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H16-044 – Policy and Procedure
May 16, 2016
	TO: 
	Home and Community Services (HCS) Division Regional Administrators

Area Agency on Aging (AAA) Directors



	FROM:
	Bea Rector, Director, Home and Community Services Division


	SUBJECT: 
	Revisions to Long-Term Care (LTC) Manual Chapters 3, 5, 6, 10, 16, and 29 

	Purpose:
	To announce the release of the latest updates to LTC Manual 

Chapters 3, 5, 6, 10, 16, and 29 

	Background:
	Changes to the chapters include:

· Chapter 3: Assessment and Care Planning 

· Chapter 5: Case Management

· Chapter 6: Adult Protective Services

· Chapter 10: Nursing Facility Case Management and Relocation

· Chapter 16: Assistive Technology

· Chapter 29: Roads to Community Living/WA Roads 

 

	What’s new, changed, or

Clarified
	A brief list of changes include, but not limited to: 

Chapter 3: Assessment and Care Planning 

· Community First Choice implementation
· IPOne/P1
· Weekly Plan of Care 

Chapter 5: Case Management
· Workload Efficiencies (MB 15-050)
· Update to 30 day visit/contact (MB 16-010)

· Community First Choice/Person Centered Planning

Chapter 6: Adult Protective Services
· Clarification between when to place a “restriction” vs “high profile and critical incidents”

· Update in reporting to Medicaid Fraud Control Unit (MFCU)

· Addition of sharing information with Tribal law enforcement 
Chapter 10: Nursing Facility Case Management and Relocation

· Added references to Community First Choice
· Clarification that a client returning to a different Skilled Nursing Facility following a hospitalization needs a new NFLOC assessment
· Adds details on how to authorize the use of state funds for clients who do not meet NFLOC 
Chapter 16: Assistive Technology

· Clarification and language clean-up
Chapter 29: Roads to Community Living/WA Roads 
· Removed references to WA Roads
· Clarification that a client must choose between RCL and ECS when eligible for both 

· Added process to re-enroll an RCL participant following a SNF stay of greater than 30 days 
 

	ACTION:
	Begin using the revised LTC Manual Chapters policies and procedures.



	ATTACHMENT(S):  
	Chapter 3, Assessment and Care Planning

[image: image1.emf]FINAL DRAFT  Assessment Chapter.doc


Chapter 5, Case Management

[image: image2.emf]LTC Manual  Chapter 5 May 2016.doc


Chapter 6, Adult Protective Services

[image: image3.emf]Chapter 6 April 29  2016 with accepted changes (2).doc


Chapter 10, Nursing Facility Case Management and Relocation

[image: image4.emf]Chapter 10.docx


Chapter 16, Assistive Technology

[image: image5.emf]Assistive  Technology Chapter 16 2015.doc


Chapter 29, Roads to Community Living 

[image: image6.emf]Chapter 29 Roads  to Community Living May 2016.docx



	CONTACT(S): 
	Chapters 3 and 5

Rachelle Ames, CARE Program Manager

360-725-2353
AmesRL@dshs.wa.gov 
Chapter 6

Jackie Heinselman, APS Program Manager
360-725-2616
heinsje@dshs.wa.gov 
Chapter 10 and 29

Debbie Blackner, Systems Change Specialist
360-725-2557
BenneD@dshs.wa.gov 
Chapter 16

Patty McDonald, ADA/LEP Program Manager 

360-725-2559
McDonPM@dshs.wa.gov 
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Case Management


The purpose of this chapter is to explain the philosophy of case management, HCS and AAA case management responsibilities, and the case management tasks required for in-home, residential, nursing facility, and hospital clients.

Section Summary 


· Goals and Functions of Case Management: Read more about the philosophy of case management.

· Case Management Responsibilities: Find out about core and supportive functions.

· Types of Case Management

· 
In-Home Case Management including Targeted Case Management

· Residential Case Management

· Hospital Case Management

· Nursing Facility Case Management


· 
Joint Case Management

· Non-Core Case Management

· Case Transfer Guidelines

· Transferring a Case in Barcode

· Case Transfer Guidelines for Institutional (Hospital, Nursing Facility, or ICF-MR) Settings

Resources 

Challenging Cases Protocol 




Intervention Services (APS)

Washington Roads   


Rules and Policies

Read more about rules and policies on this subject.


Forms

Find out more about the forms listed in this section.


Ask an Expert

You can contact Rachelle Ames at (360) 725-2353 or AmesRL@dshs.wa.gov.

Goals and Functions of Case Management


Goals of Case Management


The primary goals of case management are to assist the client to develop a plan of care to enable them to reside in the setting of their choice and to monitor that plan.  Case managers will support the client’s independence by coordinating and offering assistance to access needed services. Case managers are custodians of the state’s resources and must balance a client’s choice with program limits. 


Case managers:


· Educate clients, family members, support systems, and other service providers that a comprehensive plan of care is developed within the choices and resources available and that meeting all needs may not be possible. 


· Must not view limited choice as a restraint on creative care planning. As a manager of state resources, staff should utilize naturally occurring resources or access non-traditional means to assist a client in meeting his/her needs and to develop supports based upon realistic expectations and coordinated problem solving.


· Provide client-centered services, evaluating informal and community supports, with an overarching goal of preventing unnecessary institutionalization.


· Support/maximize client independence and self-direction.


		What are examples of balancing client choice with program limits?


· Only authorizing services that meet an UNMET need not provided by informal support.


· Not making payments to providers who have a disqualifying criminal history, disqualifying APS, CPS, or licensing issues, or have not completed required training.


· Only providing services to someone who is functionally and financially eligible (i.e. low income alone does not automatically make someone eligible for services).


· Offering assistive devices to help meet needs rather than 24-hour in-home care.





Functions of Case Management


Core functions include:


· Assessment. Perform a face-to-face assessment with the client in the client’s residence to determine service needs and program eligibility at least annually.


· Planning/Plan monitoring.  Develop a plan of care with each client, authorize services according to that plan, and authorize the client’s choice of qualified provider. Monitor, through periodic home visits (scheduled and unscheduled) and telephone contacts, to see if the plan is being appropriately implemented and if the services provided are meeting the client’s needs.

· Mandatory Reporting: Report abuse, abandonment, neglect, self-neglect, or financial exploitation to Adult Protective Services (APS) per Chapter 74.34 RCW.


· Report Suicide Ideation: If this client has a plan, the means to carry it out, and a time planned, do not leave the client alone.  You may withdraw to a safe distance if you fear for your own safety (loaded gun, etc.) and call 911.  Contact the local county Designated Mental Health Professional (DMHP), explain what the client has told you and that you are concerned for the client’s safety. 

· Termination Planning.  It is good practice to let all clients know that their services are based on their current needs and can change if their needs change.  This is especially true if they are ill with a temporary condition (e.g. post surgical, broken bone).  When the CARE assessment determines that a client is no longer eligible: make necessary referrals (if needed) to transition to other services, provide adequate notice, via a Planned Action Notice (PAN) and close services in the necessary timeframes.  

Core functions may not be waived by the client.


Supportive functions may include, but are not limited to:


· Client Advocacy.  Support client self-advocacy. Intervene with agencies or persons to help clients receive appropriate benefits or services.  Clients may also request assistance with advocacy from their case manager even when they are able to advocate for themselves.


· Assistance.  Assist clients to obtain a needed service or accomplish a necessary task that, due to physical or cognitive limitations, they cannot obtain independently.   

		· What are examples of assistance?


· Completing a form.


· Researching a living situation.


· Assistance with moving arrangements.


· Arranging transportation.


· Assisting with Medicaid eligibility review.


· Other services related to the plan of care.

· Assistance with locating, hiring, contracting, and terminating providers of their choice.


· Assistance applying for administrative hearings and access to an administrative hearing coordinator.





· Referrals. Making and following up on mandatory referralsas identified in the assessment.


· Family Support.  Assist the family or others in the client’s informal support system to:


· Make necessary changes in the home environment and/or lifestyle that clients have agreed to; 


· Encourage changes in high risk behaviors or choices that may improve the stability of the plan of care or improve health and psych/social outcomes;

· Plan a move to or from residential care, etc.


· Encourage caregiver self-care through support groups, education, and assistance accessing resources.


· Crisis Intervention. Provide short-term crisis intervention in an emergency situation to resolve the immediate problem before a long-term plan is developed or current plan is revised.  Crisis intervention may include, but is not limited to:


· Use of exceptions to rule.  

· Arranging for temporary placement in an AFH or a NF.


· Authorization of Client Training services.


· Calling 911.


· Access Resources.  Examples of available resources include: discharge resources, local community services, assistive technology and benefits under the Medicaid State Plan.

Handling Challenging Cases.  Follow the “Challenging Cases Protocol” when the recommended plan of care, appropriate to the client’s health, welfare, or safety, cannot be implemented.  

Case Management Responsibilities


Per RCW 74.39A.095, case management responsibilities for long-term care clients are shared by Home and Community Services and the Area Agency on Aging.


		Home and Community Services (HCS) Responsibilities




		Area Agency on Aging (AAA) Responsibilities



		1. Newly admitted to a NF who will likely stay in the NF for more than 30 days:  Medicaid applicants, Medicaid clients, and dually eligible for Medicare/Medicaid.


2. Long-term Medicaid residents of nursing facilities and those residents who are converting or likely to convert within 180 days to Medicaid (from Medicare or private pay).


3. Newly admitted to or current Medicaid residents in Adult Family Homes (AFH), assisted living facilities, Enhanced Adult Residential Care (EARC) facilities, and Adult Residential Care (ARC) facilities.


4. Any adult with prior Adult Protective Services (APS) involvement and in need of ongoing case management and not receiving Core services.  See APS chapter for more information on APS.

5. Initial entry into ALTSA-funded in-home or residential long-term care services.

6. Hospital discharge.

7. Private Duty Nursing clients.

		1. All clients, age 18 and older, receiving ALTSA-funded, community-based services in their home.


2. In-home Medicaid clients who are temporarily in institutional settings. See the Case Transfer Guidelines Section of this chapter for additional information.

3. Based on staff resources, adults age 60+ who reside in the community, and are not receiving LTC Core Services are assessed as able to remain in a non-residential setting, and:

a. Require multiple services and/or related activities performed on their behalf;


b. Are unable to obtain the required services and/or perform the required activities for themselves;


c. Do not have family or friends who are able and willing to provide adequate assistance;


d. Meet a-c above and require ongoing case management after an Adult Protective Services (APS) investigation has been completed.


4. If the AAA wants to limit the criteria outlined in 2, it must be approved by ALTSA and included in the contract.





Who is responsible for which cases?

Types of Case Management


Providing In-Home Case Management 


HCS will:


1. Perform an initial assessment.


2. Develop the service plan.


3. Ensure clients are informed of choices among qualified providers.


4. Complete necessary background checks, IP contracting and orientation.


5. Authorize services.


6. Transfer the case to the AAA.  Refer to the Case Transfer Guidelines within this chapter.

Once the AAA receives the case from HCS or another AAA:

1. Case managers will make a face-to-face visit in the client’s home within 30 days of assignment to the Primary Case Manager (PCM) in CARE in the following circumstances (case must be assigned to PCM within 5 business days per Chapter 5, Case Transfer Guidelines):


a) Client is identified as Targeted Case Management (TCM) by the receiving office or by the transferring office on the CARE Overview screen; or

b) Client has Behavior Point Score (BPS) >6  as documented in CARE (PCR, PCRC, and/or CARE results);  or

c) Client has a documented current pressure ulcer; or

d) The current assessment was performed in a 

· SNF, or

· Hospital, or


· A different in- home setting than the one they are currently residing in, or


· Residence screen indicates client has been homeless in the past twelve months; or 


e) Explicit Terminal Prognosis is documented in CARE or End of life/hospice is indicated on Case Transfer form or treatment screen; or

f) Supervisor or case manager has discretion to make a face-to-face visit even if any of the above criteria are not met to require a visit.

g) If annual assessment is due within 2 months, an annual reassessment may be done at the 30-day visit. If the AAA worker participated in a case staffing in the client’s home, this would meet the requirement for a 30-day visit.

2. If a client does not meet the criteria for a 30-day face-to-face visit, the case manager or a case aide must make a telephone call to the client within 30 days of initial assignment to the receiving worker and confirm that the client is receiving services as identified in their care plan. The telephone contact must be with the client. A client’s representative may be contacted only if the client is unable to communicate. If someone other than the client is contacted, document the reason in the SER.


· If the telephone call results in any concerns that require a face-to-face visit listed in #1 above, the case manager will schedule a face-to-face visit within 45 days from the date the case was initially assigned to a worker in the receiving agency.   


The telephone or face-to-face (30-day) contact includes sharing and gathering the following information:

· CM/RN/CA introduction to client and reason for the contact.


· Confirming that the care plan is meeting the client’s identified needs and preferences (e.g. personal care, equipment, resource/referrals, follow up appointments, client’s comfort level with the care).

· Determining if there have been any changes in the client’s condition, service plan, supports or preferences for case management follow up. 


· Advising client/client representative to call the CM/RN if there are concerns at any time.


· Verifying the client has contact information for the CM/RN and knows how and when to contact the case manager.  

· Document in a CARE SER note, using the appropriate Contact Code (Telephone Call or Home Visit) and the “30 Day Visit” Purpose Code, containing  a summary of the discussion/results. 


AAAs wishing to exceed the standard may use the 30-day call to schedule a face-to-face visit within 45 days from the date the case was initially assigned to a worker in the receiving agency, for the lower risk clients.


Note: If the file has been returned to HCS per the Case Transfer policy, a new 30-day period begins on the date of the latest electronic transfer to the AAA.


3. One annual face-to-face assessment in the client’s home must be completed at least every annual cycle.  Significant Change assessments (if they occur) reset the Plan Period annual clock.  (See Ch. 3 for discussion of assessment Plan Period and when a Significant Change assessment should be considered temporary.)  A Plan Period Tickler will warn 40 days before a Plan Period expires. 

4. All clients will also receive regular monitoring contacts to monitor the plan of care, especially any issues that were not resolved at the time of the last face-to-face visit. Clients who meet any of the targeted case management (TCM) criteria will receive more frequent contacts (see TCM section). 


a. For Non-Targeted clients, three monitoring contacts are required annually in addition to the face-to-face assessment. These contacts can be by phone or in person.  The 30-day visit may count as one contact in the first year. Monitoring plan contacts made by HCS will also count in the first year.

b. Contacts with the client to assist them with critical needs related to: health & safety; maintenance of community living status; or the plan of care will count toward the required annual monitoring contacts.


c. Activity that originates around a supportive function can also be used as a monitoring contact if service plan delivery is discussed.


d. You may contact a client representative or other collateral contact only if the client is unable to communicate. If you contact someone other than the client, document the reason in the SER.


e. Document all contacts you consider as monitoring contacts in SER using Purpose Code “Monitor Plan”.  This will enable an automated Tickler (starting 5/09) to notify the CM if more than 4 months have passed since the last Monitor Plan SER entry. 


Targeted Case Management (TCM)

Targeted Case Management criteria include, but are not limited to the following:


· Has a potential for abuse and neglect as identified in the assessment on the Legal Issues screen or in the SER.  This includes all clients who have: had an Adult Protective Service (APS) referral in the last year or had an open APS case.


· Lives in an environment that jeopardizes his/her personal safety, as identified in the assessment on the Environment screen or in the SER.


· Is not always able to supervise his/her paid provider as identified in the assessment on the Decision Making screen and no one is identified on the Decision Making screen as the person responsible for supervision.


· Has thought about suicide in the last 30 days, as indicated on the Suicide screen.


· Is sometimes or rarely understood, as identified in the assessment on the Speech/Hearing screen.


For targeted clients, the purpose of these contacts is to monitor issues related to the client’s targeted criteria as well as client condition and service plan delivery. Document each discussion with the client in the SER. Examples of targeted case management include:


1. Working with the client to find a payee to manage his/her finances when there is evidence of financial exploitation. 


2. Helping the client locate housing in a safe neighborhood.


3. Encouraging the client to consult a mental health specialist about his/her suicidal ideation and depression. 


Contact requirements for targeted case management include: 


a. At least one additional face-to-face visit in the client’s home within one year from the beginning of TCM and each year following.  If the 30-day visit occurs during the first year, it may count as the additional face-to-face visit.  Visits may include AAA nursing assessments and /or collateral professional in-home contacts that have conferred with the case manager and agreed to represent the case manager’s concerns and needs while on-site.  These in-home contacts report back to the case manager after the on-site visit.

b. In addition to the face-face requirements, at least four monitoring contacts with the client are required annually.

i. You may contact a client representative or other collateral contact only if the client is unable to communicate.  If you contact someone other than the client, document the reason in the SER.


c. Use the TCM Service Episode Record contact code to designate the date TCM began or was terminated.


i. Document the reason(s) the client was placed on targeted case management.


ii. Document the reason(s) the client was terminated from targeted case management.


iii. Document the reason the client was not placed on targeted case management if he/she meets targeted criteria. (Possible example: APS investigation in last year of an IP who no longer works for client.)


d. Use the “Targeted Case Management?” item on the Overview screen to indicate whether the client is currently receiving TCM services.


In-home to Residential Placement Guidelines


If a client desires placement in a residential facility or nursing facility, follow case management guidelines outlined below.  Prior to transferring the case to HCS, you will need to:


· Work with the client and family.  Inform the client of alternative options, personal needs allowance (PNA) limits, etc.


· Complete the necessary forms, perform another assessment or update CARE (e.g. change the setting on the Care Plan screen) as needed.


· Contact HCS and review the request for admission, placement options, RSN status and the most current assessment.


· Verify that the facility has a Medicaid bed available and is contracted to provide for any special needs (e.g. dementia).


· Have clients sign an Acknowledgement of Services form, if appropriate.


· Have the client sign the revised Service Summary or give verbal approval prior to authorization of services in the new setting. Document plan approval in the SER.

· Review the Assessment Details and Service Summary with the provider prior to placement and document in the file.


· Notify financial using the DSHS #14-443 form or within Barcode and, if applicable, get updated participation amounts from financial.  If the client does not enter on the planned date, the participation may need to be adjusted.


· Close all in-home authorizations and open residential authorizations.


· Notify HCS that the client has moved and transfer the case to HCS if the client is expected to stay more than 30 days in the residential or nursing facility. 


· Ensure current RSN Transmittal form (DSHS 13-712) is in the file, if appropriate.


Further information can be found in the Providing Residential Care Case Management and Nursing Facility Case Management sections of this chapter.


Providing Residential Care Case Management 


HCS provides initial and ongoing case management to all Medicaid clients in Adult Family Homes and licensed boarding homes who have contracted with ALTSA to provide Assisted Living, Enhanced Adult Residential Care, and Adult Residential Care services.  


Initial Residential Case Management Responsibilities


3. Perform an Initial assessment.

4. Complete the:

· MPC/RSN Transmittal (DSHS #13-712) form for RSN-funded clients.


· Individual with Challenging Support Issues (DSHS #10-234) form for clients with challenging behaviors (assaultive, destructive, self-injurious, inappropriate sexual behaviors, or history of misdemeanor behavior).


Coordinating with the Client and Family


1. Work with the client and the family.  If the client does not request the placement (often a member of the client’s family will contact the social worker about a placement), determine if the client is also requesting to be moved.


a. Explain that the client will pay participation and will have only a limited amount of money for personal use.

b. Have the client sign an Acknowledgement of Services form (DSHS #14-225), if appropriate.

c. Have the client sign the Service Summary or give verbal approval prior to authorization of services in the new setting.  Document plan approval in the SER.

2. Use the AFH/BH Lookup Application to identify facilities with available Medicaid beds. (Note: The lookup list does not reflect current Stop Placement actions.)  Send the list to the client and/or the family so they can visit as many as possible before making a choice.  For AFH placements, if you identify clients with:

· Dementia or special care needs, you must place/move them into an Adult Family Home with that specialty designation.


· An Axis I or Axis II DSM IV diagnosis, you must place/move them into Mental Illness Specialty Adult Family Home. 


· Skilled nursing tasks needs, you must place them in an AFH that has Nurse Delegation training.  Skilled nursing may need to be provided by visiting nurses.  Not all tasks are subject to nurse delegation and the client may need to be placed in an AFH owned and operated by a Registered Nurse.


Coordinating with the Residential Provider


1. Contact the facility to confirm a Medicaid vacancy.  Provide and review assessment details and service summary with the facility to determine if the facility can meet the client’s needs.  Disclose the rate generated by CARE and discuss possible admission date. Document outcomes in the SER in CARE.

2. Within 30 days of the client’s admit or conversion (as documented in CARE), assigned staff will visit the facility, meet with the client and facility staff to review, discuss, and sign the Negotiated Care Plan (NCP) or Negotiated Service Agreement (NSA) in any of the following circumstances:

a) The client was admitted from WSH, ESH, DOC, or another specialized institution; (e.g. Hospital Psych Unit, Eval/Treatment center, etc.);  or


b) Client has Behavior Point Score (BPS) >6 as documented in CARE (PCR, PCRC, and/or CARE results); or


c) Has a potential for abuse and neglect as identified in the assessment on the Legal Issues screen or in the SER.  This includes all clients who have had an Adult Protective Service (APS) referral in the last twelve months or have an open APS case; or


d) Is coded as making Poor Decisions or No/Few Decisions in the assessment on the Decision Making screen and does not have an authorized representative (AREP) or informal decision maker identified in CARE; or


e) Has thought about suicide in the last 30 days, as indicated on the Suicide screen; or


f) Is sometimes or rarely understood, as identified in the assessment on the Speech/Hearing screen; or


g) Client has a documented current pressure ulcer; or 

h) Explicit Terminal Prognosis is documented in CARE or End of life/hospice is indicated on Case Transfer form or treatment screen. Or

i) Supervisor or Case Manager/Social Service Specialist has discretion to make a face-to-face visit even if any of the above criteria are not met to require a visit.

For clients converting from private pay to Medicaid, if they have been in a residence more than 30 days prior to conversion, a 30-day visit is not required.  The signed NCP or NSA may be obtained by mail or fax.


3. If a client does not meet the above criteria for a 30-day face-to-face visit in the facility, have the facility fax/send the NCP/NSA to the worker. The worker must phone the client and facility staff to review and discuss the Negotiated Care Plan (NCP) or Negotiated Service Agreement (NSA) within the same 30 day timeframe.  


· If the telephone call results in any concerns that require a face-to-face visit listed in #1 above, the worker will schedule a face-to-face facility visit within 45 days of the client’s admission, conversion, or transfer to their current residence.

The 30-day telephone or face-to-face contact includes sharing and gathering the following information:


· Introduction to client and reason for the contact.


· Discussing whether the NCP or NSA is meeting the client’s identified needs and preferences and determining their satisfaction with it.

· Determining if there have been any changes in the client’s condition or preferences for case management follow up. 


· Advising client/client representative to call the Case Manager/Social Service Specialist if there are concerns at any time.


· Verifying the client has contact information and knows how and when to contact the Case Manager/Social Service Specialist.  

· Document in a CARE SER note, using the appropriate Contact Code (Telephone Call or Home Visit) and the “30 Day Visit” Purpose Code, containing  a summary of the discussion/results. 


· Include a copy of the NCP or NSA with signatures of the provider and client in the client’s electronic file once received by mail or fax. 


4. If items were not taken into account during the development of the NCP or NSA, meet with the provider and attempt to resolve these issues prior to signing the agreement.  Formal meetings should occur as appropriate to resolve issues of concern.


Ongoing Residential Case Management Responsibilities 


Visiting and Assessing the Client Annually or Sooner


1. Determine the frequency of  contact with each client based on the client’s:


· Care needs.  Does health status change frequently and/or is the client unstable?


· Cognition.  Does the client have impaired cognition and/or communication skills?


· Emotional, psychiatric, and/or behavioral problems.


· Support system.  Does the client have a family or social support network?

2. Perform Annual or Significant Change assessments.  Obtain and document client consent in the SER using the plan approval purpose code.  Provide assessment details/service summary to the provider.  

Coordinating with and Monitoring Providers


1. Review the NSA at every face-to-face assessment to ensure that the client’s needs are being met.  Reassess and make changes to the NSA with the client, facility staff, and others when there is a change in client condition and/or care needs. 


2. Communicate with providers.  The HCS Regional Administrator and the RCS Regional Administrator may arrange for regularly scheduled meetings between staff to facilitate communication about the coordination of their efforts with providers that are having problems meeting a client’s needs.  These meetings:


· Provide an opportunity to discuss new homes, new contractors, problem situations and concerns that need to be monitored;


· Should include appropriate HCS, RCS, AAA staff (such as social workers, community nurses, etc), adult family home licensors, contract monitoring staff, nursing services personnel, and local ombudsman;


· Should explore options which include but are not limited to: nurse consulting or nursing services intervention; referral to other community resources or services; and use of the discharge resources.  See the Nursing Facility Case Management Chapter of the LTC Manual for more details on discharge resources.

3. Review the records kept by the provider to monitor for services provided against the frequency and level of care described in the Assessment Details/NSA.


4. Review with each client the frequency and quality of the service the client is receiving from the provider.  If the client is not receiving the services he/she needs or finds the services unsatisfactory, discuss this with the client, his/her representative, and the provider in order to attempt to resolve this issue.  As needed, consult with the CNC, the AAA Nursing service, the Long-term Care Ombudsman, and Residential Care Services staff.  Refer to the Move and Relocation procedures, if this intervention is not successful in resolving the issue(s).


5. If needed, document in the SER the services not provided and the reason.  Document concerns regarding the quality of the service provided and how the issue was resolved by HCS staff, CNC or Nursing Services.


6. If the facility fails to develop a NSA, report this to Residential Care Services and document in the SER. 


7. Consult with Nursing Services about her/his visitation schedule.


8. Refer the client for a nursing assessment to determine the appropriateness of Nurse Delegation services if it is determined that the client needs professional assistance with any nursing tasks.


Calling the Complaint Hotline


Call the Complaint Hotline at 1-800-562-6078:


· Immediately if there is any indication of abuse, neglect, exploitation, or abandonment;


· To enter a complaint if the provider does not implement the plan or does not achieve the appropriate outcomes;


· To report any issue of concern regarding the quality of life and care for all residents.  Provide sufficient information about the issue for RCS staff to initiate an investigation. 



Complaint Resolution Unit (CRU) staff or RCS investigators may return calls for additional information.  Document in the SER activities or action taken.  This information will be available to RCS staff to complete their investigation or to take corrective action.


Note: APS investigates allegations of mistreatment of a vulnerable adult living in an AFH, BH, or NH when the alleged perpetrator is not affiliated with the residential setting.


Moving a Resident

If a resident is:


1. Placed in a nursing facility, follow the guidelines outlined in the Nursing Facility Case Management section.  


2. Discharged home, consider discharge resources and follow the In-Home Case Management section.  


Providing Hospital Case Management


Coordinating with Hospital Discharge Planners


HCS should establish procedures with local hospitals to ensure that there are no delays in discharge.  To do this:


1. Be available to local hospitals and provide them with the following information: office telephone number and fax number, list of assigned and back-up staff, and the Hospital Unit Supervisor/Program Manager name/telephone number.


2. Encourage discharge planners to refer as soon as it is apparent that community-based services are needed.


3. Meet the following timeframes for following up on hospital referrals.


Staff Responsibilities for Hospital Discharges


When the patient discharges from the hospital to in-home: 


· HCS is responsible for assessing Medicaid applicants requesting community-based services who have chosen to discharge home.  HCS will transfer the case to the AAA for ongoing case management.


· The AAA is responsible for existing clients returning to their own home following a hospital stay.  The AAA will:


· Reassess, as necessary, and coordinate care upon discharge.

· See the Case Transfer Guidelines in this chapter, for additional information.

Patient Discharges to a Residential Setting


HCS assesses:


· Medicaid applicants who have chosen to discharge to a residential facility.


· Existing clients who have been out of the residential setting over 20 days or if there has been a change in condition.


Patient Discharges to a Nursing Facility


Hospitals may discharge patients to a nursing facility without prior authorization from HCS.  

Note: This includes discharges from the emergency rooms or other situations where the client is not officially admitted (e.g. observation stay).  The hospital discharge planner or nursing facility must still notify HCS of pending admits.


HCS will perform Brief assessments for individuals (Medicaid and non-Medicaid) who have been identified as meeting the PASRR criteria prior to discharge from the hospital. 


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


Patient Discharges to a Transitional Care Unit/Rehab Center:

1. Do not assess Medicaid patients prior to admission to Transitional Care Units.


2. Do not assess Medicaid patients being admitted to Rehabilitation Centers unless the facility has specific beds that have been designated and licensed as NF beds and the patient is being admitted to one of these specific beds.

Nursing Facility Case Management


To learn more about Nursing Facility Case Management, see the Long-Term Care Manual, Nursing Facility Care and Relocation Chapter.

Providing Joint Case Management 


Joint case management may occur when there is a case staffing or when there is shared responsibility for a case.


Case Staffing


When do I hold a case staffing?  Hold a case staffing when:


1. Case management needs arise as a result of a current or past Adult Protective Services investigation.


2. Significant complications or confusion exists that may place the client at risk of premature institutionalization, including concerns about the caregiver or environment.


3. There is a need to discuss and transfer case management oversight for complex cases that meet the criteria for targeted case management.


How do I conduct a case staffing?


1. If possible, hold it in the clients’ residence or wherever they are receiving care.


2. Always include clients unless they choose not to or an extenuating circumstance prohibits them from participating.


3. As needed, include staff from HCS, AAA, other agencies, and formal and informal supports.


4. Ensure that clients have completed and signed a consent form authorizing all case staffing participants to discuss their information.


5. Involve your supervisor and/or administrator if there is disagreement among staff on how to resolve an issue.


Shared Cases


A case is “shared” when case managers from multiple offices are part of the client’s team.  Follow CARE guidelines when sharing a case, which means you and other team members will need to:


· Coordinate the assessment responsibilities.


· Use the same “look-back” periods.


· Ensure that there is one primary case manager per division.  (The AAA is considered part of HCS Division).

Shared Case Example:

When a Respite client applies for Core services, the case will be transferred to the HCS office.  However, the Respite worker will need to remain on the team as long as AAA respite services are in place.

For information on sharing cases with DDA, see the online tutorial.


Non-Core Case Management


If a client is not eligible for Core services, he/she may qualify for non-core services funded through the Older Americans Act (OAA), Senior Citizens Services Act (SCSA) or through other funding for locally available services. Non-core services could include services such as respite care, nutrition programs, exercise programs, or other locally available services. Clients who may need and be eligible for non-core services should be referred to the local AAA/I&A office for assistance. The AAA provides case management to clients receiving these services. 


