? 90 14 33 20 0 0 NA 14 0 0 100 50 0 0 NA NA 0 NA 0 NA 50 


Skin - 3 


Did CM/HCS/AAA RN take 


appropriate action when SOP 


is triggered, a non-professional 


is providing care, skin 


condition is unknown and 


cognitively intact client 


declines skin observation? 90 NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA 


Skin - 4 


Did CM/HCS/AAA RN take 


appropriate steps when SOP is 


triggered, and a non-


professional is providing 


preventive skin care for a client 


with no reported skin 


problem? 90 30 18 20 0 16 100 17 38 0 58 42 15 75 9 35 20 0 57 0 63 


Skin - 1 


If observation is required but 


delayed, were the appropriate 


steps taken? 90 NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA 


Skin - 1 


Did CM/HCS/AAA RN take 


appropriate action when the 


SOP triggered and an 


observation was required? 90 85 NA NA 100 100 67 0 67 100 NA 85 100 86 0 100 67 NA 100 NA NA 


Skin - 2 


Did CM/HCS/AAA RN observe 


all pressure points? 90 63 NA NA 0 0 50 NA 67 86 NA 73 71 71 0 60 33 NA 83 NA NA 


Skin - 3 


Did the CM/HCS/AAA RN 


document the results of the 


skin observation? 90 84 NA NA 0 100 100 NA 67 100 NA 100 100 43 0 80 67 NA 100 NA NA 


Skin - 4 


Did the CM/RN take the 


appropriate action after skin 90 63 NA NA NA 25 100 NA 50 50 NA 88 83 57 0 100 0 NA 50 NA NA 
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observation? 


SSPS - 2 Is participation correct? 90 94 85 97 90 94 95 86 91 97 99 94 97 95 89 97 99 100 98 83 100 


SSPS - 3 


Are SSPS authorizations correct 


(excluding IPs)? 90 95 89 98 94 99 98 94 82 95 98 93 95 98 97 94 93 100 97 40 97 


SSPS - 4 


Did annual assessment occur 


within 12 months of previous 


assessment? 90 98 100 100 98 99 96 90 99 96 99 98 97 100 97 99 99 93 97 85 98 
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Number that met or exceeded proficiency 12 15 13 16 16 13 7 13 15 13 14 17 13 11 12 10 12 4 11 


Number of questions that applied 23 22 25 26 24 23 26 27 22 27 27 26 26 25 27 19 27 19 23 


Percent of questions meeting or exceeding 


proficiency 52 68 52 62 67 57 27 48 68 48 52 65 50 44 44 53 44 21 48 


Overall proficiency (= Total Yes/(Total Yes+Total No)) 88.8 90.8 85.0 89.1 90.8 87.4 81.5 87.6 93.8 86.3 89.9 93.5 86.5 83.6 87.4 83.3 86.6 69.4 87.7 
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Appendix E 
 


IP Proficiency with Details 


 
Section: IP 
Sub Section: IP Provider  


1 Were the background inquiry requirements 
followed as outlined in the LTC manual? 


Yes No NA  Exp % 
 1514 159 80 90% 90% 


Comment  Frequency 
No doc of bi-annual rerun of background check or was late  117 
No doc Charac, compet, suitab determ dn when Rec Lett rec'd from BCCU  32 
Unable to verify init BG inq sent w/in timelines outlined in procedures  10 
BG Inq retnd incomplete/not retnd by BCCU, no indc agency f/u/resubmit  5 


 
2 Did the provider complete required training within 


the specified timeframes? 
Yes No NA  Exp % 


 1341 160 252 89% 90% 
Comment  Frequency 
IP completed less than 10 hrs of CE  49 
Unable to verify if IP completed CE; record not found  48 
Fundamentals of CG compltd, but not w/in 120 days  35 
Unable to verify if IP completed Fundamentals of CG, record not found  30 


