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ONE VISION:  Safe and 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 2010-2011 Quality Assurance Final Report.

[bookmark: _Toc319413691]Changes to the QA Review 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 to the QA Review process include:

· Reviewing a statistically valid sample by waiver or program;

· Reviewing a statistically valid sample of Individual Providers;

· Requiring all issues identified to be corrected;

· Moving to a yearly review cycle; and

· Working towards greater proficiency through the use of Proficiency Improvement Plan (PIP).







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 2010/2011 audit 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.  

An Executive Summary of the Final Report is available in a PowerPoint Presentation through the QA team.

[bookmark: _Toc319413692]Final Report Process

To develop the report, the quality assurance team analyzed and evaluated all of the data collected over the last audit cycle.  To get Best Practices, team members assembled trainings, policies, and practices that local HCS offices and AAAs found particularly useful in increasing their proficiency.  The QA members asked permission of the staff in that area to share these best practices with the rest of the agency in this final report.  



The policy clarifications in this report are a result of Change Committee decisions.  As it is our goal as an agency to have consistency across the state, it is the intent of this report to share lessons learned during the process.  



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:

· Informal supports reflected in the determination of unmet needs; and

· Behaviors and interventions.



2010/2011 Audit Cycle

HCS’ Quality Assurance Staff (QAS) began the 2010/2011 audit cycle in February 2011.  The audit cycle was comprised of the following activities for 2010/2011:  

· The Compliance Review; 

· Focused Reviews;

· Exception to Rule (ETR) Reviews;

· Individual Provider (IP) Timesheet Reviews;

· New Freedom Review;

· Roads to Community Living (RCL) Surveys; 

· Participant Experience Surveys (PES); and

· Informal Supports Project.

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

[bookmark: _Toc319413693]The Compliance Review



 (
1,812 
client files were 
review
ed.
379 Individual provider files were reviewed.
)An identical review process across all offices ensures a consistent level of accountability.  Each program 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 2010-2011 audit cycle, a statistically valid sample of assessments, case files, and individual providers were reviewed by the QAS team for each HCS program.  Throughout the audit cycle, the same 15 questions were reviewed (see questions in Appendix A). 



Between February and October 2011, ADSA QAS completed a statewide compliance review for all nine HCS community based programs, which included reviewing assessments and client files from 13 Area Agencies on Aging (AAAs) and three regional HCS offices.  Between October and December, the QA team completed a focused review on individual providers.  Details of the compliance review are listed in Appendix B.  Details of the results for consistency questions are listed in Appendix C. 



[bookmark: _Toc319413694]Review Sample

The sampling methodology differed greatly this cycle compared to previous audit cycles.  In previous reviews, a sample of six percent of CARE assessments and case files were reviewed by the QA team.  For the 2010-2011 audit cycle, QAS reviewed a statistically significant sample of assessments and case files for each HCS administered program.  



This methodology yielded a much larger sample of the smaller and newer HCS programs.   For example, for the smallest HCS programs, CHORE and MNRW, the QAS team reviewed the assessments and case files for all clients that met the review criteria.  For the larger programs, such as the COPES and MPC programs, the number of assessment and case files reviewed was less than in previous audit cycles.  



The number of reviews completed for each area also differed as in past years the same six percent sample was reviewed for each HCS region and AAA.  For this audit cycle, each area’s sample was determined by multiplying the percent of the total program population in that area by the sample size.   Due to this proportionate sample methodology, an area may have had fewer files reviewed or depending on the programs offered in that area, they may have had many more.   



[bookmark: _Toc319413695]Proficiencies

The expected proficiency for 14 of the 15 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 that applied in that area -- # yes/(# yes + # no).  Questions that were answered NA were not included in the calculation.  



Throughout the 2010-2011 audit cycle, all the questions and No Responses remained the same.



In aggregate, at the initial review, statewide proficiency was 84 percent.  Between programs, the proficiency ranged from 78 percent to 88 percent.   

[bookmark: _Toc319413696]Compliance Review Summary
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		Program

		Overall Proficiency 2010/2011



		CHORE

		78%



		COPES

		86%



		MNIW

		84%



		MNRW

		81%



		MPC

		88%



		New Freedom

		81%



		WMIP

		82%



		PACE

		88%



		RCL

		80%





  





 (
Chart 1
)	

Statewide proficiencies with details for the individual questions at initial review and at second review are listed in Appendix K.  
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Another major change to the compliance review process was the expectation that all identified issues are corrected at an individual level.  For the 2010-2011 audit cycle, QAS tracked all of the remediation actions taken to correct issues and time frames for their completion.



Statewide for all questions and all programs, 81 percent of the corrections were made within 30 days of the initial review.  Fourteen percent of the corrections were made within the 60 day review and 4.8 percent were made after 60 days of the initial review.  In most cases, these corrections happened within days of the 60 day mark.  Only one office required repeated QA contacts in order to make the required corrections. 
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Since the sample drawn this year differs greatly from last year, the information provided regarding comparisons from one cycle to the next is informational but may not present an accurate comparison.  For reporting purposes, the QA results from this year are considered Baseline data.

  

The new sampling methodology does provide more information on differences in performance between programs.  It also points out areas where policy may be less clear between programs and targets areas for improvement efforts.  



Comparison of Overall Proficiency for 15 Review Questions



 (
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3
/
27
)The following chart compares the statewide scoring for each of the questions.  Statewide expected proficiency was met or exceeded for six of the 15 questions.  Statewide proficiencies ranged from 53 percent to 100 percent for the individual questions.   (
4/19
)Details of the compliance review are listed in Appendix B.



IP Focused and Timesheet Review

For the 2010, 2011 review, a statistically valid sample of Individual Providers were reviewed at the end of the general review.  Two questions were addressed, dealing with Background checks and contracts.  In addition, the HCS QA team, in conjunction with the DDD QA team, completed a review of a statistically valid sample of IP timesheets.  Hours recorded on the IP timesheets were compared with the hours the IP claimed in SSPS.  Details about the Individual Provider Reviews are provided in Appendix D.



Details regarding the IP focused review results are included with the general review results in Appendix B.



New Freedom FMS Review

Details about the New Freedom Financial Management Services (FMS) Review are provided in Appendix E.



SSPS ETR Reviews



The QA unit reviewed the 2308 cases identified on mismatch reports that were generated in August, September, and October of 2011.  The intent of this project was to familiarize the field offices with the report to make the review of it and making corrections a part of their monthly routine.    Details about the SSPS Exception to Rule reviews are provided in Appendix F.



RCL Surveys

The QA unit administered 2488 Roads to Community Living (RCL) Quality of Life Surveys to Money Follows the Person (MFP) participants throughout the state.  Participation in the survey is voluntary and clients may refuse to take the survey or refuse to respond to particular questions. The survey was designed by CMS. 



The survey is designed to be administered three times to each client.  The Baseline survey is conducted after the participant has been accepted into the MFP program, but before discharge from an institution to the community.  The first follow-up survey is administered about 11 months after nursing facility discharge to the community and the second follow-up survey is administered about 24 months after discharge to the community.  Details about the Roads to Community Living Surveys are provided in Appendix G.



PES 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 H.



Informal Support Project



For details regarding the HQ PIP Informal Support Project, please see Appendix I.



Other QA Activities



For a list of other quality assurance team activities, please see Appendix J.



Statewide Proficiency with Details



For the statewide proficiency with details at initial review and at the 30 day review, please see Appendix K.



[bookmark: _Toc319413700]File Reviews by Supervisors



Supervisors and other managers in the AAA and HCS offices are expected to complete a minimum of three file review cycles annually in the QA Tool for each case manager/social worker employed in their agency six months or longer.  A review cycle includes one to two reviews of a record and is complete when all issues have been addressed and the cycle is locked.



The following spreadsheet indicates where each Region and AAA is in meeting this goal with their staff during calendar years 2010 and 2011.  With Supervisor reviews, there is no beginning or end to an audit cycle, with review cycles being created and completed throughout the year. The data for 2011 includes many review cycles that were created in the last days of the year, and may have been completed after this data was collected.



		

		

		



		

		

		2010 Data

		2011 Data

(Completed as of 12/20/11)



		 

		# of CM reviewed by QA

		# of CM with any completed review cycles 

		# of CM with 3 or more  completed review cycles

		# of CM with any completed review cycles 

		# of CM with 3 or more  completed review cycles



		Region 1N

		45

		60

		57

		58

		38



		Region 1S

		25

		35

		25

		33

		25



		Region 2N

		41

		30

		7

		46

		24



		Region 2S

		73

		95

		85

		99

		70



		Region 3N

		38

		20

		10

		27

		9



		Region 3S

		50

		64

		51

		71

		38



		OAAA

		18

		18

		13

		16

		7



		NWRC

		21

		25

		21

		24

		7



		Sno Co

		33

		10

		0

		8

		0



		ADS

		96

		63

		6

		84

		30



		Pierce

		35

		42

		35

		42

		23



		LMT

		15

		20

		19

		25

		21



		SWAAA

		32

		10

		7

		34

		25



		AACCW

		15

		20

		10

		17

		10



		SEALTC

		36

		36

		31

		39

		23



		Yakama

		4

		3

		1

		3

		0



		ALTCEW

		38

		48

		36

		44

		19



		Colville

		2

		0

		0

		0

		0



		Kitsap

		10

		10

		10

		11

		6







The number of Case Managers reviewed by QA serves as a snapshot of the number of staff in the area at the time of the audit that had been employed a year or longer. Some areas routinely use the QA Monitor tool to review a few assessments of each for their staff, and some review many more than are required by policy. 



The percent of review cycles created that were completed varies greatly among the areas.  In 2010, the highest was 100% and the lowest 64%.  In 2011 the highest was 97% and the lowest was 33%. Understandably, many review cycles were begun in December 2011, right before the data was collected and were not competed in time to be counted. In order for any accurate data to be collected from the reports in the QA tool, all review cycles must be completed.
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SER Question

· Did the CM meet the 30 day face-to-face visit for an in-home transfer or residential placement?

· Is there documentation that the CM informed the client of their choices related to the long-term care settings and provider types?



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 Support 2 – Are all authorized services and providers assigned a need within the support screen (service summary/care plan)?

· Care Plan 1 - 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 2 - Did the client/representative agree to the care plan as outlined in the LTC Manual?

· Care Plan 3 - Were mandatory referrals made (suicide, APS, CPS, and CRU)?

· Care Plan 5 – Was level of care re-determined within the annual timeframe?



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? 



The 8 Questions Monitored in Focused Reviews



Individual Provider Questions

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

· IP 3 - Were contracting requirements met as outlined in the LTC manual?



Nursing Referral Questions

· Nursing Referral 1- If nursing referral was checked Yes, is there evidence that a referral was made?

· Nursing Referral 2 – Did the CM follow-up with the RN recommendation?

· Nursing Referral 3 – Is there evidence that nursing services were initiated as required?



SOP Not Required Questions

· SOP N 1 – If the skin observation was not required for a client with a current pressure ulcer, was the SOP followed?

· SOP N 2 – If the skin observation is not required for a client who has no pressure ulcer or skin condition is unknown (and cognitively intact client declines observation), was the SOP followed?



SOP Required Questions

· SOP R 1 – If skin observation was required, were the SOP steps followed?






[bookmark: _Toc319413702][bookmark: OLE_LINK7][bookmark: OLE_LINK8][bookmark: OLE_LINK5][bookmark: OLE_LINK6]Appendix B: Compliance Review Details



[bookmark: _Toc319413703]SER Questions



SER Question #1

[bookmark: _Toc319413704] Did CM meet the 30 day requirement?

	

Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		64%







This question was changed from previous audit cycles so there is no comparable historical data.  Proficiencies ranged from 44 percent for the MNRW program to 89 percent for Medicaid Personal Care (MPC).  This question did not apply to the CHORE, New Freedom, WMIP, or PACE programs.































Details:

The 2010-2011 audit cycle encompassed a couple of very tough years with budget challenges and high caseloads.  Due to this, there were a number of 30 day reviews that were conducted, but were past the 30 day requirement.  This was more prevalent for the HCS offices, and most prevalent in Region 2.

    

The No Response findings and frequency include:

		No Response

		Frequency



		Residential face to face contact not done within 30 days

		60



		In-home face to face contact not done within 30 days

		15







Remediation:

Ninety-seven percent of 30 day reviews were completed prior to the 30 day review.  Two 30 day assessments were completed within 60 days and none went over 60 days.



































Best Practice: 



In Region 1 North, supervisors’ monitored the CARE tickler in-box for 30 day review warnings and followed-up with the case managers to ensure completion.






SER Question #5

[bookmark: _Toc319413705] Is there documentation that the CM informed the client of their choices related to long-term care settings and provider types?

	

Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		53%







This was a new question for 2010-2011 so there is no historical data on it.  Proficiencies between programs ranged from 36 percent to 73 percent.  



































Details:

Since this is the first time the QA review completed a statistically valid sample per program, an issue came to light in this audit regarding the managed care programs (PACE and WMIP) and whose responsibility it is to inform the client of their options for LTC services, the CM/SW or the contracted agency.  The interpretation of policy regarding whose responsibility it is varied, which decreased the proficiency for this question. 



The No Response findings and frequency include:

		No Response

		Frequency



		No documentation client was informed of in-home provider options

		693



		No documentation of discussion of the option of receiving care in other settings

		571















Remediation: 





































 In many cases, staff reported the discussion had taken place and the issue regarding this finding was one of lack of documentation.



Policy Clarification: 

This question was the topic of numerous challenges to the QA review findings.  In the policy Change Review Committee, the following clarifications were made:

· For the PACE and WMIP, it is the SW/CM responsibility to inform the client of their options at the initial PACE or WMIP assessment.  After enrolled in PACE or WMIP, it is the contracted agency’s responsibility to inform the client of options.

· The discussion of options should include private pay options, particularly when the client’s income is high, for example, clients who are on the MNRW or MNIW programs.

· Stating the client is aware of options cannot substitute for having the discussion at each face to face visit.

· If the discussion is documented in a comment box in CARE, the date must be entered.  As comments carry over from one assessment to the next, without a date, it cannot be determined whether the discussion occurred at each assessment.

Best Practices:

In Region 3, the JRP conducted focused reviews on 3 randomly selected files per unit each month to track progress in addressing this issue. They found the focus reviews to be an excellent tool and said it did not take much time to do.



A “Best Practice” SER documentation template is available on the Region 2 website located under the Social Services tab and then navigate to Tips & Cheat Sheets or email your request to the QA team.
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Client Details – Financial Question #3

[bookmark: _Toc319413707]Is the client financially eligible?



Data:

Expected Proficiency:  98 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		100%



		2008-2009

		100%



		2006-2007

		98%







Proficiencies ranged from 55 percent to 100 percent, with most programs reaching 100 percent.  The CHORE program is a state only program that is being phased out so the number of clients on the program is very small.  Because it is a state only program, clients do not qualify for Medicaid and financial determination is not done through the HCS financial unit.  





































Details:

There is only one No Response for this question “Client is not financially eligible”.  This No Response was selected in only seven cases.



For the CHORE program, where six of the seven No Responses were selected, the selection was made because the CM did not complete the required paperwork to determine eligibility.  In all cases, the client was financially eligible when the paperwork was completed.







Remediation: 



































Best Practice: 

For clients who remain on the CHORE program, complete the financial paperwork timely to ensure financially eligibility.
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Medical Question #1

[bookmark: _Toc319413709]Were the correct treatments/therapies/rehabilitative care or training selected?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		77%



		2008-2009

		N/A



		2006-2007

		73%







This question was a supervisory review question in the last audit cycle so there is no QA data for 2008-2009.  



Proficiencies ranged from 70 percent to 83 percent.   Statewide proficiency was not met for any program.































Details:



The No Response findings and frequency include:

		No Response

		Frequency



		Applied skilled therapy, program, rehab or training not consistent with definition

		115



		Treatment details are not consistent with definition(s)

		131



		Appropriate treatment was not selected as indicated by other information in CARE/file

		155



		Applied skilled therapy, program, rehab or training not selected as indicated in CARE/file

		26







Remediation:



























Best Practice:

In Region 2, the following training was used to increase proficiency.  In the Bellingham area, Northwest Regional Council and the HCS office collaborated in the delivery of this training, and for trainings in Behaviors and Informal Supports. They found it very helpful to have everyone together to hear the same information.  This led to increased consistency in their mutual understanding of scoring in CARE.  



 



From SW Washington AAA, another excellent training, below, was used to increase proficiency.

[bookmark: _Toc319413710]Psych/Social Questions



Psych/Social Question 2

[bookmark: _Toc319413711]For each current behavior or past behavior addressed with current interventions, did the CM describe what the interventions are?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		75%



		2008-2009

		77%



		2006-2007

		72%





Proficiencies ranged from 58 percent to 82 percent.  Statewide proficiency was not met for any program.



































Details:

The findings and frequency were:

		No Response

		Frequency



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

		246



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

		96





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





Remediation:







































Best Practice:

The following training was created by Region 2 and was updated and submitted by Region 3 to help increase proficiency in this area.











A Best Practice for determining behavioral interventions is to ask the client what has worked for him or her in the past and document this intervention.  Because that is not always effective, Region 2, in conjunction with HQ staff, developed the Resource tool in attachment L to give assessors some ideas on caregiver instructions for behavioral interventions.  






[bookmark: _Toc319413712]Personal Elements/Safety Questions



Personal Elements/Safety Question #1

[bookmark: _Toc319413713]Is there an emergency plan in place?



Data: 

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		96%



		2008-2009

		96%



		2006-2007

		92%







Proficiencies ranged from 91 percent to 100 percent.  All programs met statewide proficiency for this item. 

 

































Details:



The findings and frequency were:

		No Response

		Frequency



		Evacuation plan not addressed

		31



		No documentation of levels of evacuation plan in AFH

		27



		Backup plan not included as required

		3















Remediation: 

































Best Practice:

Since the proficiency has consistently met statewide, it appears processes are in place to assure that emergency plans are in place.




[bookmark: _Toc319413714]Care Plan Support Question



Care Plan Support Question #1

[bookmark: _Toc319413715]Were non-ADSA resources/informal supports reflected in the determination of unmet needs?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		78%



		2008-2009

		71%



		2006-2007

		74%







Proficiencies ranged from 68 percent to 91 percent.  Statewide proficiency was met for two of the nine programs.  





Details:

There is only one No Response to this question, “Non-ADSA resources and/or informal supports not reflected in status”, which was chosen 271 times.















Remediation:



































Best Practices:

The following training was submitted by Region 3 to increase proficiency in this area.

















Care Plan Support Question #2

[bookmark: _Toc319413716]Are all authorized services and providers assigned a need within the support screen (service summary/care plan)?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		95%







This is a new question for the 2010-2011 audit cycle so there is no historical data on it.  Proficiencies ranged from 89 percent to 100 percent.  Statewide proficiency was met and proficiency was met for all programs except RCL.  For the RCL program, a proficiency of 89 percent was achieved.  



Details:

The findings and frequency were:

		No Response

		Frequency



		Nurse delegation paid for in SSPS and is not assigned in the support screen

		40



		Personal care paid in SSPS and is not assigned in the support screen

		30



		Environmental modification paid for in SSPS and not identified in the assessment

		1



		Home Delivered meals paid for in SSPS and is not identified in the support screen

		3



		Pers unit paid for in SSPS and is not identified in the support screen

		9



		Specialized medical equipment paid in SSPS and is not identified in the assessment 

		14



		Client training paid for in SSPS and is not assigned in the support screen

		1



		Managed care provider is authorized but not assigned in the support screen

		2



		Adult Day Health paid for in SSPS and is not assigned in the support screen

		2





Remediation:





























Best Practice:

As a tool to increase proficiency in this area, Region 2 developed an Ancillary Services Guide which is included in this report in Appendix M.