Case Transfer Guidelines

Use these protocols when transferring a physical and electronic case record and paper file from one office to another.  At any point during a case transfer, the social worker/case manager may request a case transfer consultation or case staffing.  The case staffing may be done via telephone or in-person.


Transferring a Case

1. The transferring Social Worker/Case Manager is responsible for the electronic case record completeness and accuracy.  The Assessment and Care Plan section must meet minimum standards outlined in Chapter 3.  (The receiving agency will assign the case to an individual social worker/case manager within 5 business days.)  Prior to transferring a case where Fast Track Services are authorized, the transferring Social Worker/Case Manager will verify that at least pages 1 and 2 of the Medicaid application has been received by financial services.

2. In Barcode, the transferring office must hold the file and send all required documents listed on the electronic case transfer form to the Hub Imaging Unit (HUI) as “Hot Mail” including:


· Consent (DSHS 14-012)


· Notice to Clients Who Employ and IP Age 18-21 (DSHS 14-225)


· Acknowledgment of Services (DSHS 14-225)


· Rights and Responsibilities (DSHS 16-172)


· Client signed Service Summary (or with documentation of verbal approval)


· RCL Consent Form


3. Until file migration is complete, staff must also send the paper file to the receiving office.


4. Prior to transferring the case, the transferring Social Service Specialist/Case Manager must have received the CARE Service Summary signed by the client and call the client and/or the authorized service providers to verify that all services have been authorized and have started.  Use the phone call to notify the client of the imminent transfer and give the client contact information should they have questions/concerns prior to the receiving worker contacting them. The phone call may also be used to remind the client to return the signed CARE Service Summary within 60 days to avoid service termination. 

5. Environmental modifications will be arranged and contracted for prior to transfer.  Completion of the modification and payment of the services may be completed after the transfer of the case. Attach the Barcode Social Service Record (SSR) cover sheet before sending to HIU for receipts related to housing modifications.

The transferring Social Service Specialist/Case Manager must complete the Electronic Case Transfer form in Barcode/DMS prior to transferring the case in the Barcode system as required by policy.  The Case Transfer form is used to ensure all documents required for a particular program have been completed and included in the client’s record.  This form also serves as a means to communicate any special concerns with a case to the receiving office.  The financial worker will be able to see the case transfer form in the client’s ECR and will know that the case was transferred.

6. The transferring Social Worker/Case Manager must enter an SER in CARE when a file is transferred, including an overview of client safety concerns.

7. If transferring an initial in-home client, the transferring Social Worker may be responsible for additional client monitoring contacts if the case has been held significantly longer than 30 days.


8. When the case involves an Individual Provider authorization, the transfer materials will include a paper provider file to be transferred at the same time the ECR is transferred and will include the following information: 

· Copies of the IP’s ID and SSN Card;


· Contractor Intake form;


· Signed and countersigned contract;


· Background Authorization (DSHS 09-653);


· Background Authorization Interim Results with name and date of birth

· Character, Competence and Suitability Assessment (DSHS 10-468) (if criminal history or verified in SER);


· Confirmation of Safety and Orientation Training or verification in SER;

· WSP/FBI Fingerprint Appointment Form;


· WSP/FBI Fingerprint Results Final Letter;


· Additional IP documents.

9. The transferring Social Worker/Case Manager will verify record completeness using the Electronic Case Record Form before submitting to the supervisor for transfer.  Once the “Submit To” supervisor field is enabled, the date sent to the supervisor is populated.  The supervisor will receive notification that they have a transfer on their To-Do List.  The supervisor will approve for transfer.  If the supervisor determines additional items are needed prior to transferring the case, the supervisor will communicate this to the transferring staff from the electronic case transfer form with a note.  The worker will resolve and resubmit to the supervisor for transfer.  See LTC Manual Quality Assurance, Chapter 23 for supervisory file review requirements. 

Transferring a Case in Barcode


DMS is a system that bases all assignments on the current case manager of record. Once a case has been transferred in CARE, and until the receiving office has identified a new primary case manager on the Client Overview screen, DMS creates duplicate document assignments to the default worker at the receiving office and the former case manager to ensure someone takes an action on a document.   To alleviate this, the receiving office should assign a case manager as quickly as possible when cases are transferred between offices. However, case transfer policy states that the receiving agency will assign the case to an individual social worker/case manager within 5 business days.


Once the Case Transfer Form is submitted, the receiving office will verify all required program documents are in the electronic case file (or paper file if one still exists) and will have 5 days to assign the client to a case manager in CARE. During this time, assignments in Barcode are made to the default worker in both the sending and receiving office according to the matrix until the case is assigned in CARE.

1. Returning a Case


If the transferred case does not meet the minimum standards or has payment/authorization errors:


1. The receiving agency will notify the transferring agency within 5 business days of receipt of the file.


2. The transferring agency is expected to make necessary corrections to the file documents.  Whenever possible, this will be done electronically.  In rare instances, it may be necessary to return the physical file to the transferring agency for correction.  During this time, new assignments in Barcode will be made to the office of the case manager assigned in CARE.  Necessary changes will be made by the transferring agency within 10 business days from the date notification was received.  Unless the transferring agency is notified within the timeframe, the transfer will be deemed complete.


3. Track returned cases, using the form in the following section.


4. The transferring and receiving supervisors are responsible for resolving issues related to case transfers.  If any disagreement occurs, it will be addressed through the chain of command established by both the transferring and receiving agencies.  Unresolved differences between the HCS regions and AAAs should be referred to the Chief of the State Unit on Aging and Assistant Director of Home and Community Services Division or their designees for resolution.


NOTE: Additional information regarding the case transfer of in-home, Nurse Delegation clients can be found in Chapter 13 of this manual.


2. Tracking Returned Cases


Use the format listed below to identify trends and patterns in files that are identified as needing correction.  It is the responsibility of the receiving agency to document the reasons transferred files do not meet the transfer protocols.  Use the forms in discussions between AAA and HCS at local coordination meetings.  The identified trends and patterns will be used to determine training needs and to address personnel related issues.
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Case Transfer Guidelines for Institutional (Hospital, Nursing Facility, or ICF-MR) Settings


The intent of this case transfer policy is to encourage coordinated discharge/treatment planning in the best interest of the client. The AAA Case Manager, DDA Case Resource Manager, or HCS Residential SW should collaborate with the HCS NFCM to determine if, and when, a case transfer is appropriate for a client who intends to return to a community setting.  


In that regard AAA, DDA, and/or HCS staff may:


· Assess a client in the SNF or hospital;  


· Determine NFLOC in the NFCM screen of CARE (DDA does not have access to this screen);


· Attend care conferences at the hospital, SNF, or ICF/MR;


· Access discharge resources for clients, including MIIE for HCS clients;


· Review charts and/or files for discharge planning purposes.


Until file migration is complete, when transferring a case that has been in a nursing facility for more than 30 days and the majority of the file is paper, send any new documents to Barcode as file only. Only send documents as hot mail if they do not exist in the paper file and require some action on the part of the receiving office.


Timelines 


· The client file may remain with AAA/DDA for 30 days from initial admit to SNF, regardless of subsequent changes in institutional setting (hospital, SNF, ICF/MR).  The client may be kept longer if a return to the in-home setting is imminent. 


· If a hospital stay goes beyond 30 days, the AAA CM will coordinate with the HCS SW regarding possibility of transfer to HCS.


·  AAA/DDA CM may transfer the client to HCS immediately if the client does not intend to return to the in-home setting. 

Frequently Asked Questions about Case Transfer and DMS

Q: What documents should staff send to the HIU from the paper file when transferring a case for a client who has been in a nursing facility for more than 30 days?

A: Send the paper file.  Until file migration is complete, when transferring a case for a client who has been in a nursing facility for more than 30 days, scan any new documents to Barcode as “File Only”.  Only send documents as “Hot Mail” if they do not exist in the paper file and require some action on the part of the receiving office.

Challenging Cases Protocol

Introduction


Federal home and community services rules (42CFR440.180) and 1915 c waiver rules (42CFR441.302(a)) require that the state must assure that, “…necessary safeguards have been taken to protect the health and welfare of the recipients of the services” (page 323).  If the plan of care cannot assure the health and welfare of the client due to client environment or resource issues, invoke this protocol.  


The purpose of the “Challenging Cases Protocol” is to promote statewide consistency in dealing with difficult to serve clients before denying or terminating services.  The protocol promotes that service termination does not abdicate standard case management practice.  The protocol recognizes the client’s preferences of care, services, and life choices.  Any one factor or several factors of such a magnitude to jeopardize the health, welfare, and safety of the client and others may invoke the protocol.  However, every effort must be made toward resolution of issues that may lead to denial or termination of services.


HCS and AAA staff will implement the “Challenging Cases Protocol” when the recommended plan of care, appropriate to the client’s health, welfare, or safety, cannot be implemented due to, but not limited to:


1. client issues, such as:


· capacity (per RCW 11.88);


· behaviors;


· refusals of services vital to health, welfare & safety;


· illegal/criminal activity;


· safety of caregivers, staff, and other residents.


2. physical and social condition of the client’s environs


· hazards, such as:


· methamphetamine laboratories;


· animals;


· sanitation;


· poor housing structure.


· caregiver issues, such as:


· poor quality of caregiver of client’s choice.


· other person(s) in home, such as:


· illegal/criminal activity;


· demonstrated dangerous behaviors (physical/sexual) to caregivers, staff, or other residents;


· verbal/physical threats;


· interfering with interview/service delivery;


· hinders worker access to client.


3. resource issues, such as:


· lack or inadequate informal supports;


· cost of care exceeds allowable costs;

· care needs that exceed allowable costs in current setting, which threatens the client’s health, welfare, and safety.


Client safety is a shared responsibility involving the client, family, friends, neighbors, the social services worker, the medical community, law enforcement, and other service agencies.  The protocol involves the use of an interdisciplinary/interagency team (Regional Resource Team, A-Team, ad hoc team) as the vehicle for community entities to review and make recommendations for a challenging case.  The interdisciplinary/interagency team differs from the ‘multidisciplinary case staffing’ in that all case management options/activities have been exhausted and the case is in jeopardy of closure.  

You must complete all standard case management activities prior to invoking the protocol, including targeted/intensive case management and an APS referral if you have reason to believe that the client is abused, neglected, abandoned, or financially exploited.  Continue services pending the outcome of the APS investigation and case management responsibilities.  

Services Denial 


Discuss with your supervisor identified hazards and/or compliance issues preventing services implementation.  Refer to the Challenging Cases Protocol Introduction for a list of possible hazards and compliance issues.  (NOTE:  Functional or financial ineligibility are not criteria to deny services under the ‘challenging case’ definition).


1. Contact the client to discuss obstacles to implementing services:


· Identify a plan to remedy obstacles;


· Inform the client of possible options or denial of services if obstacles are not corrected;


· If appropriate, make a law enforcement referral if imminent danger exists;


· If appropriate, make an APS referral if you have reason to believe that abuse, neglect, abandonment, or financial exploitation exists;


· If the client agrees with the remedy and problems are resolved, proceed with the assessment/plan of care development/implementation.


2. If non-compliance or the problems continue, your supervisor may:


· instruct you to convene an interdisciplinary/interagency team (refer to procedure for the team under Interdisciplinary/Interagency Team):  


· Identify options for the client;


· If no options exist or client/representative refuses options offered, then, with your supervisor, refer to RA/AAA Director (or their designee) for a decision to deny services;


· refer the case directly to the Regional Administrator/AAA Director (or their designee) for a decision to deny services;


· follow client notification consistent with LTC Manual, Chapter 7 (Planned Action Notice 14-405).  


3. The RA (or designee) must notify the HCS Assistant Director of the decision to deny services and the AAA Director must notify the State Unit on Aging Chief of the decision.


If an individual with a history of services termination/denial due to ‘challenging cases’ issues, reapplies for services:


1. Assess whether the issues that caused the termination/denial of services still exist.


2. Discuss the case with your supervisor including the previous reasons for termination/denial.


3. Review the following with the client:


· Reason for the previous termination;


· Responsibility of the client to notify the provider and/or provider agency (if used) and the social services worker about problems related to the plan of care implementation.


4. With supervisor approval, authorize services if the client agrees to follow the plan of care.


5. If the client does not agree to resolve issues that caused past services termination, follow the Services Denial procedure.

Services Termination


1. Consult with your supervisor.  The supervisor may:


· Perform a file review;


· Make further suggestions for approaches or services not yet tried, such as nursing services, intensive case management, etc;


· Recommend further monitoring and visits; and/or


· Recommend contacting other collaterals and/or other entities with shared responsibilities.


2. If you and your supervisor feel all options have been exhausted, the supervisor may:


· Confer with the AAG/agency attorney; 


· In rare instances, refer the case directly to the RA/AAA director (or their designee) for a decision to terminate the case (bypassing referral to the interdisciplinary/interagency team).  The supervisor must document the reasons why the case was not referred to the interdisciplinary/interagency team; and/or


· Instruct you to proceed with the protocol and refer the case to the inter-disciplinary/agency team:


· Current, active teams, such as the A-Team and APS Regional Resource Teams, may be utilized;


· The supervisor chooses the relevant team members.


3. The supervisor reviews the team’s recommendations with you and may recommend:


· Visit the client to discuss the issues and possible consequences:


· The ‘team’ or relevant members of the team may choose to visit the client to resolve health, welfare, and safety issues;


· Determine if the client is able to understand the issues and consequences.  Consider making a referral to obtain a capacity evaluation if you believe the client’s capacity is significantly impaired;


· Determine if other services are appropriate, such as a referral to counseling;


· Determine if other supports are available, such as any informal supports.


4. Notify the client in writing (with supervisor approval) that his/her services will be terminated if she/he does not comply with service delivery provisions:


· The client or other person must be given the opportunity to comply after the written notification is mailed.


5. If non-compliance continues, your supervisor will refer the case to the Regional Administrator/AAA Director for a decision to terminate services.


6. The RA (or designee) must notify the HCS Assistant Director of the decision to deny services and the AAA Director must notify the State Unit on Aging Chief of the decision.


7. Follow client notification of adverse action as LTC Manual, Chapter 7, regarding use of the Planned Action Notice (DSHS 14-405).  


When the initial assessment is not conducted in the setting in which services are authorized:


There may be instances when the social services worker authorizes services but does not observe the client’s environment, for example, when a client is discharged from a hospital.  Environmental or social hazards may exist that may jeopardize the client’s health, welfare, and safety, that the social services worker may discover after authorizing services.  


1. If information is identified during the first face-to-face visit in the setting the client is receiving services that jeopardizes the client’s or the provider’s health, welfare, and safety, AND this face-to-face visit occurs 30 days or less after the case was transferred to the receiving agency, THEN follow the protocol for SERVICES DENIAL procedure.  


2. If the first face-to-face visit occurs after 30 days after the case was transferred to the receiving agency, follow SERVICES TERMINATION procedure.  


NOTE:  The situation must meet the ‘challenging case’ criteria.  


Documentation:


1. Document all actions, consultation, and statements by the client and/or others in the SER.


2. Determine and document whether the client is aware of and able to understand the consequences of his/her or other’s actions:


· Request a capacity evaluation with the client’s consent (DSHS 14-012(X) Rev. 2/03);


· Determine if the involvement of a County Designated Mental Health Professional is appropriate;


· Determine if an APS referral is in order;


· If the client is not aware of other’s behaviors in his/her home, inform him/her of the behaviors.


Hazardous Conditions for the Individual or Agency Provider’s Health and Safety


The client’s living environment may pose hazards that may threaten the safety of the provider or social services worker.  These hazards may include, but are not limited to:


· Threatening, uncontrolled animals, such as dogs;


· Illegal drugs used by the participant or others in the home when the social services worker is in the home;


· Evidence of a methamphetamine lab;


· Presence of hazardous materials, such as exposed sewage in the home.


Services may be terminated when the client refuses to resolve the hazardous conditions that may pose a danger to others.


1. Determine whether the client is capable of understanding the hazards and consequences and whether a referral for a capacity evaluation is appropriate.  


2. Give the client ample opportunity to remove the drugs and/or users in the presence of providers and the social services worker.  If the hazard is a methamphetamine lab, neither providers nor the social services worker should go into the residence.  Immediately call 911.  


3. Discuss with the client the potential of the termination of services due to the presence of the hazards.  


4. If the client refuses to remove the specific hazard, discuss the case with your supervisor for referral to the interdisciplinary/interagency team.


5. Follow Challenging Cases Protocol.


If the home contains sewage, vermin, lice, or other contaminants to such a degree that may be harmful to anyone, determine whether the client understands the danger of such hazards.  


1. Make a referral to APS if you have reason to believe that the client is self-neglecting; or


2. Make a referral to the County Designated Mental Health Professional if you believe the client has a mental disorder and is gravelly disabled, or a danger to self or others.


3. Follow target/intensive case management policy—see LTC Manual, Chapter 5.  


4. If the client’s situation jeopardizes his/her health, welfare, or safety, follow the Challenging Cases Protocol.  

Imminent Danger


 “Likelihood of serious harm” and “imminence” are defined as per RCW 71.05 and the CDMHP Protocols:


· "Likelihood of serious harm" means (RCW 71.05.020(19): 


· A substantial risk that: (i) Physical harm will be inflicted by an individual upon his or her own person, as evidenced by threats or attempts to commit suicide or inflict physical harm on oneself; (ii) physical harm will be inflicted by an individual upon another, as evidenced by behavior which has caused such harm or which places another person or persons in reasonable fear of sustaining such harm; or (iii) physical harm will be inflicted by an individual upon the property of others, as evidenced by behavior which has caused substantial loss or damage to the property of others; or 


· The individual has threatened the physical safety of another and has a history of one or more violent acts;


· “Imminence” means “the state or condition of being likely to occur at any moment; near, at hand, rather than distant or remote” (CDMHP Protocols, p. 16).  

Services may be terminated if the “likelihood of serious harm” or “imminent” danger is present to the client or provider.  For example, the situation where an extremely frail elderly client threatening to harm someone or kill them, when there are no weapons in the home, and it would be physically impossible for the client to carry out these threats, is not imminent danger and is not a cause for service termination or denial.  However, the situation where a client or individual in the client’s home brandishes a weapon, or has a history of physical violence and makes threats that the individual is clearly capable of carrying out, MAY be imminent danger. Having or using illegal drugs in the home may not be imminent danger.  Evidence of a methamphetamine laboratory places anyone in close proximity in imminent danger.  


If you receive information that the client or the provider is in imminent danger or the likelihood of serious harm is present:


1. Determine whether you need to call the police immediately and/or medical assistance; and/or


2. Determine if you have reason to believe that abuse, neglect, abandonment, or financial exploitation of a vulnerable adult is present and an APS referral is warranted.


3. Make a referral to the County Designated Mental Health Professional if you believe the client has a mental disorder and is gravelly disabled or a danger to self or others.


4. If the individual is applying for services or is a services recipient, and:


· you have determined that the client is capable of understanding the issues impacting his/her or provider’s health, welfare, and safety; and


· you have listed the possible consequences of those issues; and


· you have consulted with your supervisor regarding services termination and your supervisor agrees that you pursue termination of services; then


· follow the Services Denial procedure.


Refusal to Comply with Mandatory Program Requirements and Service Delivery Provisions


Services can be terminated if the client demonstrates a substantial pattern of behavior that prevents the determination of eligibility, carrying out the plan of care, or monitoring the services to assure the health, welfare, and safety of the client.  First exhaust all standard case management activities.  


Examples of refusal to comply with the service delivery provisions include, but are not limited to:


· The client is frequently away from his/her home when the provider arrives (without prior arrangements), so that services cannot be performed;


· The client has prevented or refused multiple providers’ attempts to perform  vital, authorized services;  


· The client, or others in the home, has demonstrated verbal abuse, discrimination, or sexual harassment toward providers on numerous occasions.


If such a pattern of behavior resulted in resignation of multiple providers:


1. Visit the client to discuss the behaviors and inability to deliver services due to the behaviors.


2. Refer the client (or others in the home) to other services, such as counseling.


3. Monitor the client to determine if the client (or others in the home) has stopped the offensive behaviors.  A monitoring schedule may be recommended by the interdisciplinary/interagency team; confirm the monitoring schedule with your supervisor;  and/or 


4. Determine whether another provider of another gender is appropriate (e.g., a male client insists on female providers and has demonstrated a substantial pattern of sexual harassment).


If the behavior is directly related to the client’s disability, seek appropriate service referrals.  Services cannot be terminated or denied under such reasons.


Interdisciplinary/Interagency Team


Introduction


Client safety is a shared responsibility involving the client, family, friends, neighbors, the social services worker, the medical community, law enforcement, and other service agencies.  The protocol involves the use of an interdisciplinary/interagency team (Regional Resource Team, A-Team, ad hoc team) as the vehicle for community entities to review and make recommendations for a challenging case.  The interdisciplinary/interagency team differs from the ‘multidisciplinary case staffing’ in that all case management options/activities have been exhausted and the case is in jeopardy of termination/denial because of, but not limited to (see introduction to Challenging Cases Protocol):


· client issues;


· physical and social condition of the client’s environs; and/or


· resource issues.  


The interdisciplinary/interagency team is responsible for:


· considering all available assessment information in its deliberations;


· identifying the services needed to meet the client’s needs;


· identifying strategies for resolving obstacles that are preventing the implementation of the plan of care;


· estimating the costs for the types and amounts of services identified as necessary to meet the client’s needs;


· determining whether the individual can be served safely in the community;


· developing the plan of care recommendations, including case closure.


Procedure for Challenging Cases Interdisciplinary/Interagency Team


1. When the supervisor, RA/AAA Director (or their designee) instructs the social services worker to convene a team:


· Current regional teams may be used for the purpose of reviewing a challenging case, such as Regional Resource Teams or A-Teams.  The supervisor must review existing team membership to determine if all disciplines/agencies relevant to the case are represented.  If appropriate disciplines/agencies are not represented, the supervisor will identify such members;


· If the need to convene a team is immediate and other existing teams meeting dates are not convenient or such a team does not exist in the local community, the supervisor may arrange for an ad hoc team;


· The RA/AAA Director (or their designee) may also arrange for an interdisciplinary/interagency team to be convened.


2. The social services worker will attempt to obtain a signed release of information from the client.  If the client refuses, the social services worker will:


· Send notice of the challenging case review at the interdisciplinary/interagency team only to those entities with case management responsibility, giving the client’s name and other identifying information.  If there are team members present not affiliated with the case, the social services worker will discuss the case using the client’s initials and not use the client’s name.


3. The social services worker will complete a referral form.  The social services worker may use existing referral forms specific to the team, or use the Interdisciplinary/Interagency Team Documentation form as a referral form for an ad hoc team.  


4. A supervisor/program manager and the social services worker will present the case at the team meeting.  


5. All team members must sign an oath of confidentiality.


6. The social services worker presents and facilitates the case presentation, using initials only if team member not affiliated with the case are present.


7. The team may:


· decide for the social services worker and/or relevant team members to visit the client to:


· clarify safety/welfare issues;


· review rights and responsibilities with the client;


· discuss with the client consequences of not accepting services vital to health, welfare and safety; 


· involve family and informal supports;


· decide if multiple, frequent visits are necessary;


· develop a monitoring schedule involving the social services worker and/or relevant team members;


· coordinate with other community resources;


· decide to recommend that services be terminated, identifying what other services must remain open or be put into place.  


8. The team will develop the plan of care recommendations; 


· the social services worker will document the team’s recommendations on the team’s documentation form;


· the social services worker will distribute copies of the team’s documentation form to all team members;


9. The supervisor will discuss with the social services worker whether all, some, or none of the team’s recommendations are to be implemented.  


10. Continue with the Challenging Cases Protocol.


Team Members


Relevant team members include those entities with shared responsibility.  Such members may include but are not limited to:


		· HCS/AAA/DDA supervisor (required)

		· HCS/AAA/DDA worker (required)



		· law enforcement (e.g., tribal police, local sheriff, etc.)

		· home care agencies



		· home health agencies

		· adult day health



		· hospice

		· Department of Corrections



		· Mental Health/CDMHP

		· Adult Protective Services worker



		· Other DSHS divisions

		· health care provider



		· hospital/NF social services worker

		· Residential Care Services



		· emergency response team

		· fire department



		· Division of Alcohol and Substance Abuse

		· local health department



		· governing entities (i.e., tribal counsel)

		· other informal supports





Team Outcome Documentation


The social services worker presenting the case is responsible for documenting team recommendations and actions chosen based on these recommendations.


1.  Choose the following forms to document a referral to a team or document the team’s outcomes:


· Team specific form such as:


· Regional Resource Team Referral Form;


· A-Team Referral Form;


· Interdisciplinary/Interagency Team Documentation Form.


2.  At the very minimum, documentation of the team’s recommendations must include:


· team member names, organizations, and phone numbers;


· person presenting the case;


· case name;


· reason for the referral (what is jeopardizing the client’s health, welfare, and safety);


· the services in place;


· the interventions tried and failed;  


· the needs not being met; and


· recommendations and reasons why the needs cannot be met.


3.  If consensus on recommendations cannot be reached, document the reasons given and by whom.  


4. Send each team member a copy of the completed form.


5. File the form in the case record.


Washington Roads


Background



In 2007, DSHS was awarded the “Money Follows the Person” (MFP) grant from the federal Centers for Medicare and Medicaid Services (CMS) for the “Roads to Community Living” (RCL) demonstration project.  The purpose of the RCL project is to examine how best to successfully help people with complex long-term care needs transition from institutional to community settings. 


The lessons learned and cost savings seen through the first year of the RCL project helped convince the 2009 Washington State legislature to approve additional funds for individuals who may not be eligible for RCL. The funding was for a package of services named Washington Roads. 


WA Roads services were previously available only to individuals transitioning from an institution to a community setting.  These services are now also available as a resource for challenging or complex cases involving individuals who are currently living in the community, but who are at risk of losing their placement. These services are funded using General Fund-State savings earned through the enhanced match the state receives through RCL.


What is offered under Washington Roads?  


Eligible individuals have access to:


· The services which they are functionally and financially eligible under the waiver and Medicaid State Plan; AND


· Additional Washington Roads services, as necessary.


Are all of the Washington Roads services available anywhere in the State of Washington?

Some services may be limited based on regional availability.  The local Area Agency on Aging (AAA) maintains lists of contracted providers in their planning and service area. 

Where can individuals receive WA Roads services?


· A hospital or nursing home (to facilitate return to the community)


· The individual’s owned or leased home or apartment 

· A community-based residential setting (adult family home, assisted living, etc.


Who is eligible for WA Roads services?


WA Roads is intended to fill specific gaps to provide transitional and stabilizing supports for ALTSA clients to sustain community living.  There are some that will not meet the eligibility requirements for WA Roads.  Case managers should utilize existing resources for these individuals.
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When should WA Roads services be used?

WA Roads services should only be used when: 


1. Community Transition Services (CTS) did not cover all the services or items necessary for an individual to relocate to the community from a nursing facility or hospital and the client is not eligible for RCL (CTS may be used in combination with WA Roads, when necessary). 


2. All the other options have been tried and the client is at risk of losing their community setting. All other resources must be explored and maximized before authorizing WA Roads. 


How do I authorize for WA Roads services?


I. For a resident transitioning from an institution (Cohort 1):


1. Use the WA Roads eligibility criteria listed above to verify eligibility.


2. Note in the Service Episode Record (SER) that the client is eligible for WA Roads transition services*.


3. Have the client or their representative review and sign the DSHS (14-012) Consent form.

4. Complete a SER outlining the service you are authorizing and/or the items you are purchasing and how they are necessary for the client’s service plan. 


a. Authorization for emergency rental assistance must be approved by both the supervisor and an ALTSA Housing Specialist. 


b. The WA Roads Emergency Rental Form must be submitted (see Forms Section)


c. Document both approvals in the SER in CARE. 


5. For WA Roads services such as Community Choice Guide, choose Community Integration on the Treatment Screen in CARE and select the appropriate provider type and Frequency from the Provider List.


6. Add the WA Roads RAC to the client’s RAC Eligibility List in CARE.


7. If utilizing a Community Choice Guide or other WA Roads services in the nursing home, authorize the appropriate service codes..


8. Upon discharge, and with the client’s consent, follow the procedures outlined in Chapter 7 of the Long-term Care Manual to enroll the client in the core LTC program for which they are functionally and financially eligible.


a. If a client declines waiver/state plan HCBS, follow all procedures in the Long-Term Care Manual to document their decision.

9. Enter the discharge date on the Nursing Facility Case Management screen in CARE.

10. Make a note in the “Additional Information” section on the Case Transfer Form that WA Roads services were used as part of discharge planning.

11. Following all instructions in the Social Services Authorization Manual (SSAM), select the appropriate RAC and authorize on-going services such as personal care for the client.

12. An individual transitioning from an institution using WA Roads is eligible to receive up to six months of WA Roads services post discharge to provide stabilization as necessary, without reevaluating eligibility for WA Roads services.


a. A client can have both the WA Roads RAC (which is not an assessment based RAC) and an assessment based RAC such as CFC or COPES assigned.

b. After six months, an individual who has transitioned to the community from an institution may have access to WA Roads services when they meet eligibility criteria for clients living in the community (Cohort 2) or living in subsidized housing (Cohort 3).


13. If an individual who has received pre-transition services through WA Roads becomes eligible for RCL prior to discharge because the client’s stay in the institution extends longer than anticipated, the following steps should be taken:


a. The client should be enrolled in RCL following all of the procedures found in Chapter 29 of the Long-term Care Manual. 

b. Remove the WA Roads RAC


c. Add the RCL RAC (3100) with a start date matching the deleted WA Roads RAC.


d. Submit a Claims ticket to HCA asking for an adjustment to allow claims to be adjudicated under correct RAC. Include all Transaction Control Numbers (TCNs) that paid under the WA Roads RAC. 


e. Document the change(s) in a SER.

1) For ALTSA clients residing in community settings who are eligible for WA Roads services (Cohort #2 and the majority of Cohort #3):

1. Ensure that CARE clearly documents that all care planning and service resources available through HCBS waiver/state plan have been examined and utilized. 


2. Conduct staffing between case manager and supervisor to review and ensure that all aspects of CARE clearly indicate a need for WA Roads. 


a. Recommended: review by a third party prior to authorization of WA Roads services. (This process is to be determined locally. An example might include requesting a Nursing Care Consultant or JRP to review the assessment and/ or care plan.)