 
3 Were contracting requirements met as outlined in 


the LTC manual? 
Yes No NA  Exp % 


 1581 151 21 91% 90% 
Comment  Frequency 
No doc of authorization to work in US  94 
Contract not completed prior to authorization  20 
Contract has expired and services are still being provided  18 
Unable to locate IP contract  13 
Contract not in signed status in ACD  10 
Contract is incomplete  9 
Contract executed with evidence of a disqualifying crime  1 
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Appendix F 
 


Proficiency with Details 
 


Review Cycle Type: Compliance    Review done by: QA Team 
Review Cycle Started Between: 05/01/2008 and 04/07/2010 Review Cycles in Selected Area: 2492 


 
Report is Complete 


 
Section: IP 
Sub Section: IP Provider  


4 Are SSPS IP authorizations correct? (Excluding 
Participation) 


Yes No NA  Exp % 
 1444 284 25 84% 90% 


Comment  Frequency 
Services not terminated for unqualified provider  184 
Level authorized does not match CARE w/o ETR/cl consent 69 
Incorrect code used  20 
Conflicting programs opened at the same time  11 
SSPS code not terminated timely 8 
Wrong rate used 5 
Hours were not adjusted for home delivered meals 2 
Hours were not adjusted for adult day care 0 
Services auth >90 days w/o financial eligibility established  0 


 
Section: SER 
Sub Section: SER Questions  


1 Did CM visits/contacts occur within time frames 
outlined in policy? 


Yes No NA  Exp % 
 962 990 540 49% 90% 


Comment  Frequency 
No doc other Cl/ collateral/prof contacts made for non-targ case mgt  ＀＀7 
Cl meets indicators for TGCM but addnl contacts/visits not documented 252 
No doc of all additional f-to-f and/or collat contact made for ident TGCM  119 
Residential CM did not meet the time frame for initial contact on admit  64 
No doc of introductory in home face-to-face contact  57 


 
Section: Client Details (Review) 
Sub Section: Financial 


1 Is the client financially eligible? Yes No NA  Exp % 
 2480 7 5 100% 98% 


Comment  Frequency 
Client is not financially eligible  7 


 
Section: Medical 
Sub Section: Medical Questions 


2 If skilled treatments or medication administration 
are being provided by another person, is this 
person an appropriate provider? 


Yes No NA  Exp % 
 1306 107 1079 92% 90% 


Comment  Frequency 
Medication Administration not prov by a lic prof, family , inf cg, SDC, ND  24 
App of med/oint not prov by lic prof, fam, inf cg, SDC, ND  23 
Blood glucose monit not done by lic prof, family , inf cg, SDC, ND  18 
Oxygen Therapy not provided by a lic prof, ND, family , inf cg, SDC, ND  11 
Physical Therapy not provided by licensed therapist, PTA  11 
Bowel Prog not prov by lic prof, family, inf cg, SDC, ND  10 
Wound Care not provided by lic prof, family , inf cg, SDC, ND 8 
Injections not provided by lic prof, family , inf cg, SDC  6 
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App of dressngs not prov by lic prof, family, inf cg, SDC, ND  5 
Indwelling catheter care not provided by lic prof, family , inf cg, SDC, ND 3 
Respiratory Therapy not provided by licensed professional  3 
Tube feedings not provided by lic prof or family , inf cg, SDC, ND 3 
Contin Postv Airway Presr not prov by lic prof, SDC, family, inf cg, ND (NEW) 2 
Occupational Therapy not provided by licensed therapist ,COTA  2 
Tracheostomy care not provided by a lic prof, family , inf cg, SDC, ND  2 
Intermittent catheter care not prov by lic prof, family , inf cg, SDC, ND  1 
Ostomy care not provided by a lic prof, family , inf cg, SDC, ND  1 
Speech Therapy not provided by licensed professional  1 
Ventilator or Respirator - not prov by a lic prof, family , inf cg, SDC, ND 1 
Dialysis not provided by a lic prof, family , inf cg, SDC  0 
Enemas/irrig were not provi by a lic prof, inf cg family,SDC, ND 0 
IV Management not provided by lic prof, family , inf cg, SDC  0 
IV medications not provided by lic prof, family , inf cg, SDC  0 
Monitoring acute medical condition not provided by a licensed prof 0 
Suctioning not provided by lic prof, family , inf cg, SDC, ND  0 


 
Section: Psych/Social 
Sub Section: Psych/Social Questions 


2 For each current behavior or past behavior 
addressed with current interventions, did the CM 
describe what the interventions are? 