2



[bookmark: _Toc319413717]Care Plan Questions



Care Plan Question #1

[bookmark: _Toc319413718]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

		Audit Cycle

		Statewide Proficiency



		2010-2011

		96%



		2008-2009

		98%



		2006-2007

		96%







This question applied to five of the nine programs.  Proficiency was met statewide and for all five programs   Proficiency was 100 percent for four out of the six programs.  







Details:

There is only one No Response for this question “AFH does not have the required specialty designation”.  This No Response was selected in seven cases.  

















[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Remediation:



































Best Practices:

Since the proficiency has consistently been met statewide, it appears processes are in place to assure that clients are placed in AFHs with the required specialty designation.








Care Plan Question #2

[bookmark: _Toc319413719]Did the client/representative agree to the care plan as outlined in the LTC manual?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		81%



		2008-2009

		90%



		2006-2007

		83%





Proficiencies ranged from 37 percent to 96 percent.  Statewide proficiency was met in three of the programs but was not met statewide.  













































Details:

Since this is the first time the QA review completed a statistically valid sample per program, an issue came to light in this audit regarding the managed care programs (PACE and WMIP) and the self-directed program (New Freedom) and what is required regarding client agreement to the Care plan.  For some, particularly regarding WMIP, and fewer times with PACE and New Freedom, because policy does not require a signed service plan, the interpretation was there is no requirement that the CM/SW document the client’s approval of the plan.  In the QA review, QA used the standard that in order to authorize services, a client must approve of the plan.  This difference in interpretation decreased the proficiency for these programs for this question. 



The No Response findings and frequency were:

		No Responses

		Frequency



		No documentation case manager obtained verbal consent prior to service re/authorization

		217



		No documentation individual approving care plan is authorized by client to act on client’s behalf

		147



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

		48







Policy Clarification: 

This question was the topic of numerous challenges to the QA review findings.  In the policy Change Review Committee, the following clarifications were made:

· For the PACE and WMIP programs, the client agreeing to the care plan refers to the client’s agreement to the identified needs and his/her choice for the PACE or WMIP provider.

· For New Freedom, the worker must get approval from the participant regarding the information documented in the CARE assessment that determined the participant’s NF budget amount.

· For all three programs, the participant agreement must be documented in the SER notes.

Remediation:



















Best Practices:

Region 3 developed checklists on Reviewing Initial Assessments and Reviewing Annual Assessments to ensure that all tasks are completed at the time of assessment and reassessment.  These are checklists available through the QA unit.  




Care Plan Question #3

[bookmark: _Toc319413720]Were mandatory referrals made?  (Suicide, APS, CPS and CRU)



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		82%



		2008-2009

		69%



		2006-2007

		66%







Proficiencies ranged from 60 percent for PACE to 100 percent for MNIW, MNRW, and WMIP.



Details:

This question applied to only 77 cases (four percent) of the 1,812 cases.  

The No Response findings and frequency were:

		No Response

		Frequency



		APS referral not made

		10



		CRU referral not made

		3



		CPS referral not made

		1



		Steps for suicide risk not followed

		0





Remediation:



















Best Practice:

When in doubt, make a referral.



Periodically review the APS mandatory reporter training available at http://www.adsa.dshs.wa.gov/APS/training/training.htm.   



For training on reporting abuse of children, see the tool kit and video that is available at:  http://www.dshs.wa.gov/ca/safety/abuseReport.asp. 







































Care Plan Question #5

[bookmark: _Toc319413721]Was an annual assessment completed within the required timeframe? 



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		93%



		2006-2007

		95%



		2004-2005

		86%





Proficiencies ranged from 82 percent to 96 percent.  For nine of the eleven programs statewide proficiency was met for this question.  Overall, statewide proficiency was met.







Details:

There is only one No Response for this question.  This No Response is “The assessment occurred beyond 12 months of the previous assessment”.  

	

Remediation:

Of the 86 assessments that were completed within 30 days of the due date, 46 of these were completed within five days.  



In all cases, the client continued to be eligible for services.























Best Practice:

Use the CARE tickler to ensure that a new face-to-face assessment is performed and moved to Current by the last day of the same month the previous face-to-face assessment was moved to Current.   

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






[bookmark: _Toc319413722]SSPS Questions



SSPS Question #2

[bookmark: _Toc319413723]Is participation correct?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		93%



		2008-2009

		94%



		2006-2007

		95%







Proficiencies ranged from 60 percent for CHORE to 100 percent for WMIP.  Statewide proficiency was met or exceeded for all programs except CHORE and MNRW.  Overall, statewide proficiency was met.































Details:

Room and board for residential MPC is included in this question.  



The No Response findings and frequency were:

		No Response

		Frequency



		Participation on SSPS is incorrect

		68



		Participation was not fully assigned for all services

		3

















Remediation:



































Best Practice: 

Complete a CHORE PROGRAM INCOME AND RESOURCES DECLARATION form (DSHS 14-404) to determine financial eligibility and calculate participation. 

A new 14-404 must be completed at least annually, at significant change or at an income change and placed in the client file. 




SSPS Question #3

[bookmark: _Toc319413724]  Are SSPS authorizations correct?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		88%



		2008-2009

		95%



		2006-2007

		92%





Proficiencies ranged from 77 percent to 100 percent.  Statewide proficiency was met for four of the nine programs.  Statewide proficiency was not met.

































Details:

This question was applicable in 1450 cases (80 percent).  There are 10 No Responses to this question.  Some of the No Responses did not occur during this audit cycle.  



The top five No Response findings and frequency include:

		No Response

		Frequency



		Rate/hours authorized does not match CARE without an ETR or client consent

		46



		Wrong rate used

		51



		Incorrect code used 

		89



		Conflicting programs opened at the same time

		28



		SSPS code not terminated timely

		19



		SSPS authorized payment does not match ETR approval

		2



		SSPS authorized duration does not match ETR approval 

		1



		Hours were not adjusted for home delivered meals

		1





The year 2011 was a particularly challenging one regarding SSPS authorizations.  Several authorization changes were made due to budget cuts and litigation.  These changes affected all authorizations.   Some changes were captured through a SSPS transaction generator but not all authorizations can be changed through the transaction generator.  The reduction in the proficiency regarding this question may be a result of all these changes. 



“Wrong rate used” was selected for various reasons, including: 

· SSPS input errors 

· Vendor rates changed and SSPS not updated 

· No invoice for equipment in file and no documentation in SER to verify purchase and determine if correct amount was authorized 



Remediation:







Best Practices:

Region 3 found the mismatch reports to be helpful in identifying issues to be addressed.



























[bookmark: _Toc319413725]Documents Questions



Documents Question #1

[bookmark: _Toc319413726]  Is the 14-225 – Acknowledgement of Services completed correctly and in the file?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		75%



		2008-2009

		84%



		2006-2007

		87%





Statewide proficiencies ranged from 31 percent for WMIP to 87 percent for COPES.  No program met the expected proficiency for this question.  Overall, statewide proficiency was not met.  This question did not apply for the CHORE and MPC programs.



































Details:

This question was applicable for 941 (52 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

		179



		14-225 Acknowledgement of Services not in the file

		57





Some examples of 14-225s that were not completed correctly include the:

· Form was not signed or dated by the client or case manager;

· Form did not indicate the choice of waiver services or nursing home care or more than one choice was made; and

· When an individual other than the client signed the form but was not authorized to act on the client’s behalf.



Remediation:



































Best Practices: 

As part of the Headquarters Proficiency Improvement Plan (PIP), recommendations were made to change the 14-225 form.  With the next revision in the spring of 2012, the form will be simplified to more closely capture the original intent.  Rather than a list of different programs, the choice offered will be the right to waive nursing facility placement to choose a home and community based services instead.  The new form will also include instructions.



























[bookmark: _Toc319413727]Nursing Referral Questions



Nursing Referral Question #1

[bookmark: _Toc319413728]  If nursing referral was checked ‘yes’, is there evidence that a referral was made?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		89%







This was a new question for 2010-2011 so there is no historical data on it.



Details: 

There is only one No Response for this question.  The No Response is “No evidence that the referral was made to the HCS/AAA RN”.  This No Response was selected 14 times.  



This question applied to 35 percent of the sample chosen.  In completing a focused review, the intent was to pull a valid sample of clients who had nursing referrals.  Unfortunately, the methodology used to pull the sample incorporated referrals for depression and other issues that were not nursing referrals, making the question not applicable.  For the next audit cycle, QA will narrow the parameters when drawing the sample to get only true nursing referrals. 





Nursing Referral Question #2

[bookmark: _Toc319413729]Did the CM follow-up on the RN recommendation?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		67%







This is a new question for 2010-2011 so there is no historical data on it.  



Details:

This question applied to 21 cases (six percent).  There is only one No Response to this question; “No documentation that CM follow up occurred to RN recommendations”.  This No Response was chosen seven times.  









Nursing Referral Question #3

[bookmark: _Toc319413730]Is there evidence that nursing services were initiated as required?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		79%





This was a new question for 2010-2011 so there is no historical data on it.



Details:

The question was applicable in 92 cases (25 percent).  

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

		17



		No documentation of Nursing Services activities initiated according to the needs of the client

		4



		No documentation RN followed up on plan/recommendations

		0







It is important to note that in every case there was RN follow up but in 21 cases, documentation was missing regarding either the critical indicators, reasons the referral was made, or activities according to the needs of the client.

 

Recommendations for all Nursing Referral Questions:

While the Nursing Referral questions provide information, the sample did not provide statistically significant data.  The intent for the Nursing Referral review was to obtain information on a significant sample of cases that required Nursing Referrals.  The sample was greatly reduced as many of the cases in the sample were not applicable for nursing referrals.  This happened for two reasons, one was the sampling methodology used to draw the sample and the other was due to miscoding nursing referrals in CARE assessments.  In both of these cases, the reason for the referral was something other than nursing, such a referral for depression or physical therapy.  



For the next review cycle, QA will more narrowly define the sample in order to get only referrals that are Nursing Referrals.



Additionally, the Program Manager for Nursing Services and her team will analyze the QA data for trends regarding Nursing Services in order to develop an action plan to ensure nursing services are initiated as required and to ensure follow-up on recommendations.


[bookmark: _Toc319413731]Skin Observation Protocol Questions



Skin Observation-Not Required-Question #1:  

[bookmark: _Toc319413732]If the skin observation was not required for a client with a current pressure ulcer, was the SOP followed?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		31%





This was a new question for 2010-2011 so there is no historical data on it.



Details:

This question was applicable in 93 (23 percent) of the cases.  The question was not applicable in six areas. 



The No Response findings and frequency were:

		No Response

		Frequency



		Non professional providing care-no documentation of treatment and who authorized

		27



		Non  professional providing care-no documentation that educational material about pressure points was distributed to the caregiver

		25



		Professional providing care-no documentation of request to health care provider regarding discharge from treatment

		25



		Professional providing care-no documentation of communication with health care provider regarding client’s response to treatment

		21



		Non professional providing care-no documentation treatment was reviewed with the client

		20



		Professional providing care-no documentation of communication with health care provider within 5 days regarding all pressure points checked

		20



		Non professional providing care-no documentation caregiver checking all pressure points

		18



		Professional providing care-no documentation health care professional observed client’s skin within the last 7 days

		18



		Non professional providing care-no documentation treatment was reviewed with the caregiver

		17



		Non professional providing care-no referral by CM to RN

		12



		Non professional providing care-no referral by CM to RN within 48 hours

		9



		Professional providing care-no documentation verified with health care professional that treatment plan is in place

		8



		Non professional providing care-no documentation of revision to CARE regarding recommended changes

		7



		Non professional providing care-no documentation of CM/RN follow-up on recommended changes

		4



		Non professional providing care-RN did not respond to referral

		3



		Non professional providing care-RN did not respond within 48 hours

		3







Skin Observation-Not Required-Question #2:  

[bookmark: _Toc319413733]If the skin observation is not required for a client who has no current pressure ulcer, or skin condition is unknown (and cognitively intact client declines observation), was the SOP followed?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		38%





This was a new question for 2010-2011 so there is no historical data on it.



The No Response findings and frequency were:

		No Response

		Frequency



		No documentation that the caregiver is checking all pressure points

		114



		No documentation that the caregiver checked all pressure points in the last 7 days

		124



		No documentation of discussion with the client or caregiver regarding showing the pictures and asking about the presence of any skin condition or changes 

		162



		No documentation in CARE of a prevention plan and who is providing care

		66



		No documentation that a prevention plan is meeting the client’s needs

		60



		No documentation of CM/RN follow up on recommendation (client declined)

		1



		No documentation of reason client refused skin observation (client declined)

		0



		No documentation of appropriate alternatives offered to client (client declined)

		0



		No documentation CM referred to RN, contacted the PCP or provided educational materials or advised the client on skin care (client declined)

		0



		No documentation of discussion of client refusal with the supervisor (client declined)

		0







Skin Observation-Required-Question #1

[bookmark: _Toc319413734]If skin observation was required, were the skin observation protocol steps followed?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		64%





This was a new question for 2010-2011 so there is no historical data on it.



Details:

This question was applicable in 80 (20 percent) of cases.  The No Responses and frequency were:

		No Response

		Frequency



		No documentation that all pressure points were observed

		16



		No documentation of contact with the health care professional within 2 working days of observation

		15



		No documentation that health care professional was involved or knew of problem

		13



		No referral by CM to RN

		6



		No documentation that skin observation occurred

		6



		No documentation of contact with family if no health care professional involved

		5



		No documentation of the condition of the skin

		4



		Recommendations regarding changes to prevention plans no incorporated into CARE

		4



		No documentation of contact with family if health care professional is not treating skin problem 

		2



		No documentation of contact with family if client is refusing treatment

		1



		No documentation of CM follow-up to RN recommendations

		1



		Observation delayed and skin observation protocol steps not followed

		1







Recommendations for all Skin Care Protocol Questions:

To increase proficiency in this area, Region 2 developed a resource guide on the Skin Observation Protocol and required documentation.  It is listed in this report in Appendix N.




[bookmark: _Toc319413735]Individual Provider Questions



Individual Provider Question #1

[bookmark: _Toc319413736]Were the background inquiry requirements followed as outlined in the LTC manual?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		86%



		2008-2009

		90%



		2006-2007

		76%







Two areas, Region 4 and Northwest Regional Council, reached 100 percent proficiency.    Statewide proficiency was not met.



No Response Details:

There were four No Responses to this question. The No Responses and frequency were:

		No Response

		Frequency



		No documentation of bi-annual rerun of background check

		44



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

		10



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

		1



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

		0







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.  






Remediation:































Best Practice: 

[bookmark: OLE_LINK3][bookmark: OLE_LINK4]Establish a tickler system to send an alert when Background checks are due.  Schedule the alert to be sent a couple of months in advance of when the BCCU background checks are due to allow extra time to complete the process. 



Individual Provider Question #3

[bookmark: _Toc319413737]Were contracting requirements met as outlined in the LTC manual?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2010-2011

		94%



		2008-2009

		91%



		2006-2007

		94%





Statewide proficiency was met.



Details:

The No Responses and frequency were:

		No Response

		Frequency



		No documentation of authorization to work in the U.S.

		16



		Contract not completed prior to authorization

		5



		Contract has expired and services are still being provided 

		2



		Unable to locate IP contract

		0



		Contract not in signed status in ACD

		1



		Contract is incomplete

		5



		Contract executed with evidence of a disqualifying crime

		0







The most selected No Response statewide was “No documentation of authorization to work in U.S.” was selected for various reasons, including the I-9 form not being in the file or not being filled out correctly.  In many of these cases, the No Response was related to issues with the documents that were used to establish eligibility to work in the US.



Remediation:







Best Practice:

Establish a tickler system to send an alert when contracts will expire.  Schedule the alert to be sent a month in advance to allow sufficient time to complete the process. 






[bookmark: _Toc319413738]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 audit cycle were Behaviors, the Cognitive Performance Scale, and Self Performance.



The findings in the 2011 audit cycle compared to previous audit cycles continue to show the same pattern of inconsistencies. 







[bookmark: _Toc319413739]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.



Self Performance was the most selected inconsistency with the most frequent reason for selection 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 supported a lesser level of support provided.  



A pattern of selecting “limited assistance” was based on the case mangers documenting that the task only occurred two times during the seven day look back period instead of the required three or more times.





































[bookmark: _Toc319413740]COGNITIVE PERFORMANCE SCALE:  Documentation within CARE and the file should support the coding for Comprehension, Short Term Memory, and Decision Making.



[bookmark: _Toc319413741]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.



In the 2011 audit cycle, comprehension was the least selected reason for inconsistency. As was found in the previous audit cycle 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.  





















































[bookmark: _Toc319413742]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 evidence of short term memory loss: 

· Client tells you her memory is not what is used to be. 

· 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 second most frequent reason for inconsistencies. The most frequent finding continues to involve 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.   



































[bookmark: _Toc319413743]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 third most frequently occurring reason for inconsistencies. “Poor decision/unaware of consequences” continues to be the most selected scoring for decision making.   



In these cases, documentation did not support the client’s ability to make decision based on activities of daily living, but were based on the client’s ability to make significant healthcare or financial decisions.



For example, some of the documentation included:

· “Client is unable to make financial, health care, and legal decisions.”

· “Client prefers family members to make all decisions.”

· “Client prefers to have son/daughter assist in decision making. “





























[bookmark: _Toc319413744]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 2011 audit cycle, behaviors continued to be selected where the documentation was not consistent with CARE definitions or did not logically connect with other parts of the assessment.  



This appeared to be a general pattern across the selection of all behaviors and not related to any specific behavior.  This differed from the previous audit cycle where inconsistent selection focused around a few specific behaviors.








[bookmark: _Toc319413745]Inconsistencies by Program
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[bookmark: _Toc319413746]Appendix D: IP Timesheet Review



In 2010, the State Auditor’s Office (SAO) audited ADSA’s personal care program and found weaknesses in controls intended to ensure payments are allowable and supported. 



IP contracts require that Individual Providers keep a record of the date/time that in-home services are provided to ADSA clients.  All IPs contracted through the AAAs/HCS or DDD, serving ADSA clients, must use DSHS Form #15-051, “Individual Provider Timesheet”.  

The IP must:

1. Complete the timesheet monthly; 

2. Sign the timesheet; 

3. Have the client and/or legal representative sign the timesheet;

4. Provide a copy of the signed timesheet to the client;

5. Keep a copy for his/her own record; and

6. Provide a copy to DSHS upon request. 



In October, in conjunction with the focused reviews of IPs, HCS Quality Assurance reviewed timesheets for 255 Individual Providers.  



In preparation for the review, HCS HQ staff sent letters to a randomly selected sample of 255 IPs requesting copies of timesheets be sent to HCS Headquarters.  IPs who did not respond to the request by the required due date were mailed a second letter stressing the importance and consequences of not sending timesheets.  Ninety-nine second letters were mailed.  



The QA team compared the submitted timesheets to the hours claimed by the IP as verified in SSPS to ensure that hours billed were consistent with the timesheet documentation submitted and sent a list of IPs with inconsistencies to the regional contact person for each region or AAA for follow-up.  