3. Document in the SER:


a. Why WA Roads services are required.


b. The desired outcome of services authorized.


c. The supervisor’s approval to authorize WA Roads services. (Authorization for emergency rental assistance must be approved by both the supervisor and an ALTSA Housing Specialist. 

d. The WA Roads Emergency Rental Form must be submitted (see Forms Section).

e. Document both approvals in the SER in CARE.


f. For members of this cohort who return for a brief institutional stay, WA Roads services can be authorized while in the institution, as needed, to facilitate a return to the community.


4. Add the WA Roads RAC to the client’s RAC Eligibility List in CARE (if there is an authorization, there must be a note in the SER, per above).

a. A client can have both the WA Roads RAC (which is not an assessment based RAC) and an assessment based RAC such as CFC or COPES assigned.

5. If there has been no change in the client’s cognition, ADLs, mood/behaviors, or medical condition complete an Interim assessment to document the need for the WA Roads program. For WA Roads services such as Community Choice Guide, choose Community Integration on the Treatment Screen in CARE and select the appropriate provider type and Frequency from the Provider List. 

6. All other case management requirements for clients receiving ALTSA supports, including quarterly contacts, should be followed.


7. Regarding clients who are in Cohort 3 who are receiving ALTSA supports: The ALTSA Housing Specialist will send an informational email alerting both the HCS and AAA office when a client in their region/PSA will be moving or has just moved to the community using a housing voucher.

8. Individuals in areas participating in the Steps to Employment (S2E) pilot projects who are interested in receiving employment services will be referred to the HCS Employment Program Manager for service assessment and authorization.

III. For an individual with a housing voucher/subsidy that has been coordinated through ALTSA, but who is not currently receiving ALTSA supports (a small subset of Cohort #3):


The following steps must be completed in addition to procedures found in the Assessment  chapter of the LTC manual regarding Approval of the Plan of Care:


A. Submit the WA Roads Cohort III Verification Form to the regional Housing Specialist to confirm the client is eligible for WA Roads’ Cohort III (see Forms Section).


B. For an individual who is eligible for LTC services but who is choosing not to receive them:

(i) Move the assessment to Current and assign the WA Roads RAC (3120). (The case worker may need to select “I have refused waiver services” from the “Client is eligible for” drop down in order to move the assessment to current.)

(ii) Follow the instructions in the Assessment Chapter of the LTC Manual for clients who request fewer hours than are indicated on the Care Plan screen: 


a. Document the client’s approval to reduce the number of hours indicated to 0; and


b. Note in the SER that the client is utilizing a housing voucher and is eligible for WA Roads services.


C. For an individual who is found ineligible for LTC services, but who is eligible for WA Roads because ALTSA coordinated their housing voucher/subsidy:

(i) Assign the WA Roads RAC (3120) and move the assessment to History but do no inactivate the case ; you will still be able to authorize WA Roads services should they be needed as long as the WA Roads RAC is assigned.


D. Following all procedures found in MB H09-016, send the client a PAN.


E. As needed, transfer the case to the local Area Agency on Aging (AAA) office per transfer policy.


F. The AAA office holds the case. The case should be assigned to a case manager in CARE.  Offices have the discretion to decide who will be assigned these cases.


G. To meet minimum caseload expectations, the client must be contacted by AAA staff within 14 days of receiving the case and monthly thereafter. Note:


(i) The intent of the contact is to:


a. Verify that the client continues to decline personal care; and


b. Determine if stabilizing services may be needed to support successful community living.


(ii) Contacts must be documented in the SER. 


(iii) In months of overlap, these contacts can also serve as the quarterly case management contact.


H. If there is an immediate need, the AAA staff assigned must respond to the need promptly. 


I. The CM should follow all assessment timelines, including completing an annual assessment.


J. Should WA Roads services be needed: 


(i) Document in a CARE SER:


a. Why the issue requires Washington Roads’ services;


b. The desired outcome of services authorized;


c. The supervisor’s approval to authorize WA Roads services;


d. Authorization for emergency rental assistance must be approved by both the supervisor and an ALTSA Housing Specialist.


e. The WA Roads Emergency Rental Form must be submitted (see Forms Section).


f. Document both approvals in the SER in CARE.


g. For the subset of Cohort 3, participation cannot be applied for WA Roads services so the case manager should not calculate it. If WA Roads services are authorized for the subset of Cohort 3 to provide intermittent stabilization, the case manager and supervisor must utilize these services in the most cost effective way. If the need for stabilization services becomes on-going, the CM and supervisor should staff the case to see if other options or settings would best fit the individual’s needs.

(ii) Submit authorization(s) using appropriate Washington Roads service Code(s);


(iii) For WA Roads services such as Community Choice Guide, choose Community Integration on the Treatment Screen in CARE.


K. Regarding individuals currently using a housing voucher coordinated by ALTSA who are not receiving services:


No action is required of the AAA until the individuals is identified.  Individuals could be identified in a variety of ways:


(i) The public housing authority/landlord could contact the ALTSA Housing Specialist regarding an issue or crisis, at which point the ALTSA Housing Specialist will make the referral to the local AAA; OR


(ii) The individual may contact an office directly if services are being requested.  If the HCS is office is contacted, a referral will be made to the AAA.

(iii) AAAs can contact the ALTSA Housing Specialists and request a list of individuals residing in their PSA who are utilizing a housing voucher. 


(iv) Once the individual is identified:

a. Activate the case in CARE (if possible). 


b. An assessment should be completed by the AAA within 60 days of activation.


· The AAA should contact the HCS office if an Initial or Initial/Reapply assessment is required.

· Once the Initial or Initial/Reapply assessment is complete, the case is transferred back to the AAA.


c. WA Roads services can be authorized as soon as the case is activated in CARE.  Do not delay authorizing WA Roads services for an immediate need during completion of the assessment process.


d. Once the assessment is complete, all other protocols listed above should be followed, including monthly contacts. 


 All WA Roads services are provided through state-only funding, and should be authorized only when no other services are available to stabilize the placement.   


Services available under WA Roads:


Professional Support Services


Payment for specialty services which provide assistance and support to ensure the eligible client’s successful transition to the community and/or maintenance of community. Services may include, but are not limited to, the following categories:


· S5115/U6 Technical Assistance  (Evaluation and planning to stabilize community living)


· H2019 Behavior Support Individual (Challenging Behavior Consultation and Transitional Mental Health)

· SA892 Speech/ Hearing/Communication Evaluation 


· 92507 Speech/ Hearing/Communication Therapy


· SA890 Dietitian/ Nutritionist


· SA889 Occupational  Therapy


· SA888 Physical Therapy


· H0047 Substance Abuse Consultation


Community Choice Guide (CCG) SA263

Payment for specialty services which provide assistance and support to ensure the eligible client’s successful transition to the community and/or maintenance of independent housing as authorized by HCS and/or AAA staff.  CCG services may include, but are not limited to the following:

· Locating and arranging appropriate, accessible housing; including working with local housing authorities and other community resource providers when applicable.


· When relevant, liaising with and among the client, nursing or institutional facility staff, case managers, housing providers (including AFH providers), medical personnel, legal representatives, formal caregivers, family members, informal supports and any other involved party.


· Necessary assistance to support the client’s community living, including assistance in settling disputes with landlord.


· Educating client on tenant rights, expectations and responsibilities.


· Assisting client with filling out forms and obtaining needed documentation to aid in maintaining successful community living (forms may include initial and renewal voucher forms, lease agreements, etc.).


· Providing emergency assistance to avoid utility shut-off and/or eviction.


· Assisting client in developing a basic household budget.


· Assisting client with locating and arranging transportation resources to effectively connect with community resources. 


· Assisting client to locate and engage community integration activities.


· Training or education to client about accessing community settings or health services. 


· Personal skill development for client and/or caregivers related to the individual’s care plan (including adult family home providers).

Shopping/Paying: Client not Present (SA266)

Based on a client’s eligibility: 


· Shopping for necessary household goods/items or paying for rental deposit, utility hookup fees, or rent/emergency rental assistance service when no client is present. 


· This service assists clients transitioning out of institutions or when needed to stabilize community settings. 


· This service code is to compensate the provider for the time spent shopping/paying when no client is present. 


· The provider is also reimbursed for the authorized purchases after it is verified the client received the goods or service. Authorization for the item/service is under a separate service code. 


· If the client is present during shopping (available only through RCL or WA Roads), SA263 Community Choice Guide should be authorized


Items SA290

Purchasing of items should only be authorized under this code when the authorized Medicaid benefit amount, duration or scope of coverage does not meet the individual’s needs. Items reimbursed with these funds shall be in addition to any medical equipment and supplies furnished under the State Plan, Medicare, or other insurance.  Items may include, but are not limited to: 


· Goods necessary to establish a residence, including set-up fees/deposits, emergency rental assistance and essential furnishings


· Items needed to help stabilize community living for a client 


· Purchase of assistive technology to increase, maintain, or improve the functional capabilities of participants 


· Environmental modifications not covered by the waiver


· Specialized medical equipment not covered by the waiver


Emergency Rental Assistance SA298

One-time payment made for emergency rental assistance to maintain or stabilize community placement. (Authorization for emergency rental assistance must be approved by both the supervisor and an ALTSA Housing Specialist. This form must be submitted following all instructions: 
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Community Transition or Stabilization Services: SA291             


One-time payment to purchase necessary one-time services to provide basic living for a WA Roads client who is discharging to the community from a hospital or nursing facility or needs WA Roads stabilization services to maintain community living and payment is made directly to the provider through the DSHS payment system. Services include: 

· Packing assistance

· Moving assistance

· Storage unit rental

· Utility set up fees or deposits

· Health and safety assurances such as pest eradication, allergen control and/or one time cleaning prior to occupancy.

· Rental deposits (for both landlord or property management company)

Other service codes available under WA Roads:

· Durable Medical Equipment (See Blank code lists)


· Spec. Medical Equipment Service/repair: K0739


· Non-Medical Supplies: SA420


· Non-Medical Equipment: SA421


· Assistive Technology: SA075


· Assistive Technology (repair and installation): SA636


How much can I spend on WA Roads?


All WA Roads services are provided through state-only funding, and should be authorized only when no other services are available to stabilize the placement.  


To ensure client well-being and cost effectiveness, you must:


· Document in a SER:


· How the services or supports are of direct benefit to the participant’s successful transition and community living. 


· How the authorizations are necessary for the client’s health, welfare, safety, and well-being.  Ensure services authorized are consistent with needs identified in the CARE assessment.

· If authorizing multiple contracted service providers, documentation is required to ensure that these consultants are not duplicating services.


· When purchasing equipment: the process you followed that demonstrates that the equipment is in addition to that supplied by Medicare/Medicaid, and does not replace it. 

· If necessary authorizations for a service/item exceed the maximum amount allowable, you must complete a local ETR prior to authorization.

2) What about Contracting?


All LTC contracts are executed through the AAA unless other local agreements are in place that state otherwise. All contractors providing Washington Roads must have a current contract for waiver or RCL/WA Roads client services before providing services.  


Services 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.


Note: In addition to specific contracted duties, each provider is responsible for reporting any instances of abuse, neglect, or exploitation of a vulnerable adult or child.


Can a DDA client receive WA Roads services?


A DDA client, who is transitioning out of a nursing facility, meets all other eligibility criteria and is able to exit the NF or hospital on an HCS waiver is eligible for WA Roads. DDA clients already residing in the community are not eligible for WA Roads.

Can a client on Expanded Community Services (ECS) receive WA Roads services?


A contracted CCG may be used to assist with transitional tasks, such as coordinating a move, on a very limited basis. However, it is the responsibility of the case worker along with the ECS Coordinator to find appropriate ECS placement; finding placement cannot be authorized to a CCG. Utilizing WA Roads funding for transitional tasks is a last-resort option and is used only when all other resources have been exhausted. In addition to staffing the case with a supervisor prior to authorizing WA Roads services, the ECS Coordinator must review and approve of the request.


FORMS 


		WA Roads Emergency Rental Assistance Form

		Cohort III Verification Template
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Rules and Policy

The following rules and policy support case management functions:

		RCW  74.38.010

		Legislative Recognition – Public Policy



		RCW  74.38.040(1)





		Scope and Extent of Community-based Services Program



		RCW  74.39.005(7)






		Long-term Care Service Options - Purpose



		RCW  74.39A.040(3)( c )





		Department Assessment of and Assistance to Hospital Patients in Need of Long-term Care



		RCW  74.42.057





		Notification Regarding Resident likely to Become Medicaid Eligible



		RCW  74.42.058





		Department Case Management Services



		RCW 74.39A.090





		Discharge Planning-Contracts for Case Management Services and Reassessment and Reauthorization – Assessment of Case Management Roles and Quality of In-Home Care Services – Plan of Care Model Language



		RCW 74.39A.095





		Case Management Services – Agency on Aging Oversight Plan of Care – Termination Contract – Rejection of Individual Provider Contract



		RCW 70.41.310




		Long-term care -- Program information to be provided to hospitals -- Information on options to be provided to patients.





Forms


Use the following forms when needed:


· MPC/RSN Transmittal (DSHS #13-712) form for RSN-funded clients.  


· Individual with Challenging Support Issues (DSHS #10-234) form for any clients entering a residential facility who have challenging behaviors (assaultive, destructive, self-injurious, inappropriate sexual behaviors, or history of misdemeanor behavior). 


· Financial/Social Service Communication (DSHS #14-443) form for communication with the financial worker regarding the status of the client (e.g. placed in a NF).


· Acknowledgement of Services Form (DSHS 14-225)

· Consent For Services Form (DSHS 14-012)

· Notice of Action Exception to Rule (ETR) (DSHS 05-246)

· PASRR Level 1 (DSHS 14-300)

· Planned Action Notice (DSHS14-405) – Use this hard copy form only if you are assessing a client outside of CARE.
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Only four minutes are available to leave a message, so have the following information available when contacting the Complaint Hotline. 



Name of HCS staff, telephone number with area code.



Times available for a call back between 8:00 a. m. and 4:30 p.m.



Name of the resident.



Does the problem affect other residents of the facility?  If yes, provide additional names.



Name of the facility.  If calling about an AFH, give the street address and city.



Date the problem was initially identified by or reported to the HCS staff.



Description of the problem.



Activities already attempted to resolve the problem, including dates of activities.



Barriers to resolving the problem.



Notification to other entities.  If yes, document the date of referral and any action they took, if known.











Reason Return Codes



 Assessment/care plan does not meet minimum standards



Provider not qualified



Authorization not accurate







Who is eligible for WA Roads services?



WA Roads is intended to fill specific gaps to provide transitional and stabilizing supports for ALTSA clients to sustain community living.  There are some that will not meet the eligibility requirements for WA Roads.  Case managers should utilize existing resources for these individuals.



There are three cohorts of individuals eligible for Washington Roads. Clients who are recipients in the N05 Medicaid coverage group in ACES are eligible for WA Roads when cohort specific criteria are met:



 



Cohort 1.  Individuals eligible for WA Roads while in an institution are:



 



People age 18 and older with a continuous 30-day or longer stay in a hospital or nursing facility; and



Medicaid recipients in the institution for at least one day or Fast Track eligible; and



Functionally and financially eligible (or Fast Tracked) for waiver/state plan home and community based services (HCBS) which currently include CFC, MPC, ABP-MPC, COPES, RSW and New Freedom. 







NOTE: These individuals are not required to receive home and community based services (HCBS) after hospital or nursing facility discharge.  For clients not meeting functional or financial eligibility for WA Roads transition services, Residential Discharge Allowance (RCDA) continues to be a resource.







Cohort 2. Individuals eligible for WA Roads while living in the community are functionally and financially eligible for waiver/state plan HCBS AND have any one of these characteristics:



Unstable residential or in-home settings



Frequent institutional contacts (ER visits, SNF stays, hospital admits, etc.)



Frequent turnover of caregivers



Multiple systems involvement (DOC, psychiatric institutions, etc.)



Is interested in obtaining employment through the Steps to Employment (S2E) project and the project is available in the individual’s geographical area.







Cohort 3.  Individuals living in subsidized housing that have been coordinated through ALTSA (including NED, Bridge, 811, etc.), regardless of whether they are currently eligible for, or receiving, waiver/state plan HCBS.







Individuals who are not eligible for WA Roads are:



Clients residing in Intermediate Care Facilities for the Intellectually Disabled (ICF/IDs) or Residential Habilitation Centers (RHCs)



Clients enrolled in managed long-term care programs such as PACE. 



Clients enrolled in programs for non-citizens (Alien LTC)











Note:  All items and services must be identified in the client’s plan of care. Document the client’s approval in CARE.  







ETR Considerations



Each region will:







Utilize a local ETR process for WA Roads services.



Establish consistent local rates for WA Roads services. These rates should be approved locally.







HQ ETRs will only be used for:







Additional, necessary personal care hours or residential rates. WA Roads services should be explored before requesting additional personal care or residential rates for individuals meeting WA Roads eligibility criteria.
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WA Roads Emergency Rental Assistance





Requests should be sent as an attachment in a single email with the subject line “WA Roads Emergency Rental Assistance” to all of the ALTSA Housing Specialists:


			Liz Prince


			Prince@dshs.wa.gov





			Dan Ruddell


			ruddedg@dshs.wa.gov





			Victoria Young


			YoungVL2@dshs.wa.gov).





			Kris Smock


			SmockK@dshs.wa.gov











			Date of Request:





			Workers Name:


			Workers office name and phone number:





			Client’s Name





			ACES ID


			$ Amount Being Requested:





			Emergency rental assistance has been approved by my supervisor:   ☐ YES        ☐ NO








			Reason client needs emergency rental assistance:  











			Emergency rental assistance is a one-time intervention.  How will housing be sustained afterwards?





			Has emergency rental assistance ever been provided for this client before?  


			Yes ☐ (if yes, date rental assistance was last authorized: __________) 


No ☐








			WA Roads Cohort


			☐  Client is Cohort 1 (transitioned from an institution within the last 6 months)


☐  Client is Cohort 2 (in the community and receiving ALTSA supports)


☐  Client is Cohort 3 (ALTSA coordinated their housing voucher.  Cohort 3 eligibility must be verified by the ALTSA Housing Specialists.)














Please document request, outcome and plan on Sustainability Screen in CARE.
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WA Roads Cohort 3 Verification





Requests should be sent in a single email to all of the ALTSA Housing Specialists:





			Liz Prince


			Prince@dshs.wa.gov





			Dan Ruddell


			ruddedg@dshs.wa.gov





			Victoria Young


			YoungVL2@dshs.wa.gov).





			Kris Smock


			SmockK@dshs.wa.gov











Subject Line: WA Roads Cohort 3 Verification


Include in body of E-mail: 


Please verify that the following client is eligible for WA Roads services’ Cohort 3 because ALTSA helped coordinate their housing voucher:





			Last Name


			





			First Name


			





			ACES ID


			





			Address:





			
















WA Roads Emergency Rental Assistance





Requests should be sent as an attachment in a single email with the subject line “WA Roads Emergency Rental Assistance” to all of the ALTSA Housing Specialists:


			Liz Prince


			Prince@dshs.wa.gov





			Dan Ruddell


			ruddedg@dshs.wa.gov





			Victoria Young


			YoungVL2@dshs.wa.gov).





			Kris Smock


			SmockK@dshs.wa.gov











			Date of Request:





			Workers Name:


			Workers office name and phone number:





			Client’s Name





			ACES ID


			$ Amount Being Requested:





			Emergency rental assistance has been approved by my supervisor:   ☐ YES        ☐ NO








			Reason client needs emergency rental assistance:  











			Emergency rental assistance is a one-time intervention.  How will housing be sustained afterwards?





			Has emergency rental assistance ever been provided for this client before?  


			Yes ☐ (if yes, date rental assistance was last authorized: __________) 


No ☐








			WA Roads Cohort


			☐  Client is Cohort 1 (transitioned from an institution within the last 6 months)


☐  Client is Cohort 2 (in the community and receiving ALTSA supports)


☐  Client is Cohort 3 (ALTSA coordinated their housing voucher.  Cohort 3 eligibility must be verified by the ALTSA Housing Specialists.)














Please document request, outcome and plan on Sustainability Screen in CARE.
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Adult Protective Services


The purpose of this section is to provide statewide policy and general procedures for the Adult Protective Services (APS) program.  Local procedures developed by each Region may supplement this chapter.  APS staff must know and implement state and local policy and procedure.


Chapter 74.34 RCW authorizes the Department of Social and Health Services (DSHS) to investigate reports of abandonment, abuse, financial exploitation, neglect and self-neglect of vulnerable adults, and to provide protective services and legal remedies to protect vulnerable adults.


Section Summary                           

· Definitions (Pg 6)

· Overview of the APS Program  (Pg 12)   

· 
Scope – Who performs APS investigations within Aging and Long-Term Support Administration (ALTSA)?





· APS Reporting Requirements and Information  (Pg 13) 

· 
Mandated Reporting of Abuse of Vulnerable Adults

· Permissive Reporting of Abuse of Vulnerable Adults

· Reporter Confidentiality and Immunity

· Interference with Reporting Requirements

· Safe Field Work Practices  (Pg 17)

· APS Intake (Pg 20)

· 
APS Receipt of Reports

· Summoning Emergency Response

· As an APS Worker, Where do I Enter Information and what do I include in an APS Intake Report?

· Sensitive, Critical or High Profile Cases and Restricted Case Designation

· Intake and Coordination of Cross-Region APS Reports & Cases

· APS Referrals to/from other Investigative Authorities (Pg 25)

· Law Enforcement

· The Medicaid Fraud Control Unit (MFCU)

· The Department of Health (DOH)

· Licensing Authorities for Professions under Title 18 RCW (other than Health Professionals covered by HSQA    


· DSHS (RCS,CPS)

· Indian Tribes in Washington

· APS or Law Enforcement in another State

· Overview Chart: Sharing APS Intake Report Information with Others

· Screening Reports (Pg 34) 


· 
APS Intake Report Screening Process

· Overview Chart of Intake Flow

· Overview of Screening Decision Factors

· Circumstances under which DSHS will Screen-Out an Intake Report

· Circumstances under which APS will Investigate 


· Unable to determine if the alleged victim was a vulnerable adult

· The alleged victim goes in and out of vulnerable adult status

· Allegations appear to meet the RCW definitions

· Vulnerable adult resides in a licensed or certified setting

· Vulnerable adult, alleged victim resides in a NF, AL or AFH

· Vulnerable adult, alleged victim resides in a supported living/SOLA

· Vulnerable adult alleged victim resides in a foster home licensed by Children’s Administration

· Vulnerable adult alleged victim resides in a DSHS JRA setting

· Vulnerable adult alleged victim resides at Western State Hospital or Eastern State Hospital

· The alleged victim is deceased at the time of intake

· Investigation Response Priority Categories: “High”, “Medium”, or “Low” (Pg 42) 


· Investigation: Coordinating with Other Investigative Authorities  (Pg 45) 

· Coordinating with Law Enforcement

· Coordinating Investigations with MFCU

· Coordinating with RCS or CA for Investigations Involving Residents in a DSHS Licensed or Certified Setting

· Coordinating with DOH

· Coordinating with Tribes

· Coordinating with the Long-Term Care Ombudsman Program

· Investigation: Procedures for All APS Investigations (Pg 48) 


· Cost of APS Services


· 

 HYPERLINK  \l "_Consent_to_Investigate" 

Consent to Investigate


· Interviewing the Reporter

· Interview- General Protocol for All APS Interviews

· Interview documentation

· Interpreters

· Interview Behavior

· APS Worker Interview Safety

· When is an Interview Not Required?

· Interviewing the Alleged Victim

· Timeframe to Conduct an Interview

· Scheduled vs. Unscheduled Interviews – Alleged Victim

· Third Party Presence in an Interview – Alleged Victim

· Interviewing an Alleged Perpetrator

· Interviews – Unique Circumstances (Pg 59)

· Person to be Interviewed is Incarcerated

· Person to be Interviewed is a Minor Under Age 18

· Person to be Interviewed has a DPOA or Legal Guardian

· A Person is Reported to be “Non-Interviewable”

· Investigation: Unique Circumstances (Pg 61) 


· 
Alleged Perpetrator is a DSHS Employee, AAA Employee, or AAA Subcontractor

· APS Investigation of an Alleged Perpetrator Who May have Also Committed a Crime

· APS Investigation of a Personal Aide Providing Self-Directed Care

· APS Investigation of a Minor Alleged Perpetrator Under Age 18

· APS Investigation Involving a Client of a DSHS/AAA/Aging Network Case Manager

· APS Investigation Involving a Client Participating in New Freedom, PACE   


· Alleged Victim Lives in a Setting Certified or Licensed by DSHS

· Alleged Victim is Deceased Before Intake

· Alleged Victim Expires While the APS Case is Open

· Alleged Perpetrator Expires During Open Case or Due Process

· APS Tools (Pg 69) 

· Legal Injunction

· Photography to Document Evidence

· APS Request for Background Check through BCCU

· APS Use of Accurint to Search for Information

· Declaration Form

· Investigation: Findings (Pg 75) 

· Meaning of Recommended, Initial, and Final Findings

· Finding Options

· Factors for Substantiation of Neglect or Abandonment

· Factors for Substantiation of Abuse

· Factors for Substantiation of Financial Exploitation

· Factors for Substantiation of Self-Neglect

· Investigation Review of Recommendations to Substantiate an Allegation Involving an Individual Alleged Perpetrator (Pg 80)

· Notification of APS Findings  (Pg 82) 

· Summary Chart of APS Notification: Who Gets What Investigation Outcome Information?

· A Substantiated Initial Finding

· An “Unsubstantiated”, “Inconclusive”, or “Substantiated-Unknown Perpetrator” Finding

· APS Due Process and ADS Abuse Registry  (Pg 95) 

· Temporary Procedure for Due Process for Investigations in Facilities and Supported Living Programs

· Administrative Hearing to Challenge an APS Initial Finding

· Discovery and Protective Order Procedure

· Subpoenas 


· Dissemination of APS Case Record Information

· Witness Payment

· Change of Findings

· Other Administrative Hearings that May Involve APS

· DSHS Board of Appeals 


· Judicial Review

· Placing the Perpetrator on the ADS Abuse Registry

· Investigation Status and Closure  (Pg 103) 


· 90 Day cases

· Case Staffing Protocol

· Protective Services  (Pg 105)

· Description of Protective Services

· Authorization and Payment for APS Protective Services  (Pg 107)

· Overview

· Hierarchy of Protective Services Funding Sources

· Authorization and Payment for Medicaid Services

· Criteria for Use of State-Only-Funded Protective Services

· Authorization and Payment for State-Only-Funded Protective Services

· Legal Protective Services and Remedies  (Pg 111) 


· Protection Orders

· Vulnerable Adult Protection Order

· Domestic Violence Protection Order

· Guardianship

· Petition under RCW 74.34.067(5)

· Petition under RCW 11.88.030(2)(a)

· Procedure to Remove or Modify a Guardianship

· Power of Attorney

· Coordination with Community Resources  (Pg 117)

· Domestic Violence

· Mental Health

· APS Regional Resource Teams

· APS Case Record and Documentation  (Pg 120) 

· The APS Case Record – Retention and Documentation Principles

· Documenting Threatening Behavior

· Tracking Investigations of Vulnerable Adults (TIVA)

· TIVA Case Notes

· External Report: “APS Outcome Report”

· HCS Adult Protective Services Intake Report

· Criminal Investigation Request: APS Referral

· Disclosure of APS Information  (Pg 125) 

· Within DSHS: Sharing APS Information

· Outside DSHS: Routing Sharing of APS Information under RCW 74.34

· Public Disclosure of APS Information

· Subpoena for APS Information

· Discovery

· Summary Chart of Guidelines for Release of Requested APS Case Record Information 

· Vulnerable Adult Fatality Reviews (Pg 132)

Resources


· Rules and Policy Governing the APS Program (Pg 135)

· Acronyms List (Pg 136) 

Ask an Expert

· Jackie Heinselman at (360) 725-2616 or heinsje@dshs.wa.gov

· Carol Sloan at (360)725-2345 or SloanCS@dshs.wa.gov.

· Vicky Gawlik at (360)725-2615 or Gawlivp@dshs.wa.gov. 


Definitions

Chapter 74.34 RCW and WAC 388-71-0105  provide definitions that apply to the APS program.


Vulnerable Adults 


A vulnerable adult is defined in Chapter 74.34 RCW as a person who is: 


1. 60 years of age or older with the functional, mental, or physical inability to care for himself or herself; 


      Or


2. Over age 18 and: 


· Has a guardian appointed through superior court as per Chapter 11.88 RCW; or


· Has a developmental disability as defined in RCW 71A.10.020, such as intellectual disability, cerebral palsy, epilepsy, autism, or a condition similar to intellectual disability which originated prior to age eighteen; or


· Lives in a facility licensed by DSHS  (e.g., adult family home, assisted living facility, nursing home, soldier’s home, residential habilitation center, children’s foster home); or


· Receives services from an individual provider as defined in RCW 74.34.020; or


· Receives in-home services through a licensed home health, hospice, or home care agency; or


· Self-directs his or her own care by a personal care aide who performs that care for compensation.


Types of Abuse under RCW 74.34.020  


1. “Abandonment” means action or inaction by a person or entity with a duty of care for a vulnerable adult that leaves the vulnerable person without the means or ability to obtain necessary food, clothing, shelter, or health care. 


2. “Abuse” means the willful action or inaction that inflicts injury, unreasonable confinement, intimidation, or punishment on a vulnerable adult.  In instances of abuse of a vulnerable adult who is unable to express or demonstrate physical harm, pain, or mental anguish, the abuse is presumed to cause physical harm, pain, or mental anguish.  Abuse includes sexual abuse, mental abuse, physical abuse, and exploitation of a vulnerable adult which have the following meanings:

Effective 7/24/2015:   “Abuse” means the willful action or inaction that inflicts injury, unreasonable confinement, intimidation, or punishment on a vulnerable adult.  In instances of abuse of a vulnerable adult who is unable to express or demonstrate physical harm, pain, or mental anguish, the abuse is presumed to cause physical harm, pain, or mental anguish.  Abuse includes sexual abuse, mental abuse, physical abuse, and personal exploitation of a vulnerable adult, and improper use of restraint against a vulnerable adult which have the following meanings:


a. “Sexual abuse” means any form of nonconsensual sexual contact including, but not limited to, unwanted or inappropriate touching, rape, sodomy, sexual coercion, sexually explicit photographing, and sexual harassment.  Sexual abuse includes any sexual contact between a staff person, who is not also a resident or client, of a facility or a staff person of a program authorized under Chapter 71A.12 RCW, and a vulnerable adult living in that facility or receiving service from a program authorized under Chapter 71A.12 RCW, whether or not it is consensual.