Yes No NA  Exp % 
 1343 408 741 77% 90% 


Comment  Frequency 
No doc to describe the interventions of how current behavior is altered  321 
No doc to desc interventions for past behaviors w/ cur interv in place  113 


 
Section: Emergency Planning 
Sub Section: Emergency Planning 


1 Is there an emergency plan in place? Yes No NA  Exp % 
 1221 1060 211 54% 90% 


Comment  Frequency 
No doc of discussion of options for care settings or caregivers  1016 
Evacuation plan not addressed  40 
No doc of levels of evacuation plan in AFH  13 
Backup plan not included as required 10 


 
Section: CARE Plan 
Sub Section: Support 


1 Were non-ADSA resources/informal supports 
reflected in the determination of unmet needs? 


Yes No NA  Exp % 
 1274 529 689 71% 90% 


Comment  Frequency 
Non ADSA resources/informal supports not reflected in status  529 


 
Section: CARE Plan 
Sub Section: CARE Plan Questions 


1 Based on WAC criteria was the correct program 
authorized? 


Yes No NA  Exp % 
 2405 87 0 97% 90% 


Comment  Frequency 
Correct program is not authorized  87 


 
2 If the client is residing in or moving into an AFH, 


does it have the specialty designation required to 
meet the needs of the client? 


Yes No NA  Exp % 
 115 0 2377 100% 90% 


Comment  Frequency 
AFH does not have the required specialty designation 0 


 
4 Did the client/representative agree to the care plan 


as outlined in the LTC Manual? 
Yes No NA  Exp % 


 2231 256 5 90% 90% 
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Comment  Frequency 
No doc CM obtained verbal consent prior to service re/authorization  106 
No doc CM obt written consnt prior to svs re/auth(vbl consnt not obtnd)  102 
No doc individual approving care plan is auth by cl to act on cl behalf  74 


 
5 Were mandatory referrals made? (suicide, APS, 


CPS, and CRU) 
Yes No NA  Exp % 


 136 61 2295 69% 90% 
Comment  Frequency 
APS referral not made  32 
Steps for suicide risk not followed  26 
CRU referral not made  3 
CPS referral not made  1 


 
Section: Nursing 
Sub Section: Nursing Referrals 


1 For each critical indicator, was a nursing referral 
made or reason why not indicated? 


Yes No NA  Exp % 
 1966 100 426 95% 90% 


Comment  Frequency 
C.I. are identified but CM didn't doc if a referral was made or not  56 
C.I. are iden but CM didn’t select or doc reason for not making ref  37 
Reason for no referral for NS not consistent w/other info in file/assmt  23 


 
2 If a nursing referral was made is there 


documentation that CM follow-up occurred? 
Yes No NA  Exp % 


 20 9 2463 69% 90% 
Comment  Frequency 
No doc CM f/u occurred to RN recommendation/ref w/in 30 days 9 


 
3 If a nursing referral was made is there 


documentation that nurse follow-up occurred? 
Yes No NA  Exp % 


 128 54 2310 70% 90% 
Comment  Frequency 
No RN doc to the C.I. or other reasons referral was made  36 
No doc of Nursing Svcs activities initiated w/in 30 days of referral  24 
No Doc RN followed up on plan/recommendations  3 


 
Section: SSPS 
Sub Section: SSPS Questions 


2 Is participation correct? Yes No NA  Exp % 
 1805 116 571 94% 90% 


Comment  Frequency 
Participation amount on SSPS is incorrect  115 
Participation was not fully assigned for all services  1 