The region or AAA followed up with each inconsistency by contacting the client or representative to confirm delivery of service hours for IPs who did not submit timesheets or writing overpayments.

The regions or AAAs processed overpayments for IPs who:

      a) Did not submit a timesheet and the client or representative did not verify the amount of service hours claimed by the IP; or

      b)  Submitted a timesheet, the hours claimed exceeded the hours listed on the timesheet, and the service hours claimed cannot be verified.

Eleven IP contract files (4%) were flagged for not submitting timesheets (but service hours were verified by the client or their representative) using a label entitled “Timesheet Noncompliant”.  A letter was sent to the noncompliant IPs outlining the timesheet requirement and actions that will result from future noncompliance (i.e. overpayments or contract termination).

IP contracts were terminated for default for IPs who did not submit timesheets and the client or their representative did not verify that the hours billed were actually received.  One IP contract was terminated.

		



		255 HCS IPs were audited to verify that the services claimed in SSPS matched the hours provided on their timesheets.

· 235 time sheets were obtained.

· For 16 cases, verification of services was obtained by the field office either by getting the timesheet or verifying the hours with the client.   For 4 cases, verification of services was not obtained.

































Results:

· In 244 cases, services were provided as claimed in SSPS.

· 9 cases resulted in the issuance of an overpayment due to no service verification or the hours verified were fewer than those claimed in SSPS.

· 1 case resulted in the termination of an IP contract.
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New Freedom is a voluntary budget based waiver that provides participants who are eligible the opportunity for increased choice and control over their services and supports.  At the time of the monitoring NF was available only in King County.  New Freedom participants work with a Care Consultant and Financial Management Services to design and implement their individual Spending Plan.  

· Financial Management Services (FMS):  Handles all financial and contract matters for New Freedom participants.  All New Freedom expenses incurred by participants are billed through Financial Management Services.  The only supports/services that will be allowed under New Freedom have been approved and are documented in the participants Spending Plan.  

· Consultant Services (CC):  Assists the participant in development and management of their New Freedom budget.  The Care Consultant is available to advise participants in how to gain access to needed services, assisting in the development of the Spending Plan, helps procure services/supports, monitors the services included in the budget, and updating the plan as necessary.

The New Freedom waiver is monitored every year, alternating Financial Management and Consultation Services.  In November of 2011 a comprehensive contract monitoring was conducted of the New Freedom FMS provider Public Partnerships, LLC (PPL).  For the audit cycle a statistically valid sample of participant spending records was reviewed.   Of the 670 enrolled participants, ADSA staff reviewed: 75 participant records; 34 vendor files; policies & procedures; various financial reports; and additional contract related documents.  

Prior to the start of the review, ADSA notified PPL of the schedule, requested specific pre-monitoring materials, and informed them of the questions that would be answered during the monitoring cycle.  The schedule included when PPL would receive the selected participant names for the review, when and how the participant FMS records would be provided to ADSA, and a day and time for an entrance and exit interview.  During the entrance interview ADSA staff was given the opportunity to ask PPL staff questions to better understand their FMS processes and to clarify answers that PPL had submitted as part of the pre-monitoring materials.  Many of the issues identified in the report were covered on a preliminary basis during the exit interview held on the last day of the monitoring.  



The following are the questions that were addressed in the FMS monitoring and results were documented by proficiencies:



Contracts/Provider Agreements

· Did the Contracted Provider have a WA business license?

· Did Contractor have the proper credentials if applicable?

· Was the contract signed?





Budget Monitoring

· Were the budgets accurate?

· Were provider rates/amount accurately displayed in the portal?



Billings

· Did PPL have evidence of a receipt/invoice for all purchases?

· Did PPL only process payments (excluding IPs) when the participant had funds available?

· Did PPL only purchase services/supports that were authorized on the Spending Plan prior to be being purchased?

· Does PPL have evidence that the participant approved all services/supports before they were purchased (monthly/PRF)?   

· Was participation accurate?

· Was participation assigned/deducted each month?

· Did PPL only pay qualified providers (non IP)?

· Did PPL have approval of the NF program manager prior to making any purchases over $3,000?

· Did PPL adequately reconcile statements/payments?



ADSA expected at least 90% proficiency on all areas outlined in the contact monitoring.  As a result, any standard proficiency less than 90% is considered ‘not met’.  PPL is expected to correct and provide ADSA a corrective action plan to address all monitoring standards that are less than 100% proficiency.    



ADSA also reviewed policy and procedures and financial records to answer the following additional contractual requirements.  These results were not documented by proficiency, but rather as if the requirement was ‘met’ or ‘not met’.  



Contracts/Provider Agreements

· Explain your process for qualifying paid providers.



Budget Monitoring

· Explain the process of monitoring participant budgets for accuracy including amounts, participation, and provider rates.

· Did the Contractor monitor participant budgets for accuracy at least on a quarterly basis?



Billings

· Explain the process for verifying participant eligibility that those services were authorized within the budgeted amount, services/goods are received and excess fund limits are not exceeded.

· Explain billing review and approval procedures (who reviews and how) and how does the agency ensure that these procedures have been followed prior to processing payments?

· What processes are in place to ensure that individual budgets are not over expended?

· Explain the process for reconciling client accounts.

· Did PPL adequately reconcile statements/payments?





Annual Accounting Audit

· Did PPL have an independent financial review or audit encompassing their financial operations?

· Were there any findings or was a management letter received during the agency’s last single audit?  

· Are there any outstanding corrective action plans or findings from audits prior to last year?



General

· Explain the NF quality assurance/improvement plan and how its results were implemented this year?

· Is there a written Accounting/Policy Manual?

· Did the Contractor have the applicable Policies & Procedures written for New Freedom?

· Does PPL have adequate Insurance as outlined in the contract?



At the time of this report ADSA was reviewing the draft report which will be sent to PPL for comment and remediation for applicable issues.  Once received PPL will have 30 days to submit any clarifications or suggested changes to the draft report.  A written response addressing how PPL will correct the findings will be due within 45 days of receipt of the final report.  
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The DSHS Enterprise Risk Management Office performed an audit of ETR cases and found instances where the total authorized hours/rates exceeded the amount allowed by CARE (including the ETR). A corrective action plan was developed which included emailing a mismatch report to the field offices listing these cases. The mismatch report is a CARE management report that is available to staff. The intent of this project was to familiarize field management staff with the report and to encourage and ensure its use.  The expectation is the field staff will review the report monthly and make corrections to the cases.  For this project, the QA team reviewed the reports to verify that errors were corrected where an ETR was involved.



The QA unit reviewed the lists generated in August, September and October, approximately one month after they were sent to the field staff, to determine what corrections had been made.   QA reviewed a total of 2308 cases that were included on the three lists.



Since the project focused on ETRs, attention was paid to cases with ETRs, but other mismatches were also noted.  Each ETR case was analyzed to determine if there was a valid reason that the case appeared to be mismatched, and was in fact correct and not in error. Some of the reasons this occurred were:

· The ETR had been moved to history by an interim assessment, but was still valid.

· The hours had been prorated so they didn’t match up the first month following the assessment.

· Previous assessment hours were authorized due to a pending Fair Hearing.

· Issues related to HCS and DDD assessments for same client.

In many cases, the Region/AAA corrected all errors, not just ETR related errors and the number of cases that appeared on their lists in subsequent months was significantly less.  Region 2 South corrected 100% of their cases and PSA 6 corrected 98% leaving only one uncorrected for the month of September.



For all areas, the majority of cases on the mismatch list were corrected.  Very few of the cases were found to be actual errors related to over authorizing hours for an ETR-related case. Only three percent of the cases appearing on the lists fell into this category. Ten percent of the cases had valid reasons for being on the list and were not authorization errors.  Around one fourth of all the cases on the lists were not ETR related and some of these went uncorrected from month to month.



The performance in correcting errors among the HCS and AAAs varied. To level the field, the percent of total authorizations was calculated using the average number of cases on the lists for the three months and the total number of authorizations for the month of September. The percent of ETR related errors left uncorrected varied from less than 1% (Regions 1, and 3) to 2.8% (PSA 11.) The rest of the offices fell between 1.1% and 2.2%.



There are legitimate reasons why a residential case not related to an ETR may show up on the report as well.  Examples include, clients receiving special rates for dementia care and other facilities with approved higher-than-CARE rates for special populations. Since they were not the focus of this review, they were not researched by QA and may lead to a slightly skewed sample for the “Not related to CARE” group.



The following chart shows the data for the three month period comparing the categories:

· ETR OK: There was a legitimate reason for the case to appear mismatched and there was no error.

· Correct: The case was corrected. 

· SSPS > CARE: The case was found to be an authorization error related to an ETR case.

· Not related to ETR: The case appeared on the mismatch list, but was not analyzed by QA as it was not related to an ETR error.
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The ADSA quality assurance (QA) unit has been completing RCL surveys since the program began in January of 2008.  For 2008/2009 only Baseline and First Follow-up surveys were completed.  By 2010 the team was conducting Second Follow-up surveys in addition to the Baseline and First Follow-up surveys.  Understandably, this has greatly increased the number of surveys completed.  For 2010/2011, the QA team completed 2488 RCL client surveys.



A data base system was created to track RCL enrollments/discharges/changes entered by the field in share point.  QA staff tracked this information to make the most efficient use of their time when scheduling in person surveys as recommended by CMS throughout the state.   (See attached pie chart showing the percent of surveys completed for 2010-2011 in each area and map of state showing the corresponding areas.)



The program has steadily grown since 2008/9 as evidenced by the following data:



Comparing 2010 with 2008/2009 Combined



· 17% more baseline surveys were completed.

· 58% more first follow-up surveys were completed.

· 100% more second follow-up surveys were completed.

In 2011

· 38 % more baseline surveys were completed than in 2008/2009 and 18% more than in 2010.

· 100% more first follow-up surveys were completed than in 2008/2009 and 65% more than in 2010.

Variances in numbers of surveys completed

· 17% of the people surveyed at Baseline in 2008/9 had died before their first follow-up survey could be completed in 2010; and 

· 3% of the people surveyed at Baseline in 2010 had died before their first follow-up could be completed in 2011.

· 6% of the people surveyed at Baseline in 2010 switched to WA Roads before their First Follow-up survey could be completed in 2011.

· 4% of the people surveyed at Baseline in 2010 were either unable to be contacted, refused to be surveyed again, or didn’t discharge from the institution so a First Follow-up survey was not completed in 2011.








Percent of RCLs completed by area in 2010-2011

		Total 2488
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The following main modules were discussed in the RCL survey and results are reported within each module;



Module 1: LIVING SITUATION



The majority of RCL clients surveyed at baseline, first and second follow up timeframes:

· Had lived in their location less than 5 years;

· Were able to get the sleep they needed without noises or other disturbances.

The majority of RCL clients surveyed at the baseline timeframe:

· Did NOT pick their place to live.

The majority of RCL clients surveyed at the first and second follow up timeframes:

· DID pick their place to live.

Module 2: CHOICE AND CONTROL



The majority of RCL clients surveyed at baseline, first and second follow up timeframes:

· Were able to go to bed when they wanted to; 

· Could choose the foods they ate; but

At baseline survey, almost as many RCL clients also reported:

· NOT being able to choose the foods they ate.

Module 3:  ACCESS TO PERSONAL CARE



The majority of RCL clients surveyed at baseline, first and second follow up timeframes:

· Had someone help them with personal care;

· Never went without a bath or shower when they needed it; but

At baseline survey almost half of the people surveyed:

· DID go without a bath or a shower when needed.

The majority of RCL clients surveyed at baseline, first and second follow up timeframes:

· Did NOT go without a meal when needed;

· Did NOT go without taking medicine when needed; and

· Were never UNABLE to get to and use the bathroom when needed.

At first and second follow up timeframes (not asked at baseline) the majority of RCL clients surveyed:

· Had NOT talked with a case manager or support coordinator about special equipment or changes to their home that might make their life easier; and

· Felt they did NOT need more help with cooking or cleaning.



Module 4:  RESPECT AND DIGNITY



The majority of RCL clients surveyed at baseline, first and second follow up timeframes felt people who helped them:

· DID treat them the way they wanted to be treated;

· Did NOT listen to them most of the time; and

· Were NOT mean to them and did NOT yell at them.

Of those RCL clients surveyed at baseline, first and second follow up timeframes who reported their money or things were taken without asking first by the people who help them now: 

· Reported this only happened once.

Module 5:  COMMUNITY INTEGRATION AND INCLUSION



The majority of RCL clients surveyed at baseline, first and second follow up timeframes:

· WERE able to see friends and family when they wanted to;

· WERE able to get to the places they wanted to go most of the time (like work, shopping or doctor’s office); and

· Had to plan some or many days ahead to make arrangements when they wanted to go somewhere.

Of those RCL clients surveyed at baseline, first and second follow up timeframes who reported they needed help to go out, the majority felt that they:

· Did NOT need more help than they were getting.

The majority of RCL clients surveyed at first and second follow up timeframes (not asked at baseline):

· Were NOT doing any volunteer work or working without getting paid.



Module 6:  SATISFACTION



The majority of RCL clients surveyed at Baseline, First and Second follow up timeframes reported in the past week that they:

· Were happy with the help they got with things around the house or with getting around the community; and

· Were happy with the way they lived their life. 

· However, at Baseline, almost 2/3 as many of those who reported they were happy, were unhappy with the way they lived their life; and

· at First follow up, ¼ as many of those who reported they were happy, were unhappy with the way they lived their life; and

·  at Second follow up, ½ as many of those who reported they were happy, were unhappy with the way they lived their life.




Module: HEALTH STATUS



The majority of RCL clients surveyed at Baseline reported in the past week that they:

· felt sad or blue. 

· However, almost as many said they did NOT feel sad or blue.

The majority of RCL clients surveyed at First follow up reported in the past week that they:

· did NOT feel sad or blue. 

· However, almost as many said they DID feel sad or blue.

RCL clients surveyed at Second follow up reported in the past week that they:

· were evenly split for those who reported they DID feel sad or blue as for those who reported they did NOT feel sad or blue.



The majority of RCL clients surveyed at Baseline, First and Second follow up timeframes who reported in the past week that they felt irritable, felt that way:

· only sometimes, but not most of the time.






[bookmark: _Toc319413750]Appendix H: 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 725 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:



		Gender

		 Respondents



		Male

		160 (22%)



		Female

		554 (78%)





		Age Groups

		 Respondents



		<55

		201 (28%)



		55-64

		168 (23%)



		65-74

		141 (20%)



		75-84

		151 (21%)



		>85

		60 (8%)





		Living Situation

		 Respondents



		In-Home

		614 (88%)



		AFH

		37   (5%)



		EARC

		4 (.5%)



		AL

		42 (6%)







		Waiver

		 Respondents



		MNIW

		4 (.5%)



		MNRW

		22 (3%)



		COPES

		478 (66%)



		MPC

		140 (19%)



		WMIP

		12 (2%)



		PACE

		9 (1%)



		New Freedom

		50 (7%)



		RCL

		5 (.7%)



		CHORE

		1 (.1%)







		Provider

		 Respondents



		Agency

		254 (36%)



		IP

		330 (47%)



		IP/Agency

		4 (.5%)



		Residential

		83 (12%)



		PACE/WMIP/NF

		26 (4%)



























The majority of responses were provided by clients who live in their own homes. Only slightly higher than 11% 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 over 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.
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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 toileting.  Of the 242 respondents 27 percent of the respondents said they have been unable to get to and use the bathroom when they need to, and of those, 67 percent said the reason for getting to the bathroom was there was no one there to help them.  



The highest level of positive outcomes experienced by participants was staff time.  96 percent of the respondents said the people reported positive experiences regarding staff time and 92 percent  said staff that were paid to help them spent all of the time they were supposed to with them.
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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. 69 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 41 percent answered “yes”.



Similarly, 84 percent of all participants said that they tell their care givers what they want help with.  Nine percent or 44 participants said they did not direct their care givers were asked, “Would you like to tell them the things you want help with?”  Of those 44, 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, 48 percent said the case manager.  About 6 percent said they were unsure who they would report that to and 2 percent said they would not tell anyone.  While 6 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. 
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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 12 participants, 6 said yes to this question and 6 responded sometimes.  



Regarding theft by staff, the question reads “Have any of the people paid to help you now ever taken your things without asking.”  Seven participants said yes to this question
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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 65 percent. 



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) 54 percent of the participants said “No”. The remaining two questions regarding choice of and satisfaction with employment applied to only three participants. 
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Appendix I: Informal Support Project



Quality Improvement in Home and Community Services: 

Collaboration Between the Chronic Care, Well Being and 

Performance Improvement Unit and the Quality Assurance Unit                                



Introduction

As the need for long-term care services and supports increases, efforts are focused on identifying quality measures that profile the performance of home and community based care systems.  This has led to an increased need to identify how we evaluate and quantify long term services and supports while also ensuring ongoing compliance with federal funding participation, federal match for ADSA programs, Centers for Medicaid and Medicare Services Protocols, Home and Community Based Service waiver requirements and State and Federal law. We also need to consider with the addition of the Fostering Well Being Care Coordination Unit adoption of quality improvement practices that influence the health and well-being of children and youth in foster care. 

Providing quality, well-planned, efficient and accountable home and community-based services and care coordination for children in foster care is one of the central missions of Aging and Disability Services Administration.  A Quality Assurance (QA) system is critical in accomplishing this mission.  ADSA has consistently addressed Quality Assurance in the delivery of services and has created processes and procedures for ongoing compliance monitoring to assure that standards of quality are attained in the process of service delivery.  

While we have integrated Quality Assurance in our service delivery system, and while the process has included both quality assurance and improvement activities, there is a need for greater focus on Quality Improvement (QI) and the development and design of quality or performance improvement processes to provide enhancement of our current QA process.  These processes should incorporate fundamental quality domains. The six fundamental aims of quality defined by the Institute of Medicine are the essential to QI and are reflected in our work in performance improvement.

1. Safety

2. Effectiveness

3. Patient Centered Autonomy

4. Timeliness

5. Efficiency

6. Equity

Recognizing this need, members of the Quality Assurance Unit and the Chronic Care, Well-Being and Performance Improvement Unit have worked collaboratively to develop and test a QI process for Home and Community Services and Fostering Well Being within ADSA. Referencing the Centers for Medicare Road Map to Quality Improvement and other resources, the group has identified tools and resources to guide HCS in integrating QI in our service delivery system.  The group has worked collaboratively for the past nine months and their work has focused on the following:

· Distinguishing between QA and QI

· Formulating a definition of the QI process for use by HCS

· Identifying how the QI process would function within HCS

· Developing tools and resources to guide QI

· Identifying a process for implementing QI

· Identifying a problem statement 

· Testing the QI process on a project that examines the use of Informal Supports identified in CARE

· Evaluating/identifying a quality improvement project with the FWB unit that addresses audience targeting in Care Coordination

In the following section, we will describe the efforts of this collaboration and provide an update on the status of current efforts.

Overview of the QI Process

· Distinguishing Quality Assurance and Quality Improvement

Quality Assurance, or QA for short, is the systematic monitoring and evaluation of the various aspects of a project, service or facility to maximize the probability that the process is attaining minimum standards of quality. QA cannot absolutely guarantee the delivery of quality services, rather is focused on compliance and evaluation.