Effective 7/24/2015:   “Sexual abuse” means any form of nonconsensual sexual conduct including, but not limited to, unwanted or inappropriate touching, rape, sodomy, sexual coercion, sexually explicit photographing, and sexual harassment.  Sexual abuse includes any sexual conduct between a staff person, who is not also a resident or client, of a facility or a staff person of a program authorized under Chapter 71A.12 RCW, and a vulnerable adult living in that facility or receiving service from a program authorized under Chapter 71A.12 RCW, whether or not it is consensual.


b. “Physical abuse” means the willful action of inflicting bodily injury or physical mistreatment.  Physical abuse includes, but is not limited to:  striking with or without an object, slapping, pinching, choking, kicking, shoving, prodding, or the use of chemical restraints or physical restraints unless the restraints are consistent with licensing requirements, and includes restraints that are otherwise being used inappropriately.

Effective 7/24/2015:   “Physical abuse” means the willful action of inflicting bodily injury or physical mistreatment.  Physical abuse includes, but is not limited to:  striking with or without an object, slapping, pinching, choking, kicking, shoving, or prodding.


c. “Mental abuse” means any willful action or inaction of mental or verbal abuse.  Mental abuse includes, but is not limited to: coercion, harassment, inappropriately isolating a vulnerable adult from family, friends, or regular activity, and verbal assault that includes ridiculing, intimidating, yelling, or swearing.

Effective 7/24/2015:   “Mental abuse” means a willful verbal or nonverbal action that threatens, humiliates, harasses, coerces, intimidates, isolates, unreasonably confines, or punishes a vulnerable adult.  Mental abuse may include ridiculing, yelling, or swearing.

d. Exploitation” means an act of forcing, compelling, or exerting undue influence over a vulnerable adult causing the vulnerable adult to act in a way that is inconsistent with relevant past behavior, or causing the vulnerable adult to perform services for the benefit of another.


Effective 7/24/2015:   “Personal Exploitation” means an act of forcing, compelling, or exerting undue influence over a vulnerable adult causing the vulnerable adult to act in a way that is inconsistent with relevant past behavior, or causing the vulnerable adult to perform services for the benefit of another. 

e. Effective 7/24/2015:   “Improper use of restraint” means the inappropriate use of chemical, physical, or mechanical restraints for convenience or discipline or in a manner that:  (i) Is inconsistent with federal or state licensing or certification requirements for facilities, hospitals, or programs authorized under chapter 71A.12 RCW; (ii) is not medically authorized; or (iii)  otherwise constitutes abuse under this section. 

3. Effective 7/24/2015:   “Chemical restraint” means the administration of any drug to manage a vulnerable adult’s behavior in a way that reduces the safety risk to the vulnerable adult or others, has the temporary effect of restricting the vulnerable adult’s freedom of movement, and is not standard treatment for the vulnerable adult’s medical or psychiatric condition.

4.  “Financial exploitation” means the illegal or improper use of the property, income, resources, or trust funds of the vulnerable adult by any person for any person’s profit or advantage other than for the vulnerable adult's profit or advantage.


· SSB 5042 amends the financial exploitation definition, effective 7/22/11:  “Financial exploitation” means the illegal or improper use, control over, or withholding of the property, income, resources, or trust funds of the vulnerable adult by any person or entity for any person’s or entity’s profit or advantage other than for the vulnerable adult’s profit or advantage.  “Financial exploitation” includes, but is not limited to:


· The use of deception, intimidation, or undue influence by a person or entity in a position of trust and confidence with a vulnerable adult to obtain or use the property, income, resources, or trust funds of the vulnerable adult for the benefit of a person or entity other than the vulnerable adult;


· The breach of a fiduciary duty, including, but not limited to, the misuse of a power of attorney, trust, or a guardianship appointment, that results in the unauthorized appropriation, sale or transfer of the property, income, resources or trust funds of the vulnerable adult for the benefit of a person or entity other than the vulnerable adult; or


· Obtaining or using a vulnerable adult’s property, income, resources, or trust funds without lawful authority, by a person or entity that knows or clearly should know that the vulnerable adult lacks the capacity to consent to the release or use of his or her property, income, resources, or trust funds.


5. Effective 7/24/2015:   “Mechanical restraint” means any device attached or adjacent to the vulnerable adult’s body that he or she cannot easily remove that restricts freedom of movement or normal access to his or her body.  “Mechanical restraint” does not include the use of devices, materials, or equipment that are (a) medically authorized, as required, and (b) used in a manner that is consistent with federal or state licensing or certification requirements for facilities, hospitals, or programs authorized under chapter 71A.12 RCW.

6. “Neglect” means:


a. A pattern of conduct or inaction by a person or entity with a duty of care that fails to provide the goods and services that maintain physical or mental health of a vulnerable adult, or that fails to avoid or prevent physical or mental harm or pain to a vulnerable adult; or 


b. An act or omission that demonstrates a serious disregard of consequences of such a magnitude as to constitute a clear and present danger to the vulnerable adult’s health, welfare, or safety, including but not limited to conduct prohibited under RCW 9A.42.100. 

c. Effective 7/28/2013:  “Neglect” means:


i.  A pattern of conduct or inaction by a person or entity with a duty of care that fails to provide the goods and services that maintain physical or mental health of a vulnerable adult, or that fails to avoid or prevent physical or mental harm or pain to a vulnerable adult; or 


ii. An act or omission by a person or entity with a duty of care that demonstrates a serious disregard of consequences of such a magnitude as to constitute a clear and present danger to the vulnerable adult’s health, welfare, or safety, including but not limited to conduct prohibited under RCW 9A.42.100. 

7.  Effective 7/24/2015:   “Physical restraint” means the application of physical force without the use of any device, for the purpose of restraining the free movement of a vulnerable adult’s body.  “Physical restraint” does not include (a) briefly holding without undue force a vulnerable adult in order to calm or comfort him or her, or (b) holding a vulnerable adult’s hand to safely escort a resident from one area to another.

8.  “Self-neglect” means the failure of a vulnerable adult, not living in a facility, to provide for himself or herself the goods and services necessary for the vulnerable adult’s physical or mental health, and the absence of which impairs or threatens the vulnerable adult’s well-being.  This definition may include a vulnerable adult who is receiving services through home health, hospice, or a home care agency, or an individual provider when the neglect is not a result of inaction by that agency or individual provider.  


Other Definitions Used by APS


1. “Alford Plea” is a plea that a criminal defendant may make that does not admit the criminal act, but recognizes that the prosecution can likely prove the charge [North Carolina v. Alford, 400 U.S. 25 (1970)].


2. “APS Client” means the vulnerable adult alleged victim of an APS case. (RCW 74.34.

3. “APS Outcome Report” means a document created in Tracking Incidents of Vulnerable Adults (TIVA) that is a succinct summary of the APS investigation. 


4. “APSAS” means Adult Protective Services Automated System     

5. “Basic necessities of life” under WAC 388-71-0105 means food, water, shelter, clothing, and medically necessary health care, including but not limited to: health-related treatment or activities, hygiene, oxygen, and medication.


6. “Collateral Contacts” means independent sources of relevant information.


7. “Client Consent” under RCW 74.34.020 means express written consent granted after the vulnerable adult or legal representative has been fully informed of the nature of the services to be offered and that the receipt of services is voluntary.


8. “Confidential” means no information can be disclosed verbally, in writing, or electronically, except under specified circumstances.  


9. “Consultant” means a person contracted by ALTSA headquarters to provide consultation services.


10. “Entity” under WAC 388-71-0105 means any agency, corporation, partnership, association, limited liability company, sole proprietorship, for-profit or not-for-profit business that provides care and/or services to vulnerable adults under a license, certification or contract issued by DSHS or DSHS' contractor. An entity does not include an assisted living facility licensed under Chapter 18.20 RCW, an adult family home licensed under Chapter 70.128 RCW, or a nursing home licensed under Chapter 18.51 RCW, but does include such facilities if they are required to be licensed but are not currently licensed. 


11. “Facility” under RCW 74.34.020 means a residence licensed or required to be licensed under Chapter 18.20 RCW, assisted living facilities; Chapter 18.51 RCW, nursing homes; Chapter 70.128 RCW, adult family homes; Chapter 72.36 RCW, soldiers’ homes, or Chapter 71A.20 RCW, residential habilitation centers; or any other facility licensed by the department. 


12. “Final finding” means the department's substantiated finding of abandonment, abuse, financial exploitation or neglect is upheld through the administrative appeal process specified in WAC 388-71-01205 through 388-71-01280, or is not appealed timely to the office of administrative hearings. The alleged perpetrator can appeal a final finding to Superior Court and the Court of Appeals under the Administrative Procedure Act, Chapter 34.05 RCW.


13. "Incapacitated person" means a person who is at a significant risk of personal or financial harm under RCW 11.88.010(1)(a), (b), (c), or (d).

14. “Inconclusive” means the evidence is unreliable, not credible, unavailable, or insufficient to determine at this time whether or not abuse, abandonment, neglect, self-neglect, or financial exploitation occurred, on a more probable than not basis.


15. “Individual Provider” under RCW 74.34.020 means a person under contract with the department to provide services in the home under Chapter 74.09 RCW or Chapter 74.39A RCW. 


16. “Initial finding” under WAC 388-71-0105 means a determination made by the department upon investigation of an allegation of abandonment, abuse, financial exploitation, neglect or self-neglect.
     (1) If the department determines it is more likely than not the incident occurred, the department shall document the finding as "substantiated."
     (2) If the department determines it is more likely than not, the incident did not occur, the department shall document the finding as "unsubstantiated."
     (3) If the department cannot make a determination about whether the incident occurred or did not occur on a more probable than not basis, the department shall document the finding as "inconclusive."


17. “Last activity” is defined as the final action, documentation, phone call, etc. involving the case (this could occur after the investigation has closed).


18. “Legal representative” under WAC 388-71-0105 means a guardian appointed under Chapter 11.88 RCW.


19. “Person or entity with a duty of care” under WAC 388-71-0105 includes, but is not limited to the following:
     (1) A guardian appointed under Chapter 11.88 RCW; or
     (2) A person named in a durable power of attorney as the attorney-in-fact as    defined under Chapter 11.94 RCW.
     (3) A person or entity providing the basic necessities of life to a vulnerable adult where:
     (a) The person or entity is employed by or on behalf of the vulnerable adult; or
     (b) The person or entity voluntarily agrees to provide, or has been providing, the basic necessities of life to the vulnerable adult on a continuing basis.


20. “Preponderance of evidence” means the greater weight of the evidence based on the more convincing evidence and its probable truth or accuracy, not the amount of evidence.

21. “Protective Services” under RCW 74.34.020 means any services provided by the department to a vulnerable adult with the consent of the vulnerable adult, or the legal representative of the vulnerable adult, who has been abandoned, abused, financially exploited, neglected, or in a state of self-neglect.  These services may include, but are not limited to:  case management, home care, options for placement, arranging for medical evaluation, psychological evaluations, daycare, or referral for legal assistance. 


22. “Public disclosure” means sharing information with the public verbally or in writing.  


23. “Reasonable cause to believe” means it is probable that an incident of abuse, abandonment, neglect, or financial exploitation happened.  Probable means that, based on evidence or information readily obtained from various sources, it is likely the incident occurred.


24. “Reason to suspect” means it is possible that an incident of sexual or physical assault occurred.  Possible means that, based on information readily obtained from various sources, the incident could have happened.


25. “Regional Resource Team” means a multidisciplinary adult protection team including community members having expertise in issues, services and resources for vulnerable adults (e.g., law enforcement officers, health care and social service professionals, domestic violence specialists) to provide consultation on select challenging APS cases in each region.


26. “Substantiated” means a preponderance of the evidence indicates that, more likely than not, abuse, abandonment, neglect, self-neglect or financial exploitation occurred.


27. “TIVA” means Tracking Incidents of Vulnerable Adults and is the automated system.  APS staff document reports and investigations of abuse, abandonment, neglect, self-neglect of vulnerable adults in this system.  The system tracks these incidents by the production of management and operational reports.

28. “Unsubstantiated” means a preponderance of the evidence indicates that, more likely than not, abuse, abandonment, neglect, self-neglect, or financial exploitation did not occur.

29. “Willful” under WAC 388-71-0105 means the non-accidental action or inaction by an alleged perpetrator that he/she knew or reasonably should have known could cause harm, injury or a negative outcome.


Overview of the APS Program


· APS receives reports of allegations of abuse, abandonment, neglect, self-neglect and financial exploitation of vulnerable adults living in the community, facilities, and certified community residential services and supported livingsettings.

· APS investigates allegations by gathering information through interviews, collaterals, observations and review of records, in order to: 


· Provide protective services for a vulnerable adult alleged victim when necessary;


· Determine the validity of allegations of abuse, abandonment, neglect, self-neglect and financial exploitation from available information;


· Determine current risk factors and supports for the vulnerable adult by assessing, as warranted: physical, functional and mental abilities, the conditions of the environment, support systems, and relationships.


· APS may provide protective services to vulnerable adult alleged victims by: 


· Facilitating access to the legal system and/or law enforcement;


· Providing or facilitating access to needed and desired services during an investigation or upon an initial finding of substantiated abuse, abandonment, neglect, self-neglect or financial exploitation.


Scope – Who performs investigations within ALTSA?


Home and Community Services’ Adult Protective Services (APS) receives the intake report, conducts the investigation, and may offer protective services when:


· The reported allegations are of abuse, abandonment, financial exploitation, neglect or self-neglect; and


· The alleged victim is a vulnerable adult; and

· The alleged victim lives:

· At home


· In an unlicensed setting

· In a facility [Adult Family Home (AFH), Nursing Facility (NF), Assisted Living (AL), including residents in a non-licensed beds, Community Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) licensed by Residential Care Services (RCS)]

· In a Supported Living/State Operated Living Alternative (SOLA) setting certified by RCS


· In a Developmental Disabilities Administration Group Home


· In Group Training Homes


· In Residential Habilitation Centers (RHCs)

· In a foster home licensed by Children’s Administration

· In a facility licensed or certified by Department of Health (DOH) (e.g., drug treatment facility, etc.) 


· At Western State Hospital or Eastern State Hospital (only when the alleged perpetrator is not affiliated with the hospital).  

Residential Care Services’ Complaint Resolution Unit (CRU) receives intake reports alleging failed provider practice.  The focus of an RCS complaint investigation in an AFH, AL, NH, or supported living program is on facility practice, and determining whether the facility was in compliance with state and/or federal requirements and provided safe quality care to residents.  

· Sometimes APS and the licensing authority (RCS or Children’s Administration) will both conduct an investigation involving a vulnerable adult residing in a facility. Communicate and coordinate activities to minimize duplication and maximize efficiency as each pursue the investigation from their own program perspective.


· In unlicensed settings that potentially should be licensed by RCS, APS will investigate reported allegations of abuse, neglect, abandonment or financial exploitation and may offer protective services to the vulnerable adults, and RCS will investigate and address the licensure status. Communicate and coordinate activities to minimize duplication and maximize efficiency.


· If APS workers encounter a vulnerable adult living in an unlicensed setting that potentially should be licensed by RCS as an AFH, AL, or NF (for example, when care is being provided to two or more adults unrelated to the provider, an adult family home license is required), APS will immediately call the Complaint Resolution Unit (CRU) to report a possible unlicensed facility.

APS Reporting Requirements and Information


RCW 74.34.035



Mandated Reporting of Abuse of Vulnerable Adults


· When a mandated reporter has reasonable cause to believe that abandonment, abuse, financial exploitation, or neglect of a vulnerable adult has occurred, he or she must immediately submit a report to the department. (Some types of contact between vulnerable adults are not required to be reported to law enforcement, but must still be reported to DSHS - see RCW 74.34.035 for details.)

· If the allegation involves a vulnerable adult living in their own home, call the local or Regional APS Intake line to make a report: 


		Region

		APS Toll-Free Voice Line

		APS Teletypewriter (TTY) Line



		1

		               1-800-459-0421

		1-509-568-3086



		2

		               1-866-221-4909

		1-800-977-5456



		3

		               1-877-734-6277

		1-360-664-9469





· Call the RCS Complaint Resolution Unit (CRU) toll free at 1-800-562-6078 (TTY= 1-800-737-7931) if the allegation involves a vulnerable adult living in a residential facility (NF, AFH, AL, soldier’s home, residential habilitation center) or a certified supported living/SOLA setting and there is a provider practice complaint.  Call the appropriate APS regional Intake number above if reporting the abuse, abandonment, neglect, self-neglect or financial exploitation of a vulnerable who lives in their own home or in a facility or who is receiving supported living program services.

· Mandated reporters are required to report immediately any suspected sexual assault to law enforcement in addition to making a report to the department.  


· Mandated reporters are required to report immediately any suspected physical assault to the department; they must also make a report to law enforcement unless the situation meets the criteria in RCW 74.34.035(4).  
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Follow the standard APS 


procedures for investigation and 


protective services


Box D


If the AP is an AAA employee or AAA subcontractor in a CM or nurse role:


1.  Designate as a Restricted Case in TIVA;


2.  Report potential crimes to law enforcement;


3.  Inform HCS RA that:


a.  The AP is an AAA employee; and


b.  The allegation does involve the AP’s job;


4.  Complete an incident report and send it only to the HCS Chief of 


Operations;


5.  APS will investigate allegations of abuse, neglect, abandonment and 


financial exploitation.


a.  HCS RA notifies the AAA director of APS investigation.


b.  An APS worker without a potential conflict of interest from 


another office or region will do the investigation.


c.  Provide APS Outcome Report to only the AAA Director (not CM).           


d.  Do not place a copy of the Outcome Report or Notification Letter    


in any department file.


e.  Implement due process procedures for an APS substantiated 


initial finding;


6.  APS will screen-out allegations related to a DSHS/AAA/AAA Subcontractor 


case manager’s failure to provide services under the employee’s duties;


7.  The HCS RA will refer the screened-out allegation directly to the 


AAA Director for investigation as a potential personnel/training 


matter.


If the AP is an AAA subcontractor not in a CM or nurse rule:


1.  Report potential crimes to law enforcement;


2.  Follow standard investigation procedures.


Box B


1.  Designate as a Restricted Case in TIVA;


2.  Report potential crimes to law enforcement;


3.  Inform HCS RA that:


a.  The AP is a DSHS/AAA employee or AAA 


CM/nurse subcontractor; and


b.  The allegations have no nexus to his/her job;


4.  Follow standard APS procedures for 


investigation and protective services.


Box C


If the AP is a DSHS/AAA Employee or AAA subcontractor in a 


CM or nurse role:


1. Designate as a Restricted Case in TIVA;


2.  Report potential crimes to law      


enforcement;


3.  Inform HCS RA:


a.  The AP is a DSHS/AAA employee or


CM/nurse subcontractor; and


b.  The AP has unsupervised access to 


VA/children on the job; and


c.  The allegation does not involve the


AP’s job;


4.  Complete an incident report and send it only to 


the HCS Chief of Operations;


5.  Follow standard APS procedures for                                


investigation and protective services;


6.  HCS RA verbally notifies the AP’s DSHS appointing        


authority and the DSHS HRD Director, or the    


AAA Director, if the allegation is:


a.  Substantiated by APS; or


b.  Accepted as an APS referral by law 


enforcement. 


c.  Do not place a copy of the Outcome Report or 


Notification Letter in any department file.


If the AP is an AAA-subcontractor not in a CM or nurse role:


1.  Report potential crimes to law enforcement;


2.  Follow standard investigation procedure.


Box E


If the AP is a DSHS employee:


1.  Designate as a Restricted Case in TIVA;


2.  Report potential crimes to law enforcement;


3.  Inform HCS RA that:


a.  The AP is a DSHS employee; and


b.  The allegation does involve the AP’s job ;


4.  Complete an incident report and send it only to the HCS Chief of Operations ;


5.  APS will investigate allegations of abuse , neglect, abandonment and financial 


exploitation;


a.  HCS RA verbally notifies AP’s DSHS appointing authority of APS 


investigation.


b.  An APS worker without a potential conflict of interest from another 


office or region will do the investigation .


c.  Provide APS Outcome Report to only the AP’s appointing authority 


d.  Do not place a copy of the Outcome Report or Notification Letter in 


any department file.


e.  Implement due process for an APS substantiated initial finding ;


6.  APS will screen-out allegations related to a DSHS/AAA/AAA Subcontractor 


case manager’s failure to provide services under the employee’s duties;


7.  The HCS RA will refer the allegation to the AP’s DSHS appointing 


authority.  As per DSHS administrative policies the appointing authority 


determines if the matter is address as a personnel or training matter , 


or sent to Washington State Patrol for investigation under the  


interagency agreement. 


1.


Is the AP a DSHS/


AAA employee or an 


AAA subcontractor?


2. 


Does the AP work in a


position with 


unsupervised access to 


vulnerable adults or 


children?


3.


Is the AV affiliated 


with the AP’s 


work role (e.g., is 


the AV a client)?


NO


NO


NO


YES


YES, then ask:


YES, then ask:


Procedure for Investigation of DSHS/AAA/AAA 


Subcontrator Employee Alleged Perpetrator


YES


OR


NOTE


This flow chart provides a quick reference guide and does not substitute the specific action requirements and 


responsibilities outlined in policy.




· A mandated reporter is not required by statute to report self-neglect by a vulnerable adult. However, reporting is encouraged to facilitate possible intervention.


· Mandated reporters are also required to make a report to the medical examiner or coroner, as well as to the department and law enforcement, if they suspect a death of a vulnerable adult was caused by abuse, neglect, or abandonment by another person [see RCW 74.34.035(5)].

· Vulnerable adult reporting is mandatory for all:


· Employees of the department;


· Law enforcement officers;


· Social workers;


· Professional school personnel;


· Individual providers (defined in RCW 74.34.020 as a person under contract to provide services in the home under RCW 74.09 or 74.39A.);


· Employees or operators of any facility required to be licensed by the department (Assisted Living, nursing home, adult family home, soldiers’ home, residential habilitation center);


· Employees of a social service, welfare, mental health, adult day health, adult day care home health, home care, or hospice agency;


· County coroners or medical examiners;


· Christian Science practitioners; and


· Health care providers subject to Chapter 18.130 RCW. (Includes, but is not limited to:  physicians, physician’s assistants, physical therapists, occupational therapists, nurses, psychologists, podiatrists, dentists, nursing home administrators, optometrists, osteopaths, pharmacists, Emergency Medical Technician (EMT), paramedics, counselors, naturopaths, nursing assistants, dietitians, massage therapists, radiology technologists, etc.).


[image: image5.emf]Box A


Follow the standard APS 


procedures for investigation and 


protective services


Box D


If the AP is an AAA employee or AAA subcontractor in a CM or nurse role:


1.  Designate as a Restricted Case in TIVA;


2.  Report potential crimes to law enforcement;


3.  Inform HCS RA that:


a.  The AP is an AAA employee; and


b.  The allegation does involve the AP’s job;


4.  Complete an incident report and send it only to the HCS Chief of 


Operations;


5.  APS will investigate allegations of abuse, neglect, abandonment and 


financial exploitation.


a.  HCS RA notifies the AAA director of APS investigation.


b.  An APS worker without a potential conflict of interest from 


another office or region will do the investigation.


c.  Provide APS Outcome Report to only the AAA Director (not CM).           


d.  Do not place a copy of the Outcome Report or Notification Letter    


in any department file.


e.  Implement due process procedures for an APS substantiated 


initial finding;


6.  APS will screen-out allegations related to a DSHS/AAA/AAA Subcontractor 


case manager’s failure to provide services under the employee’s duties;


7.  The HCS RA will refer the screened-out allegation directly to the 


AAA Director for investigation as a potential personnel/training 


matter.


If the AP is an AAA subcontractor not in a CM or nurse rule:


1.  Report potential crimes to law enforcement;


2.  Follow standard investigation procedures.


Box B


1.  Designate as a Restricted Case in TIVA;


2.  Report potential crimes to law enforcement;


3.  Inform HCS RA that:


a.  The AP is a DSHS/AAA employee or AAA 


CM/nurse subcontractor; and


b.  The allegations have no nexus to his/her job;


4.  Follow standard APS procedures for 


investigation and protective services.


Box C


If the AP is a DSHS/AAA Employee or AAA subcontractor in a 


CM or nurse role:


1. Designate as a Restricted Case in TIVA;


2.  Report potential crimes to law      


enforcement;


3.  Inform HCS RA:


a.  The AP is a DSHS/AAA employee or


CM/nurse subcontractor; and


b.  The AP has unsupervised access to 


VA/children on the job; and


c.  The allegation does not involve the


AP’s job;


4.  Complete an incident report and send it only to 


the HCS Chief of Operations;


5.  Follow standard APS procedures for                                


investigation and protective services;


6.  HCS RA verbally notifies the AP’s DSHS appointing        


authority and the DSHS HRD Director, or the    


AAA Director, if the allegation is:


a.  Substantiated by APS; or


b.  Accepted as an APS referral by law 


enforcement. 


c.  Do not place a copy of the Outcome Report or 


Notification Letter in any department file.


If the AP is an AAA-subcontractor not in a CM or nurse role:


1.  Report potential crimes to law enforcement;


2.  Follow standard investigation procedure.


Box E


If the AP is a DSHS employee:


1.  Designate as a Restricted Case in TIVA;


2.  Report potential crimes to law enforcement;


3.  Inform HCS RA that:


a.  The AP is a DSHS employee; and


b.  The allegation does involve the AP’s job ;


4.  Complete an incident report and send it only to the HCS Chief of Operations ;


5.  APS will investigate allegations of abuse , neglect, abandonment and financial 


exploitation;


a.  HCS RA verbally notifies AP’s DSHS appointing authority of APS 


investigation.


b.  An APS worker without a potential conflict of interest from another 


office or region will do the investigation .


c.  Provide APS Outcome Report to only the AP’s appointing authority 


d.  Do not place a copy of the Outcome Report or Notification Letter in 


any department file.


e.  Implement due process for an APS substantiated initial finding ;


6.  APS will screen-out allegations related to a DSHS/AAA/AAA Subcontractor 


case manager’s failure to provide services under the employee’s duties;


7.  The HCS RA will refer the allegation to the AP’s DSHS appointing 


authority.  As per DSHS administrative policies the appointing authority 


determines if the matter is address as a personnel or training matter , 


or sent to Washington State Patrol for investigation under the  


interagency agreement. 


1.


Is the AP a DSHS/


AAA employee or an 


AAA subcontractor?


2. 


Does the AP work in a


position with 


unsupervised access to 


vulnerable adults or 


children?


3.


Is the AV affiliated 


with the AP’s 


work role (e.g., is 


the AV a client)?


NO


NO


NO


YES


YES, then ask:


YES, then ask:


Procedure for Investigation of DSHS/AAA/AAA 


Subcontrator Employee Alleged Perpetrator


YES


OR


NOTE


This flow chart provides a quick reference guide and does not substitute the specific action requirements and 


responsibilities outlined in policy.




Failure of a Mandated Reporter to Make an APS Report


· Failure to make a mandated report or knowingly making a false report is a gross misdemeanor. RCW 74.34.053

· When a mandated reporter fails to make a report: 


· If the individual is unaware of the mandatory reporting requirements, provide the individual with information about his or her responsibility to make a report (e.g., DSHS brochure 22-810x (revised 12/10) entitled: Partners in Protection: A Guide for Reporting Vulnerable Adult Abuse). 


· Consult with the Regional Administrator or designee to determine if APS will file a report with either law enforcement or the prosecuting attorney to tell them of the mandated reporter’s failure to report alleged abuse, neglect, abandonment or financial exploitation.  Considerations include did the person know of his or her duty to report as a mandatory reporter and know that the alleged victim was a vulnerable adult.  


Permissive Reporting of Abuse of Vulnerable Adults


· Permissive reporters are strongly encouraged, but are not required, to report to the department or to law enforcement when there is reasonable cause to believe that a vulnerable adult is being or has been abandoned, abused, financially exploited, or neglected, or when the vulnerable adult is self-neglecting.


· A permissive reporter is anyone not mandated in Chapter 74.34 RCW (or required by WAC or contract) to make a report, including:


· Employee of a financial institution;


· Attorney;


· Long-Term Care Ombudsman.


· A permissive reporter can call 1-866-EndHarm (1-866-363-4276) toll-free to make a report or the permissive reporter can use the direct numbers listed for APS and RCS (1-800-562-6078).



RCW 74.34.035

Reporter Confidentiality and Immunity


· APS will attempt to maintain reporter confidentiality to the extent legally possible and will not release the reporter’s identity unless:


· The reporter consents to disclosure; or


· Disclosure is permitted or required by law, examples include:


· Judicial proceedings (e.g., if the alleged perpetrator asks for a hearing to challenge an APS finding); or 


· APS makes a referral or provides case information to other agencies authorized to investigate the matter (e.g., law enforcement, Medicaid Fraud Control Unit, DOH Health Systems Quality Assurance (HSQA), etc.). 


· Persons who report in good faith and/or testify about alleged abuse, neglect, abandonment, financial exploitation or self-neglect are not in violation of confidential communication privileges and are immune from liability as a result of the report or testimony.


RCW 74.34.035

Interference with Reporting Requirements


· Facilities, programs, or agencies providing services for a vulnerable adult may not develop policies or procedures that interfere with mandatory reporting requirements.


· If APS encounters policies or procedures that interfere with reporting requirements, forward the information to:


· CRU regarding any facility licensed or certified by RCS (NF, AL, AFH, Soldier’s Home, RHC, certified supported living/SOLA setting);


· Developmental Disabilities Administration (DDA) Regional Administrator or designee regarding any contracted DDA program;


· Department of Health (DOH) regarding any in-home services agency (home health, hospice, or home care agency). 


Safe Field Work Practices


This information is intended to minimize the potential of occupational hazards to APS staff while working in the field, where unexpected actions or events may occur.  This information does not replace staff knowledge, judgment, or common sense in any particular situation.  




· Prior to making a home or field visit, review information (e.g., from the intake report, related case records, collateral contacts or interview the reporter) to assess if specific hazards may be present.  Conduct a background check through the BCCU if it appears warranted and sufficient identifying information is known. See APS Request for a Background Check through BCCU.  Search Accurint if more information is needed than the BCCU background check can provide.  See APS Use of Accurint to Search for Information.  Questions to help assess the situation and determine if specific safety precautions are warranted include, but are not limited to: 


· In TIVA:


· Is there a warning indicator icon next to the person’s name? 