 
3 Are SSPS authorizations correct (excluding IPs)? Yes No NA  Exp % 
 1564 87 841 95% 90% 


Comment  Frequency 
Level authorized does not match CARE w/o ETR/cl consent  33 
Wrong rate used  22 
Incorrect code used  19 
Conflicting programs opened at the same time  12 
SSPS code not terminated timely  5 
Service auth for > 90 days w/o financial eligib being established  2 
Hours were not adjusted for home delivered meals  1 
Hours were not adjusted for adult day care  0 
Nurse delegation authorized for client in a boarding home 0 
Payment authorized for provider who was not contracted nurse delegator 0 


 
4 Did annual assessment occur within 12 months of 


previous assessment? 
Yes No NA  Exp % 


 1930 11 518 98% 90% 
Comment  Frequency 
Assessment occurred beyond 12 months of previous assessment 44 
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Section: Documents 
Sub Section: Documents Questions 


1 Is the 14-225 - Acknowledgement of Services 
completed correctly and in the file? 


Yes No NA  Exp % 
 1620 308 564 84% 90% 


Comment  Frequency 
14-225 Acknowledgement of Services not completed correctly 205 
14-225 Acknowledgement of Services not in the file 105 


 
Section: Skin 
Sub Section: SOP-Not Required 


1 Did CM/HCS/AAA RN take appropriate action 
when the SOP is triggered and a non-professional 
is providing skin care treatment for CL who has a 
pressure ulcer? 


Yes No NA  Exp % 
 14 31 2447 31% 90% 


Comment  Frequency 
No doc educational materials about pressure points distributed to CG  19 
No doc of verification CG checking ALL pressure points  18 
No doc treatment provided reviewed w/cl  13 
No doc of treatment being provided and who auth treatment  13 
No referral by CM to RN on same day or within 48 hrs of assessment  12 
No doc treatment provided was reviewed w/CG  12 
No doc showing revision to CARE to reflect recommended changes 9 
HCS/AAA RN did not respd to CM referral same day or w/in 48 hrs of assess 8 
No referral by CM to RN  7 
No doc of CM/RN follow up on recommendations 4 
HCS/AAA RN did not respond to CM referral  1 


 
2 Did CM/HCS/AAA RN take appropriate action 


when SOP is triggered, there is a problem over the 
pressure points and a professional is providing 
care? 


Yes No NA  Exp % 
 7 42 2443 14% 90% 


Comment  Frequency 
No doc of request to be notified by HCP when CL discharge from skin care tx  39 
No doc of communication w/HCP w/in 5 days to verify ALL press pts checked  37 
No doc of communication w/HCP w/in 5 days to verify CL's response to tx  30 
No doc verifying HCP saw CL's skin w/in 7 days, or as in treatment plan  26 
No documentation verifying with HCP that treatment plan in place  22 
No doc of consult w/HCS/AAA RN after CL discharge from skin care tx  10 


 
3 Did CM/HCS/AAA RN take appropriate action 


when SOP is triggered, a nonprofessional is 
providing care, skin condition is unknown and 
cognitively intact client declines skin observation? 


Yes No NA  Exp % 
 0 0 2492 NA 90% 


Comment  Frequency 
No documentation of reason the CL refused skin observation  0 
No doc appropriate alternatives offered to client  0 
No doc CM refer to RN, contact PCP, or educate/advise CL on skin care issue  0 
No doc of CM/RN follow up on recommendations  0 
No doc of discussion of client refusal w/supervisor  0 


 
4 Did CM/HCS/AAA RN take appropriate steps when 


SOP is triggered, and a non-professional is 
providing preventive skin care for a client with no 
reported skin problem? 


Yes No NA  Exp % 
 87 207 2198 30% 90% 


Comment  Frequency 
No doc of disc w/CL or CG re presence of any picture skin conds and changes  181 
No doc CG checked ALL pressure pts last 7 days  167 
No documentation CG currently checking ALL pressure points  157 
No doc in CARE of prevention plan and who is providing care in plan  87 
No documentation prevention plan is meeting CL needs  74 







 


55 


 


 
Section: Skin 
Sub Section: SOP-Required 


1 Did CM/HCS/AAA RN take appropriate action 
when the SOP triggered and an observation was 
required? 


Yes No NA  Exp % 
 53 9 2430 85% 90% 


Comment  Frequency 
No documentation that skin observation occurred 6 
No referral by CM to RN 3 