Quality Improvement, or QI, builds on the QA process and incorporates a formal approach to the analysis of performance and systematic efforts to improve on services. QI uses data to monitor the outcomes and use improvement methods to design and test changes to continuously improve the quality of services. There are numerous approaches and models used in QI; however, these models are all means to get at the same thing: Improvement. 

· ADSA’s Definition of QI



ADSA strives to provide comprehensive social and health care services and care coordination/management to program participants (ADSA programs and Children’s Administration Foster Children) within a continuum of care providers and service networks.  The services provided by ADSA and its network of providers should be of high quality and responsive to the needs of participants.  The development and design of a quality or performance improvement process will enhance our current systems, or develop new systems that are planned and purposeful.



ADSA views QI as a cyclical process of Plan, Do, Check, and Act (PDCA) that strives for excellence by continually evaluating the efficiency, effectiveness and responsiveness of a system or another process.  QI uses benchmarks to measure success and provides feedback. QI is developed using a collaborative approach to change in order to enhance aspects of the process, and support core values* within an identified framework.

· Plan – Using a variety of tools to gather information and establish objectives, the QI process targets areas of concern and draws on data to prioritize actions.

· Do – In this phase, the prioritized actions are implemented to improve the areas of concern.

· Check – Through the process of collection of data and evaluation, the efforts of the actions are measured and compared with the objectives.

· Act – Data is reviewed and successful processes are operationalized.  If the efforts were not successful, the process is initiated to identify different approaches and plan for change.



 (
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ADSA’s outcome based quality improvement plan incorporates core values and activities that are participant-centered, recognize choice, improve safety, are efficient, effective, responsive and prioritized.  The QI team works collaboratively and in consultation with ADSA partners (stakeholders), as needed, to attain measurable outcomes and guide policy that supports quality improvement and impacts service outcome.



· The QI Process within ADSA



The QI process has been initiated with the identification of two distinct efforts in Home and Community Services and in the Fostering Well-Being and Care Coordination Unit. We have identified process teams comprised of representatives from the Quality Assurance Unit, the CEPI unit and Fostering Well-Being unit.  The role of these QI teams is to provide guidance through the four basic steps of the quality improvement process (PDCA).  The QI Process Teams are engaged in a series of activities to complete the following:

· Development a well-defined statement of the problem

· Defining measures for assessing success

· Identifying a range of strategies for improving processes

· Collecting and use data to drive decisions

· Testing different strategies iteratively to hone system changes

While each team is at various stages of the PDCA process, each group has engaged in a strategic approach to Quality Improvement.  The teams have completed a series of exercises using the following tools to more concisely help identify our approach to the projects.

· QI Team Identification

· QI Team Worksheet



· Problem Identification

· Fishbone Exercise

· Brainstorm Exercise

· Preliminary Assessment Tool

· Example Documents



· Stakeholder Identification

· QI Committee Worksheet

· Stakeholder Matrix that identifies potential stakeholders and their role.

· QI Project Work Group



· Barrier Identification

· Barriers, Activities, Outcomes Worksheet

Next Steps

We intend to implement Quality Improvement activities in each unit to establish baseline data.  The HCS process team has been able to focus efforts on understanding the use of non-ADSA resources/informal supports reflected in determination of unmet needs during a CARE assessment.  They have initiated the collection of baseline data, developed a survey to administer to case managers and are strategically developing a project/teaching strategy to address the concerns identified in the data and survey.  It is anticipated that the entire PDCA process will be complete by March 2012 and a final report will be prepared.



The Fostering Well Being and Care Coordination team has engaged in a series of activities to more clearly identify the statement of the problem.  Through a series of exercises, the team has directed their focus on Audience Targeting or how to more clearly determine their audience and direct efforts to meeting the needs of this audience.  This team will continue with this ongoing process and will focus on delivery of effective and efficient care coordination.



Lessons Learned

Quality Improvement is a difficult concept to grasp and it is important to make a distinction between Quality Improvement and Quality Assurance.  In addition, the initial response to QI is to focus immediately on resolving any areas of concern.  QI requires a methodical approach focused on process rather than outcome.  Efforts need to be directed, focused and targeted with a constant monitoring of progress and accountability. Using the QI cycle of Plan-Do-Check-Act, HCS will be able to evaluate processes and performance markers to continually improve service delivery.
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Throughout the 2010-2011 audit 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.



· Assisted the training Unit to collect, review, approve, and document new training requirements for providers.

· Researched mass mailing returns for new addresses, typed labels, and redirected notices to appropriate persons.

· Served on the ETR committee as requested and time permitted.

· Participated in the development of and conducted a power point Webinar for statewide case management training regarding QA process and use of QA Tool.

· Volunteered for the yearly Caregiver Conference by escorting and coordinating accommodations for sign language participants and their interpreters throughout the day of the conference to assure they could attend and understand the trainings and meetings of their choice.

· Provided consultation and training session to a new Case Manager.  
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Behavior/Potential Cause/Possible Caregiver Instruction



Prepared by HCS Region 2/A.C. with QAS

		Symptoms of Distress



		Behavior

		Definition

(Per CARE Assessor’s Manual & F1)

		Potential Causes

		Suggested

Caregiver Instruction



		Crying/Tearfulness

		Many incidences of explained or unexplained crying that occurred throughout the look back period. 

		· Pain/discomfort

· Depression

· A reaction to a real or perceived loss

· Late effects of a stroke or other brain injury

· Medication side effects

		· Look for signs/of pain/discomfort and respond with appropriate action

· Talk to the client and validate about what he/she is feeling

· Redirect attention to a TV program, music, or activity client enjoys 

· Let the client know you are going to walk away and give client alone time. Listen from another room.  Re-approach later when the client appears ready. 

· Report change to the client’s doctor.



		Easily irritable/agitated

		Annoyed, impatient, perturbed, to the point that this requires caregiver intervention. 

		· May be a reaction to change

· May be a reaction to a perceived threat

· May feel rushed, out of control or overwhelmed

· May be having difficulty with transition

· May be due to diagnosis of Dementia/Alzheimer’s or brain injury

· Low blood sugar

· Medication side effects

		· Avoid changes & surprises and give advance warning as appropriate/possible.

· Reassure frequently 

· Slow down and reduce stimulation

· Simplify the task or break it into small steps

· Assist the client to organize their day 

· Let the client know you are going to walk away and give client alone time.  Listen from another room.  Re-approach later when the client appears ready.

· Evaluate for signs of pain or discomfort.

· If client is diabetic, evaluate for low blood sugar.

· Report changes to the client’s doctor.





		Obsessive about health & body functions

























		Persistently seeks medical attention, obsessive concern with body functions. 

		· May be due to dementia or the result of a medical condition

· May be feeling insecure or unsafe

· May feel lost or are searching for something

· May need to go to the bathroom

· May be constipated

· May have a bladder or UT infection

· May be in pain or physically uncomfortable

· May be hungry or thirsty

		· Respond calmly to the client’s questions, complaints, fears etc.…

· Provide reassurance

· Redirect by  providing a physical activity

· Provide familiar items, such as photos, furnishings, etc.

· Check to see whether or not the client needs to use the bathroom

· Offer a snack or beverage

· Help to redirect the client’s thoughts

· Provide a calm, supportive, patient environment, distract as able

· Redirect into the here and now

· Report changes to the client’s doctor



		Repetitive complaints/questions

		Non-health related. For example, persistently seeks attention/reassurance regarding schedules, meals, laundry, clothing, relationship issues, etc.. Individual may ask " Where do I go, what do I do?" or may cry out for help "God help me".

		· May be a function of anxiety or depression

· May be having difficulty with transition

· Diagnosis of dementia or other brain injury or mental health diagnosis

· Medication side effects

		· Provide a consistent daily routine

· Assist the individual to organize their day

· Redirect into the here and now

· Explore comfort measures (warm blanket, rocking, etc.)

· Report changes to the client’s doctor

· Use a calendar to track daily activities and routines with the client.



		Repetitive movement/pacing

		Hand wringing, fidgeting- also includes restlessness, "picking" at body, clothing etc.

		· May be a medication side effect and/or medical problem, especially with a sudden onset. (Autism, dementia, mental illness etc.)

· May be in pain or physically uncomfortable

· May need to go to the bathroom

		· Engage the client in a repetitive activity if possible Explore comfort measures (warm blanket, rocking, etc.)

· Report changes to the client’s doctor

· Offer reassurance and calming environment

· Ask the client if they need to go to the bathroom/provide toileting assist as needed



		Unrealistic fears/suspicions

		Expresses fear of being abandoned, left alone, being with others.  There is no basis for this fear or belief.  Additional symptoms to consider in this category are: the individual is unwilling to be left alone, may follow caregiver or other significant individual's of importance to them, unwilling to let these individual's out of their sight.

		· May be a function of anxiety

· May be reacting to a past traumatic event

· Mental health conditions, such as schizophrenia

		· Redirect into the here & now

· Engage in meaningful activity

· Explore comfort measures (warm blanket, rocking, etc.)

· Reassure the client that you are trying to help keep them safe.

· Maintain consistent routines.

· Slow down and provide a calm environment.

· Promise to do something (such as “I’ll return in two minutes”) and follow through.  Build on that to establish trust.

· Report changes to the client’s doctor



		Other Symptoms

(Behaviors that may be related to psychiatric symptoms)



		Behavior

		Definition

(Per CARE Assessor’s Manual & F1)

		Potential Causes

		Suggested

Caregiver Instruction



		Delusions

		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 functions 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 their spouse or lover is unfaithful. This belief has no basis for truth and is arrived at without due cause.
·    Religious delusions-persistent belief that he or she is God, or Jesus Christ, or a messenger of them, etc. 

		· Physical or mental health problem

· Medication side effects



		· Do not argue or discuss the delusion, other than brief acknowledgement

· If client is frightened or anxious, respond with reassurance

· Redirect to another topic or activity

· Additionally, notify physician of client’s change of behavior.

· Encourage the client to take medications as ordered.

· Stay calm and tell the client you are trying to understand how they are feeling.

· Maintain consistent routines.





		Hallucinations

		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 maintaining a running commentary on the person's thoughts or behavior. 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.
·    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 to hurt or kill himself or herself, or someone else. Command hallucinations are separated out from the others because of their severity and the potential lethality of the content of the hallucination.
There are incidences where "hallucinations" are considered to be within the range of normal experiences.  For example, the religious experiences in certain cultural contexts or those that occur while falling asleep or waking up.  Isolated experiences of hearing ones name called or experiences like hearing humming in one's head are also not considered to be hallucinations. 

		· Physical or mental health problem

· Tactile hallucinations may be related to drug or medication withdrawal

· Olfactory hallucinations may be related to a neurological problem



		· Do not argue or discuss the hallucinations, other than brief acknowledgement.  Stay calm. 

· If client is frightened or anxious, respond with reassurance

· Redirect to another topic or activity

· Encourage the client to take medications as ordered.

· Provide a safe environment.

· Notify physician of client’s change of behavior





		Manic 

		This is evidenced by a distinct period of time (at least a week) during which the individual has an abnormally and persistent elevated mood.  This includes an inflated self-esteem, with an exaggerated opinion of him/herself, or an inflated belief about his/her ability, or arrogance.  Additional associated behaviors are decreased need for sleep, excited, loud or nonstop talk, which can go on for hours. There may be excessive involvement in pleasurable activities with a high potential for significant consequences.  Examples of this is buying sprees, without the money to pay for what is bought, reckless driving, increased sociability, calling friends or strangers at all hours of the day without regard to the intrusive, domineering, and demanding nature of these interactions.  The individual may describe their thoughts as racing, as if they are watching two to three television programs simultaneously and they cannot articulate all that they are thinking.
There may also be evidence of the individual having a very difficult time concentrating on one topic and they move abruptly from one topic to another.  The individual may exhibit constant motion, may become theatrical, with dramatic mannerisms and singing. 

		· May be related to a physical or mental health problem

· May be a medication side effect (Certain medications can cause manic episodes in older adults)



		· Do not argue

· If client is frightened or anxious, respond with reassurance

· Redirect to another topic or activity

· Provide quiet calm environment

· Additionally, notify physician of client’s change of behavior.

· Encourage the client to take medications as prescribed.

· Provide consistent routines.

· Listen to the client.





		Mood Swings

		This is 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 individuals who have a documented cyclical behavioral pattern of either depressed or manic states. 

		· Physical or mental health problem



		· Do not argue

· If client is frightened or anxious, respond with reassurance

· Redirect to another topic or activity

· Provide quiet calm environment

· Additionally, notify physician of client’s change of behavior. 

· Provide consistent routines.

· Encourage the client to take medications as prescribed.





		Verbally Agitated/Aggressive



		Behavior

		Definition

(Per CARE Assessor’s Manual & F1)

		Potential Causes

		Suggested

Caregiver Instruction



		Inappropriate verbal noises

























		Disruptive sounds e.g. smacking lips, excessive noise, repetitive utterances, that cause distress to others.  

		· May be attempting to communicate a need or an emotion

· Pain/discomfort

· Trying to maintain some sense of control

· A reaction to going too fast or giving too many cues too quickly

· Medication side effects

· Confusion and/or disinhibition due to dementia, delirium, and/or TBI

		· Try to figure out what the client is trying to communicate

· Look for any signs of pain/discomfort

· Provide comfort to the client by talking to them calmly and reassuringly

· Slow down and give simple directions

· Use calming statements

· Use visual/verbal clues together to aid client’s understanding

· Offer guided choice between two options

· Limit stimulation

· Explore comfort measures (warm blanket, rocking, etc.)

· Gently remind client not to create rude inappropriate noises



		Resistive to care

		Resists taking medications, injections, ADL assistance, help with eating or treatments. The signs of resistance in this category are limited to words or gestures. This category does not include instances where the individual has made an informed choice not to follow a course of care (e.g., individual has exercised the right to refuse treatment and reacts negatively as others try to reinstate treatment).

		· A function of how the care is being provided

· May not feel involved in their care and/or do not have control or choices in their care

· Frustration due to loss of independence

· Confusion with the instructions due to dementia, delirium, and/or TBI

· Pain, discomfort, or injury

		· Attempt to engage the individual to take an active, positive role in their care

· Explain each task before initiating

· Offer as many choices as possible

· Break the task(s) down into small steps

· Inform the client you are going to walk away and give client alone time (listen from a distance) and return to try the task later

· Explore how to make interaction pleasant-ask the client what their idea is for providing care

· Slow down

· Negotiate to do the task at another time.

· Report changes to the client’s doctor



		Yelling/Screaming

		To utter a loud or piercing cry

		· Pain or physically uncomfortable

· Confusion and/or disinhibition due to dementia, delirium, and/or TBI

		· Speak in a calm manner to ask the client to lower voice

· Explore comfort measures (warm blanket, rocking, etc.)

· Let the client know you are going to walk away and give client alone time. Listen from a distance.  Re-approach later when the client appears ready.

· Report changes to the client’s doctor



		Accuses others of stealing

















		This behavioral symptom could be a type of paranoid thinking, a reality, or that a cognitively impaired individual misplaced an item and then accuses others of stealing. 

		· A symptom of dementia/Alzheimer’s

· Communication of frustration

· Reaction to a new situation

· May be trying to communicate a need or emotion

· May be feeling rushed or out of control

· May be experiencing too much (or too little) stimulation

· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· May actually have misplaced an item

· May actually have had an item stolen

		· Distract the client or help them look for the missing object

· Do not deny or confront the problem, as it will only escalate the situation

· Talk to the client and ask what he/she may be feeling 

· Contact APS, the police, and/or CRU as applicable.

· Report changes to the client’s doctor







		Uses foul language

		The individual uses swear words or other language during normal conversation that is offensive to those around him or her.

		· “Coprolalia” (involuntary foul language) could indicate a neurological disorder.

· May be communicating frustration

· May be a reaction to a new situation

· May be trying to communicate a need or emotion

· May be feeling rushed or out of control

· May be experiencing too much (or too little) stimulation

· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

		· Speak in a calm manner to the client Explore comfort measures (warm blanket, rocking, etc.)

· Inform the client you are going to walk away and give client alone time.  Listen from another room.  Re-approach later when the client appears ready.

· If client is unable to control the language, do not acknowledge the language and continue to provide care.

· Report changes to the client’s doctor





		Verbally abusive

		Threatens, screams, curses at caregivers, family or others

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· May have a legitimate reason to be angry but has no other problem solving skills

· Physical pain or discomfort

		· Allow a set amount of time/space to verbally express anger or frustration, (please note that this is not the same as allowing the behavior to continue without intervening).

· Redirect to the task 

· Set limits regarding abusive behavior (It’s not acceptable to be abusive)

· Inform the client you are going to walk away and give client alone time. Listen from a distance.  Re-approach later when the client appears ready.

· Report changes to the client’s doctor





		Physically Agitated/Aggressive



		Behavior

		Definition

(Per CARE Assessor’s Manual & F1)

		Potential Causes

		Suggested

Caregiver Instruction



		Assaultive



		There is a documented or confirmed incident where the individual was physically abusive/ combative, hit, shoved, scratched, punched, bit etc.  These symptoms will occur at times other than during the provision of personal care.  These symptoms will occur towards a caregiver, family member or others.

		· May be related to pain

· May be a reaction to a real or perceived threat

· May be a reaction to a new situation

· May be trying to communicate a need or emotion

· May be feeling rushed or out of control

· May be experiencing too much stimulation

· The individual may be using violence as a means of problem solving. From their perspective the behavior is the solution, not the problem.

· May be the result of a personality disorder

· May have a legitimate reason to be angry but has no other problem solving skills

		· Ensure safety of everyone involved

· Inform he client you are going to walk away and give client alone time.  Listen from a safe distance.  Re-approach later when the client appears ready.

· Set limits regarding abusive behavior (It’s not acceptable to be abusive)

· Look for things that trigger behaviors and remove or minimize those triggers

· Allow a set amount of time/space to verbally express anger or frustration 

· Acknowledge their feelings as they occur

· Decrease or increase the level of light for the client

· Involve the person in activities

· Explore comfort measures (warm blanket, rocking, etc.)

· Provide opportunity for physical activity

· Report changes to the client’s doctor







		Breaks, throws items

		Breaks and/or throws their own or other's property

		· May have a legitimate reason to be angry but has no other problem solving skills

· The individual may be using breaking items as a means of problem solving. From their perspective the behavior is the solution, not the problem.

		· Allow a set amount of time/space to verbally express anger or frustration, 

· Redirect to the task/situation 

· Set limits regarding abusive behavior (It’s not acceptable to break others’ belongings)

· Ensure safety of everyone involved

· Inform client you are going to walk away and give client alone time. Listen from a safe distance.  Re-approach later when the client appears ready.

· Report changes to the client’s doctor



		Intimidating/Threatening

		Individual attempts to force or deter someone else using threatening gestures, threatening stance with no physical contact, shouting or screaming angrily, personal insults, curses directed at someone else, using foul language in anger, kicking the wall, throwing furniture, etc. This includes explicit threats of violence against others.

		· The individual may be using intimidation as a means of problem solving. From their perspective the behavior is the solution, not the problem.

· May have a legitimate reason to be angry but has no other problem solving skills

		· Allow a set amount of time/space to verbally express anger or frustration

· Redirect to the task 

· Inform the client you are going to walk away and give client alone time. Listen from a safe distance.  Re-approach later when the client appears ready.

· Set limits regarding abusive behavior (It’s not acceptable to be abusive)

· Ensure safety of everyone involved

· Contact APS or CRU or CPS as applicable if the person being threatened is a vulnerable adult or child.