· What is documented on the person management page indicating this person may pose a danger? (See the TIVA Users’ Manual)

· Is the vulnerable adult in present danger? In what way?

· Are weapons present? Have weapons ever been used to threaten or harm anyone?


· Are aggressive animals present?  If so, ask the vulnerable adult to secure aggressive animals before arrival;


· Will anyone else be in the home during the visit?


· Is there a history of violence in the home?


· Is anyone in the environment likely to be under the influence of drugs or alcohol?


· Are illegal drugs used or manufactured in the home or currently being dealt out of the home?


· Is anyone likely to be present who will exhibit violent, erratic, agitated or bizarre behaviors?


· Are there any health hazards in the environment such as dangerous chemicals, broken floorboards, human and animal waste?


· Do conditions exist that may potentially result in harm during a home visit?


· Does anyone in the home have a criminal record?


· Are there restraining orders against anyone associated with the household?


· Is the neighborhood a “rough” or “high crime” area?


· Depending upon the perceived seriousness of the safety risk of a field visit, consult with your supervisor to consider various options to protect your (the APS worker) safety, such as:


· Request police accompaniment if danger is present or may escalate upon arrival.  Law enforcement enters a residence before the APS worker when conducting a joint visit to a location that poses a safety concern, unless an alternate plan is agreed to by APS and law enforcement in a pre-entry meeting.

· Take another worker on the visit if the presence of two workers may mitigate a risk of danger; 

· Consider conducting the interview in the office or in a neutral location.   

· Each office must:


· Implement a check-in procedure and protocol to know the approximate whereabouts of APS workers in the field should it become necessary to locate an individual (e.g., workers going on a field visit may indicate the address of the visit and anticipated time of return on an office sign-out board, utilize Outlook calendars and have a call-in procedure). 


· Implement a means to verify that every APS worker in the field has finished his or her shift safely.  


· All APS workers must carry work identification on field visits (e.g., business card, DSHS picture identification).


· Each region must provide APS workers with a basic “safety kit” for field visits to address potential biological hazards.  The contents of the safety kit will be determined and provided regionally. Suggested items include: 


· Non-latex gloves;


· Plastic garbage bags with draw string;


· CPR mask (for those certified and choosing to perform CPR);


· 2 plastic, disposable aprons;


· Waterless hand cleaner; and


· Paper towels.


· During a field visit continuously assess the environment and situation for safety risks, including but not limited to:


· Enter a residence only when given permission or asked to do so;

· Do not go into a residence if you do not feel safe;

· Anytime you have reason to believe you are in danger, leave immediately and go to a safe location;

· Leave a residence when asked to do so.

· Anytime an APS worker is threatened with harm by an alleged perpetrator, witness, collateral contact, or the alleged victim:


· Inform the APS Supervisor/Program Manager;


· Submit a report to law enforcement;


· Enter the information in the TIVA safety tab and check Danger to Worker in the warning indicator box on the participants’ Person Management page and document the action in the comments box; and

· Consult with the RA or designee to determine what additional action may be appropriate to the circumstances. For example, the provisions of these (or other) statutes may apply:


· RCW 9A.76.180 Intimidating a Public Servant;


· RCW  9A.46.110 Stalking;


· RCW 74.04.790 Reimbursement for employees being victims of assault.

For additional information related to APS worker safety refer to:


· APS Worker Interview Safety section;


· The APS Field Safety Checklist tool; and

· APS Online Safety Training

APS Intake

Intake is the initial gathering of report information about an allegation of abandonment, abuse, financial exploitation, neglect, or self-neglect of a vulnerable adult.

APS Receipt of Reports


APS may receive reports directly, or, other entities (e.g., RCS, DOH) may receive the initial report and forward it to APS.  


APS enters all reports into TIVA regardless whether the allegation or the alleged vulnerable adult meets definitions in RCW 74.34.020 and 74.34.021 (effective 7/22/11, RCW 74.34.020 only).  See Screen Out Decision Criteria Chart for reports involving CRU jurisdiction only).

· Within 24 hours of APS knowing that an intake report of suspected abandonment, abuse, financial exploitation, neglect or self-neglect of a vulnerable adult has been received, APS will initiate a response as required under RCW 74.34.063.  An initial response may include, but is not limited to:  


· Refer the report to the appropriate agency for investigation;


· Refer the report to law enforcement;


· Contact the reporter or collateral sources for additional information;


· Screen out the report for failure to meet program criteria; or


· Link the report to an investigation and assign to an investigator.  Note: If assigned as a “High Priority” investigation, APS must also create the investigation and conduct a face-to-face interview with the alleged victim within 24 hours of APS’ knowledge of the report.  (More about Screening Reports).


· To receive reports, each HCS Region must:


· Accept reports submitted by telephone/TTY, FAX, in-person, mail or e-mail;


· Have at least one published toll-free voice line telephone number available for anyone wishing to submit a report;


· Have a separate TTY number for APS Intake for individuals who are deaf, hard of hearing or have speech impediments to submit a report;


· All APS Intake staff must be trained in the use of the TTY machine. The regions may use the training video provided by HCS headquarters or contact the Office for the Deaf and Hard of Hearing for training;


· Have APS staff accept report information, including live phone reports, during regular office hours, 8:00 a.m. to 5:00 p.m., Monday through Friday, except state holidays;


· Check the TTY machines/calls at the beginning of each workday, every noon hour, and during the last hour of each workday;  


· Make available a means to receive reports during the evening hours, weekends, or holidays when the office is not open;


· Within 24 hours of APS knowledge of receipt of a faxed or voicemail report, an intake worker will call the reporter to acknowledge receipt of the report, to gather additional information (or inform the reporter the report has been screened-out for failure to meet program criteria), unless: 


· The report was submitted anonymously;


· The reporter has indicated he/she does not want to be contacted; or 


· The report was a routine submission by a mandatory reporter without any specific personal knowledge of the situation (e.g., if the report was faxed by the hospital or law enforcement, the assigned APS worker will communicate and coordinate directly with the assigned officer conducting their investigation rather than the APS intake worker calling the clerk who faxed the referral to APS).

· When the AV resides in a facility/supported living setting:  When attempting to contact the reporter and someone else answers the phone, the intake worker will identify him/herself as a worker from DSHS, not APS, so as not to alert the facility of potential APS involvement.  If the reporter is not available, the intake worker will not leave a message but state that he/she will call back.  Document reporter call back and or attempts in TIVA.  The intake worker will NOT inform the reporter whether or not the report will be screened in or out.

· Enter all reports of alleged abuse, abandonment, neglect, self-neglect or financial exploitation of a vulnerable adult into TIVA in a timely manner.  


· Do not enter calls that involve CRU (provider practice) jurisdiction only.  See the procedure in Circumstances under which DSHS will Screen-Out an Intake Report.


· If the region where the intake originates is not the region that will conduct the investigation, the intake worker will immediately forward the written referral to the appropriate region via the regional intake email address and copy his/her supervisor. 

Region 1:  R1APSIntake@dshs.wa.gov

Region 2:  R2APSIntake@dshs.wa.gov

Region 3:  R3APSIntake@dshs.wa.gov  


 For non-written referrals, the intake worker will complete an intake and the supervisor or intake worker will reassign the report to the intake supervisor or intake worker in the receiving region in TIVA.  The supervisor or intake worker will give the receiving region a courtesy notification of the oncoming report.

Summoning Emergency Response 


Situations that require an immediate action to protect the vulnerable adult during intake or anytime the case is open, include:


· A crime against a person or property is in progress.


· A restraining order is being violated.


· Within the preceding 4 hours, a person 16 years old or older is alleged to have assaulted a family or household member (the mandatory arrest provisions under RCW 10.31.100 may apply).  


· Safety of the alleged victim is in imminent jeopardy.


· Safety of an APS Worker is in imminent jeopardy.


At intake, the APS Intake worker will:


· Interrupt the report intake process and call an appropriate emergency first responder, such as law enforcement, emergency medical services or a designated mental health professional. 


· Inform law enforcement if/how APS is involved in the situation.


· Immediately notify the supervisor that emergency assistance was summoned during intake.


· Complete the intake process after contacting the emergency first responder.


See Coordinating with Law Enforcement for additional information on communication and coordination.


As an APS Worker, Where do I enter information and what do I include in an APS Intake Report?


Enter intake information in TIVA.

· The APS intake report should contain available information pertinent to the situation which may include, but is not limited to:


· Name, address and telephone number of the vulnerable adult;


· Condition, needs and descriptive information (e.g., age) of the vulnerable adult;


· Name, address, telephone number of the alleged perpetrator;


· Sufficient information to determine if an element of abuse, neglect, financial exploitation, self-neglect, or abandonment is alleged;


· Any safety considerations that may cause concern or present a hazard to the APS worker assigned to conduct the investigation.  Potential concerns include, but are not limited to: weapons, aggressive dogs/animals, drug or alcohol usage by victim or perpetrator, history of aggressive assaultive behavior history of abuse, uncontrolled or unpredictable behavior by victim or perpetrator, a criminal record, or hazardous conditions or circumstances regarding the residence of the victim; 


· Name, address, and telephone number of any individuals who may have knowledge of the situation.


· The intake worker must conduct a thorough person search in TIVA on each participant (AV, AP & reporter). 


· The Intake worker may click the automated client evaluation system (ACES) link on the blue options pane for any information on the AV and AP.


· The CARE icon will alert you to an active CARE client.  Clicking on the CARE icon will provide the case manager name, phone number and program that the individual receives. 

· Check other databases on a case-by-case basis that are relevant and available (such as the client registry and Barcode) for pertinent information on the AV and AP.  Document the searches and the information obtained.

· The intake worker must inform the reporter that the assigned investigator will contact him/her for additional information.


· The “Call Back Requested” box in TIVA is automatically checked.  Uncheck the box only in circumstances where the reporter specifically requests not to be called.

· Create a separate intake report:


· For each alleged victim and/or each alleged perpetrator involved in a situation;


· For allegations of self-neglect and allegations of mistreatment by others (i.e., an intake report cannot include allegations of self-neglect and allegations of abuse, abandonment, neglect and/or financial exploitation by a known or unknown alleged perpetrator).  In TIVA, the alleged victim in self-neglect reports is also documented as the alleged perpetrator. 

· For situations when an open investigation exists involving the same alleged victim and alleged perpetrator, but the allegations are different.

· When a referral or information is received pertaining to an investigation that is already open involving the same alleged victim, same alleged perpetrator and same allegation:


· Send an email to the assigned investigator and copy the supervisor with reporter information and Case name.


· Create a case note with any detailed information provided by the second reporter. 

· For additional information and procedures related to gathering and documenting Intake information, refer to:

· Guide for APS Intake 


· TIVA Users’ Manual


Admin Policy 9.01



Sensitive, Critical or High Profile Cases – Restricted Case Designation

· Some APS Intake reports may involve sensitive, critical or high profile situations, which may include, but are not limited to:


· The alleged victim or the  alleged perpetrator is a DSHS employee, relative of a DSHS employee, or an employee of AAA/Aging Network;


· The alleged victim or the alleged perpetrator is a relative or family member of HCS staff;


· The media is involved; 


· The alleged victim or alleged perpetrator is a public official or other high profile individuals; orParticipants of the Address Confidentiality Program (ACP) for Domestic Violence Victims.  See    https://www.dshs.wa.gov/esa/confidentiality/confidentiality-address-confidentiality-program-acp-domestic-violence-victims.

· When the report is considered sensitive or high profile:

· Consult with your supervisor and follow local office procedures, including notification of your Regional Administrator or designee.

Place a “Restriction” in TIVA following the procedure outlined in the TIVA Users’ Manual.  The “Restriction” limits viewing of the intake and case information to those with restricted case security permission.  Staff who can be given such permission in TIVA are as follows:

· Assistant Secretary

· Director


· Chief of Field Operations


· Office Chiefs


· Regional Administrators


· Field Service Administrators


· APS Program Managers (including Subject Matter Experts)

· APS Social and Health Program Consultants


· APS Supervisors


· Legal Benefits Advisors


· Paralegals


· The Regional Administrator or designee will determine who investigates, and may coordinate with another Regional Administrator to transfer the case if appropriate.

· Placeboth a “Restriction” and indicate as “high profile or critical incident” in TIVA following the procedure outlined in the TIVA Users’ Manual when:

· The media is involved; 


· The alleged victim or alleged perpetrator is a public official or other high profile individuals; or

· Participants of the Address Confidentiality Program (ACP) for Domestic Violence Victims.  See  

https://www.dshs.wa.gov/esa/confidentiality/confidentiality-address-confidentiality-program-acp-domestic-violence-victims.


Intake and Coordination of Cross-Region APS Reports & Cases


· If an intake report involves individuals or services in multiple regions, the APS region containing the county where the alleged victim permanently resides and the allegation occurred will receive and screen the report and take the lead on investigation and protective service activities.  When the county of alleged victim residence and the alleged incident are not in the same region, the APS supervisors/program managers from those regions will coordinate and determine which region takes the lead.   


· If, at the time of intake, the alleged victim is deceased or has left the state, the APS region containing the county where the victim previously permanently resided and/or the county where the allegation occurred should receive and screen the report and, if appropriate, assign the case and take the lead. If the county of alleged victim residence and the alleged incident are not in the same region, the APS supervisors/program managers from those regions will coordinate and determine which region takes the lead.   


· Whenever APS workers from multiple regions or offices become involved in different aspects of a case (such as doing a courtesy interview), the APS supervisors/program managers will communicate to coordinate the logistics as needed.

· In TIVA, the supervisor or intake worker will reassign the report to the designated intake supervisor or intake worker in the receiving region. The region that reassigns the intake will inform the investigating region of the transfer.  

APS Referrals to/from other Investigative Authorities


· APS receives intake reports from other investigative agencies.


· APS will forward allegations to appropriate investigative authorities:


· At intake; and/or 


· During the APS investigation or provision of protective services; and/or 


· At investigation closure.


· APS can make an APS finding using information/evidence provided to APS by another investigative authority. (More information on Interviews and Findings)

· APS will attempt to communicate and coordinate the investigation with other investigative authorities.

Law Enforcement




   







RCW 74.34.063

		Resource Note:  Access the AGO/MFCU Vulnerable Adult Contact Network (VACN) website to obtain current law enforcement contact information.  Regions must provide the VACN website with updates to ensure accurate APS contact information is available to VACN users.








Reporting to Law Enforcement


Make an immediate report to law enforcement when the intake report or investigation gives you reason to suspect the alleged abuse, abandonment, neglect or financial exploitation may be criminal.  Examples of local, state or federal law enforcement include but are not limited to: police department, county sheriff, Washington State Patrol, FBI, and Federal Office of the Inspector General.


The department must make a report to law enforcement under RCW 74.34.063 even if:


· Another non-department person has already reported the concern to law enforcement; and/or 


· Law enforcement does not want to receive the minor incidents (e.g., possible assault 4).   


· Consent from the alleged victim or reporter is not required for APS to make the report.


· Provide the name and identifying information of the AV, AP and reporter to law enforcement. And, if known, inform law enforcement of the reporter’s request for confidentiality, safety concerns as a result of submitting the report, and relationship to the AV. 


(NOTE:  LE decides what is criminal; APS’ responsibility is only to report suspected crimes):

Reporting an emergency or life threatening situation? 


· Use 911 to make an immediate report to law enforcement;


· Document this call in TIVA; and 


· Immediately inform your supervisor.

Click here for more information... 


Reporting a non-emergency situation? 


· Report to law enforcement using the method specified in your regional written protocol (e.g., by phone, automated or manual fax, e-mail).  Document the referral in TIVA.  


· Create a criminal investigation request referral in TIVA.  See the TIVA Users’ Manual for this procedure.


· Inform law enforcement if/how APS is involved in the situation.


· If an APS investigation is open related to this report, see Coordinating with Law Enforcement regarding communication and coordination.


Reporting Provider Fraud to Medicaid Fraud Control Unit (MFCU) and Reporting Client Fraud 

The Medicaid Fraud Control Unit (MFCU) is responsible for criminal and civil investigation and prosecution of health care provider fraud committed against the state’s Medicaid program. They are located within the Corrections Division of the Office of the Attorney General. 


Reporting Provider Fraud to the MFCU


DSHS has operating agreements with the MFCU which allow reporting and sharing of information with regard to active cases of suspected provider fraud.  See http://www.atg.wa.gov/medicaid-fraud for more information about MFCU.


· When the APS intake report or investigation indicates that a Medicaid provider may have committed fraud involving Medicaid funds (e.g., a CFC/MPC facility provider, individual provider, etc.), complete DSHS 12-210 Provider Fraud Report and email the form to ProviderFraudHCS@dshs.wa.gov.

Reporting Abuse/Neglect

MFCU investigates allegations of resident abuse, neglect, and financial exploitation in residential care facilities receiving Medicaid funds.

· When the APS intake report or investigation indicates a suspected abuse, neglect, or exploitation of a resident in a Medicaid AFH, AL, or NH, complete a referral in TIVA using:


· Agency Type: Miscellaneous


· Agency Name: Medicaid Fraud Control Unit


· Referral Method: Automated E-mail


· Document: Other Investigative Agency Referral

· Do not refer an allegation to the MFCU when the alleged perpetrator of abuse, neglect or financial exploitation of a resident in an AFH, AL, NH is not a Medicaid provider (e.g., if the AP is a family member external to the facility).


Reporting Client Fraud


· When the APS intake report or investigation indicates that a client may have committed fraud involving Medicaid funds, complete DSHS 12-209 Client Fraud Report and email the form to ADSAFraud@DSHS.Wa.Gov. 


Department of Health (DOH)


Health Services Quality Assurance (HSQA)


HSQA licenses and regulates all health care professions as well as non-LTC health care-related facilities.  Within HSQA, the office of Health Professions and Facilities (HPF) (facilities) and the Office of Investigation and Inspection (OII) (investigations involving professions per RCW 18.130) work in close coordination through rulemaking and enforcement actions.


Services and facilities that are licensed by DOH HPF include, but are not limited to:


· Acute Care Hospitals (Chapter 70.41 RCW);


· Childbirth Centers (Chapter 18.46 RCW);


· Private Psychiatric and Chemical Dependency Hospitals (Chapter 71.12 RCW);


· Hospice Care Centers (Chapter 70.127 RCW); 


· Residential Treatment Facilities for adults and children with mental illness (Chapter 71.12 RCW);


· Residential Treatment Facilities for adults and children with chemical dependency (Drug or Alcohol treatment facilities) (Chapter 71.12 RCW);


· Medical or dental clinics;


· In-Home Services Agencies (i.e., Home Care Agency, Home Health Agency, Hospice Agency) (Chapter 70.127 RCW). 


		Note: 


· APS does not investigate concerns involving a vulnerable adult alleged victim served in a DOH licensed/certified facility if the alleged perpetrator is affiliated with the facility. Those investigations are conducted by others. APS may conduct the investigation when the AP is not affiliated with the DOH licensed/certified facility.    


· APS does investigate allegations involving abuse, neglect, abandonment or financial exploitation by an individual alleged perpetrator toward vulnerable adults served by a Home Health, Home Care or Hospice Agency licensed by DOH.  APS will refer allegations involving the licensed entity to DOH.  








OII regulates the competency and quality of health care providers by working with boards, commissions, and advisory committees to set licensing standards for health care professions (e.g., medical doctors, nurses, nursing assistants, counselors, pharmacists, therapists, psychologists, etc.). 


Under The Uniform Disciplinary Act (Chapter 18.130 RCW), HSQA processes complaints concerning certain licensed, certified or registered health care providers.  

Reporting to DOH 

APS has a data sharing agreement with DOH/HSQA to assist each entity in fulfilling statutory mandates to protect respective target populations.


APS Intake information:  Facility and In-home Services

· Facility: If a reporter expresses concerns involving care or service to patient/resident in a facility licensed by DOH, complete an intake and screen the report, and also refer the intake report for review and consideration as follows:  


· Hospitals including Eastern and Western State Hospitals: 

· DOH Hotline: 1-800-633-6828; local number 360-236-4700

· TIVA referral: select Professional Licensing Board (Agency Type), DOH-HSQA (Agency), Automated Email (Referral Method), and Other Ivestigative Agency Referral (Document)

· In-home services (home care, home health, hospice agency residential treatment facilities, etc.):  Complete an intake and screen the report, and also refer the intake report for their review and consideration:  


· DOH Hotline: 1-800-633-6828; local number 360-236-4700

· TIVA referral: select Professional Lincensing Board (Agency Type), DOH-HSQA (Agency Name), Automated E-mail (Referral Method), and Other Ivestigative Agency Referral (Document)

· When receiving a report make a referral to DOH if you have reason to believe WAC 388-71(relating to Initiative 1163) requiring long-term care worker training, background checks, and certification as home care aides is not being followed. The law requires the Department of Social and Health Services to train and provide fingerprint-based background checks for each applicant. It requires the Department of Health to certify long-term care workers as home care aides and regulate the profession. Refer to WAC 388-71 for further information, including exceptions to this requirement. 

· At the conclusion of an investigation (closed with supervisory approval), send the APS Outcome Report to DOH via TIVA for any finding:


· TIVA referral:  select Professional Licensing Board (Agency Type), DOH-HSQA (Agency Name), Automated E-mail (Referral Method), and APS Outcome Report (Document)

APS Intake Information:  Health Professionals

APS must forward to DOH/HSQA any intake report that alleges that a Health Professional who is professionally licensed, certified, or registered under Chapter 18.130 RCW has abandoned, abused, financially exploited, or neglected a vulnerable adult.


The requirement to notify DOH/HSQA of an allegation applies whether or not the vulnerable adult alleged victim is related to the alleged perpetrator’s professional role.


Access the DOH HSQA Provider Credential Search website to assist you in determining if the alleged perpetrator is a professionally licensed, certified or registered health care provider, and their current licensing status.


· When known by APS that the AP is a Health Professional who is professionally licensed, certified, or registered under Chapter 18.130 RCW, APS will provide DOH/HSQA with the unredacted APS intake report.

· Send the report to DOH via TIVA referral:  select Professional Lincensing Board (Agency Type), DOH-HSQA (Agency Name), Automated E-mail (Referral Method), and Other Ivestigative Agency Referral (Document).

Notify local public disclosure coordinators (or designated persons) of any exchange of documents with DOH HSQA.  Public disclosure coordinators (or designated persons) must document materials sent to DOH per the RCS/APS/DOH HSQA information sharing agreement.

Licensing Authorities for Professions under Title 18 RCW (other than Health Professionals covered by DOH)    


RCW 74.34.063(5)   





APS Intake information:  APS must forward to the proper licensing authority any intake report alleging abuse, abandonment, neglect or financial exploitation by an alleged perpetrator known by APS to be professionally licensed, certified or registered under Title 18 RCW.  

The requirement to notify the proper licensing authority of an allegation applies whether or not the alleged victim of abuse, abandonment, neglect, or financial exploitation is related to the alleged perpetrator’s professional role.


Redact the intake report to comply with all applicable state and federal statutes and rules, including but not limited to the United States Code, the Code of Federal Regulations, the Revised Code of Washington, and the Washington Administrative Code.


Mail, email, call, or fax the APS intake report to the appropriate professional credentialing authority.  

APS substantiated initial finding:  APS may provide the proper professional licensing authority with a copy of the APS Outcome Report - AP involving an alleged perpetrator who is professionally licensed, certified or registered by that authority.  


Complete the APS Outcome Report—AP form to provide information to the proper licensing authority.  Omit the names of the vulnerable adult and reporter and their demographic information.

Reporting professional conduct concerns that are not related to the investigated allegation or the substantiated finding:  


· APS worker – if you identify a potential concern about the professional practice of anyone involved in the investigation who is licensed, certified or registered under Title 18 RCW, inform your supervisor/program manager of your concern.  Also notify your supervisor/program manager of persons claiming to be a professional under Title 18 when APS has reason to believe they are not licensed, certified or registered as required (e.g., someone who was claiming to be a nurse but was not found on the HSQA Provider Credential Search website). 

· APS supervisor/program manager may consult with the AAG, to determine if and what APS information to forward to the professional licensing authority. Document the referral in TIVA.



DSHS (RCS, CPS)


Several divisions within DSHS conduct investigations.  APS will administer the 2003 DSHS Cross-Program Investigation Protocol for investigations involving vulnerable adults or children across administration lines.  See the DSHS Cross-Program Investigations Protocol for more information.


Who within DSHS can receive information related to an APS finding?


APS may share an Outcome Report of a unsubstantiated, inconclusive or substantiated initial finding with others within DSHS who have a need to know the information in order to administer a DSHS program (examples include, but are not limited to: the requestor is involved in investigating a situation that could pose a risk to a child, disabled person, or vulnerable adult; or requires the information to assess an applicant as per a requirement in RCW, WAC or contract). 


What do I do if the report is made to the wrong place within DSHS?


If someone calls APS to make a report, but the report is not intended for APS, APS will implement the “no wrong door” philosophy by taking the report, link it to a case, screen it out, and immediately forwarding the report to the DSHS division responsible for conducting the investigation of the allegation.  If the appropriate division is unknown, the caller may be directed to 1-866-ENDHARM (1-866-363-4276) to make the report.


· When the division that receives the report determines that another DSHS division may also want to investigate the report, the receiving division will forward a copy of the report to the appropriate division within one working day.

· The division that has primary responsibility for investigating the report will contact law enforcement when necessary. 

Indian Tribes in Washington


Every region shall offer each federally recognized tribe the opportunity to develop a customized negotiated working agreement between APS and the Tribe.  APS will negotiate with each tribe who expresses a desire to enter into an agreement for the purposes of establishing protocols for communication and coordination on the topics of intake, investigation and protective services for vulnerable adults, as specified in MB H04-059.  

Prior to implementation, any draft working agreement co-developed with a Tribe must be reviewed by APS Headquarters.  APS Headquarters will send the agreement for AAG review and copy the local program manager.  After signature by all parties a final signed copy will be provided by the region to headquarters.

APS Intake information: Follow the Intake notification and communication protocol specified in the applicable Tribal written working agreement.  If Tribal affiliation information is known at the time of intake, you must add the Tribal information details on the Person Management page in TIVA.

Investigation and Protective Services: Follow the protocol specified in the applicable Tribal written working agreement that will specify what activities APS will do and what activities the Tribe will do.  At any time during the investigation that you become aware of a participant’s Tribal affiliation, you must add the detailed Tribal information to the Person Management page within the case.

Sharing information with Tribal law enforcement or APS equivalence:  APS may be permitted to share information with a Tribe even if APS has no current working agreement, if the information requested is for the purpose consistent with RCW 74.34.  If the request comes from Tribal law enforcement, RCW 74.34.063(4) and 74.34.067(8) authorizes APS to share information with law enforcement.  Make appropriate redactions in order to comply with other confidentiality requirements such as the confidentiality of the name of the reporter.  Consult with your supervisor before releasing any information.

APS Substantiated Initial Finding:  Follow the notification and communication protocol specified in the applicable Tribal written working agreement.  


APS or Law Enforcement in another State 


At this time, APS does not have a MOU with APS in another state or country.


Intake 


· All in another State:  If the reporter calls with a concern about an alleged victim and an allegation in another state, provide the caller with the appropriate reporting information for that state.


· Part in WA, Part in another State:  


· If an intake report involves allegations or individuals (alleged perpetrator or alleged victim) in Washington and another state/country, the APS region where the alleged victim resides or where the allegation occurred will receive and screen the report. 


· The APS supervisor/program manager will determine on a case-by-case basis if APS assigns the report for investigation.  Consult with the AAG as necessary.

Investigation, Protective Services, Sharing Case Record Information


· After consultation with the AAG, on a case-by-case basis, if it is determined that Washington APS will conduct or participate in an investigation, the APS supervisor/program manager will coordinate with APS in the other state/country to determine what (if any) activity will be conducted by Washington APS workers.  Examples of coordination may include, but are not limited to: provide a courtesy welfare check of a vulnerable adult in Washington; provide information of the whereabouts of a specific individual.


· The APS supervisor/program manager will determine when to forward a Washington State APS Outcome Report - AP or other APS case record information to APS in another state after consultation with the AAG.  Before sharing any Washington APS case record information with APS in another state or country, APS will verify that their confidentiality laws are roughly equivalent to (or exceed) the confidentiality provisions of Washington law. 

Overview Chart: Sharing APS Intake Report Information with others (see text of chapter for details)  


		APS Will Share Intake Report Information…



		With:

		When:



		Law Enforcement (use TIVA Law Enforcement Referral form)

		Immediately when a crime is suspected, per 74.34.063(2)



		Medicaid Fraud Control Unit


(per CFR and MOU)

		Anytime Medicaid fraud is suspected. 



		CRU/Residential Care Services




		Anytime the allegation involves provider practice issues in a NH, AL, AFH, ICF/IID, certified SL/SOLA.



		Department of Health: Health Services Quality Assurance

		When the alleged perpetrator is a health care professional licensed, certified or registered by DOH under Title 18 RCW, as per RCW 74.34.063(5), or a service or facility licensed/certified by DOH (Including but not limited to:  Chapter 70.41 RCW, 18.46 RCW, 71.12 RCW, and 70.127 RCW)



		Appropriate proper professional authority




		When the alleged perpetrator is a licensed, certified or registered by the authority under Title 18 RCW, as per RCW 74.34.063(5).  Use Outcome Report—AP, making sure to redact the names and demographic information of the victim.



		APS Can Share Intake Report Information…



		With:

		When:



		HCS/AAA


DDA  


Children’s Administration

RCS

		Per this chapter and local procedures, for a purpose consistent with Chapter 74.34 RCW, APS may share information from the intake report within DSHS.  



		Indian Tribes in Washington

		Per the regional customized negotiated working agreement with a Tribeor with Tribal law enforcement or APS equivalence if for the purpose consistent with RCW 74.34.  Consult with supervisor prior to releasing information.  Make appropriate redactions such as reporter’s name and other redactions required by law.



		Prosecutor

		When a crime is suspected, per RCW 74.34.063



		APS or Law Enforcement in Another State

		Following review and approval of the regional administrator.





Screening Reports 


· APS determines if an intake report will be investigated. 


· The Intake Worker, or APS Supervisor per regional protocol, screens all intake reports and decides: 


· If APS has jurisdiction under Chapter 74.34 RCW, applicable MOUs, etc.;


· Whether an allegation will or will not be assigned for investigation by APS; and


· The timeframe (priority) for initiation of each assigned investigation. 