  
2 Did CM/HCS/AAA RN observe all pressure points? Yes No NA  Exp % 
 36 21 2435 63% 90% 


Comment  Frequency 
No documentation that ALL pressure points were observed 22 


 
3 Did the CM/HCS/AAA RN document the results of 


the skin observation? 
Yes No NA  Exp % 


 48 9 2435 84% 90% 
Comment  Frequency 
No documentation of the condition of the skin 10 


 
4 Did the CM/RN take the appropriate action after 


skin observation? 
Yes No NA  Exp % 


 29 17 2446 63% 90% 
Comment  Frequency 
No doc of contact with the HCP within 2 wrkg days of observation  14 
No documentation that HCP was involved or knew of the problem  8 
No documentation of CM follow-up to RN recommendations  4 
Recommendations re changes to prevention plans not incorporated in CARE  3 
No documentation of contact with family if no HCP involved  2 
No doc of contact with family if HCP is not treating skin problem  2 
No documentation of contact with family if client is refusing treatment  1 


 
Section: Skin 
Sub Section: SOP-Req/Delayed 


1 If observation is required but delayed, were the 
appropriate steps taken? 


Yes No NA  Exp % 
 0 0 2492 NA 90% 


Comment  Frequency 
Appropriate steps not taken when observation was delayed 0 
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Appendix G 
 


Participant Experience Surveys 
 


Following the compliance review for each Region and AAA, QAS staff conducted telephone 
surveys with a sample of clients whose cases had been reviewed. Data was collected from 
approximately 488 telephone surveys. The survey consisted of 71 items, or questions, divided into 4 
groups: Access to care, Choice and control, Respect and dignity, and Community integration and 
inclusion. 
 
Survey Demographics: 
 


Age Groups  Respondents 


<55 129 (26%) 


55-64 103 (21%) 


65-74 91  (19%) 


75-84 121 (25%) 


>85 44  (9%) 


 
 
 
 
 
 
 


 
 
 


 
The majority of responses were provided by clients who live in their own homes. Only slightly 
higher than 10% of the clients surveyed were living in residential settings. Quality Assurance 
Specialists reported that clients who live in Adult Family Homes often have cognitive deficits or 
communication barriers that prevent them from effectively participating in a telephone interview. 
Assisted Living residents, on the other hand, usually were willing and able to participate in the 
survey but many were very difficult to reach by telephone, either being absent from their apartments 
or not having access to a telephone. 
 
It is also interesting to note that almost half the respondents were under the age 65, and the age 
group that had the most respondents was under 55. This statistic is likely related to the ability and 
willingness of the younger respondents to participate in the survey, skewing the data toward that 
demographic of the population served. 


  


Gender  Respondents 


Male 93 (19%) 


Female 389 (81%) 


Living Situation  Respondents 


In-Home 417 (89%) 


AFH 23   (5%) 


EARC 2    (.4%) 


AL 24 (5%) 
Waiver  Respondents 


MNRW 12  (2%) 


COPES 375 (77%) 


MPC 93  (19%) 


New Freedom 8   (2%) 


Provider  Respondents 


Agency 184 (38%) 


IP 229 (47%) 


IP/Agency 21  (4%) 


Residential 50  (10%) 
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PES SURVEY RESULTS 


 


 


 
ACCESS TO CARE 
The access to care questions began by asking each participant if they needed help from another 
person to perform each task. If they had received help from another person, the next questions asked 
if they ever were ever unable to complete the task because there was no one to help them. A 
formula was applied to convert the PES responses into positive vs. negative outcomes experienced 
by participants. 
 
It may be interesting to note that the task with the lowest level of positive outcomes experienced by 
participants was regarding transferring out of bed.  Of the 171 respondents 22 percent of the 
respondents said they have gone without getting out of bed when they need to, and of those, 78 
percent said the reason for not getting out of bed was there was no one there to help them.   
 
Positive outcomes experienced by participants in the in-home setting were consistently lower than 
other settings for all tasks except transportation.  For that task, assisted living facilities scored 
lower. 
 