· Report changes to the client’s doctor



		Seeks vulnerable sexual partner

		This includes any instance of deliberate sexual violence such as heterosexual or homosexual pedophilia, heterosexual or homosexual incest, rape of adult males/ females, or sexual violence toward family members or others.

		· Likely the result of long-term pathology

· May have legal requirements and/or restrictions (attend sex offender treatment, stay away from children or vulnerable adults, etc.)

		· As much as possible, keep the client away from potential victims

· Set limits on appropriate behavior

· Report changes to the client’s doctor





		Wanders/not exit seeking

		Within the residence or facility or may wander in an enclosed area, but does not exit seek.

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· May be having difficulty navigating the environment, esp. if new

· Looking for a bathroom or may be hungry and looking for food

		· Provide “areas of interest” throughout the environment

· Remove safety hazards, if possible 

· Redirect to appropriate areas of the home/residence/facility

· Engage in an activity

· Report changes to the client’s doctor





		Wanders inside & is exit seeking

		Wandering - individual moves About with no discernible, rational purpose.  A wandering person may be oblivious to his/her physical or safety needs. Wandering behavior should be differentiated from purposeful movement (e.g., a hungry person moving about their living area in search of food). Wandering may be by walking or wheelchair.  Do not include pacing back and forth or elopement as wandering behavior).  Elopement is an individual's attempt to leave where they are living without the caregiver’s knowledge or a formal discharge. This includes the intent to leave the facility on either a permanent basis or an extended leave without anyone's knowledge. This pertains to those individuals who are alert and oriented with no evidence of memory loss, who are unhappy with where they are living or residing. 

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· May be having difficulty navigating the environment, esp. if new

		· Provide “areas of interest” throughout the environment

· Remove safety hazards, if possible 

· Redirect to appropriate areas of the home/residence/facility or take a walk with the client 

· Engage in an activity

· Report changes to the client’s doctor







		Hoarding/Collecting

		Storing up excessive amounts of food, medications, magazines, etc. which are well beyond one's current needs.

		· May be part of a general inability to organize and make decisions

· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· May be a function of having grown up in the Depression

		· Set limits to behavior to ensure safe access/egress in home and to ensure fire safety.

· Support the client in identifying waste or hazardous items in the home.

· Promote a safe area to work with the client in their home.

· Report changes to the client’s doctor.



		Hiding Items

		Conceals items from others.  The items can be the individuals’ property or that which belongs to others.

		· May be a function of having grown up  during the Depression

· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

		· Engage client in locating hidden items

· Consult with resources to assist client in finding a safe place to store items.

· Encourage others to secure their belongings.

· Re-direct the client to another activity.

· Allow client to hide items as long as it does not provide a safety or health risk.

· Report changes to the client’s doctor.



		Left home & gotten lost

		The individual got lost in familiar surroundings and was unaware of the need to ask for assistance. This may occur on a walk, when driving a car or in a public place where they are unable to find their way home

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

		· Accompany client on trips outside of the home

· Consult with resources to assist  client in acquiring a bell or door alarm to alert you  of when client is leaving the house

· Consult with resources to assist  client in acquiring an ID bracelet



		Rummages through or takes belongings of others

		Without appropriate consent the client goes through someone else’s drawers, looks thru or takes other’s mail.

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· May have lost an item



		· Encourage others to secure their belongings

· Redirect client to another activity

· Engage client in searching for item 

· Provide the item they are looking for or give them an item to hang onto (stuffed animal, purse, blanket etc.)

· Report changes to the client’s doctor.



		Unsafe cooking

		Has left stove on also includes evidence of burned pots/pans, burned food, fire in microwave, etc.

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

		· Check burners to ensure that they are off, 

· Supervise client in and around cooking area.

· Observe for evidence of unsafe cooking

· Consult with resources to assist  client in acquiring safety burner covers for stovetop

· Prepare meals/snacks ahead not requiring the client to cook.



		Unsafe smoking

		Burns cigarettes down to fingertips, smoking in unauthorized areas, not using ashtrays or other containers, smoking when on oxygen, etc.  This category includes instances where there was an actual, accidental fire. 

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· Likely is addicted to nicotine

		· Encourage safe smoking habits. 

· Supervise smoking activity 

· If client is on oxygen caregiver will request client turn the oxygen off during smoking

· Locate ashtrays near client

· Consult with resources to assist client in acquiring a flame retardant blanket if client smokes in bed or has history of falling asleep while smoking.

· Provide clearly identified areas where smoking is allowed.

· Discuss client’s desire for smoking reduction/cessation and consult with resources to provide if desired.

· Discuss and encourage client to have the caregiver hold lighter/cigarettes for safekeeping.

· Coach client to develop a safe smoking plan.



		Spitting

		Spits inappropriately e.g. on the floor, or at others etc.

		· May be having difficulty swallowing and have excess saliva as a result

· May have excess saliva as a medication side effect

· May have dementia or a MH issue

		· Provide a container for the client to spit in

· Set limits on appropriate behavior

· Gently remind client not to spit at others

· Re-direct into another activity



		Sexual acting out

		Sexual behavior that is contrary to usual social norms.  For example, masturbating in public or in areas where others are present, inappropriate touching, etc. The individual does not intend to victimize others. This does include deliberate exhibitionism towards adult males/females or towards children in order to elicit reactions from others.  The individual is aware that the behavior is inappropriate.  (This does not include an individual who masturbates in private.)

		· Likely the result of long-term pathology, if aware that the behavior is inappropriate

· May have legal requirements and/or restrictions (attend sex offender treatment, stay away from children or vulnerable adults, etc.)

		· Set limits

· Provide privacy or take to a private location

· Report incidents to APS or CPS as required (i.e. behavior directed at children or other vulnerable adults).

· Report changes to the client’s doctor.





		Combative during personal care

		Hits, shoves, scratches, bites, pinches, etc. caregivers when attempting to provide care. 

		· May be communicating frustration

· May be communicating modesty

· May not see the need to do the task

· May be a reaction to going too fast

· May be trying to maintain sense of personal control

· May be a function of how the care is being provided

· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· May not need the task done for them

· May be frustrated by loss of independence

		· Explore how to make interaction pleasant

· Break tasks into small steps

· Slow down

· Negotiate to do the task at another time

· Explain each task before initiating

· Allow the person to do tasks that they are capable of doing.





		Inappropriate or unsafe behavior



		Behavior

		Definition

(Per CARE Assessor’s Manual & F1)

		Potential Causes

		Suggested

Caregiver Instruction



		Disrobes in public

		Public disrobing targets dress behavior that is contrary to local community laws, norms and individual's usual behavior.  The individual is unaware that this is inappropriate. Examples of inappropriateness would include, undoing buttons on blouse so that breasts are exposed, taking off pants etc. 

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI



		· Check to make sure clothes fit appropriately and are comfortable

· Ask the client if they are too warm or too cold and if you can assist

· Try to engage client in another  task





		Eats non-edible substances/objects (Pica)

		This is the persistent eating of non-nutritive substances for a period of at least one month.  There is no aversion to food.  This behavior must be developmentally inappropriate and not part of a culturally sanctioned practice. 

		· The eating of non-nutritive substances is an associated feature of other conditions, e.g., pervasive developmental disorder, mental retardation.

· May have a nutrition deficiency 

		· Provide supervision

· Try to engage client in another task

· Offer food as an alternative

· Ensure that poisonous/toxic substances are kept out of client’s reach.

· Report changes to the client’s doctor.



		Fire setting behaviors

		Targets deliberate fire-setting behavior (individual has set fires or attempted to set fires in wastebaskets, on bed linens, drapes, etc.) 

		· Likely the result of long-term pathology

		· Secure matches, lighters, etc.

· Ensure smoke detectors in home/facility are operational.

· Report changes to the client’s doctor.



		Inappropriate toileting/menses activity

		Includes smearing or throwing feces, urinating in inappropriate places, shredding sanitary napkins, smearing blood. 

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· May have a bladder or UT infection

· May have painful menstruation

		· Implement a toileting schedule

· Provide visual and/or verbal cues to direct client to appropriate places for toileting/menses activities.

· Report changes to the client’s doctor.





		Injures self

		Includes both lethally motivated suicidal behavior (intentional, self-inflicted attempt to kill oneself), and behavior inflicting intentional self-injury without suicide intent (e.g., self-mutilation).  This does include head banging, self-choking, poking self in eyes.   The following are not considered self-injurious behaviors for this item:
non-intentional, accidental or unconscious self-destructive behaviors that may lead to injury or premature death (e.g., chronic substance abuse, hyper obesity, non-compliance of treatments for illness, risk taking behaviors). 

		· Non-lethal self-injurious behavior is likely a function of feeling “numb,” or being overwhelmed with emotions and needing to “release the pressure.” Often this has been a lifelong pattern.

· May be reacting to a specific problem but lacks problem solving skills

		· Try to engage client in another task

· Encourage the client to talk about their feelings

· Call 911 and/or DMHP if behavior escalates to a dangerous level.

· Report changes to the client’s doctor.







		Up at night when others are sleeping & requires intervention(s)

		Includes being awake and calling out, but not getting up; also includes being awake and out of bed, moving around the house when others are sleeping, and disturbing the milieu. 

		· May be confusion and/or disinhibition due to dementia, delirium, and/or TBI

· Could be indication of a medical problem esp. if sudden onset

		· Discourage daytime naps

· Limit caffeine to morning hours

· Get them a snack or something to drink and assist the client back to bed

· Limit stimulus and/or physical activity before bed.

· Report changes to the client’s doctor.

· Establish a food sleep routine—getting up and going to bed at the same time every day.
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		SERVICE

		SSPS CODES

		COPES

		IN-HOME

		RESIDENTIAL

		CARE SCREENS

		HOUR ADJUST-MENTS

		SPECIAL INSTRUCTIONS



		







ADULT DAY CARE

		







Daily

5245

 

		









Yes

		









Yes

		









No

		







Select “Adult Day Care” from the Program list on the Treatment screen. Assign the provider on the Support screen

		Deduct one hour for each hour of ADC when client only receives ADC. Deduct .5 hours for every hour of ADC when client uses ADC and other personal care services

		







Over 4 hours per day use  daily rate, 4 hours or less per day use hourly rate



		







ADULT DAY HEALTH

		





Intake

5202 

Daily

5203 

		







Yes

		







Yes

		







AFH and ARC only

		Answer all questions on the Adult Day Health screen. Select “Adult Day Health” from the Program list on the Treatment screen. Assign the provider on the Support screen. Enter ADH provider as unpaid caregiver and code ADH as an informal support in Status.

		

		Intake may be paid one time only. Daily rate is a 4 hour day, authorize up to 10 units per month for initial trial service



		





ENVIRONMENTAL MODIFICATIONS

		





5221



Open and close in one day

		







Yes

		







Yes

		







No

		Select environmental modification in the Environment screen, describe project in comment box.  This will pull to Environment Plan screen.  Identify who is responsible for following through. Assign provider on the Support screen.

		

		Retain copy of invoice and verify that work was completed prior to paying. Service should be billed the month completed. However, do not generate payment until after discharge from the hospital or NF.



		





HOME DELIVERED MEALS

		





5239



		





Yes

		





Yes

		





No

		Assign provider to Meal Preparation on Support screen

		



Deduct .5 hours for each meal

		One meal equals one unit of service, no more than one unit per day.  Deductions applied to both COPES and OAA funded meals.



		





HOME HEALTH AIDE

		





5241



		





Yes

		





Yes

		





No

		Identify “Other” as the provider type on the Treatment screen and describe the use of a Home Health Aide in the comment box.  Assign provider to identified need on Support screen

		

Deduct 1 hour of PC for every HHA visit

		

Does not require a doctor’s order



		



PERSONAL EMERGENCY RESPONSE SYSTEM



		



Installation

5222 



Monthly Service

5237



		







Yes

		







Yes

		







No

		Select “PERS Unit” and “PERS Installation”(if needed) from the Walk/Locomotion Screen Equipment/Supplies Table. Assign provider on Support screen.

Identify on the Equipment Screen in the Care Plan who is going to act and by when.

		

		



		









SKILLED NURSING

		

5243

Special 

Circum-stances

5290





		









Yes

		









Yes

		









AFHs or ARC only

		

“Skilled nursing/Waiver” from the Treatment list on the Treatment screen. Assign provider on Support screen. Complete the ETR screens if authorizing Skilled Nursing Special Circumstances, this service requires HQ approval.

		

		Special circumstances must be approved by ADSA COPES Program Manager or Nursing Services Program Manager. Services must be provided by an RN or an LPN under the supervision of an RN



		

SPECIALIZED DURABLE &    NON-DURABLE MEDICAL EQUIPMENT & SUPPLIES

		





5250



		









Yes

		









Yes

		









Yes

		“Specialized medical equipment” is a selection on every Equipment/Supplies Table in the ADL screens. Describe in the comment box on the appropriate screen. Assign provider on Support screen.  Identify on the Equipment Screen in the Care Plan who is going to act and by when.

		

		Approve only if Medicare or Medicaid will not pay. Document denial of alternate funding. Prior to paying obtain written document to verify cost and verify delivery or installation with client.





		

CAREGIVER/  RECIPIENT TRAINING

		

5247

5276



		



Yes

		



Yes

		



Yes

		Select “Client training/Waiver” from the Rehab/Restorative list on the Treatment screen. Assign provider on Support screen.

		

		

Only 20 units (hours) may be authorized in a six-month period



		



TRANSPORTA-TION

		

5234



		



Yes

		



Yes

		



Yes

		

Assign provider on the Transportation need on the Support screen.

		

		May not supplant other transportation programs or informal caregivers and volunteers



		





NURSE DELEGATION

		





5260

5288



		







Yes

		







Yes

		







AFH only

		Identify nurse delegation as appropriate on the Treatment Screen and the Medication Management screen.  Assign those tasks to the Nurse Delegator on the Support Screen.  Follow guidelines in the Nurse Delegation Chapter 13 of the LTC Manual.

		

		



IPs and homecare aides must complete ND course and special course for insulin injections.



		



COMMUNITY TRANSITION SERVICES

		Services 5230

Items

5231



		





Yes

		





Yes

		





Yes

		

		

		

Must be discharging to a living arrangement in a private residence
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Directions for use:

Find the scenario that best fits the client’s situation, follow the steps provided for each situation and use the sample documentation to document your activities.  Notice that there are places within the sample documentation where you will need to insert specific information such as name, dates etc…  Once you have completed the sample documentation then you can cut and paste the information into CARE either on the Triggered Referral Screen, an SER or in the Nurse’s Comment Screen.  Hint: If you are placing the documentation in an SER or the Nurse’s Comment Screen it is helpful to indicate that in the comment box on the Triggered Referral Screen.  



If you are referring to the nurse to act on the SOP then make sure your assessment is in pending status so that the appropriate screens can be updated if needed and the nurse can add their comments to the Nurses Comment screen in the Indicators Folder of the assessment.



Reminder for Nurses: If a nurse completes an observation, even though it may not be required according to the protocol, the nurse must follow the steps as if the observation was required.

Skin Observation-Not Required

Scenario 1

A non-professional is providing skin care treatment for a client who has a pressure ulcer:

· Referral by CM to RN on same day of the assessment 

· RN must respond to the referral on the same day or within 48 hours of the assessment

· Document that you have reviewed the treatment with the client and the caregiver

· Document what the treatment is and who authorized it.

· Document that you verified with the caregiver that they are checking ALL of the client’s pressure points and when that last occurred.

· Document that educational materials were provided to the caregiver/client

· Revise CARE as needed

· All documentation must be in CARE

· CM to follow up on any recommendations by the RN and document follow up activities in CARE

· A skin observation MUST occur if the nurse determines the care is inadequate.

Sample documentation:

The treatment of the client’s pressure ulcer(s if appropriate) located (insert location of pressure ulcer(s)) was reviewed on (insert date) with (insert who it was reviewed with).   The treatment plan includes the following:  (describe here the treatment plan for each pressure ulcer & make sure that CARE reflects the treatment on the appropriate screens in CARE, i.e. Treatment Screen, Skin Screen, Medication Screen etc…)

The pressure ulcer treatment was authorized by (Insert HCP name).

Verified with (Insert Care giver name) that he/she is checking ALL of the client’s pressure points (Insert when this occurs).   Insert Caregiver’s name) stated the date he/she last observed ALL of the client’s pressure points was on (insert date).   Provided the following educational materials to the caregiver/client (insert explanation of what was provided)     Reminder: if all pressure points are not being observed, then observation is required.

 Scenario 2

A professional is providing skin care for a client who has a pressure ulcer: (please note that just because Home Health may be visiting the client that doesn’t mean that they are treating the client’s pressure ulcer(s).  You must verify that this is a part of their treatment plan.  If it is determined that it is not part of the treatment plan then the case must be referred to a nurse.

· No referral to RN needed

· Document verification with HCP within 5 days of the assessment that the treatment plan is in place

· Document communication with the HCP within 5 days of the assessment to verify client’s response to the treatment.

· Document communication with HCP within 5 days of the assessment to verify that ALL pressure points have been checked within the last 7 days or as outlined by the treatment plan and when the observation of ALL pressure points last took place.

· Document that you have requested to be notified by the HCP when the client is discharged from treatment.

· Document your consult with HCS RN after client has discharged from pressure ulcer treatment.



Sample documentation:

Placed a phone call to (insert HCP name) on (insert date) to verify that a treatment plan is in place for the client’s pressure ulcer(s).  The client is receiving treatment for the following: (describe here the treatment plan for each pressure ulcer (frequency of the tx., x/week, x/day, etc...) & make sure that CARE reflects the treatment on the appropriate screens in CARE, i.e. Treatment Screen, Skin Screen, Medication Screen etc…) All of the client’s pressure points were last observed by (Insert HCP name) on 00/00/00.  The client’s HCP reports the client’s pressure ulcer(s) are (insert appropriate response i.e. healing, not healing, granulating, etc…).  Requested (Insert HCP name) to provide notification when the client is discharged from treatment of the pressure ulcer(s).   Reminder: if all pressure points are not being observed, then observation is required.

Scenario 3

A non-professional is providing skin care with a prevention plan in place, the caregiver is checking all of the pressure points, and there is no reported skin problem:



· Document verification that the caregiver or the client with assistance as needed is checking ALL of the pressure points and when in the last 7 days from the assessment this was completed.

· Document what the prevention plan is, who is providing the care and whether or not the prevention plan is meeting the client’s needs.

· Document that the client &/or care giver were shown the “colored pictures chart” and that the care-giver/client deny/indicate presence of any of the pictured skin conditions. (colored pictures chart available in F1 of the CARE tool when on the Skin Screen)

· If it is determined that the non-professional care being provided is inadequate a referral to a nurse must be made for observation.

Sample documentation:

Verified that (insert caregiver/client name) is checking ALL of the pressure points and the last time this occurred was on (insert date).  The current skin care prevention plan is (insert description of prevention plan).  The current prevention plan is meeting the client’s needs.  (insert caregiver/client name) was shown the colored pictures chart and denies any presence of any skin issues.  Reminder: if all pressure points are not being observed, then observation is required.

Scenario 4

A non-professional is providing skin care, the caregiver is NOT checking ALL of the pressure points, skin condition is unknown, and the client is cognitively intact and declines a skin observation:

· Document the reason the client refused the skin observation

· Document the appropriate alternatives that were offered to client (client checks their own pressure points or the client is willing to have someone they know check their pressure points).