APS Intake Report Screening Process


· Review the facts and circumstances known at intake;


· If the information from the reporter is insufficient to determine whether or not to assign the report for APS investigation, then attempt to gather additional information (e.g., make phone calls to collateral contacts and/or check readily available databases). Document this information in TIVA; 


· Compare information provided by the reporter, and any additional preliminary information gathered during the intake process, with the criteria identified in the section: Circumstances under which APS will Screen-Out an Intake Report and the section: Circumstances Under Which APS Will Investigate;

· Decide if the report will, or will not, be assigned for an APS investigation based on the screening criteria; 


· If the report meets the criteria for Screen-out:


· Link to a case, but do not assign the report for investigation;


· Inform the reporter that APS will not investigate (except when an AV resides in a facility.  See When the AV resides in a facility/supported living setting); and


· Tell the reporter or alleged victim about potential appropriate services, if warranted (e.g., local domestic violence resource);


· Refer all screened out APS reports to an appropriate resource for follow-up, if appropriate, including: 


· The entity designated to investigate identified concerns [e.g., RCS (for provider practice issues), CA]; 

· HCS/Aging Network, or DDA case management system for their appropriate action when the alleged victim is one of their clients, and:


· They were the source of the report; or   


· They were not the source of the report, but case management may want to evaluate and address the concerns. 


· Create any referrals in the TIVA Referral Tracking Page.

· Document the screen out decision in the TIVA Decision Tab, and select screen-out in the Screening Decision group box dropdown.

· All screen-outs will be reviewed by the regional intake supervisor.

· If an agency or reporter disagrees with the decision to screen-out the intake report, then the APS supervisor or program manager will review the intake report and:


· Either agree with the original decision to screen-out the report or make a decision to recreate the intake, attach to a case, and assign for investigation;

· Inform the APS worker or supervisor who made the original decision and the disagreeing party of your decision; and


· Document your review and decision in TIVA.

Reports Containing an Alleged Victim Age 18 or Older who has a Developmental Disability

APS will investigate allegations of abandonment, abuse, financial exploitation, neglect or self-neglect:

· When the person is living at home.  The alleged victim may or may not be a client of DDA


· When the person is receiving services from a DDA contracted program, such as supported living or a sheltered workshop.  NOTE: APS does not investigate self neglect when the AV receives supported living services.

· When the person is living in State Operated Living Alternative (SOLA).  Because SOLA staff are DSHS employees, follow the APS procedure for the investigation of DSHS employees if a staff is the alleged perpetrator


· When the person is living in a Residential Habilitation Center (RHC).  Follow the APS procedure for the investigation of DSHS employees if a staff is the alleged perpetrator


· When the alleged victim is a client of DDA age 18-21, living in a foster home licensed by Children’s Administration and the alleged perpetrator is not affiliated with the licensed foster home, such as a family member of the alleged victim or community member

· When the person lives in any facility (note, APS does not investigate self-neglect when the AV lives in a facility).

Overview Chart of Intake Flow
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Overview of Screening Decision Factors  
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· Is AV an adult with a developmental disability living in a certified SL/SOLA?  


· Is AV an adult living in a non-licensed Assisted Living bed? 
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· Is AV deceased at Intake?


· Was AV alive at time of mistreatment?


· Did AV die less than 14 days before report was made?


· Allegation is abuse, abandonment or neglect  (notify LE for all reports involving a 


deceased AV)?  


· Is the AP a DSHS/AAA/AAA Subcontractor employee? (NOTE: refer to the procedure to 
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Circumstances under which DSHS will Screen-Out an Intake Report (not assign for APS investigation) 

· Review the facts and circumstances known at intake;


· Do not assign the report for APS investigation (i.e., “screen-out” the report) when any one of the conditions on the following Screen Out Decision Criteria Chart are present.


Screen Out Decision Criteria Chart


		TIVA Designation

		Criteria for Screen-Out



		Not a Vulnerable Adult

		At the time of the alleged incident the alleged victim did not meet the definition of a vulnerable adult in RCW 74.34.020. 

Note: If the alleged victim goes in and out of vulnerable adult status, go here for more screening decision information). 



		Not an Allegation

		The report does not contain elements of abandonment, abuse, financial exploitation, neglect, or self-neglect as defined in RCW 74.34.020





		Other Invest. Authority

		The alleged victim is a vulnerable adult but another investigative authority has jurisdiction (per statute, WAC, MOU, contract, working agreement or DSHS protocol, etc.) based on the location of the alleged incident or the nature of the alleged perpetrator, and APS has forwarded the intake to them.


Note: If the alleged perpetrator is a DSHS/AAA/Aging Network employee, go here for more screening decision information. 


Documentation:


· Do not document in TIVA reports that only involve CRU’s jurisdiction (provider practice issues).

· For reports that involve another investigative authority’s jurisdiction only (e.g., DOH) other than CRU, document in TIVA:

· The name of the reporter, alleged victim, alleged perpetrator


· Enough information about the complaint to justify the screen-out, and


· The fact that you made the referral to the investigative authority.

Referrals to another investigative authority, including CRU:


· If the report was made by fax, fax the report to the investigative authority and retain the fax receipt. 


· If the report was made by phone, provide the caller with that agency/entity’s phone number and transfer the call to the investigative authority.  Stay on the line until the caller is connected.  Explain to the caller that he/she may receive a message machine, and ask that the caller leave a message.





		Isolated medication error

		The allegation is of an isolated medication error that did not result in injury to the alleged victim (e.g., wrong medication, dose, route, time of day, or patient).






		Alleged Victim Deceased

		The alleged victim is deceased at the time of APS intake and:


· The allegation is of financial exploitation or self-neglect; or 


· The allegation is of abandonment, abuse, or neglect, but the alleged victim died more than 14 calendar days before the intake report was made to APS.








Circumstances under which APS will Investigate


Unable to determine if the alleged victim was a vulnerable adult


When the allegations appear to contain elements of the RCW 74.34.020 definitions of abandonment, abuse, financial exploitation, neglect or self-neglect, but intake is unable to determine whether or not the alleged victim was a vulnerable adult as defined in RCW 74.34.020 or RCW 74.34.021 at the time of the allegation:


· Assign the report for APS investigation;


· Determine if the alleged victim was/is a vulnerable adult; and


· If the alleged victim is not a vulnerable adult, close the APS investigation and refer the individual to other resources for appropriate services.


· In TIVA, document the case closure as “Closed – No APS” and document any referral.


The alleged victim goes in and out of vulnerable adult status


If the alleged victim was a vulnerable adult prior to the current allegation, but at the time of the current allegation does not specifically meet any of the Chapter 74.34 RCW vulnerable adult criteria: 


· Assign the report for investigation when it appears that actions by the alleged perpetrator or others are the reason the alleged victim no longer meets the vulnerable adult criteria and APS has a good faith belief that the alleged victim would still meet the vulnerable adult criteria were it not for the intervention of others (e.g., is no longer receiving home care services, no longer has an IP, no longer lives in a facility, the deceased guardian was not replaced). 


· Do not assign the report for investigation if the person had the status of a vulnerable adult under Chapter 74.34 RCW because he or she was admitted to a facility, but is not a vulnerable adult at the time of the current allegation because he or she chose to leave the facility.   


Allegations appear to meet the RCW definitions


When the allegations appear to contain elements of the RCW 74.34.020 definitions of abandonment, abuse, financial exploitation, neglect or self-neglect, and the alleged victim appears to be a vulnerable adult as defined in RCW 74.34.020 or RCW 74.34.021, then assign for APS investigation if:


· The alleged victim is living at home; or


· The alleged victim is living in a setting that is not required to be licensed (e.g., a retirement community) or a setting that should be licensed but isn’t (e.g., if care is being provided to two or more people unrelated to the provider, an AFH license is required).

Note: When the vulnerable adult and allegation meet statutory requirements and the alleged victim resides in a licensed facility screen in whether or not the alleged perpetrator is related to the facility.

The vulnerable adult resides in a licensed or certified setting


The vulnerable adult alleged victim resides in a NF, AL or AFH licensed by RCS and the alleged perpetrator is another resident, employee, owner, or volunteer of the facility

· APS will conduct investigations when the vulnerable adult resides in a NF, AL, or AFH and the alleged perpetrator is another resident, an employee, owner, or volunteer of the facility.  


· RCS will investigate provider practice complaints. 


· In some instances, both APS and RCS may be involved in an investigation for different purposes. Communicate and coordinate the investigations as appropriate.

· APS will make referrals to RCS CRU when a report involves facility provider practice complaints via the following process in TIVA:

· Open the referral tab

· On the left side in the purple pane under Actions, click Create Referral


· On the next screen that comes up, the dropdown box for Agency Type-choose RCS-DA

· For the Agency Name dropdown box-choose- Complaint Resolution Unit (CRU)


· For the Referral Method dropdown box-choose Automated E-mail


· For the Document dropdown box-choose APS Referral for Assistance.

The vulnerable adult alleged victim resides in a supported living/SOLA setting certified by RCS


· APS will conduct investigations when a vulnerable adult resides in a supported living/SOLA setting and the alleged peretrator is another client or is an employee or volunteer of the supported living program.  

· APS will conduct client-to-client altercation investigations if the vulnerable adult resides in a supported living/SOLA setting. 

· APS will not conduct investigations when the allegation is self neglect.

· RCS will conduct investigations of provider practice issues only. 


· In some instances, both APS and RCS may be involved in an investigation for different purposes. Sometimes the investigations may occur simultaneously, or sometimes they may occur one after the other based on the initial findings. Communicate and coordinate investigations with RCS, appropriate to the circumstances of the case.


The vulnerable adult alleged victim resides in a Foster Home licensed by Children’s Administration


When the alleged victim is a client of DDA age 18-21, still in school and receiving services while living in a foster home licensed by Children’s Administration: 


· APS will conduct investigations when the alleged perpetrator is not affiliated with the residential setting (e.g., APS will investigate when the alleged perpetrator is a family member of the victim, a visitor, friend, or community member).  


· Children’s Administration (CA) (either DLR or CPS) will conduct investigations when the alleged perpetrator is the licensee/operator, staff, volunteer, or another resident.


· In some instances, both APS and CA may be involved in an investigation for different purposes. Communicate and coordinate the investigations as appropriate. As per the DSHS Cross-Programs Investigation Protocol, ALTSA will be available, as requested by CA, to identify and provide consultation to address the needs of the 18-21 year-old alleged victims. 


The vulnerable adult alleged victim resides in a DSHS JRA setting


· Children’s Administration (CA) (either DLR or CPS) will conduct investigations for all vulnerable adult clients of JRA.   


· As per the DSHS Cross-Programs Investigation Protocol, ALTSA will be available, as requested by CA, to identify and provide consultation to address the needs of the 18-21 year-old alleged victims. 


The vulnerable adult alleged victim is a patient at Western State Hospital or Eastern State Hospital


APS will investigate if the alleged perpetrator is not affiliated with the hospital, and the allegations are of abuse, abandonment, neglect, or financial exploitation (i.e., APS will not investigate when the alleged perpetrator is staff, a volunteer, or another resident; or the alleged victim is not a vulnerable adult as defined in RCW 74.34.020 and RCW 74.34.021). 


The alleged victim is deceased at the time of intake


· Refer all intake reports of abuse, abandonment, neglect and financial exploitation to law enforcement. Do not refer allegations of self-neglect; 


· Screen-out all reports of self-neglect and financial exploitation;


· Assign the report for APS investigation when:


· The alleged victim was a vulnerable adult at the time of the allegation; and


· The allegations are of abuse, abandonment or neglect; and 


· The vulnerable adult was alive at the time of the alleged event; and 


· The alleged victim died less than 14 calendar days before the report was made to APS. 


· The purpose of an APS investigation is to attempt to determine the validity of the allegation of abuse, abandonment, or neglect. And if the allegation is substantiated, per WAC 388-71-0110(3), identify other vulnerable adults who are at risk of abuse, abandonment or neglect from the same perpetrator (create a new APS Intake Report for each newly identified vulnerable adult).  


· Determinations about the cause of death or factors that may have contributed to a death are made by the Coroner, Medical Examiner, law enforcement and/or medical personnel – not APS.  


Investigation Response Priority Categories: “High,” “Medium” or “Low”


· APS Intake Worker or Supervisor/Program Manager per regional protocol: 


· Review the facts and circumstances known at intake;


· Assign the report for investigation and give it a priority, based on the severity and immediacy of actual or potential physical, mental or financial harm; 

· Immediately notify the investigator and the APS Supervisor or Program Manager when a Priority “High” assignment is made. 

		Name of Priority

		Maximum Response Timeframe

		Criteria 


and some examples



		High

		24 hours

		Serious or Life Threatening harm is occurring or appears to be imminent. 


· Emergency response summoned during intake (e.g., police, EMT, Designated Mental Health Professional (DMHP).


· Physical wounds such as a possible fracture, severe burn, laceration requiring sutures, head injury, internal injuries, bruising on the face or trunk. 


· Possible sexual assault within past 72 hours.


· Self-neglect or neglect resulting in risk of freezing, starvation, or hemorrhaging or individual is in need of urgent medical attention and is refusing or unable to consent to medical care.


· Caregiver has abandoned a vulnerable adult without a means to protect or care for self (e.g., individual with dementia).

· Living environment has serious biological or physical hazards or major structural damage (e.g. drug lab on the premises, tree fell through the roof).

· Report alleges forced isolation or imprisonment or use of restraints.



		Medium

		5 working days

		Harm that is more than minor, but does not appear to be life threatening at this time, has occurred, is ongoing, or may occur.


· Stable physical or mental condition that is not acute (e.g., depression, disease or illness, poor nutrition).


· Chronic self-neglect.


· Exploitation.



		Low

		10 working days




		Harm that poses a minor risk at this time to health or safety, has occurred, is ongoing, or may occur. 


· Physical injury that is superficial, minor or healed, and without an imminent risk of reoccurrence (e.g., the alleged perpetrator has left).


· Allegation of an event that occurred weeks ago without apparent risk of reoccurrence.


· Verbal abuse such as harassment or cursing.


· Unkempt or filthy living conditions. 


· Lack of appropriate contribution to food and shelter expenses by household members or failure to pay the vulnerable adult’s bills. 





· On a case-by-case basis, the supervisor/program manager or designee may specify a response time shorter than the standard maximum response time for the priority level.  Document the reason for the unique response time in the TIVA assignment notes.


· Begin calculation of response time at intake when APS first has knowledge of the report (not at the point of assignment when the investigator first has knowledge).  

· If an intake worker is going on leave and has pending intakes, the supervisor must have a plan to ensure that pending intakes are completed.  The new intake worker then searches for the intakes in TIVA and completes the intakes, taking the appropriate action, whether it is screen-out, screen-in and link to case, etc.

· Within the designated response time (e.g., before the end of the 5th working day after the date of intake of a report prioritized as “medium”) the APS investigator will:


· Create the investigation in TIVA

· Initiate the investigation by gathering information pertinent to the allegation; and 


· Conduct a face-to-face interview with the alleged victim within the appropriate timeframes unless there is an approved and unavoidable reason that the first face-to-face interview must be conducted at a later date or cannot be conducted at all. Document all attempts and/or reasons in TIVA.  NOTE: Please refer to these sections when “A Person is Reported to be Non-Interviewable” or When a Face to Face interview is Not Required.

Investigation: Coordinating with Other Investigative Authorities


Statewide:

· Coordinating with Law Enforcement

· Coordinating with the Medicaid Fraud Control Unit (MFCU)

· Coordinating with other divisions in DSHS

· Coordinating with DOH

· Coordinating with the Long-term Care Ombudsman Program

Regions: 


· Coordinating with Federally Recognized Indian Tribes 


Coordinating with Law Enforcement


· Each Region will attempt to facilitate written protocols with local law enforcement agencies. These protocols should include:

· Where and how to report suspected crimes (e.g., which jurisdiction);


· Where and how to request emergency assistance related to APS safety concerns and/or access, or a welfare check of the alleged victim.


· Law enforcement enters a residence before the APS worker when conducting a joint visit to a location that poses a safety concern. 

· If law enforcement informs APS that they are conducting an investigation involving a vulnerable adult alleged victim, APS will:


· Attempt to obtain the name of the assigned officer and law enforcement case reference number.  Record this information in TIVA.


· Attempt to communicate with law enforcement to determine if coordination of any activity is needed (e.g., law enforcement may want to interview the alleged perpetrator or vulnerable adult alleged victim before APS, or may want to conduct a joint interview or joint visit with APS).  


· Delay or defer specific investigative activities at the explicit request of law enforcement conducting a criminal investigation; 


· Continue to assist the vulnerable adult alleged victim in obtaining the protection offered through the courts or other protective services;


· Inform the law enforcement investigator of any change in residence or circumstances of the vulnerable adult alleged victim;


· If possible, conduct and complete the APS investigation while accommodating any requests from law enforcement to delay or eliminate specific investigation activities.


· APS may make an initial finding based wholly or partially on information provided by law enforcement (Note:  You must interview the AV as in any other investigation).  

· If law enforcement asks APS to ‘stand down,’ keep the investigation open; coordinate with the detective, until law enforcement gives APS the ‘ok’ to re-engage.  The investigator must check the status of the ‘stand down’ at the 60th day the investigation is open and then every 30 days thereafter and document the status of the investigation.

· APS must not use an Alford plea as conclusive evidence in making findings under RCW 74.34.  APS must determine that the elements of the mistreatment are met with a preponderance of the evidence to make an initial substantiated finding against an AP with a conviction based on an Alford plea.  APS can use a regular, non-Alford guilty plea or conviction as the basis for a substantiated finding, where the elements of the crime match the elements of the mistreatments defined in RCW 74.34.

· APS does not have legal authority to conduct or participate in a criminal investigation and should not do so, even if requested by a law enforcement officer or a prosecuting attorney. 


· APS can share case record information with law enforcement for a purpose consistent with the RCW 74.34, and will:


· Send the APS Outcome Report to law enforcement for the cases that were referred by APS to law enforcement when an allegation is substantiated. 


· Upon request, provide an APS Outcome Report for cases with unsubstantiated or inconclusive findings. 


· Upon request, provide an unredacted copy of the APS Case Record to law enforcement.


Coordinating Investigations with Medicaid Fraud Control Unit (MFCU)

· Coordinate with MFCU as necessary.


· If requested, APS shall provide MFCU an unredacted copy of the APS case record.

Coordinating with RCS or CA for Investigations Involving Residents in a DSHS Licensed or Certified Setting

Several divisions within DSHS conduct investigations.  Administer the 2003 DSHS Cross-Program Investigation Protocol for investigations involving vulnerable adults or children across administration lines.

APS conducts investigations in a facility licensed or certified by the department (i.e., AFH, AL, NF, ICF/MR, CA Foster Home) if the alleged victim meets the definition of a vulnerable adult. The licensing authority may concurrently investigate licensing issues. APS should communicate and coordinate with the licensing authority, including:


· Notifying the licensing authority of the receipt of an APS intake report involving their facility or licensee, if the licensure status is known

· If needed, consulting with the licensing authority to determine if the alleged victim meets the definition of a vulnerable adult

· Informing the licensing authority as to whether or not APS will investigate

· Determining when coordination of activities can and should occur (e.g., coordinating on investigation when appropriate and possible, including a joint interview, when APS and RCS are assigned to a related incident)

· Remaining onsite at facility if a resident/client (AV) safety issue exists until issue is resolved through protective measures (e.g., call 911 for medical response or law enforcement).  Contact APS Supervisor/Program Manager for coordination with RCS Field Manager (FM), or in the FM’s absence, contact the RCS Field Service Administrator (FSA), so that provider practice issues can be addressed


· Sharing information and results before the investigation closure when APS and RCS are assigned to a related incident


· Routinely providing a copy of the APS Outcome Report to the DSHS licensing authority (e.g., RCS, CA) when the allegation is substantiated, and: 

· The event occurred in the licensed setting (or in a setting that should be licensed); or

· The event did not occur in the licensed setting, but APS learns the event may impact the licensed setting where the APS client resides. (E.g., financial exploitation of a facility resident by a family member is substantiated.  APS learns that as a result of the family member’s failure to pay the resident’s bills, the facility is actively moving toward the discharge of the APS client); or


· The event did not occur in a licensed setting, but APS learns the perpetrator is affiliated with a licensed setting. (E.g., the abuse may have occurred at home between family members, but APS learns that the perpetrator works in a facility).

· Contacting APS Supervisor/Program Manager in the event that unresolved coordination issues arise between APS and RCS.  Supervisor/Program Manager will contact RCS FM/FSA.  Any coordination issues not resolved at the local level will be escalated to the Regional Administrator (RA).  Any issues not resolved at the RA level will be escalated to the HCS Chief of Field Operations.  

· Providing a copy of the APS Outcome Report - AP to the licensed facility in which the substantiated abuse, abandonment or financial exploitation occurred (as per RCW 74.34.067(8)). 



Coordinating with the Department of Health (DOH)


APS will share unredacted Intake Reports and Outcome Reports with DOH as specified in the Department of Health (DOH) section of this chapter. 


APS has an information sharing agreement with DOH HSQA.  APS routinely shares intake reports and outcome reports (all findings) with DOH HSQA and will share additional information upon request.  APS may redact any confidential information that is not relevant to the allegations or findings.  APS, RCS, and HSQA may also coordinate joint interviews.  See RCS/APS/DOH HSQA Information Agreement.

Coordinating with Tribes - Click here to learn more...

Coordinating with the Long-Term Care Ombudsman Program 

· As authorized by federal law, the Washington Long-Term Care Ombudsman program provides education, consultation, advocacy and complaint resolution to adult family home, assisted living facility and nursing home residents. The Ombudsman program receives, investigates and resolves thousands of complaints each year. They are not mandatory reporters.  The Ombudsman can report allegations to DSHS and/or share information with DSHS only with the permission of the alleged victim/resident. It is possible that APS and the Ombudsman may both conduct an investigation or have information about a situation involving a resident of a long-term care facility.  


· If APS is aware that the ombudsman is conducting an investigation, attempt to communicate and coordinate the investigation with the ombudsman to the extent possible.  


· APS shall share investigative information with the ombudsman:


· If the alleged victim or legal representative consents; or


· If APS has reason to believe that the alleged victim lacks capacity but has no legal representative; or 


· If the legal representative will not consent but the information is necessary for the ombudsman to investigate a complaint and there is reasonable cause to believe the legal representative is not acting in the best interest of the alleged victim. 


· Do not share APS information with the ombudsman if the resident has capacity and does not consent to disclosure.   


Investigation: Procedures for All APS Investigations


APS workers gather and evaluate information from observations, review of pertinent records, and interview of key persons including the reporter, the vulnerable adult alleged victim, the alleged perpetrator, and collateral contacts (Exception:  For those investigations within a DSHS licensed facility, evidence gathering begins with entrance to the facility).

· Refer to the TIVA Users’ Manual for policy and procedure on documentation and use of the Adult Protective Services Automated System.


· Refer to the APS Training Academy materials for suggested techniques and application of investigative knowledge, skill and ability. 


· Implement these procedures for all investigations conducted by APS.

Searching Databases

The investigator will search APSAS and TIVA for historical information; the investigator may search any other relevant database that would provide information to assist in the investigation.

Consent to Investigate 


Investigation: Consent of the alleged victim or legal representative is not required in order to conduct an APS investigation or interview. However, if known by APS that an alleged victim or alleged perpetrator has a legal representative, APS will attempt to provide a courtesy verbal notification to the legal representative that an investigation/interview is being conducted. APS will not provide the courtesy notification if the legal representative is an alleged perpetrator or APS has reason to believe that notification would compromise the safety or well-being of the alleged victim or the investigation. Also see section on Third Party Presence during an interview.


Protective Services: The alleged victim and/or legal representative (guardian) must provide written consent prior to APS provision of protective services. See the Protective Services section for more information.


Interviewing the Reporter


Without delaying other activities related to the case, the APS worker assigned to investigate the case shall attempt to contact and interview the reporter for verification, clarification, additional information related to the allegations and any safety concerns, unless: 

· The reporter is an employee/owner/volunteer/resident of a facility.  The APS investigator will not contact the reporter prior to making an unannounced visit to the facility. All visits are made unannounced.  APS can interview the reporter along with interviewing the AV, AP, or other collaterals once at the facility.


· The report was submitted anonymously;


· The reporter has indicated that he or she did not want to be contacted by the APS worker during an investigation


· The report was submitted by a person without any specific personal knowledge of the situation (e.g., if the report came from law enforcement, the APS investigator will communicate and coordinate with the assigned officer conducting their investigation rather than the clerk who faxed the referral to APS).


Interviews - General Protocol for All APS Interviews


Interview Documentation


· Document interviews in writing.  APS shall not audio or video tape the contents of an APS interview, nor consent to another party audio or video taping the APS interview. 


· Document the date and time of all attempted and successful telephone calls and interviews pertinent to the case.


· Record notes during the interview or shortly thereafter in sufficient detail to accurately document each interview relevant to the APS investigation and provision of protective services.


· Enter your notes in the TIVA Case Notes within 10 working days of the date of the activity, and include the date, time, method (e.g., scheduled or unscheduled; face-to-face or telephone) and content of each interview.  See the TIVA Users’ Manual for instruction for documenting the initial face-to-face interview of the alleged victim. If more than one APS worker participated in the home visit or a joint interview, determine which worker will enter the information that you have in common into the Case Notes.  If each worker made unique observations or conducted an independent interview, then each worker must independently enter that information into the Case Notes.  


· For facility investigations, review the client record.  You may request copies of the client record.  If the facility or supported living program refuses access to the record, provide a copy of the Facility Letter Request for Records letter (see APS intranet site under Forms).  If there is continued denial of documents, make a CRU referral..  If RCS provider practice is involved, coordinate with the RCS complaint investigator (if not available, contact the RCS Field Manager).  Document in TIVA Case Notes.

· Follow documentation policy and procedure in the TIVA Users’ Manual.


Interpreters  


Never use family members or friends of the interviewee to interpret or translate.  


If you or your co-workers are not fluent in the primary or preferred language of the alleged victim, alleged perpetrator or a collateral contact (i.e. the language the person has identified as the language he or she wishes to communicate in), then obtain an interpreter. Document in the TIVA Case Notes that an interpreter was used and where the service was obtained: 


· Follow DSHS procedures to obtain a certified interpreter through the statewide contract. See LTC Manual Chapter 15, Limited English Proficient Persons for more information on interpreter services;


· Use the on-line scheduling system -  http://hca.ctslanguagelink.com/scheduling.php  to request interpreters. A training video will be offered on the CTS website on how best to use the on-line scheduling system. This is a mandatory contract administered through the Health Care Authority.


· If CTS LanguageLink cannot provide an interpreter for your appointment, you may use the Department of Enterprise Services (DES) Interpreter Services, Spoken Language contract # 10306, Segment “C” DSHS Interpreter- An Interpreter that is qualified to interpret a given language (for DSHS appointments only); the Collective Bargaining Agreement (CBA) terms would apply.  The language offered for Interpretation may vary by company. Completely fill out DSHS form 17-123 and send to the DES vendor to request interpreter services. Bring copy at the time of the appointment and sign with the interpreter that job was completed. Interpreter will take signed form and give to the vendor. The vendor will send to the Regional Business Center along with the invoice for payment. 

· Refer to Chapter 15 LTC Manual using non-contracted vendors, if the DES contract cannot fill your language request.

Or…


Use the DES WSCA Telephone Based Interpreter Services contract number 03508. Ask your business office for any assistance you may need. 

Interview Behavior


· Disclose your identity and role;


· Identify the purpose of the interview in a language and level of detail appropriate to the situation; 

· Do not disclose the identity of the reporter or witnesses (as per RCW 74.34.035; 74.34.068; 74.34.095; 74.34.180);

· Terminate the interview if:

· You have reason to believe your safety is at risk;

· You are asked to leave or the person being interviewed says they do not want to continue the interview;

· Behaviors by any party are impeding the interview process.

· Document the reason for termination of the interview. Ask the person being interviewed if he/she would like another opportunity to tell his/her side of the story (e.g., attempt to reschedule the interview or ask the person being interviewed if he/she would like to submit a written statement).

APS Worker Interview Safety


Do not conduct a private, face-to-face interview with an alleged victim, alleged perpetrator, or collateral contact when you have reason to believe it is unsafe for you to do so. Consider the environment, the person to be interviewed, and the circumstances, including but not limited to: history of allegations or incidents, the severity of any single incident, previous examples of aggressive or unpredictable behavior, substance abuse, biological hazards, structural hazards or any other factors that indicate a likely risk of harm. 


Discuss your concerns with your supervisor/program manager to determine appropriate precautions and options for obtaining information that may include but are not limited to:


· Conduct the interview in a neutral public setting rather than a private home (e.g., APS office);


· Conduct the interview over the telephone;


· Ask the interviewee to submit a written statement in lieu of an interview; or


· Request stand-by assistance from law enforcement at the home during the face-to-face interview.  


For additional information, see Safe Field Work Practices and APS Training Academy materials.

When a Face to Face Interview is Not Required


Perform a Face to Face Interview with the AV/AP.  A Face to Face interview is not required when:


· The AV/AP is deceased;


· The AV/AP cannot be located by APS when all attempts are exhausted (refer to Interviewing the Alleged Victim or Interviewing the Alleged Perpetrator);


· The AV/AP eludes or refuses to communicate with APS;


· The AV/AP is incarcerated (refer to Person to be Interviewed is Incarcerated);


· If the AV is incarcerated, you may send the AV a declaration form and “Your Rights” DSHS 14-521 form, to obtain information.  

· If the AP is incarcerated, you may send the AP a declaration form and the APS Fact Sheet.


· The situation poses a serious safety risk to the APS worker or to others and the risk cannot be diffused.  Notify law enforcement if criminal activity has occurred (refer to Safe Field Work Practices).


· Law enforcement or medical staff request APS to not interview the AV/AP because of a compelling legal or medical reason. 

· The APS worker has already obtained sufficient investigation information to determine that the alleged mistreatment was not possible and will be found “unsubstantiated”  (e.g., allegations by the person with dementia, of financial exploitation, are unsubstantiated because no funds are missing and the alleged perpetrator did not have any access to them).  Supervisory approval is required before closing a case with an unsubstantiated finding under this circumstance. 

For AP interviews only when investigation is leading to a substantiated finding:


· When Law Enforcement has already completed an interview on the same subject matter as the allegation, has forwarded the case for prosecution and has provided their interview documentation to APS.  NOTE: You must interview the AV as in any other investigation.

· When the allegation can be substantiated by APS based on completed proceedings, such as a judge’s order that addresses the matter (e.g., criminal conviction).   Note:  You must interview the AV as in any other investigation.