93 percent of the respondents said the people who were paid to help them spent all of the time they 
were supposed to with them.  
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CHOICE AND CONTROL 
The choice and control questions were related to participants being able to choose and direct their 
care givers, and contacting and receiving assistance from their case managers. Similar formulas 
were applied to the PES responses to determine data regarding positive outcomes experienced by 
participants.  
 
Although the positive outcomes for choice and directing staff appear low, the data is somewhat 
misleading. 74 percent of all participants stated that they did help pick the people who were paid to 
help them. Of the ones who said they did not help select their paid care givers, the question was 
asked, “Would you like to help pick the people who are paid to help you?” Of those respondents, 
only about half answered “yes”. 
 
Similarly, 85 percent of all participants said that they tell their care givers what they want help with.  
The 34 that said they did not direct their care givers were asked, “Would you like to tell them the 
things you want help with?”  Of those 34, more than half said “No, they would not” 
 
Regarding the question of who they would report to if there is something wrong with the help they 
are getting, 49 percent said the case manager.  About 5 percent said they were unsure who they 
would report that to and 3 percent said they would not tell anyone.  While 8 percent is not a lot of 
participants, it is important that all participants know who to contact if there is a problem and feel 
confident to do so.  


Fewer participants in facilities were able to name their case managers than in the in-home setting.  
In the in-home setting, 73 percent of participants could name their case manager.  In adult family 
homes, only 24 percent could name their case managers and in assisted living 21 percent. 


0


10


20


30


40


50


60


70


80


90


100


Choice in 


Staff


Changing 


Staff


Directing 


Staff


Contact for 


Reporting 


Staffing 


Problems


Ability to 


name case 


manager


Ability to 


contact case 


manager


Case 


manager 


helpfulness


Percent Experiencing Positive Outcomes







 


59 


 


 
 


RESPECT AND DIGNITY 
Respect and dignity questions were related to how participants felt they had been treated by the care 
givers in their residences, day programs and by transportation providers. These indicators resulted 
in the highest positive outcomes in the survey. 
  
While the percentage of participants who answered yes to verbal abuse or theft is small, one may 
expect to not see any.  The question on the survey regarding verbal abuse states “Are any of the 
people paid to help you mean to you, or do they yell at you?”  Of the 8 participants, 4 said yes to 
this question and 4 responded sometimes.  All 8 of these participants were in the in-home setting.  
 
Regarding theft by staff, the question reads “Have any of the people paid to help you now ever 
taken your things without asking.”  Of the 4 participants who said yes to this question, 3 were in the 
in-home setting and one was from an assisted living facility.   
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COMMUNITY INTEGRATION AND INCLUSION 
The community involvement question asked, “Is there anything you want to do outside your home 
that you don’t do now?” The percent of participants experiencing positive outcomes was the second 
lowest in the survey. Although not displayed on this chart, the data showed a variation between in-
home and residential participants for the community involvement indicator. Only 42 percent of the 
participants living in Adult Family Homes experienced positive outcomes in community 
involvement. Participants living in their own homes and in Assisted Living communities had 66 
percent and 70 percent positive outcomes respectively. 
 
If the participant was under the age of 65, questions about employment were asked. These questions 
applied to only about half of the survey participants. In response to the question, “Do you want to 
work?” (Demand for employment) about half of the participants said “Yes”. The remaining two 
questions regarding choice of and satisfaction with employment applied to only one participant.  
  


0


10


20


30


40


50


60


70


80


90


100


Community 


involvement


Demand for 


employment


Choice in employment Satisfaction with 


employment


Percent Experiencing Positive Outcomes







 


61 


 


Appendix H 
 


Inter-Rater Reliability Assessments 
 


Inter-rater reliability assessments (IRR) were performed with clients who had an assessment 
completed by their case manager within a month prior to the IRR. The number of IRRs to be done 
was determined using a formula to achieve a 95 percent confidence level.  Case managers were not 
chosen for an IRR assessment it they were hired less than a year prior to the IRR date, or if they had 
been selected for an IRR during the 2004-2005 review cycle.  176 IRR assessments were completed 
during the 2008-2009 review cycle. 
 