·  (
1 of the 3 highlighted items is required.
)Document discussion with client/caregiver regarding the presence of any color pictured skin conditions or changes. (colored pictures chart available in F1 of the CARE tool when on the Skin Screen)

· Refer to the nurse for follow up; or

· Contact the client’s primary physician ASAP to discuss skin concerns & document the contact in an SER.

· Advise the client of skin care issues, educate and document.  

· Do not complete a skin observation.

· Document in CARE that the client has declined a skin observation.

· Consult with your supervisor.



Sample Documentation



The client has declined observation of pressure points because (insert reasons why client is declining).  The   pressure ulcer colored picture chart and descriptions were shown to the client (and/or caregiver, insert caregiver name) and confirmation was received that there are not any skin issues or changes.  The client was advised of skin care issues and provided the following educational materials (insert list of educational materials given to the client).



I discussed with my supervisor the client’s refusal of skin observation.



Select either one of the following as appropriate:

Option 1

The client was referred to (insert name of nurse) NCC for follow up on the following skin care concerns (insert concerns).  



Option 2

I contacted the client’s primary care physician (insert name of PCP contacted) and discussed the following skin concerns (insert list of concerns).



Skin Observation Required

Scenario



Observation is required when the client meets the highest risk indicators and no one (neither a professional nor a non-professional) is providing skin care that has been documented and verified as meeting the client’s needs or all pressure points are not being observed:

· Refer the client to the NCC for observation.  Document referral date on the Triggered Referral screen.

· Arrange to have a 3rd party present for the observation if it is known in advance that observation will need to occur.

· Involve the client in determining who this 3rd party should be, when possible.  Parental, guardian or client representative consent must be obtained for those clients with designated decision makers.

· Explain what is involved in the skin observation to the client and obtain the client’s permission.

· Tell the client where the pressure points are.

· Help or have the caregiver help if the client needs to undress partially.  Be sure that there is privacy for the client and the client remains covered except for the area being observed.

· Look at the back of the head, ears, shoulder blades, elbows, insides of knees, “seat” bones, tailbone area, hips, sides of ankles and both heels.  Observe for specific conditions – skin intact, persistent redness, abrasion, blister, shallow crater, deep crater etc… as directed in the CARE assessment using the Skin screen and the Skin Observation screen

· If no skin problem is observed;

· Document and revise CARE to include prevention plan (s) as appropriate.

· If a skin problem is observed

· Determine if there are any health professionals involved with treatment of the client’s skin problem or if any health professionals are aware of the problem;

· Contact any health professionals involved with treatment of the client’s skin problem, within 2 working days, or contact the family representative if no health professionals are involved, the client is refusing treatment, or the health professional is not treating;

· Document in CARE all observations and all activities provided in the SERs.  Revise CARE as needed;

· The SW must follow up with any RN recommendations.



Sample Documentation



Referral received from (insert name of referring SW) to provide a Skin Observation visit with the client.  Called the client on (insert date of call) to arrange an observation visit.  The client (insert did or did not) want a third party present for the visit.  (If a 3rd party is requested be sure to document contact with the 3rd party to arrange for their presence)



Skin observation visit completed on (insert date) with the client (insert anyone else who was present during the observation visit).  All pressure points were observed.  If all pressure points were not observed, list the points that were observed and those that were not.



Observed the following skin changes/issues: (insert what was observed i.e. description of pressure ulcer(s) and/or any other types of skin issues).  

Reminder: This needs to reference completely documentation for all required pressure point characteristics.



If a skin problem is observed then document the following:



Contact made by (insert route of contact i.e. phone, fax, email, in person etc…) with (insert a list of those who were contacted) to discuss the findings of the Skin Observation.



The treatment and prevention plan is as follows (insert treatment plan for current skin issues and prevention plans to prevent future skin issues)



If no skin problem is observed then document;



Contact made by (insert route of contact i.e. phone, fax, email, in person etc…) with (insert a list of those who were contacted) to discuss the findings of the Skin Observation.



The current prevention plan in place includes (insert the prevention plan and who is providing the care).



Skin Observation Delayed 

Scenario

Observation is delayed when:

1. It is unsafe (e.g. threatening animals, sexually inappropriate behavior or threatening behaviors); 

2. It is unsanitary (because of soiling or unhygienic conditions) and no caregiver is present to assist; 

3. It is difficult to observe because of the client’s physical condition (immobile, needs transfer or positioning assistance, client is in pain); 

4. It is impossible to observe because the client refuses to allow observation, has an unreliable provider and won’t let anyone else in, and /or refuses services related to skin integrity over pressure points. 
NOTE: Anticipate these barriers as much as possible and make arrangements prior to the visit to have a caregiver, assistant, or family member present to help the client.

In the above scenarios, you must: 

· Discuss other resources and approaches with your supervisor within one working day and follow usual CM response times. Utilize collateral contacts for information and assistance; 

· Reschedule the observation within 2 working days; 

· Follow the usual CM timeframes per the LTC Manual; 

· Refer to APS, CPS or CRU if abuse, neglect or self-neglect is suspected; 

· Document all of your activities including any arrangement you have made, discussions you have had or referrals you have made. 

Sample Documentation

I have discussed the reason for delay with my supervisor on (insert date).  I have rescheduled the observation for (insert date).   (Follow the scenario where observation has occurred and document as appropriate)

Skin Observation Declined

Scenario 1



The client is cognitively intact, declines skin observation over pressure points, and there is evidence of negative skin outcome (foul odor, staining on clothing over pressure points or other visible sign). Determine and provide any or all of the following activities appropriate to the client situation:

· Call 911, if emergency medical care is required; 

· Identify someone else to observe, for instance, the caregiver, a family member or person with whom the client feels comfortable; 

· Refer immediately to the nurse or Nursing Services resources for an observation visit as soon as possible, if HCS/DDD Social Worker or AAA Case Manager is not a nurse; 

· Verify and document that an observation was done; 

· Collect collateral info re: skin problems over pressure points from health care providers, caregiver, family or other involved parties; 

· Educate the caregiver by going over the section of the service plan that describes skin care over pressure points, including prevention plans for skin breakdown over pressure points within 5 working days; 

· Refer to the home health nurse or primary care provider within 2 working days; 

· Refer to APS, CPS or CRU as mandated and as appropriate if a negative skin outcome is believed to be the result of abuse, neglect, or self-neglect. 

· Explore other appropriate services such as a residential placement, different caregiver, community clinic, or other community-based resources (discuss with supervisor); 

· Discuss with all involved parties and come to consensus with concrete criteria about when or whether to terminate services, following the protocols established by the Challenging Cases Workgroup; 

· Document all activities; 

· Incorporate recommendations of the LTC Manual section, Case Management, as well as the “Challenging Cases Protocol,” as appropriate. The case may be kept open to CM services; the client may use a Personal Emergency Response Service (PERS) unit, may be referred to a County-Designated Mental Health Professional (CDMHP) or the A-team, or may receive daily welfare checks from the CM, family or other community members such as police, EMTs, or other identified gatekeepers. 

Document all elements listed above.

__________________________________________________________________________________________

Scenario 2

The client is cognitively impaired (CPS score >3); and meets the highest risk indicators; and declines skin observation once or mildly objects to the observation: 

· Request permission a second time using skilled interview and assessment techniques; 

· Be sure that the client understands as much as possible what you are requesting; 

· If the client has a legal representative contact that individual for assistance with consent and assisting the client as needed with the observation; 

· Document all activities. 

Document all elements listed above.

________________________________________________________________________________________

Scenario 3

If the client is cognitively impaired (CPS score > 3), meets the highest risk indicators, and consistently refuses skin observation and: 

a. The client’s skin condition over pressure points is unknown; and 

b. The client has an unreliable provider and won’t let anyone else in; and/or 

c. The client refuses services related to skin integrity over pressure points: 

· Refer to the Challenging Cases Protocol; 

· Refer to and consult with your supervisor regarding other services; 

· Offer alternative services, a different provider, a residential placement or a change in the way services are delivered; 

· Probe to understand the basis of refusal; 

· Refer to APS, CPS or CRU if there are allegations of abuse, neglect or self-neglect; 

· Refer to 911, ER, or CDMHPs, if appropriate, for involuntary treatment; 

· Refer for guardianship with AAG involvement, if appropriate; and 

· Document all activities. 

Document all elements listed above.

____________________________________________________________________________________

Scenario 4

The client meets the highest risk indicators, but an observation was not completed due to culture or gender requiring you to: 

· Consult with your supervisor as soon as possible to find a reasonable solution. A reasonable solution is defined as timely, respecting of personal and professional boundaries, and results in someone observing the client’s skin and documenting what was done for client; 

· Document all activities. 

Sample Documentation

I consulted with my supervisor on (insert date).  We determined the solution would be: (insert outcome of supervisor consult).   The observation took place on (insert date).  (Follow the scenario where observation has occurred and document as appropriate)
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The purpose of this training is to review the coding of treatments and other related screens in CARE to ensure:





Accuracy 





Consistency 





A better understanding of the Treatment definitions 


			




















Accuracy: ensure that correct selections are made so that the client is placed into the correct classification grouping.





Consistency: to ensure that dots are connecting.  Is the client taking an injectable medication and injections are selected on the treatment screen?
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To educate and hold providers accountable to their responsibilities for treatment 


Ensure treatments are provided by a qualified person/agency


Identifies treatment/program needs that may be unmet


It’s ok to list a treatment as a Need, and to have it unassigned in the Provider List


Can influence CARE Classification & rate/hours











The “Why?”

















To identify treatments, programs, or therapies, that the client has received.  


Also identify treatments, therapies, or programs that are needed, for care plan development.


Code regardless of where the treatment took place.


Hospital


Nursing Facility


Clinic/Practitioner’s Office


ADH


Home


Etc…


The Intent of the Treatment Screen in CARE:

















On the treatment screen we are identifying the treatments that the client received in the last 14 days and/or the treatments that are identified that the client needs but may or may not have received in the last 14 days for example: the client may have an identified need for Mental Health Therapy but did not receive it in the look back period of 14 days.  The assessor can identify this as a need on the treatment screen and then care plan to this identified need.
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Let’s take a look at the Treatment Screen!


Treatments listed are ones the client has had in the look back period and those the client has an identified need for looking forward


Make sure you select the correct provider type as it can impact the client’s classification level

















Explain the importance of the different fields on the screen:





The question at the top of screen is a two part question in that it is asking you #1 if the client has had any treatments in the last 14 days and #2 if the client is needing any treatments?


Answer Yes, if client received treatments and continues to need them.





Answer Yes, if the client received treatments but doesn’t continue to need them.





Answer Yes, if the client didn’t receive any treatments, but there is an identified need for a treatment(s)





Answer No, if the client didn’t receive any treatments in the look back period and there are no identified needs for treatment looking ahead.





Provider List table:


Make sure you make the correct provider selections for each of the treatments.  There are some treatments that will impact the algorithm with the correct provider type selected.  We will take a look at these on the next slide.
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Make sure that the Provider you have identified on the Treatment Screen is consistent with who is assigned the task in the Support Screen.


When  you would NOT have a treatment assigned in the Support Screen: 





A client declines the treatment


Or


A treatment has been identified that the client needs but has not received in the last 14 days, and no provider listed.   


The Treatment Screen & the Support Screen

















Some examples may be Mental Health Treatment, Physical Therapy, Range of Motion etc…
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Treatments


Injections


Blood Glucose


App of Meds


Bowel Program


Routine Lab Work


Wound/skin care 


Etc.





Skilled therapy 


OT


PT


ST


Programs


Adult day health


(Alzheimer’s) Dementia Special Care


Hospice


Mental Health Therapy


Etc.





Rehab/Restorative (ROM)





Training


What are the Treatment Categories?

















Common consistency areas


Random detailed sub-sample:  N = 60

















Tx area	App of Med	Injections / BGM	Other	Routine Lab Work	ROM	Amputation/prosthesis	App of dressing	Wound/skin care	21	15	17	4	4	3	3	3	


Common consistency issue: Diabetes




















Diabetes


























Which screens to check?



























































Common consistency issue: Diabetes




















Diabetes








Tx: Blood Glucose Monitoring, Injections








Foot, Eating








Supports: ND, IP Family








Med / Mgmt


















































Injections: A syringe with a needle is used to administer medications under the skin (subcutaneous) or into a muscle.





Insulin injections may be delegated





A referral to RND must be made. 


Delegated caregiver must have completed 3-hour class





No other types of injections may be delegated. 





Delegation not required for family (paid IP or not)





Diabetes: Tx 

















Blood glucose monitoring: Detects and monitors elevated blood glucose levels in clients with diabetes. 





Usually done regularly per MD order





Entire process of testing may be delegated. When in doubt, RND





Delegation not required for BGM “prep” 





Diabetes: Tx




















IDDM vs. NIDDM





Injections vs. orals





Fixed vs. sliding scale 





Diabetes: Diagnosis and Medication Screens (Dx & Rx)

















If injections are listed in the Medications Screen, how are they actually administered? 


Code to the highest level of need for Med Administration, even if it is not provided by the paid caregiver. 


Family members CAN be paid for Med Administration. 


Code Status as partially met for any UNPAID Med Admin. 


Code Equipment/Supplies as needed 





Diabetes: Med Mgmt & Injections

















Up to 25% of people with diabetes develop foot problems. 





Are Diabetic foot care and Toenails trimmed coded on the foot screen? 


Best practice: Ensure “Trimmed toenails” is provided at least quarterly by a skilled provider. 





Is ADA coded on the Eating > Nutritional/Oral screen, and is it adhered to? 


Diabetes: Foot and Nutritional/Oral Screens

















Common Consistency Issue: 
Tx: Application of Medications




















What Dx?


























Which screens?



























































Tx: Application of Medications
(skin conditions only)





OTC




















Skin condition








Tx: Application of Medications / Ointments








Skin screen








Supports: ND for Rx, not for OTC








Meds: MD Rx


















































Includes ointments or medications used to treat a SKIN condition.





Physician prescribed or recommended


This treatment does NOT include ointments used to treat non-skin conditions, such as nitro paste for chest pain or estrogen patches for hormone replacement therapy etc…


This treatment may be delegated! 


Delegation is not necessary for application of non-prescribed ointments or lotions. 


Tx: Application of Medications
(skin conditions only)


66% of the detailed sample cases (N=60) were “over-coded”; App of Med was not necessary

















Medicated shampoo


Anti-fungal crème


Cortisone cream
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Dx: Rash, Eczema, Dermatitis 


Cortizone


Triamcinolone


Methylprednisone aceponate (Advantan)





Dx: Infection  


Nystatin 


Fluconazole (Diflucan)


Terconazole (Terazole)





Examples of Tx: App of Med

















Should NOT  be included on Tx screen as “Application of Medication”


Other Tx


Wound/skin care (open skin areas, lesions, post-operative incisions)


App of Dressing





Other Meds: 


Pain patches (transdermal)


Eye drops








Skin screen: Routine / Preventative Skin Care (Non-Rx)


Lotion for dry skin


Bath soaks 





Other topical meds for non-skin issue



































Lab work that occurs more than annually.  Examples may be checking protimes, coumadin levels, etc…


Routine lab work drawn from a vein cannot be delegated.








When in doubt: Ask a nurse!


Routine lab work




















Meds frequently requiring Routine Lab Work


Medications


Lab Work names


Blood Thinners


Warfarin (Coumadin, Jantoven, Marevan) 


Phenindione








Cardiac


Digoxin


Digitoxin


Quinidine


Procainamide


Protime (PT)


Prothrombin Time


Prothrombin Ratio 


International Normalized Ratio (INR)





Digoxin Levels




















Meds frequently requiring Routine Lab Work


Psychotropic Medications


Lab Work names


Lithium


Depakote (Valproate)





With Diabetes


Clozapine (Clozaril)


Olanzapine (Zyprexa)


Quetiapine (Seroquel)


Risperidone (Risperdal)








SCr, TSH, Ca, CBC, Platelets, LFTs, amylase





FBG, Lipid panel, BMI/weight, CBC/+ diff 























Vital signs (temperature, pulse, respiration, blood pressure, and weight)





This is the monitoring of these issues to report to the primary health care provider or the home health nurse any change that would be indicative of an unstable health condition that would require further evaluation and/or treatment.





Delegation is not necessary to measure and report vital signs.


Routine Lab Work is NOT: 























What marks the difference between what we include on the Treatment Screen, and what is simply a “good practice” performed by clients/caregivers? 








				F1 is your FRIEND!!


Rehab Restorative Care,  
Skilled Therapies and Training 

















Established first by a qualified nurse or therapist, e.g. an initial PT/OT assessment 





For the “Training” treatments only: 


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


Caregivers trained in techniques that promote client involvement


Periodically reevaluated by a nurse 


At least 15 minutes a day.





Not just a doctor’s recommendation





“Formal program” (must be documented) 

















Rehab / Restorative Care 


Range of Motion (Passive or Active)


Splint / brace assistance  


May be provided ongoing by unskilled paid caregivers 





Skilled Therapy


OT, PT, ST, Respiratory Therapy


Provided by the skilled professional, not the unskilled paid caregiver





Trainings 


Amputation


Bed Mobility 


Client training


Walking








Tx requiring a “Formal program” 

















Injections


ROM both Passive & Active


Blood Glucose Monitoring


Hospice Care				


Application of Dressing


Bowel Program


Dialysis


Intravenous Medications


IV Nutritional Support


Management of IV Lines


Ostomy Care


Oxygen Therapy








Treatments that may impact the algorithm!

















If a client is leaving their home or facility, and has some care needs met by those other supports, consider what should be coded as “Partially Met” 





Insulin Pumps are not yet incorporated into CARE Treatments, so for now, code them as “Other” and describe the equipment and usage in the comments. 


Some current treatment issues… 

















Questions


























Important: Must be first established by a qualified therapist or nurse 


Passive range of motion


The client is unable to move the joint


	& needs a caregiver to perform


	maintenance movements to each 


	joint, ONLY to the extent the joint is able to move.


	    (Note: Caregivers may NOT stretch the joint unless the 	task is self directed.)


Active range of motion


Exercises performed by an individual to maintain their joint function to its optimal   


                 range.





Rehabilitative/Restorative Care Treatments




















Splint/Brace Assistance


Assistance can be of two types:


Verbal and physical guidance are provided to teach the individual how to apply, manipulate, and care for a brace or splint, or 


A scheduled program of applying and removing a splint or brace to assess the individual's skin and circulation under the device and reposition the limb in correct alignment. 


Please note: If the caregiver is simply assisting the client in putting on and or taking off the splint/brace then this would be considered as part of dressing and the appropriate caregiver instructions would need to be selected.
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The purpose of this training is to review the coding of treatments in CARE to ensure:


Accuracy 


Consistency 


A better understanding of the Treatment definitions











Accuracy: ensure that correct selections are made so that the client is placed into the correct classification grouping.





Consistency: to ensure that dots are connecting.  Is the client taking an injectable medication and injections are selected on the treatment screen?
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The Intent of the Treatment Screen in CARE:


To identify treatments, programs, or therapies, that the client has received.  The assessor will also identify those treatments, therapies, or programs that are presently needed so appropriate plans may be developed for these services. 


Code regardless of where the treatment took place.


Provider Type should reflect who WILL be providing care after authorization of services.


Use the help screen to determine which tasks may be delegated.








On the treatment screen we are identifying the treatments that the client received in the last 14 days and/or the treatments that are identified that the client needs but may or may not have received in the last 14 days for example: the client may have an identified need for Mental Health Therapy but did not receive it in the look back period of 14 days.  The assessor can identify this as a need on the treatment screen and then care plan to this identified need.
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Let’s take a look at the Treatment Screen!