Interviewing the Alleged Victim


Decision-Making Ability Screening


APS staff must screen the alleged victim in every investigation for decision-making ability to determine the alleged victim’s safety and whether or what protective services are needed.  In every investigation, APS staff will:

· Screen the alleged victim’s entire situation including factors that might impact a person’s decision-making ability, such as medication interactions, illnesses, depression, time of day, and dehydration and nutrition.  Document the results of your screening.


· Screen for present deficits that may affect cognitive or executive functioning. Administer the Mini-Mental Status Exam (MMSE). You may also use other tools in addition to the MMSE such as the Paradise – 2 (Dr. Bennett Blum).  Document the results of any tool you use.


· Contact the alleged victim’s primary medical provider and other collaterals to gather further information about the alleged victim’s decision-making ability.  Document the collaterals you contacted and their responses.


· Refer the alleged victim to a mental health professional for an evaluation if the APS worker suspects the alleged victim may have diminished decision-making ability that jeopardizes safety.  Document in the case notes that a referral was made and whether Intervention Services funds were authorized.


Giving Clients the “Your Rights”, DSHS 14-521 Form


The 2011 Legislature passed SSB 5042 that requires the department to give vulnerable adults, who are the subject of APS investigations, a list of their rights.  Form “Your Rights” DSHS 14-521 mirrors the set of rights listed in the law. 

Access the form through the Forms and Records Management Services intranet site:  http://asd.dshs.wa.gov/FRMS.  


· Click on “Downloading DSHS forms” in the left menu. 


· Then click on “Search for electronic DSHS forms.”  


· In “Search by Form No,” enter “14-521” The form is in English and translated into the DSHS standard languages.


Leave the form “Your Rights” DSHS 14-521 with every AV or the AV’s legal representative, at the initial, face-to-face interview.


The standard protocol is an unannounced, private, face-to-face interview with the alleged victim within the response priority timeframe in any setting.  Please refer to the alleged victim Interview Sections regarding determination, on a case-by-case basis, that circumstances warrant scheduling, having a third party present, obtaining information in a manner other than in-person and /or making an exception to the response timeframe.   


Timeframe to Conduct the Interview – Alleged Victim


Timeframe Requirement:  Conduct a face-to-face interview with the vulnerable adult alleged victim within the maximum response time allowed by the priority designation, unless one of the following Timeframe Exception circumstances is met. 


Timeframe Exceptions: 


· Not requiring supervisor/program manager review and approval. The following circumstances result in an authorized exception to the alleged victim first interview timeframe: 


· The alleged victim of a “high” priority report has been admitted to the hospital for medical intervention and there is no immediate need for protective services by APS;  


· Law enforcement or medical staff request APS to delay the interview for a compelling legal or medical reason;


· A visit was attempted, but the alleged victim was not home, not available or refused to meet at that time;


· The visit was attempted, but interference by another person prevented APS from accessing the alleged victim; 


· The visit was delayed as a direct result of a temporary safety concern (e.g., blizzard conditions prevented travel; worker chose not to proceed into the yard until someone could remove the ferocious dogs); 


· The interview was delayed because an interpreter was not available; or


· The timing of the interview was selected to accommodate the specific request of the alleged victim (e.g., to not conflict with his or her other pre-scheduled activity, or to make arrangements to have a third party present).


· Requiring supervisor/program manager review and pre-approval. 


· Additional information obtained by APS after the case was assigned for investigation indicates the harm/risk of harm is not as great as was initially believed when the report was screened and prioritized at intake. Document this as “more info – less urgency” in TIVA, and provide a brief explanation.


· If “No AV Interview-Sufficient Info for Unsub Finding” is selected, supervisor approval is required.


· Any other reason not considered a pre-authorized exception or “more info – less urgency”. Document this as “other” in TIVA, and provide a brief explanation.


· When the circumstances do not meet the interview “not required” criteria and the face-to-face interview of the alleged victim did not occur within the designated priority response timeframe:


· Document each attempted visit to conduct an interview;


· Document the Timeframe Exception circumstances in the Case Notes.

· Timeframe Exception criteria does not apply and the alleged victim was not home when the APS worker made an unannounced visit for an initial face-to-face interview on a high priority report, then, before the end of the next working day following the unsuccessful visit, attempt a second unannounced or a scheduled visit. At the discretion of the program manager/supervisor, contact law enforcement to request a welfare check of the alleged victim;

· For medium and low priority designated response timeframe investigations attempt/conduct the interview within the next 5 business days of the first attempt. If unsuccessful, or past the original response time designated, consult with your supervisor.

· If APS worker is having difficulty getting to meet the alleged victim for an interview, consult with the supervisor to determine an alternative approach for access (e.g., depending on the circumstances, consider involving law enforcement to address safety concerns, obtaining an injunction if access was denied, interviewing collateral contacts to determine the whereabouts of the APS alleged victim, or calling the alleged victim and scheduling a visit);


· After three separate, documented, unsuccessful attempts at various times to locate the alleged victim (e.g., in-person, telephone call) consult with your supervisor to determine whether to send a letter to his/her last known address.  If there is no reply, again, consult with your supervisor to determine other possible approaches.  After all possible attempts to contact the alleged victim were unsuccessful, consult with supervisor to determine whether the investigation may be closed without contacting the alleged victim.  In TIVA use the “Interview Not Required” field – with dropdown choice: “Unable to locate.” Make an “inconclusive” finding if the investigation is closed without locating the AV.   


Scheduled versus Unscheduled Interview - Alleged Victim


Client Home Visit – Non-Facility

The initial home visit to interview the alleged victim should be unannounced. However, as determined on a case-by-case basis, it may be appropriate to schedule the initial face-to-face interview, when:


· Scheduling will not jeopardize the safety of the alleged victim;


· Scheduling will not compromise the investigation;


· The allegation was self-reported by the alleged victim;


· The alleged victim is in a facility or hospital;


· Earlier unannounced attempts to meet with the alleged victim were unsuccessful or it is highly unlikely the alleged victim will be available without scheduling; 


· Scheduling is needed to accommodate a third party presence or non-residential location (e.g., if the interview will be conducted at a worksite); 


· Scheduling will mitigate concerns about safety.


If the APS worker calls the alleged victim to attempt to schedule an interview, but the alleged victim is unable or unwilling to set a date, time and location for a meeting:


· The APS worker will make an unannounced visit within the required response time to attempt a face-to-face interview. (Note: In person, the alleged victim may again decline the request for a visit. Document the attempt and pertinent observations such as the environment and condition of the alleged victim.) 


· Conversation with the alleged victim during the scheduling telephone call will not replace the face-to-face interview.

Facility/Supported Living Program Visit


The APS worker will


· Begin evidence gathering with entrance to the facility (not before)

· Make an unannounced visit within the required response time to attempt a face-to-face interview

· Notify the manager/owner that APS launched an investigation


· NOT disclose investigation information


· NOT acknowledge whether provider practice is involved


· Interview the AV, AP, reporter, any witnesses/collaterals


· Review client records, especially the care plans and positive behavioral support plans and any other medical or other records to support the investigation

· NOTE, NHs must perform their own investigations and take action within five working days of the incident, per federal rules.  If the facility refuses to release their report to APS, provide a copy of the Facility Letter Request for Records letter (see APS intranet site under Forms).  If the facility continues to refuse to release documents, coordinate with RCS provider practice and make a referral to CRU if continued denial.


Third Party Presence in an Interview- Alleged Victim


· Interview the alleged victim in private, except under the following circumstances:


· More than one investigator is present;


· An interpreter or communication resource is present;   


· The alleged victim requests the presence of a third party (for example, a friend, family member, and guardian). If the third party requested by the alleged victim is the AP in this or a related case, ask to speak first to the alleged victim in private to ensure the AV knows the nature of the interview and verify that he/she still wishes to have the AP present while speaking to the APS worker;


· If a third party makes the request to participate in the interview, before proceeding with the interview, ask the alleged victim, in private, if he or she agrees to the presence of the third party. Adhere to the expressed wishes of the alleged victim unless APS has reason to believe the presence of the third party could compromise the safety or well-being of the vulnerable adult;


· Document in the Case Notes narrative the name and role of the third party (e.g., he/she was present during the interview at the request of the alleged victim).  The third party can ask and answer questions during the interview. If he/she responds to questions about the allegation, attempt to verify with the alleged victim that the third party is speaking for, or on behalf of, him/her;


· Clearly document the comments of the third party whenever he/she is speaking for, or on behalf of, the alleged victim. 

 Interviewing the Alleged Perpetrator

· During the course of the investigation, determine the appropriate time to conduct the interview based on relevant considerations that include, but are not limited to: safety of the alleged victim and not compromising the investigation. For example, if law enforcement has requested APS to wait to conduct the interview then communicate with law enforcement and conduct the interview if the APS investigation is still open when law enforcement indicates there is no longer a concern that an APS interview with the alleged perpetrator will interfere with a criminal investigation.

· Make no less than three attempts to interview the alleged perpetrator Face to Face.    Attempts can include phoning the AP to schedule a Face to Face interview appointment.  A final attempt can be sending the AP a letter requesting that the AP make contact to schedule an interview.

· Document in the Case Notes any successful and unsuccessful attempts to interview the alleged perpetrator. If the alleged perpetrator was not interviewed during the investigation, document the specific reasons why.  

· Attempt a Face to Face interview with the AP within 60 days.  If you haven’t interviewed the AP by the monthly investigation staffing, develop a plan to interview the AP with your supervisor.  

· An interview with an alleged perpetrator may be scheduled to accommodate the alleged perpetrator’s work schedule, desire to have a third party present, address APS worker safety concerns, etc. 


· APS will attempt to obtain information using alternate methods when the alleged perpetrator:


· Has declined requests by the APS worker to meet in person;


· Is not in Washington;


· Is incarcerated;


· Is located a great geographic distance from the office of the assigned APS worker (e.g., in a remote location within the region)


· Presents a safety hazard to the APS worker.


· Inform the alleged perpetrator that he/she:

· Has the option of inviting a third party to be present during the interview (for example, a friend, family member, guardian, attorney, union representative). The third party must not be an alleged perpetrator in this or a related investigation. If the AP wants a third party present, continue the interview after the third party has had the opportunity to accept or decline the alleged perpetrator’s invitation to participate. 

· Document in the Case Notes the name and role of the third party, and that he/she was present during the interview at the request of the person being interviewed. The third party can ask and answer questions during the interview. If he/she responds to questions about the allegation, verify with the AP that the third party is speaking for, or on behalf of, him/her;


· Clearly document the comments of the third party whenever he/she is speaking for, or on behalf of, the AP;  


· If there are questions that APS can’t/won’t answer (e.g., who was the reporter), document the fact that these specific questions were asked and APS provided an explanation of why that information could not be provided; 


· Do not include third party issues (e.g., comments or questions about employment or personnel matters) in the TIVA Case Notes.


· Has the right to an interpreter arranged by the Department without cost if English is not the primary language.

· May refuse the interview, to stop it, or reschedule it.


· Can provide documents or witnesses related to the allegations.


· Provide the alleged perpetrator the APS Fact Sheet and document in TIVA.

Interviews - Unique Circumstances


Person to be Interviewed is Incarcerated


Do not conduct an in-person interview with an alleged perpetrator, alleged victim or collateral contact while that person is in jail or prison. Consult with your supervisor/program manager to determine if APS will write the person a letter seeking a voluntary written statement or voluntary telephone interview. Before proceeding, verify with law enforcement/prosecutor that they have no objections to APS communicating with the incarcerated person. The voluntary statement can be written on the APS Declaration Form.

Person to be Interviewed is a Minor Under Age 18


· Consent of the parent/legal representative is not required in order for APS to interview a minor under age 18.  However, if known by APS that the alleged perpetrator or collateral contact is a minor under age 18, APS will attempt to provide a courtesy verbal notification to the parent/legal representative that an investigation/interview is being conducted.  


· Do not provide the courtesy notification if the parent/legal representative is an alleged perpetrator in this or a related case, or APS has reason to believe that notification would compromise the safety or well-being of the alleged victim or the investigation.


· If the minor has a case manager (e.g., DDA, CA) attempt to notify the case manager before your interview of the minor. 


· If criminal activity is suspected, check with law enforcement and/or the prosecutor to determine if criminal charges are pending or filed related to this case. Proceed only if they have no objections to APS interviewing the minor. 


· If you want to interview the minor at school:


· Contact the school principal or counselor in advance to notify them of the APS investigation and request their assistance in arranging the meeting with their student; 

· When you arrive at the school, inform school personnel who you are and what you are doing there.


· Clearly explain to the minor who you are, what your role is and why you will be asking questions;


· Make clear that their participation in the conversation is voluntary and the minor is free to leave at any time they choose;


· If the parent/legal representative is not attending the interview, inform the minor he/she can have an adult third party present during the interview. Ask the person selected by the minor to participate. If that person declines, ask the minor if there is anyone else he/she would like present. 

Person to be Interviewed Has a DPOA or Legal Guardian


Consent of the DPOA/legal guardian is not required in order to conduct an APS investigation or interview. However, if known by APS that an alleged victim, alleged perpetrator or collateral contact has a DPOA/legal guardian, APS will attempt to provide a courtesy verbal notification to the legal representative that an investigation/interview is being conducted. APS will not provide the courtesy notification if the legal representative is an alleged perpetrator or APS has reason to believe that notification would compromise the safety or well-being of the alleged victim or the investigation. 

A Person is Reported to be “Non-Interviewable”


· In some cases, it is not possible to interact with and interview the alleged victim (e.g., the alleged victim is deceased, has moved across the country, or is in a coma). Document these situations in TIVA Case Notes.

· If the alleged victim is available (i.e., does not meet the criteria for “not possible”) but is reported to be non-interviewable because he or she is unable to verbally communicate (e.g., has severe dementia, a profound developmental disability, mental illness, or physical illness):


· Consult with the case manager, provider or reporter to determine if the person can communicate using sign language or adaptive equipment or procedures. 


· If so, arrange for a certified interpreter or appropriate assistance and conduct the interview; or


· If not, conduct a face-to-face visit and document the face to face visit in the TIVA Case Notes. Document your observations of the environment and the person you went to meet (verbal and non-verbal communication).  


Investigation: Unique Circumstances 


In addition to implementing the policy and procedures for all investigations , also implement the additional APS policy and procedures that apply to these unique circumstances:  


Alleged Perpetrator is a DSHS Employee, AAA Employee, or AAA Subcontractor (including employees in RHCs and SOLAs)

· In addition to the standard procedures, follow the protocol in this section when the alleged perpetrator is a DSHS employee, a contracted agent of the state (AAA employee), or an AAA subcontractor. 


· As soon as it is suspected during intake, or the investigation, that the alleged perpetrator may work for DSHS, AAA or an AAA subcontractor, APS will follow the process outlined in the Flow Chart to obtain answers to key questions and determine the appropriate procedures to implement. This includes applying the TIVA Restricted Case function, notifying Law Enforcement of any potential crimes and informing the HCS Appointing Authority. If faxing any documents related to an Alleged Perpetrator who is a DSHS Employee, AAA Employee, or AAA Subcontractor, use only a confidential fax line and consult with your supervisor prior to faxing.

Outcome Reports / Notification Letters:


· Place all evidentiary documents (e.g., medical or financial records) in  the APS case file that involves a DSHS employee, AAA Employee, or AAA Subcontractor. 

· Upload the Notification Letter into TIVA.  

· Do not place the Notification Letter or any TIVA documents (e.g., Outcome Report, Case Notes, Referrals, Intake Report) in the APS case file or in any other department file, nor give these documents to a case manager in or outside the agency.  

An Outcome Report and Notification letter is to be given only to the HCS Regional Administrator.   

Ask the following questions:


1. Is the alleged perpetrator a DSHS/AAA employee or an AAA subcontractor?


a. NO -- implement the standard investigation procedures (see Flow Chart: Box A);     

b. YES -- ask the next question:

2. Does the alleged perpetrator work in a position with unsupervised access to vulnerable adults or children?

NOTE: To find out if a DSHS-employed, alleged perpetrator has unsupervised access to vulnerable adults or children on the job, the Field Services Administrator/Program Manager will call the Human Resources Manager of the DSHS Human Resources Division (HRD). Identify yourself as being with APS and ask if the DSHS employee is in a “covered position.”  Provide the Human Resources Manager with available identifying information for the DSHS Employee (e.g., full name, date of birth, position number).  A person working in a covered position has unsupervised access to vulnerable adults or children.  


a. NO --  implement the procedures identified in Flow Chart Box B;


b. YES -- ask the third question:

3. Is the alleged victim affiliated with the alleged perpetrator’s work role? (e.g., is the alleged victim a client of the alleged perpetrator or the alleged perpetrator’s agency?)


a. NO -- implement the procedures identified in Flow Chart, Box C;


b. YES --  implement the procedures identified in:


· Flow Chart Box D when the AP is an AAA employee or AAA subcontractor; or


· Flow Chart Box E when the AP is a DSHS employee.





Communicate and coordinate with Law Enforcement or the Washington State Patrol using the standard procedures, including:


· Whenever the intake report or investigation indicates that the alleged abuse, neglect, abandonment or financial exploitation may be criminal, make an immediate report to law enforcement, as required under RCW 74.34.063(2);  


· If a report has been made to law enforcement/Washington State Patrol, attempt to communicate and coordinate with them on a case-by-case basis and determine what/when APS should investigate;


· Conduct the APS interview with the alleged perpetrator with the presence or authorization of law enforcement and/or Washington State Patrol;


· Inform law enforcement/WSP of any APS protective services provided to the vulnerable adult.


Notification Letters: 


· Implement standard alleged perpetrator notification procedures;


· Send a DSHS employee union member alleged perpetrator a substantiated finding notification letter that has been modified by removing the following text from the template: You may be represented by an attorney or other person at the hearing.

· Reason: A DSHS employed shop steward can represent a DSHS employed alleged perpetrator union member in pre-hearing and hearing activities to challenge an APS substantiated initial finding. The collective bargaining agreement (CBA) states that an employee has the right to union representation in matters that may affect his/her employment.  Provisions of the CBA prevail over WAC 388-02-0155 that prohibits DSHS employees from representing an appellant against the Department.


· HCS RA notifies the AP’s DSHS appointing authority and the DSHS HRD Director, or the AAA Director, if the allegation is:

· Substantiated by APS; or


· Accepted as an APS referral by law enforcement. 

· If Notification Letters are faxed use only a verifiable confidential fax line.

APS Investigation of an Alleged Perpetrator Who May Have Also Committed a Crime


Need more information about this section?  Click on any of the links below:


· Person to be Interviewed is Incarcerated

· Coordinating with Law Enforcement 


· Coordinating Investigations with Medicaid Fraud Control Unit (MFCU)


APS Investigation of a Personal Aide Providing Self-directed Care 


· An individual with a functional disability who is living at home and self-directing a personal aide to perform health care tasks for compensation is a vulnerable adult per RCW 74.34.020.

· Self-directed care may be provided through a state-funded, federally funded program or private payment.


· Use the following criteria to determine if the alleged perpetrator is a personal aide providing care that is self-directed by the client per Chapter 74.39 RCW.  If the response to every question is “yes,” then the personal aide is providing self-directed care:  


· Does the client live in a residence that does not require licensure?


· Is the client without a legal guardian for medical decisions? (I.e. is the client legally competent to direct his or her own health care?)


· Does the client have a functional disability that prevents performance of a health care task (the health care task must be prescribed by a health care professional ; over the counter medication does not apply) for him or herself? 


· Does a personal aide provide the health care task? (Note: The personal aide may also be performing other personal care functions for the client).


· Is the personal aide being paid/compensated to perform the task? 


· Does the client, who would otherwise be performing these health care tasks for him or herself, personally direct the task? 


· Is the task under treatment orders or prescriptions from a licensed health care provider?


· Did the client inform the health care provider that he or she would be self-directing a personal care aide to perform the task?


· Additionally, if the client is receiving services through a program administered by the state, then in addition to a “yes” response to all of the questions above, the following information will assist APS in identifying situations that involve a self-directed care relationship:


· The CARE assessment and care plan or ISP (Individual Service Plan for clients of DDA) should describe the specific self-directed health care tasks; 


Investigation


Follow the standard APS procedures when the investigation does not include allegations related to a specific health care task.


When the investigation involves an allegation related to a specific health care task being self-directed by the vulnerable adult alleged victim and under the treatment order of a health care provider:


· Review the health care task with the alleged victim;


· If the alleged victim receives care through a state-funded program, review the CARE assessment and care plan for a description of the services; 


· Contact the health care professional who ordered the treatment to determine the specific treatment orders; and


· Request assistance from a HCS Community Nurse Consultant, if needed, for the investigation or review of the medical aspects of the case.


APS Investigation of a Minor Alleged Perpetrator Under Age 18


· When the minor AP is age 16 up to age 18:  


· Follow the interview procedures for interviewing a minor under age 18;

· Implement standard protective services procedures for the alleged victim;


· Document the initial finding as "substantiated - recommended" in TIVA when all the elements of the RCW 74.34 020 definitions of abuse, neglect, abandonment or financial exploitation are met;

· Note: Just like all other investigations where capacity may be an issue, an APS substantiation decision should include consideration of what the alleged perpetrator knew or understood and whether or not the behavior was willful. Even though the 16 – 18-year old may not seem to have a cognitive impairment or any functional incapacity, APS should be prepared to address it in testimony in the event the AP's defense at hearing involves the argument of incapacity due to age.


· Send a notice letter, addressed to the alleged perpetrator, with a courtesy copy to the parent or legal representative, and cc the DDA or CA case manager, if the alleged perpetrator has one;


· The alleged perpetrator has the opportunity to request a hearing to challenge the initial finding and APS will forward a substantiated final finding to BCCU. 


· When the minor AP is less than 16 years old: 


· Follow the interview procedures for interviewing a minor under age 18;

· Implement standard protective services procedures for the alleged victim;


· Document the initial finding as "youth finding" in TIVA when the behavior meets all the elements of the RCW 74.34 020 definitions of abuse, neglect, abandonment or financial exploitation;

· If the alleged perpetrator has a DDA or CA case manager, provide the case manager with a courtesy copy of the APS Outcome Report (this ensures that the case manager is aware of the APS identified concerns and has an opportunity to address their client's needs);


· The alleged perpetrator does not have the opportunity to request a hearing to challenge a "youth finding."


· A "youth finding" will not be forwarded to BCCU or placed on the ADS Registry. 

APS Investigation Involving a Client of a DSHS/Aging Network Case Manager


If an APS investigation involves an alleged victim or alleged perpetrator receiving case management from HCS/Aging Network, DDA, or CA:


· Follow the intake, screening, and investigative procedures found elsewhere in this chapter as applicable to the situation;


· Follow the procedures in this section regarding communication and coordination between APS and the DSHS/Aging Network case manager of the alleged victim or alleged perpetrator.  Also, follow procedures for sharing APS information within DSHS; and


· Follow any additional established regional protocols for communication and coordination with case management.  

· While conducting an investigation involving an alleged victim or alleged perpetrator known by APS to be receiving case management from HCS/Aging Network, DDA or CA:


· APS will inform the designated contact person within the case management system that an investigation is occurring; 


· The case manager will continue on-going case management functions while APS conducts the APS investigation;


· APS will maintain contact with the case manager, as needed, during the investigation to inform the case manager of safety concerns, legal interventions, or progress of the investigation; 


· Consent from the DSHS client is not required for APS and HCS, Aging Network, DDA or CA to share confidential information pertinent to the investigation, case planning or services (However, written consent is required before discussing information about the vulnerable adult unrelated to the APS report, investigation, related case planning or protective services).


· A case staffing may be requested by case management or APS to facilitate understanding and resolution when there are complex issues, multiple APS reports, or disagreements regarding the investigation findings. Include APS and case management supervisors in the case staffing.


· APS may review or request all pertinent records, such as the current CARE, service plan, and/or financial records maintained by the case management system; 


· APS and the case manager will coordinate activities as needed (e.g., conduct a joint home visit);


· APS may communicate with the case management system regarding identified issues and options for the continued protection of the client (e.g., protection order);


· The APS worker may provide a verbal courtesy notice to the case manager or designated case management contact person that the APS worker is going to forward, for case review, the recommendation for a substantiated finding of abuse, abandonment, neglect or financial exploitation. 

· Following an investigation:


· The interface between TIVA and CARE provides a link to the APS Outcome Report.  The case management contact person can click on the link in CARE to access the document.

· APS will provide a copy of the Outcome Report - AP with a substantiated initial finding to an agency or program specified in RCW 74.34.068 providing direct services to the alleged victim receiving case management services;

· As a result of the APS investigation findings, HCS, DDA, CA or Aging Network may determine the provider is unsuitable and terminate the contract of a provider.  APS may be requested to testify at fair hearings regarding how they reached their decision to substantiate the APS findings.


NOTE: If the alleged victim is not a client of HCS/Aging Network or DDA, but may be eligible for programs and case management services, with the consent of the alleged victim, APS will make a referral. 


APS Investigation Involving a Client Participating in New Freedom, Program of All-Inclusive Care for the Elderly (PACE) or Managed Care Plan

If an APS investigation involves an alleged victim or alleged perpetrator known by APS to be involved in New Freedom, PACE, or managed care plan (Molina), APS will:


· Communicate and coordinate as necessary with the HCS HQ Program Manager for the New Freedom, PACE, or managed care plan;

· Communicate and coordinate with the provider on a need to know basis for the purpose of case planning and provision of protective services.

Alleged Victim Lives in a Setting Certified or Licensed By DSHS - Click here...

Alleged Victim Dies Before Intake - Click on these links below:

· The alleged victim is deceased at the time of intake

· Coordinating with Law Enforcement 


Alleged Victim Dies While the APS Case is Open


· If law enforcement is already involved in the situation, inform law enforcement of the death of the vulnerable adult and coordinate as per standard APS protocol.  If law enforcement is not yet involved, make a referral to law enforcement when there is reason to suspect criminal activity;


· If the allegation was self-neglect, immediately close the investigation with a finding of “Closed-No APS - SN & AV Deceased” in TIVA and note in the Case Notes the investigation is terminated following the death of the alleged victim. APS does not determine if the death was related to self-neglect; or 


· Continue investigation of allegations of abuse, abandonment, neglect or financial exploitation for the purpose of determining if the allegation is substantiated, unsubstantiated or inconclusive. APS does not determine if the death was related to abuse, abandonment, neglect or financial exploitation.  If the allegation is substantiated, per WAC 388-71-0110(3), determine if other vulnerable adults are at current risk of abuse, abandonment, neglect or financial exploitation from the same alleged perpetrator. Create a new APS Intake Report for each newly identified vulnerable adult alleged victim.


Alleged Perpetrator Dies During Open Case or Due Process


· Continue investigation of allegations of abuse, abandonment, neglect or financial exploitation for determining if the allegation is substantiated, unsubstantiated or inconclusive. Provide protective services to the alleged victim as appropriate. 


· Follow the regular processes for making a finding.

· If the alleged perpetrator expires before the opportunity to request a hearing to challenge a substantiated finding, the finding will remain an initial finding.    

APS Tools


 









RCW 74.34.080

Legal Injunction


If access is denied to an employee of the department seeking to investigate an allegation of abandonment, abuse, financial exploitation, or neglect of a vulnerable adult, the department, represented by the Attorney General’s office, may seek an injunction prohibiting interference with the investigation. Consent of the vulnerable adult alleged victim is not required.


“Access” is not defined or limited in the statute.  It may be broadly interpreted as access to:


· The vulnerable adult; 


· Documents; 


· Financial information; or 


· Any other information relevant to the investigation.


· To obtain an injunction, the department must persuade the court of the following facts:


· There is reasonable cause to believe the person is a vulnerable adult and is or has been abused, abandoned, neglected, or exploited; and


· The employee of the department seeking to investigate the report has been denied access.


· Contact the regional AAG to request their assistance to obtain an injunction. Provide information to the AAG as necessary and use the form: Request for an Injunction to Prohibit Interference in an APS investigation (RCW 74.34.080)

· Document all proceedings in the APS case record.


Photography to Document Evidence


RCW 74.34.067 (7) allows the department to photograph the vulnerable adult alleged victim and his or her environment for the purpose of providing documentary evidence of the physical condition.  Photos are to beuploaded directly into TIVA and then deleted from the device used to capture them. Follow the same retention/archive schedule as the corresponding case files.

Consent to Photograph


· Obtain consent from the vulnerable adult or his or her legal representative prior to photographing the vulnerable adult, unless: 


· Immediate photographing is necessary to preserve evidence; or


· The legal representative is the alleged perpetrator.


· No consent is required for photographing the environment.


· Use the Release for Photographing form to document permission or refusal.


Photography Guidelines:

· Respect the dignity of the subject when taking any photograph.


· Do not photograph the breasts of a woman or the genital area of either a man or woman.  When this is necessary, request assistance from law enforcement, licensed staff in a care setting, or a rape crisis center in the case of possible sexual abuse.


Documentation and Tracking Photographs:


· Each office must implement a system (e.g., the Photograph Ledger) to ensure that the following information is maintained for every photograph:


· Who took the picture;


· Where the photo was taken and what is the subject of the photograph;


· Date and time the picture was taken; and


· The TIVA case number.


· Document the chain of custody from the time the photo was taken to the time a copy of the photo was placed in the APS case record and uploaded into TIVA.

· Store photographs only in TIVA and the APS case record. 

· If copies of photographs taken by APS are provided to others (e.g., prosecutor), document in the Case Notes the name of the recipient and sufficient information to identify what photograph was shared (e.g., describe contents or refer to the Photograph Ledger).  


APS Request for a Background Check through BCCU


Purpose 


· The APS program can request a background check through the DSHS Background Check Central Unit (BCCU): 


· On any individual who may be interviewed or encountered by an APS worker during an APS investigation when there are concerns for APS worker safety; 


· On a prospective guardian when the alleged incapacitated person is a vulnerable adult alleged victim in an open APS case (whether or not the petition for guardianship was filed by APS or another interested party);


· On any individual whom the Legal Benefits Advisor/Attorney may interview or call to testify at an APS hearing in order to develop evidence pursuant to Washington Rules of Evidence.

· Each region will determine which staff affiliated with the APS program will be trained and authorized to submit an APS program-related Background Check request to BCCU.