Prior to completing an IRR assessment, the IRR assessor obtained contact information, the client’s 
classification group, and acuity level.  IRR assessments were completed without knowledge of any 
of the case manager’s CARE assessment screens.  
 
After the IRR assessment was complete, the IRR assessor reviewed WAC criteria and used the 
following questions to compare the two assessments.    


1. Is the client eligible for the services authorized (according to the IRR assessment)? 
2. Does the CARE classification group match? 
3. Does the level match? 
4. Did the CM and IRR identify informal supports? 
5. Were significant needs addressed in the CM assessment? 
6. Did the CM care plan and authorize services for identified needs? 
7. Were nursing referrals made when necessary? 
8. Is there any indication that the client’s condition has changed since the CM assessment? 


 
Question #1:  Is the client eligible for services authorized (according to the IRR assessment)? 
 
According to the statewide data, the results of IRR assessments showed the client to be ineligible 
for services in 7 instances.  In 2 instances, the IRR assessment found the client to be eligible for 
MPC services only, but was functionally eligible for COPES in the CM assessment.  
 
The following charts provide more detail regarding the other comparison data. 
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Question #2: Does the CARE classification group match? 


The classification group matched between the IRR assessments and the case manager’s assessment 
in 60% or 105 of the assessments.  


 


 
This chart shows the number of assessments by CM and IRR assessors in each of the classification 
group categories.  It is apparent from this data that IRR assessments found more clients to be in the 
two lowest categories, where CM assessments found more to be in levels C and D.  It is also 
interesting to note that the most discrepancy between the IRR and CM assessments were for Level 
A and Level C classification levels.  CM and IRR assessments matched in the highest classification 
Level E. 
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If the classification group does not match, what is the reason for the variance? 
 


 
 


 
This chart shows the reasons for variance in the instances where the CM and IRR assessments did 
not match in the classification group. The numbers to the left indicate numbers of assessments.  The 
total number of reasons for variance is more than the total number of cases that did not match 
because in some cases there was more than one reason for the discrepancy in the Classification 
Group. 
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Question #3: Does the level match? 


Of the 105 cases where the classification groups matched, the acuity level also matched in 63 
assessments or 60 percent of the time.  


 


 
 


 
This chart shows the difference between the CM and IRR assessment client acuity levels where the 
clients were found to be in the same classification group.  IRR assessments found more clients to be 
in the low and medium groups than case managers’ assessments, and case managers’ assessments 
showed more clients in the medium-high and high groups than IRR assessments. 
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If the level does not match, what is the reason for the variance? 


 
 


 
 


 
In the 42 cases where the classification group matched, but the acuity level did not match, ADL 
score was the reason in 40 cases and behavior points in 2 cases. Two cases differed in both ADL 
score and behavior points. 


 
Question #4: Did the case manager identify informal supports? 


 
This question was answered NA if no informal supports were identified in either the CM or IRR 
assessment, which occurred in 42 assessments or 24 percent of the time.  It was answered Yes if 
there were informal supports available and the CM and IRR assessment identified them.  This 
occurred 99 times or in 56 percent of the assessments.  It was answered No if the case manager 
assessment did not identify any informal supports and the IRR assessment identified some.  This 
occurred 35 times or in 20 percent of the assessments. 
 
Question #5: Were significant needs addressed in the CM assessment? 
 
If a significant need was identified in the IRR assessment, the assessor analyzed the CM assessment 
to determine if the case manager had identified the same need. 
 
For the purpose of IRR analysis, the significant needs were defined as: 


 


Treatments/Skilled therapies that client receives or needs:  
• Bowel program, blood glucose monitoring, catheter care, injections, monitoring acute 


medical condition, ostomy care (colostomy, gastrostomy, tracheostomy, peg tube) 
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oxygen therapy, resistive range of motion (severe contractures), speech therapy 
(swallowing difficulties), suctioning, care, tube feedings, wound care, neubulizer. 