Treatments listed are ones the client has had in the look back period and those the client has an identified need for looking forward


Make sure you select the correct provider type as it can impact the client’s classification level








Explain the importance of the different fields on the screen:





The question at the top of screen is a two part question in that it is asking you #1 if the client has had any treatments in the last 14 days and #2 if the client is needing any treatments?


Answer Yes, if client received treatments and continues to need them.





Answer Yes, if the client received treatments but doesn’t continue to need them.





Answer Yes, if the client didn’t receive any treatments, but there is an identified need for a treatment(s)





Answer No, if the client didn’t receive any treatments in the look back period and there are no identified needs for treatment looking ahead.





Provider List table:


Make sure you make the correct provider selections for each of the treatments.  There are some treatments that will impact the algorithm with the correct provider type selected.  We will take a look at these on the next slide.
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The Treatment Screen & the Support Screen


Make sure that the provider types you have identified on the Treatment Screen are consistent with who is assigned the task in the Support Screen.


The 2 times you would not have a treatment assigned in the Support Screen would be if…


A  client declines the treatment as the treatment will not even pull to the Support Screen


Or


A treatment has been identified that the client needs but has not received in the last 14 days and there is not currently a provider identified.   


What examples can you think of?








Some examples may be Mental Health Treatment, Physical Therapy, Range of Motion etc…
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What are the Treatment Categories?


Treatments			


Injections


Bowel Program


Ostomy care


Indwelling catheter


Wound/skin care 


Etc.


Programs


Adult day care


Adult day health


Hospice


Etc.


Skilled therapy


Rehab/Restorative














Let’s review the Treatment definitions!


Treatments


Application of dressings:


Includes dressings moistened with saline (salt) or other solutions, transparent dressings, or other absorbent dressings used to manage wounds 


Not including simple abrasions or skin tears as these would be captured on the Skin Screen.


Simple dressing changes may be delegated.





Why would this treatment be 


	added to the Treatment Screen?














Client has a pressure ulcer 


Client has a cut needing a moistened dressing





Treatment screen needs to be consistent with information on the Skin Screen
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Application of Medication & Ointments (skin conditions only)


Includes ointments or medications used to treat a SKIN condition.


Physician prescribed or recommended


This treatment does NOT include ointments used to treat non-skin conditions such as nitro paste used to treat chest pain or estrogen patches for hormone replacement therapy etc…


This treatment may be delegated!


Can you think of some examples?








Medicated shampoo


Anti-fungal crème


Cortisone cream
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Blood Glucose Monitoring


A test that can detect & monitor blood glucose levels in clients with diabetes.  Usually this test is done on a regular basis per doctor’s orders.


The entire process of blood glucose monitoring CAN be delegated.


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





What other screens in CARE would this 


	need to be consistent with?














Diagnosis Screen for sure, the Medication screen, possibly the Medication Management Screen, the Equipment /Supplies table on the Medication Management screen.
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Bowel Program


A regular, ongoing program that facilitates the evacuation of bowels may include interventions other than oral medications such as 


Digital stimulation


Over the counter suppositories


Enemas


A bowel program could be delegated!


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.


What other screen in CARE would this treatment selection connect the dots with?











Medication Screen, Medication Management Screen if medications must be administered such as suppositories etc…
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Chemotherapy


Any type of chemotherapy given by any route.  


This treatment may be delegated!


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.














Compression Wrapping/Therapy


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


Compression wrapping could be delegated!


NOTE


Assisting clients with putting on/taking off TED hose is not considered a skilled task and does NOT have to be delegated.  Assistance with TED hose is coded on the dressing screen NOT the Treatment Screen!














Continuous Positive Airway Pressure (CPAP or BIPAP)


An airway treatment via a mask that creates a slight positive pressure during inhalation to increase the amount of air breathed in, decrease the work of breathing, and keep the throat from collapsing during sleep.  Most commonly used for adults diagnosed with sleep apnea.


This treatment may be delegated!  Delegation would include turning the equipment on. 


Paid caregivers can apply the mask without delegation.








BIPAP


CPAP








Dialysis


A technique used to remove toxins & wastes from the blood when kidneys fail.


Dialysis cannot be delegated!











Enemas/Irrigation


Any type of enema or bowel irrigation, including ostomy irrigations.


Administration of enemas and ostomy irrigations may be delegated.


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.


It is not necessary to delegate assistance to the client with preparation and/or positioning for an enema or irrigation.








Gastrostomy/Peg Care


Cleaning around the tube site, changing, cleaning, and filling bags.


Care of the ostomy site and surrounding skin may be delegated.


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.





Delegation is not necessary to clean and fill the bag.














Indwelling Catheter Care


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


Inserting an indwelling catheter cannot be delegated as it is a sterile procedure.


Non-sterile irrigation of the bladder could be delegated.


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.


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








Injections


A syringe with a small needle is used to administer medications under the skin or into the muscle.


Insulin injections may be delegated.


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.


No other types of injections may be delegated.





What other screens would this treatment selection connect the dots with?














Medication Screen, Diagnosis Screen and Medication Management Screen.
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Intake/Output


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


Delegation is not necessary to monitor intake and output.











Intermittent Catheter


A catheter that is used periodically for draining urine from the bladder.  This type of catheter is usually removed immediately after the bladder has been emptied.


Use of an intermittent catheter may be delegated.


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.

















Intravenous Medications


Includes any drugs given directly into the vein from a syringe or diluted in a volume of fluid that drips in over a period of time.  DO NOT include IV fluids for hydration as this is covered in the Nutrition/Oral Screen.  This also does not include a saline or heparin flush to keep a heparin lock open.


Administration of IV medications cannot be delegated.











Intravenous (IV) Nutritional Support


Client receives nourishment through an IV, administered directly into a vein.  If this question is selected answer the questions regarding IV nutritional support and tube feedings on the  Nutritional/Oral Screen.


This treatment cannot be delegated.








Management of IV Lines


This includes monitoring of the entry site for signs and symptoms of infection, cleansing of the site and applying a sterile dressing for central lines.  


Central line care may not be delegated.


Management of IV lines may not be delegated.








Monitoring of acute medical condition by a licensed nurse


Includes observation by a licensed nurse for ANY acute physical or psychiatric illness.














Nebulizer


A machine that produces a fine spray or mist through which medications may be administered into the nose, mouth and lungs.  Nebulized medications are a common medical treatment for individuals with asthma or COPD.


May be delegated


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.


Delegation is NOT necessary to assist the client with setting up the equipment and gathering the supplies if the client can perform their own nebulizer treatment.


What diagnoses and medications do you think might connect to this form of treatment?














Some Diagnoses might be COPD, Emphysema, Asthma etc…





A medication might be Albuterol
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Ostomy Care


Cleansing of any opening onto the abdomen that diverts contents of the bowel or bladder.  This includes cleansing of the skin around the stoma, or reapplication of the bag as needed.


Ostomy care which includes skin care and the application of the wafer may be delegated.


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.


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








Oxygen Therapy


Includes continuous or intermittent oxygen via mask, cannula (tube) etc…


If the oxygen flow must be adjusted then delegation is necessary.


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.


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

















Radiation


Includes radiation therapy or having a radiation implant.


Radiation treatment may not be delegated.














Routine Lab Work


Lab work that occurs more than annually.  Examples may be checking protimes, coumadin levels etc…


Routine lab work drawn from a vein cannot be delegated.











Skilled Nursing (Waiver)


Skilled nursing service (COPES in-home waiver service) is authorized when the service is 


(a) provided by a registered nurse , or a licensed practical nurse (who is under the supervision of an RN). 


(b) is beyond the amount duration, or scope of Medicaid-reimbursed home health services.

















Suctioning


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


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


Tracheal suctioning (non-sterile) could be delegated when it does not require sterile technique.  Only the delegating nurse can make the determination.


Oral, nasal and pharyngeal (non-sterile) suctioning could be delegated. Only the delegating nurse can make the determination.








Tracheostomy Care


Includes cleansing of a tracheostomy (a surgical opening of the trachea/windpipe to provided for an adequate airway for breathing) and tracheostomy tube.


Non-sterile tracheostomy care could be delegated. Only the delegating nurse can make the determination. 











Transfusion


Includes transfusions of blood or any blood products, such as platelets.


Transfusions cannot be delegated.














Tube Feedings


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


Tube feedings could be delegated.  Only the delegating nurse can determine when delegation is possible in a specific situation.  


Delegation is not necessary to assist the client by filling the bag or positioning the client.








Ulcer (pressure) Care


Includes any intervention for treating an ulcer at any stage.  Examples include use of dressings, chemical or surgical debridement, wound irrigations, and hydrotherapy.


Some ulcer care could be delegated.


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.





What other screens/selections in CARE should be consistent with this treatment selection?








Skin Screen: Pressure ulcers bucket and the number of current pressure ulcers.
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Ventilator or Respirator 


A mechanical devise that assists an individual to breath when they are unable to do so on their own.  Individual being weaned from mechanical ventilation by a machine-means that attempts are being made to gradually remove the individual from the machine so that they may return to breathing on their own. 


This treatment does not include CPAP or BIPAP.


DO NOT select Ventilator if client received it in the last 14 days solely in conjunction with a surgical procedure.


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


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting.











Vital signs (temperature, pulse, respiration, blood pressure, and weight)


This is the monitoring of these issues to report to the primary health care provider or the home health nurse any change that would be indicative of an unstable health condition that would require further evaluation and/or treatment.


Delegation is not necessary to measure and report vital signs.




















Wound/Skin Care


Measures used to treat open skin areas, lesions, or post operative incisions to promote healing.


Simple wound care could be delegated.


A referral for nurse delegation MUST be made.  The nurse delegator will determine if the treatment can be delegated, if not the client may have to be served in another setting





Please Note: 


	This does not include care for pressure ulcers.








Treatments which are Programs


Adult Day Care


A program where frail & disabled adults can participate in social, educational and recreational activities.  The program offers a rest to caregivers, by providing a safe alternative to home care.


Only client’s functionally eligible for COPES and receiving services in-home can be considered for this program.

















This is a COPES waivered service therefore the client must be functionally and financially eligible for COPES and meet Adult Day Care program eligibility for the COPES program.  Program eligibility is defined as:


Adult Day Care: a supervised daytime program in accordance with WAC 388-71-0702


through 388-71-0774 which provides a set of core services that are appropriate for adults


with medical or disabling conditions and do not require the intervention or services of a


registered nurse or licensed rehabilitative therapist acting under the supervision of the


client’s physician. Core services are:


1. personal care;


2. social services;


3. routine health monitoring;


4. general therapeutic activities that an unlicensed person can provide or that a licensed


person can provide with or without a physician's order;


5. general health education that an unlicensed person can provide or that a licensed


person can provide with or without a physician's order;


6. a nutritional meal and snacks;


7. supervision and/or protection;


8. assistance with arranging transportation to and from the program; and


9. first aid and provisions for obtaining or providing care in an emergency.
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Adult Day Health


A structured program that provides licensed rehabilitative and skilled nursing services, in an environment that also offers social work services and socialization for frail and disabled adults.





See MB H09-079 for most recent changes to the ADH authorization process.








Alcohol/Drug Treatment


A comprehensive interdisciplinary program where interventions are designed specifically for the treatment of alcohol or drug addictions.

















Alzheimer’s/Dementia Special Care


Any special section of a facility where staffing patterns and individual care interventions are designed specifically for cognitively impaired clients who may or may not have a specific diagnosis of Alzheimer’s disease.





What might be an example?











An example might be an Assisted Living with a wing dedicated to clients with Alzheimer's/Dementia.  The Boarding Homes in Region 4 that have a contract to provide Dementia/Alzheimer’s Care are Gaffney House, Spirit Wood and Buchanan Place
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Behavior Evaluation Program


A program of ongoing comprehensive, multidisciplinary evaluation of behavioral symptoms.  


In order to make this treatment selection there would need to be documentation in the individual’s facility chart of this evaluation occurring and a plan being implemented.


In the in home setting this is confirmed through the case manager’s involvement in a multidisciplinary team meeting & care planning effort with other professionals in the community to address the client’s specific behavior symptoms.  This would be documented in SERs and in the client’s service plan.








Cardiac Rehabilitation


A multi-dimensional, medically supervised program designed for clients who suffer cardiac disease (e.g. heart attack, chest pain/angina, or following heart vessel bypass surgery, etc…)


The program (typically outpatient) teaches clients methods to modify their risk factors (diet, smoking, etc…)


Provides for an increase of the individual’s functional capacity.











Community Integration


Emphasizes development of personal relationships within the individual’s local community.





Employment Support


This is a job coaching program





Sheltered Workshop





These are programs used for clients of DDD.
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Hospice Care


A multi-disciplinary program for terminally ill clients where services are necessary for comfort measures and management of terminal illness and related conditions.


This program may or may not be covered by Medicare hospice benefits.





What are other screens in CARE would this connect to?











Modify environment for behavior


Individual specific, deliberate changes in the environment to address mood/behavior/cognitive patterns—Adaptation of the environment (milieu) focused on the individual's mood/ behavior/ cognitive pattern.  Examples include placing a banner labeled "wet paint" across a closet door to keep an individual from repetitively emptying all the clothes out of the closet, or placing a bureau of old clothes in an alcove along a corridor to provide diversionary "props" for an individual who frequently stops wandering to rummage.  The latter diverts the resident from rummaging through belongings in others rooms along the way. 











Mental Health Therapy/Program


Clinical services provided by a licensed mental health specialist including individual psychotherapy, group therapy, or a regimen of medications.  


DO NOT check this item for routine visits by a social worker or case manager. 
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Respite Care


A program for providing relief for families or other caregivers of people with disabilities.  Both in-home and out-of-home care is available and is provided on an hourly and daily basis, including 24-hour care for several consecutive days.  Respite care workers provide supervision, companionship, and personal care services. 





A program typically used by DDD not to be confused with Respite provided by Discretionary funding by the AAA.











Skilled Therapy Treatments


Must be established by a qualified therapist or nurse.  May NOT be provided by a non-family IP unless self-directed.


May not be self-directed without a written order from a healthcare professional. The client cannot self-direct a therapist.


Skilled Therapies are 


Occupational Therapy


Physical Therapy


Respiratory Therapy


Speech Therapy
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Rehabilitative/Restorative Care Treatments


Important: Must be first established by a qualified therapist or nurse 


Passive range of motion


The client is unable to move the joint


	& needs a caregiver to perform


	maintenance movements to each 


	joint ONLY to the extent the joint is able to move.


	    (Note: Caregivers may NOT stretch the joint unless the task 	is self directed.)


Active range of motion


Exercises performed by an individual to maintain their joint function to its optimal range.














Splint/Brace Assistance


Assistance can be of two types:


Verbal and physical guidance are provided to teach the individual how to apply, manipulate, and care for a brace or splint, or 


A scheduled program of applying and removing a splint or brace to assess the individual's skin and circulation under the device and reposition the limb in correct alignment. 


Please note: If the caregiver is simply assisting the client in putting on and or taking off the splint/brace then this would be considered as part of dressing and the appropriate caregiver instructions would need to be selected.








Rehab/Restorative Training Treatments


Training and self care skill practice activities are part of a rehabilitative or restorative program established by a qualified therapist or nurse BUT provided by a caregiver that promotes the individual's ability to adapt and adjust to living as independently and safely as possible.  *In order for these activities to be selected, there must be: 


Measurable objectives and interventions included in the therapist's care plan, 


Caregivers must be trained in techniques that promote client involvement, 


Programs must be periodically re-evaluated by a nurse and 


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











Training and self care skill practice activities are part of a rehabilitative or restorative program established by a qualified therapist or nurse BUT provided by a caregiver that promotes the individual’s ability to adapt and adjust to living as independently and safely as possible. 





Important


In order for these activities to be selected, the therapist or nurse must develop a plan with goals and timeframes, programs must be periodically reevaluated by a nurse, and time spent on each program must be at least 15 minutes a day. Include the plan in the comment box.
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Amputation/prosthesis care


Activities used to improve or maintain the individual's self-performance in putting on and removing a prosthesis, caring for the prosthesis, and providing appropriate hygiene at the site where the prosthesis attaches to the body (e.g. leg stump or eye socket). 

















Bed Mobility


Activities used to improve the individual's self-performance in moving to and from a lying position, turning side to side, and positioning him or herself in bed. 




















Client training/waiver (Services that per WAC 388-106-0300)


Teach clients a variety of independent living skills, including the use of special or adaptive equipment or medically related procedures, required to maintain them in a home or community-based setting; 


Achieve the therapeutic goals in the client's service plan, such as adjustment to serious impairment; management of personal care needs; development of skills to deal with care providers; 


Are performed within the scope of practice of the contractor's license and in compliance with professional rules, as defined by law or regulation; and 


Are provided in a manner consistent with protecting and promoting the client's health and welfare, and appropriate to the client's physical and psychological needs. 














Activities used to improve or maintain


Communication: the individual's performance in using newly acquired functional communication skills or assisting the individual in using residual communication skills and adaptive devices. 


Dressing or grooming: the individual's performance in dressing and undressing, bathing and washing, and performing other personal hygiene tasks. 


Eating or swallowing: the individual's performance in feeding one's self food and fluids, or activities used to improve or maintain the individual's ability to ingest nutrition and hydration by mouth. 


Instrumental Activities of Daily Living: the individual's self –performance in Meal Preparation, Ordinary Housework, Managing Finances, Telephone use, Essential Shopping, Transportation and Wood Supply. 


Medication Self-Administration: the individuals ability to manage and or administer their own medication(s). 


Transfer: the individual's self-performance in moving between surfaces or planes either with or without assistive devices (e.g. move from bed to chair, etc.). 


Walking: the individual's performance in walking, with or without assistive devices. *Special note: document in the comment box that plan has been viewed or place a copy in the file. 














Treatments that may impact the algorithm!


Hospice Care				


ROM both Passive & Active


Application of Dressing


Blood Glucose Monitoring


Bowel Program


Dialysis


Injections


Intravenous Medications


IV Nutritional Support


Management of IV Lines


Ostomy Care


Oxygen Therapy














Radiation


Suctioning


Tracheostomy Care 


Tube Feedings


Ulcer Care


Ventilator Respirator


Wound/Skin Care


Walking





The Bottom Line!


	Make sure you are completing a consistent and accurate assessment so the client is placed in the correct Classification Group.








Caution!


If a client has a skilled treatment need this alone can make them eligible for the COPES program if met daily by a skilled provider.  





You as the assessor need to make the determination of whether the client is eligible or not based on unmet need.  








Second bullet notes:  


For instance a client might be getting Mental Health Treatment and the provider is Mental Health and they also may be getting Routine Lab Work being met by the Clinic Practitioners office.  This client is independent in everything else in the assessment.  This client will come up as COPES eligible because there is an identified skilled treatment.  You as the assessor need to evaluate whether or not that treatment is being met by a non ADSA paid resource., if this is the case we WOULD NOT put this client on services because they have no unmet need even though on the Care Plan Screen the client is indicated as being functionally eligible for COPES.
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Questions
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What are we going to review today?


Overview of Training


What is the purpose of the Behavior Screen


Tips on gathering information for the Behavior Screen


Completing the Behavior Screen


Examples of Caregiver instructions


A look at some of the most commonly mis- selected Behaviors


What behaviors impact the Behavior Algorithm?
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What is the purpose of the Behavior Screen?


Behaviors are part of the CARE algorithm


Accurately documented behaviors may result in an increase in client service hours/daily rate


Accurate behavior information is helpful to care providers


Accurate information in the CARE assessment will result in better placements/services


When documenting a client's behavior, focus on the client's actions, not the reason for the behavior.  The fact that others may have become used to the behavior and minimized the client's intent is not relevant.  Does the client manifest the behavior symptom or not?  
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The bottom bullet came directly from the Assessor’s Manual and the CARE Help Screen.  Content derived from the MDS.





Remember Behaviors can impact the algorithm.  
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Tips on gathering information for the Behavior Screen



Be objective


Talk to and observe your client


Gather information from Collateral Contacts


Does the client have a related diagnosis such as mental health &/or dementia?





	Are there any other diagnoses you can think of that may cause behaviors to occur?
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Huntington’s chorea


TBI


Alzheimer's
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Tips continued!


Once you have identified the behaviors:


Dig Deeper!


Find out if there are triggers for the behavior


Find out what those that around the client do when the behavior is exhibited


 If it is a past behavior with no intervention in place and the behavior could possibly display again then you may want to discuss a referral for mental health and/or talk about possible interventions if the behavior is displayed in the future.
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Completing the Behavior Screen in CARE


The look back period is 5 years


All of the client’s behaviors that have occurred within the look back period are added to the Behavior List on the screen


We are gathering information on:


Current Behaviors


The frequency with which it occurs


Alterability


Easily altered


Not easily altered


Use the Comment box to document a description of the behavior along with Caregiver Instructions


Past Behaviors


With Current Interventions in place


No interventions in place


Use the Comment Box to document Current Interventions


Let’s take a look at the screen!
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Behavior symptoms in the last  5 years


Is the Behavior Current or Past?


Is the current behavior  easily or not easily altered?


There must be caregiver instruction for all current behaviors and for Past Behaviors with a Current Intervention the intervention must be documented in the Comment box
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Comment required or not?


Current Behavior			Caregiver 							Instruction Required





Past Behavior			Required to document


w/Interventions 			Current Intervention


In place				in Comment Box





Past Behavior			No comment required


w/No Interventions


In Place
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Let’s look at some scenarios and how caregiver instruction was documented


Example 1: Current Behavior


Mr. Smith is an 80 yr old man who is usually pleasant and enjoys his caregivers.  Recently he becomes agitated in the evening and is unable to sit in one place and frequently looks towards the bathroom.  When asked, he reports that he hears people talking in the bathroom and this frightens him.  The caregiver does not hear the people.  The caregiver reassures him that there are no people in the bathroom and distracts him by reading the newspaper and he appears to quickly relax.  The caregiver reports that the last time this occurred was the night before.            
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Caregiver Instruction for Example 1


The caregiver reports that the client hears people talking in the bathroom but no one else does.  The client is fearful when he hears the talking.  He appears to be agitated & unable to sit in one place. The caregiver will notify client’s healthcare provider if this behavior persists to determine if there could be underlying, physical issues.





Is this an intervention?
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Answer Yes
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Example 2: Past behavior	


Mrs. Jones is an 87 year old diagnosed with Alzheimer's residing with her Daughter. Mrs. Jones' daughter reports that her mother had been getting up at night and wandering the house.  The daughter stated that she spoke to the client’s physician and the client has been prescribed a sleeping aid that she has been taking for the last month.  The daughter reports that the wandering at night has stopped for now as it hasn’t occurred since her mother has been taking the new medication.


Is this a past behavior with no interventions in place or a past behavior with current interventions in place?
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This is a Past Behavior with a Current Intervention
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What is the Current Intervention for Example 2?


In the past Mrs. Jones had been up at night and wandering the house.  The client’s daughter was concerned about Mrs. Jones safety.  Mrs. Jones is currently taking a prescribed sleeping aid which has addressed the behavior.
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A look at some of the most commonly  mis-selected Behaviors


Crying/Tearfulness


Definition: many incidences of explained or unexplained crying that occurred throughout the look back period. 


This wouldn’t be selected for someone who is crying because they are grieving for someone they just recently lost.  


Ask yourself if this is a so called “normal” behavior response, if not then it may need to be added to the Behavior screen.
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Mood Swings/Delusions/Hallucinations


Mood Swings: This is evidenced by labile affect, which is a rapid, abrupt shift in emotions. 


Delusions: Delusions of grandeur, false belief of being attacked, body sensations (e.g.client believes they have cancer when they do not).


Hallucinations: Hearing, visual, feeling, tasting, smelling, command hallucinations.
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Up at night when others are sleeping and requires intervention(s) 


Definition: Includes being awake and calling out, but not getting up; also includes being awake and out of bed, moving around the house when others are sleeping, and disturbing the milieu. 


A couple examples of misuse:


Client gets up at night to use the restroom.  This  is not a behavior.


Client in pain and is up at night because can’t sleep.  This is not a behavior.


	I’m sure you all can think of some examples!
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Let’s take a look at the Behavior definitions and which ones impact the algorithm


Symptoms of Distress


Easily irritable/agitated- Annoyed, impatient, perturbed, to the point that this requires caregiver intervention 





Obsessive about health or body functions - e.g. persistently seeks medical attention, obsessive concern with body functions.





Repetitive anxious complaints or questions - non-health related. For example, persistently seeks attention/reassurance regarding schedules, meals, laundry, clothing, relationship issues, etc. Individual may ask " Where do I go, what do I do?" or may cry out for help "God help me". 
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Repetitive physical movement/pacing, 


	hand wringing, fidgeting- also includes restlessness, "picking" at body, clothing etc





Unrealistic fears or suspicions – 


	expresses fear of being abandoned, left alone, being with others.  There is no basis for this fear or belief.  Additional symptoms to consider in this category are: the individual is unwilling to be left alone, may follow caregiver or other significant individual's of importance to them, unwilling to let these individual's out of their sight. 
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Other Symptoms


Delusions – 


	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 functions 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 their spouse or lover is unfaithful. This belief has no basis for truth and is arrived at without due cause.


	Religious delusions-


	persistent belief that he or she is God, or Jesus Christ, or a messenger of them, etc. 
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Hallucinations – 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 are perceived as distinct from the person's own thoughts 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.


	Smelling (olfactory hallucinations).


	Individual thinks there is a strange odor that can not 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. 
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Manic – 


	This is evidenced by a distinct period of time (at least a week) during which the individual has an abnormally and persistent elevated mood.  This includes an inflated self-esteem, with an exaggerated opinion of him/herself, or an inflated belief about his/her ability, or arrogance.  Additional associated behaviors are decreased need for sleep, excited, loud or nonstop talk, which can go on for hours. The individual may describe their thoughts as racing.
The individual may exhibit constant motion, may become theatrical, with dramatic mannerisms and singing. 
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Mood swings –


	 This is 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 individuals who have a documented cyclical behavioral pattern of either depressed or manic states. 
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Verbally agitated/aggressive: 


Accuses others of stealing – 


	This behavioral symptom could be a type of paranoid thinking, a reality, or that a cognitively impaired individual misplaced an item and then accuses others of stealing. 


Inappropriate verbal noises – 


	Disruptive sounds e.g. smacking lips, excessive noise, repetitive utterances, that cause distress to others.  


Resistive to care with words/gestures – 


	Resists taking medications, injections, ADL assistance, help with eating or treatments. The signs of resistance in this category are limited to words or gestures. This category does not include instances where the individual has made an informed choice not to follow a course of care (e.g., individual has exercised the right to refuse treatment and reacts negatively as others try to reinstate treatment). 
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Uses foul language – 


	The individual uses swear words or other language during normal conversation that is offensive to those around him or her. 


Verbally abusive –


	 threatens, screams, curses at caregivers, family or others 


Yelling/ screaming- 


	To utter a loud or piercing cry.
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Physically agitated/aggressive: 


Assaultive –


 	There is a documented or confirmed incident where the individual was physically abusive/ combative, hit, shoved, scratched, punched, bit etc.  These symptoms will occur at times other than during the provision of personal care.  These symptoms will occur towards a caregiver, family member or others. 


Breaks, throws items – 


	Breaks and/or throws their own or other's property. 


Combative during personal care – 


	Hits, shoves, scratches, bites, pinches, etc. caregivers when attempting to provide care.
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Hiding Items – 


	Conceals items from others.  The items can be the individual's property or that which belongs to others.


Hoarding /collecting – 


	Storing up excessive amounts of food, medications, magazines, etc. which are well beyond one's current needs.


Intimidating/threatening – 


	Individual attempts to force or deter someone else using threatening gestures, threatening stance with no physical contact, shouting or screaming angrily, personal insults, curses directed at someone else, using foul language in anger, kicking the wall, throwing furniture, etc. This includes explicit threats of violence against others. 
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Rummages through or takes belongings of others –


	without appropriate consent.  E.g. goes through someone else's drawers, looks thru or takes other's mail.


Seeks vulnerable sexual partners – 


	This includes any instance of deliberate sexual violence such as heterosexual or homosexual pedophilia, heterosexual or homosexual incest, rape of adult males/ females, or sexual violence toward family members or others.


Wanders 


	within the residence or facility or may wander in an enclosed area, but does not exit seek.
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Wanders inside and is exit seeking 


	or gets outside or off the property.

Definition:     Wandering - individual moves about with no discernible, rational purpose.  A wandering person may be oblivious to his/her physical or safety needs. Wandering behavior should be differentiated from purposeful movement (e.g., a hungry person moving about their living area in search of food). Wandering may be by walking or wheelchair.  Do not include pacing back and forth or elopement as wandering behavior). 
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Inappropriate or unsafe behavior: 





Disrobes in public – 


	Public disrobing targets dress behavior that is contrary to local community laws, norms and individual's usual behavior.  The individual is unaware that this is inappropriate. Examples of inappropriateness would include, undoing buttons on blouse so that breasts are exposed, taking off pants etc.


Eats non-edible substances/objects (Pica) – 


	This is the persistent eating of non nutritive substances for a period of at least one month.  There is no aversion to food.  This behavior must be developmentally inappropriate and not part of a culturally sanctioned practice. The eating of non nutritive substances is an associated feature of other mental disorders e.g., pervasive developmental disorder, mental retardation. 
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Fire setting behaviors – 


	Targets deliberate fire-setting behavior (individual has set fires or attempted to set fires in wastebaskets, on bed linens, drapes, etc.) 


Inappropriate toileting/menses activity (specify) – 


	Includes smearing or throwing feces, urinating in inappropriate places, shredding sanitary napkins, smearing blood. 


Injures self –


	 Includes both lethally motivated suicidal behavior (intentional, self-inflicted attempt to kill oneself), and behavior inflicting intentional self-injury without suicide intent (e.g., self-mutilation).  This does include head banging, self-choking, poking self in eyes.   The following are not considered self-injurious behaviors for this item:
non-intentional, accidental or unconscious self-destructive behaviors that may lead to injury or premature death (e.g., chronic substance abuse, hyper obesity, non-compliance of treatments for illness, risk taking behaviors). 
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Left home and gotten lost – 


	The individual got lost in familiar surrounding and was unaware of the need to ask for assistance. This may occur on a walk, when driving a car or in a public place where they are unable to find their way home. 


Law breaking activities – 


	Or other problems that resulted in law enforcement involvement or place the individual at risk for law enforcement involvement (e.g., shoplifting, theft, trespassing, forgery, disturbing the peace, etc).  It is not necessary when coding for this items that these be a criminal charge.  However, if an individual has a history of criminal activity with a charge(s), document this here; or because of diminished capacity (the prosecutor is unwilling to charge) and they have engaged in activities that would put them at risk for criminal charges or police involvement document this here. 
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Sexual acting out-


 


	Sexual behavior that is contrary to usual social norms.  For example, masturbating in public or in areas where others are present, inappropriate touching, etc. The individual does not intend to victimize others. This does include deliberate exhibitionism towards adult males/females or towards children in order to elicit reactions from others.  The individual is aware that the behavior is inappropriate.  (This does not include an individual who masturbates in private.) 


Spitting –





	spits inappropriately e.g. on the floor, or at others etc.
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Up at night when others are sleeping and requires intervention(s)- 


	Includes being awake and calling out, but not getting up; also includes being awake and out of bed, moving around the house when others are sleeping, and disturbing the milieu. 


Unsafe cooking – 


	has left stove on  Also includes evidence of burned pots/pans, burned food, fire in microwave, etc 


Unsafe smoking- 


	Burns cigarettes down to fingertips, smoking in unauthorized areas, not using ashtrays or other containers, smoking when on oxygen, etc.  This category includes instances where there was an actual, accidental fire. 
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Other Items that impact the Behavior Algorithm


A Depression Score of 14 or greater








Mental Health Therapy/Program identified as a Need on the Treatment Screen
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Questions








34


























image2.emf









image3.emf









image4.emf









image5.png


ing Sample 1, Re:

File Action Administration Help

=181]

E Online
Training Sample 1, Region 4
W Client Details
=-# LTC Pending Interim 08-27-2008
@ Environment
@ Medical
# Indicators
“® communication
= @ Psych/Social
& MMSE
# Memory
(9o
® Depression
- # suicide
® Sleep
\-® Relationships/interests
#® Decision Making
“#® Personal Elements
# Mobility
@ Toileting
#® Eating
#® Hygiene
“® Household Tasks
+*# Functional Status
[ Care Plan
(@ LTC Current Initial 04-09-2008

E Friday, Susie
Offline SERs

Behavior

Has client had any mood or behavior symptoms in last 5 years? *

es >

BehaviorList

Changes?.

—

SI=T

# | Type

Name

1/Symptoms of distress

2/Symptoms of distress Repetitive complaints/questions

Easily irritable/agitated

Behavior Detail

Type: [symptoms of distress

Name: [Repetitive complaints/questions
Status:

Current

Frequency (last7 days): Alterability (last 7 days):

Intervention;

103 Days |

[Easily attered

Comments/Caregiver Instructions

and the complaints subside.|

The client makes constant complaints about everything however she can he easily redirected to a task

2t

Describe effective interventions.

o

Wistart| | @ (@ (| ) cosuments - Merosoit

| /G Mierosoft Powerpoint -(.. |[[Z] CARE Office: King Cen..

2| WACARE (wacare Helpset)

@

2 [e% ) & [PUORNSD = BH smm








image6.emf









image7.emf









image8.wmf





image9.emf









image10.emf









image11.emf









image12.emf









image13.emf









image14.emf









image15.wmf








ASSESSING FOR
BEHAVIOR USING CARE








image5.emf



Microsoft_PowerPoint_Presentation4.pptx

Reflection of non-ADSA paid Resources


Informal Supports in determination of unmet needs

















Along with an assessment of a client’s unmet, personal care needs, we are also assessing the amount of informal or unpaid assistance the client will have available to meet these needs.
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Who are the most common informal supports?





Spouse/partner


Household members


Family


Neighbors





Let’s start with the QA tool…..

















The most common type of informal assistance comes from others who live in the home, other than the paid caregiver, including a spouse or partner, children over 18, and other family members. Support may also come from neighbors or other family members who live near by and are available to provide consistent support. To learn more, let’s take a look at how the QA tool measures our reflection of informal support.
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Were informal supports reflected in Status?


Common Error #1:





Shared tasks (Meal Preparation, Shopping, or Housework) scored as Unmet when client lives with spouse, other adults, or paid provider. 

















When there are other adults in the client’s household, whether they are paid providers or not, we will always reflect the fact that certain, basic household tasks are usually shared (unlike personal care) unless the client has special needs.





Examples of shared tasks:





If the client’s laundry is included in the household laundry, Status for Housework would be Met or Partially Met.


If the client’s meals are prepared and shared with household members, Status for Meal Preparation would be Met or Partially Met. 


If the client’s shared space is cleaned when entire house is cleaned, Housework would be Met or Partially Met.


If the client’s shopping is done along with the household’s shopping, Housework would be Met or Partially Met.








3





Were informal supports reflected in Status


Common Error #2:





Status for “Nails Trimmed” on Foot screen is “Needs” when an informal support will be performing task (podiatrist, spouse, client, etc.)

















The Foot and Screen screens have a Status field that you will use to reflect the type of provider who will perform the task. Here are some tips:





Status will be Need Met if an unpaid provider will perform task…by unpaid we mean a provider not paid through COPES or MPC or MN waiver. For example: Client’s nails will be trimmed by her mother, who will not be the paid provider….Status would be “Need Met”.





Remember, if you have a diabetic client, a paid provider can perform the task ONLY if they are considered to be a family member by the client. So if a diabetic client’s family member (who wants to be paid for all personal care) is also the paid provider and they are trimming the client’s nails, Status would be “Needs”. If a diabetic client is going to have an agency provider, Status for nail trimming would be “Need Met” because agency workers are not allowed to trim nails of a diabetic clients and an informal support would need to be assigned to the task. (Nail care may be self-directed to an IP.)
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More about Feet


Nails trimmed should always be selected


Need Met means assigned to Unpaid provider.


Needs means assigned to Paid provider


Diabetics or clients on blood thinners may have nails trimmed by Paid provider if IP Family or RN in facility.











Were informal supports reflected in Status?


Common Error #3:





Status is coded as Unmet but is assigned to an Unpaid Provider on the Support screen.


Status is Met and assigned to Paid Provider.











Make sure you pay attention to the P’s, U’s, and M’s on the Support screen and double check before transferring case. 





Tasks with a U may only be assigned to paid providers.





Tasks with a P may be assigned to a paid AND unpaid provider. (However, in cases in which no informal support is being provided, but Status is partially met due to multi-client household policy, no unpaid provider needs to be assigned.)





Tasks with an M may only be assigned to unpaid providers.
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Were informal supports reflected in Status?


Common Error #4: 





Informal supports are listed on Collateral Contact screen but not assigned to Partially Met tasks on Support screen.











Check the roles assigned to those listed on the Collateral Contact screen. If there are other adult members of the household or if there are people listed as informal caregivers, they should be assigned to Partially Met tasks on the Support screen. Make sure the list and the roles are up to date and the roles are appropriate. 





If there is a lot of apparent informal support listed on this screen that is NOT assigned to Partially Met tasks, then best practice would be to explain why they have not been considered as available.
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How do I assess for informal support? Ideas……


Ask while entering Informal Support as role on Collateral Contract screen.


Ask when entering other household members as Collateral Contacts.


Ask who will be providing care when paid caregivers not present.


Ask about household tasks at beginning of assessment.


Describe in “Reason for Assessment”. 











A great time to assess the availability of informal support would be when entering or updating the Collateral Contact screen. Start a conversation about the household routine, who does what, when, especially when it comes to household tasks. 





Ask about the household schedule and who will be available to assist client when/if paid provider is not present. You will get much better information if you address this issue at the beginning than waiting to address it on each screen…keep things conversational.





A good way to assess for both functional ability and informal support is to just ask for a description of their day….that day:





Who was here when you got up? Did you need help sitting up? Did anyone help you? What kind of help? How did you get out of bed? Did anyone help you? Do they always help you? How did you get your robe on? …..By the end of this conversation you will have a very clear idea of both ADL/IADL scoring and available, informal support than if you had asked screen by screen. You can then click on each screen and describe the kind of care the client needs.





"Ask about who is providing care, about when they are present, and about if they can continue to provide this care informally."  From this you will learn where informal supports are already in place and you will see the gaps that need to be filled by a paid caregiver.
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