• Mandatory referrals: APS, CRU, MHP referral for suicidal client 
• Skin Issues: High Risk Indicators for skin breakdown over pressure points triggering 


Skin Observation protocol (SOP) 
  


Stand Alone Items: 
• Current pressure ulcers 
• Quadriplegia 
• Paraplegia  
• Total dependence in bed mobility 
• Comatose/persistent vegetative state  
• History of pressure ulcer within one year 


Combination of Elements: 
• Bedfast and/or chairfast, and cognition problems  
• Bedfast and/or chairfast, and incontinent of bladder or bowel 
• Hemeplegia, and cognition problems, and incontinent of bladder or bowel  
• Bedfast and/or chairfast, and diagnosis of insulin dependent diabetes mellitus 


 
 
Case managers identified all significant needs in 84 cases or 48% of their assessments. Some but 
not all significant needs were identified in 19 cases or 10% of the assessments. In 68 cases or 39% 
of the assessments, no significant needs were identified in either the CM or IRR assessments. 
 


 
Question # 6: Did case manager care plan and authorize services for identified needs? 
 
This question is regarding following and implementing the care plan developed by the Case 
Manager.  
 
These services may include:  


• Personal Care Services: In-home, Residential Care services, formal and informal care 
givers are meeting the client needs as outlined in care plan, number of hours authorized 
are being provided.. 


• Waiver services: PERS, Home Delivered Meals (HDM) 
• Treatments: Diabetic Foot Care, PT, OT,  
• Referrals:  


o Mandatory referrals: APS, CRU, MHP referral for suicidal client 
o Non-mandatory referrals: Depression, Alcohol and drug treatment, pain 


management, foot care 
• Skin Care issues: Skin Observation Protocol (SOP), wound care, pressure ulcer care 
• Equipments/ supplies: Wheelchair, Walker, Medi-Set, Bath Bench, Incontinence 


supplies 
 
Case managers had fully care planned and authorized services in 154 cases or 86 percent of the 
assessments. In 17 assessments or 10 percent of the time, some but not all services had been care 
planned for by the case managers.  In 4 assessments, there was a service authorized and being 
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provided that had not been identified in the case manager assessment.  In one case, NA was selected 
because the client declined services. 
 
Question #7: Were nursing referrals made when necessary? 
 
This question did not apply in 156 assessments.  Nursing referrals were made when appropriate in 
19 cases, and in one case the case manager neglected to fill out the nursing referral screen. 
 
Question #8: Is there any indication that the client’s condition has changed since the CM 
assessment? 
 
This question was answered Yes by QAS if it appeared that the client’s condition had changed 
during the time period between the case manager’s and IRR assessment, to account for any variance 
in classification group or acuity level. In 23 cases or 13 percent of the time, there was a change 
noted. 
 


Appendix I 
 


Other QAS Activities 


 


Throughout the 2008-2009 review cycle, the QA unit was called upon to perform other activities.  
Some of these activities were done during the monitoring cycle and others were accomplished while 
the monitoring function was postponed temporarily. 


• From July 17th through August 8th 2008, the QAS team performed initial CARE assessments 
and case management activities for Region 4 


 
• From October 1st to November 7th 2008, the QAS team performed initial CARE assessments 


and case management activities for Region 5.  
 


• From November 12th to November 14th 2008 assisted the Colville Nation AAA to identify 
their strengths and areas where more training was needed prior to their regular compliance 
review in November 2009.  


 
• From October 5th through October 12th 2009, the QAS team assisted the Clinical 


Effectiveness and Performance Improvement (CEPI) unit.  Hundreds of SER notes in CARE 
were read and coded according to content for a tiered case management pilot project. 


 
• In February 2010, Region 5 was assisted with assessments and case management.   


 
• Roads to Community Living surveys began in January 2008.  627 baseline surveys were 


completed between May 2008 and February 2010, the beginning and ending dates for the 
2008-2009 review cycle.  Thirty-eight first follow-up surveys were completed during the 
same time frame.  A total of 139 skilled nursing facilities were visited throughout the state 
and most clients were seen in their homes after discharge for follow-up surveys. 
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