How to Submit a Request for an APS Background Check through BCCU 


· Fill out the Background Authorization form: 


· When the subject of the background check is a prospective guardian, APS completes Section 1 as described below, and the prospective guardian completes and signs Section 2; or


· For all other background checks, APS must know the name and date of birth of the subject and APS completes Sections 1 and 2 of the form as described below:   


Background Authorization form Section 1-


Item 1. Name of Entity Requesting Background Check 


· Enter the name of your account exactly as it appears on the BCCU Account intranet site. For example: APS Spokane or APS Vancouver.


Item 2. Name and Signature of Person Requesting Background Check to be Completed by DSHS


· Print your name and write your signature where indicated.


Item 3. Purpose of Background Check


· Under “ALTSA”, check the box that says “Subject involved in (or related to) APS investigation per Chapter 74.34 RCW.”


Item 4.  BCCU Account Number


· Write the APS account number for your office. 


Go to Background Authorization form Section 2 -

Item 7. Date of Birth


· Fill in the date of birth of the subject of the background inquiry.


Item 8. Print Your Complete Name(s)


· Fill in the name(s) of the subject of the background inquiry.   


NOTE: Fill this section out to the best of your ability. You may know 8A - current name, but not 8B - birth name.


Optional -- complete these items in Section 2, if you have the information:


Item 6:  Social Security Number;


Item 9:  Other last names;


Item 10: Nicknames and Other First Names. 


· Fax the Background Authorization form to BCCU at (360) 902-0292.  

· BCCU will call the contact number designated on your account if there are questions about your request (e.g., if BCCU is unable to fax results). 

· BCCU will process APS requests ahead of other programs – generally within two hours of receipt. BCCU will fax results to the secure fax number designated on your account. 

Results 


· BCCU will provide APS with a results letter indicating whether or not the identified subject of the background check has:


· A record (sources of the information may include: prior self-disclosure by the subject of the background inquiry, a prior finger print check processed by BCCU, or Washington State conviction information/RAP sheet from the Washington State Patrol.  Conviction data means actual conviction information, arrests less than one year old with dispositions pending, dependency proceedings, and information regarding registered sex and kidnap offenders); or


· Another type finding (RCS, APS, CPS, DOH).


· The background check will provide Washington State data. The BCCU check for APS does not access other states’ or nations’ criminal records. APS will not do fingerprint checks.


· When a background check indicates that an individual has a criminal history, APS should treat the situation as if the individual does have a criminal record, even in the absence of fingerprint verification.  If the criminal history raises concerns about safety issues (e.g., convictions involving violence, threats of violence, or weapons), consult with your supervisor to determine appropriate measures that may include, but are not limited to, requesting a police escort, inviting the individual to a DSHS office or neutral location to conduct the interview, or canceling the face-to-face interview and seeking information over the telephone or in writing. 


· Even if the background check returns no records, the subject of the search may have a criminal history.  Errors in the identifying information used in the search, name changes, aliases, or database entry errors may have resulted in a record not being identified. Out-of-state and federal convictions will not appear.   


Confidentiality of Background Check Information from BCCU


APS-requested background check information from the BCCU is confidential.  File the original fax sent to BCCU requesting the background check and the printed background check results in section four of the APS case record.  When held by APS it becomes part of the APS case record and is confidential under RCW 74.34.095.  


APS Use of Accurint to Search for Information


Purpose 


· Accurint is a Florida-based corporation that serves as a clearinghouse/database for information on individuals, businesses and entities.  Accurint is used by law-enforcement, government agencies, and private corporations for restricted uses under the Gramm-Leach-Bliley Act.


· APS has established a statewide account with Accurint (www.accurint.com ) to obtain information that is pertinent to an APS investigation or action related to an APS investigation under Chapter 74.34 RCW.

Access to Accurint


· Each region will designate the account administrator(s) and determine which workers associated with the APS program will be authorized to submit search requests to Accurint.


· Regional account administrator(s) will:


· Provide Accurint with the information needed to activate each user (note: obtain information on IP address ranges from the APS statewide program manager);


· Provide each user with ‘log in’ and ‘password’ information;


· Monitor the regional use of Accurint; and


· Contact Accurint and deactivate individual users when they are no longer authorized to perform searches.


· Prior to accessing Accurint, each region will ensure that all authorized users understand this policy and have been trained how to submit requests.  Training can be conducted by the region or is available through Accurint.


· Prior to submitting a request to Accurint, users of this account must first attempt to obtain the needed information from other available resources and databases.  Use the most cost effective source to obtain the desired information.


· All search requests that are submitted to Accurint must be done in the most cost-effective manner and for the minimum amount of needed information.


· All search requests must include the appropriate “mandatory reference code,” as follows:



Region 1:   
APS01-intake ID #

Region 2:   
APS02-intake ID #

Region 3:   
APS03-intake ID #

State Office: 
APSHQ-intake ID #

· Types of Searches:


· An APS worker shall submit only “Person Search” or “Advanced Person Search” requests to Accurint.


· If an APS worker determines that, in order to complete an investigation, the worker needs access to sensitive or confidential information about a person involved in the investigation, other than the information available in a “Person Search” or “Advance Person Search,” the APS worker shall:


· Recommend a specific Accurint search type to his/her supervisor;


· The supervisor shall evaluate the recommendation and determine what, if any, search beyond an Advanced Person Search will be conducted.  The supervisor shall submit the search request to Accurint and obtain the information for the APS worker; or


· If an APS supervisor is not available, the APS worker should make the recommendation to the APS Program Manager first, or in the absence of a supervisor and the APS Program Manager, the Legal Benefits Advisor/Attorney or the Subject Matter Expert.

· The Regional Administrator, Field Services Administrator, APS Program Manager, APS Supervisor, and Legal Benefits Advisor/Attorney may submit a request for any of the search types available through the APS Accurint account when the information is necessary for an APS investigation or subsequent action under Chapter 74.34 RCW related to an investigation.


Confidentiality of Information Obtained through Accurint    


Do not print any Accurint reports.  Document relevant information in TIVA Case Notes. 


When held by APS, Accurint information becomes part of the APS case record and is confidential under RCW 74.34.095.  Click here to find out when this information may be shared.


Declaration Form


APS may seek and obtain a statement from any individual, in writing, if it appears the person making the declaration is able to tell the truth from a lie and otherwise be a competent witness.  When an alleged victim, alleged perpetrator or collateral contact would like to provide APS with information in writing:


· Ask if the person would provide and sign the written statement on a Declaration Form.

· Request that the person use pen to write the statement;


· Upon request of a person making the declaration who is unable to write his or her statement, the APS worker will write the statement word for word as told by the person. Read the entire contents of the document back to the person, including the signature block statement, prior to requesting his or her signature or mark on the declaration form. If the APS worker writes out a statement for another person, the APS worker shall add a sentence to the end of the  person’s statement clarifying “This statement was written on behalf of the person making the declaration by [APS worker name] due to [state the reason why the person was unable to write the statement him or herself].

· If a copy machine is available at the time the form is signed, provide the individual with a copy of his or her statement. If not, offer to copy and mail the person a copy after you return to the office.


Investigation: Findings

 Meaning of Recommended, Initial and Final Findings

· “Recommended finding” means the APS worker has concluded the investigation and, based on a preponderance of the evidence, is making a recommendation to substantiate an allegation of abandonment, abuse, financial exploitation or neglect by an identified individual perpetrator.


· "Initial finding" means a determination made by the department upon investigation of an allegation of abandonment, abuse, financial exploitation, neglect or self-neglect. 


· If the department determines it is more likely than not the incident occurred, the department shall document the finding as "substantiated."


· If the department determines it is more likely than not that the incident did not occur, the department shall document the finding as "unsubstantiated." 


· If the department cannot make a determination about whether the incident occurred or did not occur on a more probable than not basis, the department shall document the finding as "inconclusive."


· A “youth finding” or an “initial substantiated finding” of abuse, neglect, abandonment or financial exploitation by an identified individual perpetrator or entity perpetrator is the resulting decision from an Investigation Review following review of the APS worker’s recommendation to substantiate. 


· The APS worker makes the initial finding determination when:


· The allegation is self-neglect; or


· The allegation involves an unidentified alleged perpetrator (e.g., TIVA does not have his or her name); or


· The finding for an allegation involving an individual perpetrator is “unsubstantiated” or “inconclusive.”  


· "Final finding" means the department's substantiated finding of abandonment, abuse, financial exploitation or neglect is upheld through the administrative appeal process specified in WAC 388-71-01205 through 388-71-01280, or is not timely appealed to the office of administrative hearings. The alleged perpetrator can appeal a final finding to Superior Court and the Court of Appeals under the Administrative Procedure Act, Chapter 34.05 RCW.


Finding Options


· “Substantiated”- There are three types of substantiated findings: 


		Specific types of substantiated findings:

		Meaning:



		a. “Substantiated – Unknown Perpetrator”

		The identity of the perpetrator is undetermined. Note: This finding is never made with an allegation of self-neglect or when an alleged perpetrator is identified in the case record perpetrator screen (i.e., create a new case record when the substantiated finding is not against the reported alleged perpetrator).  



		b. “Youth Finding”

		The alleged perpetrator is under age 16 and the behavior is consistent with the elements of the RCW 74.34.020 definitions of abuse, neglect, abandonment or financial exploitation.

Note: The alleged perpetrator does not have the opportunity to request a hearing to challenge a "youth finding" and the name will not be forwarded to BCCU. 



		c. “Substantiated –Individual Perpetrator”

		The identity of the individual perpetrator is known.








· “Unsubstantiated” – Click here for the definition.


· “Inconclusive” – Click here for the definition.


Factors For Substantiation of Neglect or Abandonment


		Factor 1

		The victim is a vulnerable adult per the definition in RCW 74.34.020 or RCW 74.34.021. Effective 7/22/11, SSB 5042 moved RCW 74.34.021 into RCW 74.34.020 creating only one citation for the definition of ‘vulnerable adult.’



		Factor 2

		The perpetrator is “a person or entity with a duty of care,” as per the definition in WAC 388-71-0105.



		Factor 3

		The findings are a result of action or inaction by the perpetrator. 



		Factor 4

		The findings relate to the scope of duty of the individual or entity, and the action or inaction of the perpetrator is a breach of that duty (i.e., What should have occurred, but did not happen? Or, what should not have occurred, but did?)



		Factor 5

		A preponderance of evidence supports all elements of the (a) subpart or (b) subpart of the RCW 74.34.020 definition of neglect or abandonment as follows: 


Elements of Neglect - RCW 74.34.020(9)(a) or (b)


(a) A pattern of conduct or inaction by a person or entity with a duty of care that fails to provide the goods and services that maintain the physical or mental health of the Vulnerable Adult, or that fails to avoid or prevent physical or mental harm or pain to the Vulnerable Adult.


Or (b) An act or omission by a person or entity with a duty of care that demonstrates a serious disregard of consequences of such a magnitude as to constitute a clear and present danger to the Vulnerable Adult’s health, welfare or safety, including but not limited to conduct prohibited under RCW 9A.42.100.


Elements of Abandonment-RCW 74.34.020(1)

(1) The Vulnerable Adult did not have the means or ability to obtain necessary, food, clothing, shelter, or health care.








Factors For Substantiation of Abuse 


		Factor 1

		The victim is a vulnerable adult per the definition in RCW 74.34.020 or 021. Effective 7/22/11, SSB 5042 moved RCW 74.34.021 into RCW 74.34.020 creating only one citation for the definition of ‘vulnerable adult.’



		Factor 2

		The findings are a result of willful action or inaction by the perpetrator.  



		Factor 3

		A preponderance of evidence supports all elements of the appropriate 74.34.020(2)(a)-(e) definition of abuse as follows:


Elements of Abuse 74.34.020(2)

(2) Willful action or inaction that inflicts injury, unreasonable confinement, intimidation, or punishment on a vulnerable adult. 


In instances of abuse of a vulnerable adult who is unable to express or demonstrate physical harm, pain, or mental anguish, the abuse is presumed to cause physical harm, pain, or mental anguish. Abuse includes sexual abuse, mental abuse, physical abuse, and exploitation (Effective 07/24/2015 “personal exploitation”) of a vulnerable adult.   Effective 07/24/2015, ESSB 5600 includes “improper use of restraint” in the abuse definition.





Factors For Substantiation of Financial Exploitation


		Factor 1

		The victim is a vulnerable adult per the definition in RCW 74.34.020 or 021.  Effective 7/22/11, SSB 5042 moved RCW 74.34.021 into RCW 74.34.020 creating only one citation for the definition of ‘vulnerable adult.’



		Factor 2

		The perpetrator is a person (For incidents that occurred prior to 7/22/11:  the statute limits the definition of financial exploitation to acts by “any person.”An entity is excluded by definition from substantiation of financial exploitation.)  Effective 7/22/11:  SSB 5042 includes ‘entity’ in the definition of financial exploitation.



		Factor 3

		A preponderance of evidence supports all elements of RCW 74.34.020 definition of financial exploitation as follows:


Elements of Financial Exploitation – RCW 74.34.020(6)

(6) Illegal or improper use of property, income, resources, or trust funds of the Vulnerable Adult, by any person for any person’s profit or advantage other than for the vulnerable adult’s profit or advantage.  Effective 7/22/11, SSB 5042 amended the definition of financial exploitation to, “...illegal or improper use, control over, or withholding of the property, income, resources, or trust funds of the vulnerable adult by any person or entity for any person’s or entity’s profit or advantage other for the vulnerable adult’s profit or advantage.  





Factors for Substantiation of Self – Neglect


An allegation of self-neglect must appear alone in an intake report and an outcome report (i.e., when there are also concurrent allegations of abuse, abandonment, neglect or financial exploitation by a known or unknown alleged perpetrator, create an intake report, case record and outcome report separate from the allegation of self-neglect.) 

		Factor 1

		The victim is a vulnerable adult not living in a facility.



		Factor 2

		The neglect is not the result of inaction by a home health, hospice, or a home care agency, or an individual provider. Note: If the action or inaction is by a person with a “duty of care” then consider neglect rather than self-neglect.



		Factor 3

		The vulnerable adult failed to provide him or herself with the goods and services necessary for his or her physical or mental health.



		Factor 4

		The absence of the goods and services impairs or threatens the vulnerable adult’s well-being.





HCS/AAA Contracted Agencies


· In circumstances where the vulnerable adult mistreatment is related to an agency’s (i.e. home care agency) contractual non-compliance, contact the Home Care Agency Program Manager in the ALTSA/State Unit on Aging at (360)725-2560 for current email address to send referral.

· While investigating allegations against employees of HCS/AAA contracted agencies, such as home care agencies, and you have reason to believe that a contractual non-compliance issue exists, contact the Home Care Agency Program Manager in the State Unit on Aging at (360)725-2560 for current email address to send referral.

· In addition, make a referral to DOH if the agency is licensed by DOH.


Investigation Review of Recommended Substantiated Finding 

APS Worker:


If you recommend substantiation of an allegation of abuse, neglect, abandonment or financial exploitation by an identified individual alleged perpetrator:


Enter the Investigation support of finding and final activities in TIVA. 

When the Investigation is complete, send the investigation for supervisory approval.  You must have selected a Finding for each Allegation in order to enable the Approval Decision.

Supervisor Approval


The Supervisor must look in the Approvals expando on the Desktop.  The Supervisor must review, within 10 business days, all investigations awaiting approval and may take any of the following actions:


· Approve the completion of the investigation (for investigations not moving forward to the Investigation Review Team); or


· Return the investigation for further work; or


· Hold approval and schedule substantiated (AP types) investigation for Investigation Review Team decision.

The APS Worker and Supervisor may use The APS Investigator/Supervisor TIVA Guide for Investigation tool to ensure the investigation is complete.


Regional Investigation Review Team (IRT): 


· Each region will conduct an Investigation Review as frequently as necessary to timely review and accept or change the recommendation to substantiate an allegation by an identified individual alleged perpetrator.  The Investigation Review Team will: 


· Consist of at least three members that must include a combination of an APS Program Manager/Field Services Administrator (FSA), Supervisor(s), or Subject Matter Expert (SME)

· Meet in person or a combination of in person, video conference and conference call to review the case record (e.g., was the investigation thorough, objective and did it follow appropriate procedures? Is the documentation complete?)

· Review the evidence and determine if each element of the allegation is supported by a preponderance of the evidence.


· IRT members may:


· Request the APS worker to gather and provide additional information or documents or documentation, or conduct other specific activities related to the investigation; and/or


· Consult with others about a topic or issue (e.g., the Attorney General’s office, etc.). 


· IRT members will determine if a preponderance of the evidence supports a youth finding or a substantiated initial finding, inconclusive finding or unsubstantiated finding.  If there is a disagreement regarding the decision the investigation will be forwarded to the RA to make the determination. (Note: In some investigations, the determination may be that a different allegation than the one recommended should be substantiated.)


· Enter information in TIVA to reflect the determination:


· If the behavior by an alleged perpetrator under the age of 16 was consistent with the definitions of abuse or financial exploitation, the panel will make a “youth” finding;


· If the allegation is substantiated and the alleged perpetrator is age 16 or older it becomes an “initial finding;” 


· If the allegation is not substantiated, enter the finding as unsubstantiated or inconclusive as determined by the team;


· An IRT member will document in the Case Notes that the review occurred and the decision to concur with or alter the recommendations of the APS worker; and


· Inform the APS worker of the IRT’s finding decision and reason for any change. 

· The Supervisor will approve the investigation for the substantiated finding.


· If the decision is an initial substantiated finding, then an IRT member will create the Appeals page (see TIVA Manual).

Notification of APS Findings


APS provides different types of information regarding the outcome of the investigation based on the recipient’s role in the investigation, statute and WAC.  As described in this section:


· APS provides some notification routinely and some is provided upon request;


· Information may be provided verbally, or in writing via a letter or Outcome Report.  

· All Outcome Reports must not disclose the identity of the reporter or any witnesses;


· Outcome Reports are faxed, sent, mailed or e-mailed per local procedures to pre-identified recipients. 

Types of Outcome Reports


“Outcome Report” Form

· This Outcome Report includes the names of the alleged victim and the alleged perpetrator and investigation information.  This Outcome Report is sent only to entities designated by law, such as law enforcement, who would receive unredacted information (see Summary Chart of APS Notification:  Who Gets What Investigation Outcome Information?)

Outcome Report – AP Form

· This Outcome Report excludes the name of the alleged victim and investigation information, but informs the receiver of the finding.  This Outcome Report is sent to agencies per RCW 74.34.068.

Notification letters

· Will not disclose the identity of the alleged victim, the reporter or any witnesses; 


· Will be translated into the preferred language of the alleged perpetrator/legal representative.  Mail the translated version with the English version; and


· Will be created using the appropriate required template wording, that includes direction for: 


· Who signs the letter:


· APS Supervisor or Program Manager; or

· Legal Benefits Advisor


· How it is mailed:


· Both regular mail and certified mail/return receipt requested.


· Who receives a routine courtesy copy of the letter?






Summary Chart of APS Notification: Who Gets What Investigation Outcome Information? 


		Role in the APS Case

		Type of Finding

		Type of Information Provided by APS

		When is it provided?



		Alleged Victim,


and/or, if known,


Legal Guardian or

Attorney in fact (acting DPOA)

		All Findings including, Youth Findings


Substantiated Initial




		Verbal: Disclose the Youth Finding or the Initial finding. Inform the AV/legal representative that APS will be sending a letter to the alleged perpetrator with an initial finding. 


Written: Upon request, APS will provide the Alleged Victim (AV)/legal representative with a copy of the Outcome Report - AP on all findings, if requested.

Exceptions: 


· If the legal rep. is also the perpetrator, then do not provide this verbal notification or a copy of the Outcome Report - AP, instead provide his/her notification via the standard Alleged Perpetrator (AP) notification letter. 


Verbal notification to the alleged victim is not required if he/she is unable to understand (e.g., due to advanced dementia).

		Routine


(see exceptions)



		Alleged Perpetrator

		Unsubstantiated or Inconclusive or Closed – no APS

		Verbal: Disclose the final finding. Upon request, provide the alleged perpetrator with a courtesy AP letter documenting the finding.


Note: 


· APS is required to inform all alleged perpetrators who are employees, contractors or volunteers of the specific agencies & programs listed in RCW 74.34.068(1).

· 

		 Upon Request


& Routine


(see note)



		

		Youth Finding

		· Verbal: Disclose that APS made a youth finding. 

		Routine



		

		Substantiated Initial




		Perpetrator Notification Letter:  Use the appropriate substantiated finding notification letter template (Individual alleged perpetrator ) to create the letter. Send it via regular and certified mail to the last known residence of the alleged perpetrator.


Note:   If the alleged perpetrator is a DSHS employee union member, modify the template per instructions in this chapter.

		Routine






		

		Substantiated Final

		Verbal: Disclose the final finding.





		 Upon Request



		Alleged Perpetrator who is a DSHS Employee, AAA Employee, or AAA Subcontractor

		Any Finding

		Outcome Reports / Notification Letters:


Do not place a copy of any outcome report, notification letter or any identifying information regarding an alleged perpetrator who is a DSHS employee, AAA employee, or AAA subcontractor in the department file, nor give to a case manager in or outside the agency. An outcome report and notification letter in this instance is to be given only to the HCS Regional Administrator

		



		Current DSHS / AAA / Aging Network Case Manager  




		All

		Because of the interface between TIVA and CARE, the case manager can access the APS Outcome Report via a link in CARE.

Note: 


· The APS worker may verbally inform the case manager that a recommendation for a substantiated finding will be forwarded to Investigation Review; 


· Upon request, for a purpose consistent with Chapter 74.34 RCW, APS may provide additional investigation record information.




		Routine



		Law Enforcement




		Youth Finding or Substantiated Initial

		Written:   APS Outcome Report


Note:


Upon request, for a purpose consistent with Chapter 74.34 RCW, APS may provide additional investigation record information.

		Routine – when a crime is suspected.






		

		Inconclusive, unsubstantiated, sub-unknown AP, “Closed-No APS”




		Upon request, provide an Outcome Report for an investigation with a finding that was inconclusive, unsubstantiated, sub-unknown AP, or the investigation was “closed-no APS.”




		Upon Request



		Prosecuting Attorney

		All

		Written:   APS Outcome Report


Note: Upon request, for a purpose consistent with Chapter 74.34 RCW, APS may provide additional investigation record information.

		 Upon Request



		Medicaid Fraud Control Unit

		Substantiated Initial

		Written:   APS Outcome Report


Note: Upon request, for a purpose consistent with Chapter 74.34 RCW, APS may provide additional investigation record information.

		Routine – when Medicaid Fraud is suspected.



		The agency / program where the perpetrator is an employee, contractor or 


volunteer under: 


DOH Chap.70.127RCW

DDA - Chap.71A.12 RCW

RSN - Chap.71.24 RCW

		Substantiated Initial

		Written:   APS Outcome Report - AP



		Routine – if the AV is a client of the agency or program.



		 

		Substantiated Initial

		Agency Courtesy Letter:   Use the appropriate part of this template to create a courtesy notification letter to send to an agency or program under RCW 74.34.068 to inform them that their employee, volunteer or contractor has a substantiated initial finding against a vulnerable adult who is not their client. 

		Routine - if the AV is not a client of the agency or program, and APS knows the AP is associated with the agency or program.



		Home Care Referral Registry

		Substantiated Initial

		Perpetrator Notification Letter:  Send a courtesy copy of the perpetrator notification letter to the statewide Program Manager of the Home Care Referral Registry at the same time it is sent to the alleged perpetrator.

		Routine – when APS knows that the AP is on the HCQA caregiver referral registry HCRR.



		DOH: 


Health Services Quality Assurance:

 Professionals and Facilities

		All

		Written:   APS Intake and APS Outcome Report


Note: 


· APS has an information sharing agreement with HSQA and will routinely share intake and outcome reports.  APS will share additional information upon request.  


APS may redact information not relevant to the investigation.

		Routine - when the  investigation involved a facility/service licensed/certified by DOH or a perpetrator they professionally license, certify or register.



		

		Final

		The LBA will send an e-mail notice to DOH of a final finding against a professional under RCW 18.130 using the following e-mail address, HSQAComplaintIntake@doh.wa.gov.  Attach the Outcome Report and the latest (if original was modified) AP initial substantiation finding notification letter.  Write in the email subject line, “Final Finding.”



		Routine: when the AP’s name is placed on the ADS Registry



		RCS/CA (the facility licensing authority) 




		Substantiated Initial

		Written:   APS Outcome Report


Note: Upon request, for a purpose consistent with Chapter 74.34 RCW, APS may provide additional investigation record information.


· 

		Routine – when:


The event occurred in a licensed (or unlicensed) facility;  or 


The event did not occur in a facility, but may impact the facility.



		The operator/licensee of an AFH, AL, NF, ICF/IID, or CA foster home.

		Substantiated Initial

		Written:   APS Outcome Report - AP



		Routine – if the abuse, abandonment, or financial exploitation occurred in their facility.



		Long-Term Care Ombudsman  

		All

		Written:   APS Outcome Report - AP

Note: Also provide the name of the facility.

		Routine – when the Ombudsman was involved in the case.



		HCS HQ PM (Doris Barret) responsible for Adult Day Care and Adult Day Health certifications

		Substantiated Initial

		Written:   APS Outcome Report


Note: 


· Also provide the name of the facility or entity.


· Upon request, for a purpose consistent with Chapter 74.34 RCW, APS may provide additional investigation record information.


Medicaid ADC/ADH contracted providers 

		Routine – when the allegation occurred at an ADH/ADC program with a Medicaid contract.





A Substantiated Initial Finding


If the Investigation Review of the recommended finding results in a determination that an allegation is substantiated, provide the following notifications of the youth finding or initial finding. 


Notifying the Alleged Victim/Legal Representative


· In person or over the telephone, attempt to verbally inform the alleged victim and/or legal representative (legal guardian, attorney-in-fact [DPOA] that:


· The allegation was substantiated; and 


· If the alleged perpetrator is age 16 or older, tell the alleged victim that APS intends to send a letter to notify the identified alleged perpetrator of the initial finding and his/her opportunity to request an administrative hearing to challenge the finding. 


· Exceptions - Do not verbally notify:

· The vulnerable adult alleged victim if, during the course of the investigation, it was determined that an interview with the alleged victim was not possible (e.g., due to severe dementia); 


· The legal representative if he or she is the alleged perpetrator in this or a related case. Instead, provide the appropriate written perpetrator notification letter rather than a verbal notification.

· If the alleged victim and/or legal representative express objections to a letter being sent to the alleged perpetrator because of fear for the alleged victim’s physical safety, attempt to problem solve and offer protective services (e.g., protection order) or suggest a referral to other resources (e.g., domestic violence program) before sending the letter to the alleged perpetrator.  Consult with the HQ APS program manager in extreme cases.

· Upon request, APS will provide the alleged victim/legal representative with a copy of the APS Outcome Report - AP or a courtesy copy of the notification letter APS sends to the alleged perpetrator (redact the address of the alleged perpetrator before giving the copy of the letter to the alleged victim/legal representative).

· Document all attempted and actual notification conversations with the alleged victim/legal representative in the TIVA Case Notes. 


Notifying the Alleged Perpetrator

· The requirements for Notification and Administrative Appeal of a Substantiated Finding are specified in WAC 388-71-01205 through 388-71-01281.


· Within 10 working days of the case review decision to make a substantiated initial finding, send a notification letter signed by the APS supervisor or program manager or LBA to the alleged perpetrator(s)  using one of the following methods:

· Personal service of the notice as provided in RCW 4.28.080

· Sending a copy of the notice by first-class mail and certified mail/return receipt requested, at the alleged perpetrator’s last known mailing address or post office box

· If it is known that the alleged perpetrator is not residing at the last known mailing address, attempt personal service.

· Exceptions – 

· Do not send a notice letter to the alleged perpetrator:


· Of a “youth finding”; or


· When the allegation was substantiated but the identity of the perpetrator over age 16 is unknown; or


· The 10-day notification timeframe may be extended when necessary to:


· Accommodate the time it takes to translate the notification letter;


· Arrange for or provide safety precautions for the alleged victim; or 


· When APS is adhering to a specific request by law enforcement/prosecutor to not contact the alleged perpetrator (e.g., if a criminal investigation is in process).


· Document the reason for the notification delay in the Case Notes.


· Investigation Review Team does not need to reconvene to extend the 10 day notification timeframe. 

· Use the required wording of the appropriate notification letter template and letter attachments as the basis to create a letter to:


· The Individual alleged perpetrator

· Request the APS Hearing Form from OAH


· 
The List of OAH Field Offices

· The notification letter shall not divulge the identities of the alleged victim, reporter or witnesses.

· Include the APS Fact Sheet with the notification letter. 


· Translate the notification letter into the preferred language of the alleged perpetrator.  Access translated APS notification letter templates (Korean, Russian, Spanish, Tagalog, Ukrainian, and Vietnamese) posted on the ALTSA Intranet.  Follow Chapter 15 procedures to obtain translation of the customized text for these letters, and for translation into other languages.  


· Address the notification letter to the alleged perpetrator, and provide a courtesy copy of the notification letter to the parent/legal representative when the alleged perpetrator:


· Is age 16 up to age 18; or 


· Is over age 18 and known by APS to have a legal guardian/active attorney-in-fact (Durable Power of Attorney); 


· Translate the courtesy copy of the letter for the parent/legal representative when their preferred language is not English (in some cases the alleged perpetrator may receive the letter in the English language, but the courtesy copy will be translated into another language for the parent/legal representative). 


· If the address of the last known place of residence of the alleged perpetrator is not available in TIVA, make a reasonable attempt to ascertain it by: 

· checking readily available databases/records, such as Accurint, ACES, CARE, 411, reverse phone numbers and addresses directories, client registry, county auditor’s office and Barcode.

· asking people who might know his or her current/last known place of residence.  

· Enter the address into TIVA or document unsuccessful attempts to obtain this information.


· If the letter is returned by the post office with a forwarding address, re-send the notification letter using the updated address. 


· If the certified letter is returned, “Letter Undeliverable-Address Unknown;” 

· Research all databases (Barcode, ACES, CARE, etc.) including Accurint again to attempt to obtain an address for the alleged perpetrator.

· Consider contacting collaterals in the investigation to locate the residence of the AP.

· Use personal service if appropriate.

· Send the notification letter once again both regular and certified/return receipt.

· Wait the allotted number of days per WAC that the AP has to request a hearing.

· If the AP has not requested a hearing within the allotted number of days per WAC or the letter was returned again, undeliverable address unknown, and personal service is not an option, place the name on the ADS registry.

· Document all actions in TIVA.

· Contact APS HQ staff if you have any questions.

· File returned letters in Section 2 of the APS investigation record.

Notifying the Agency/Program Employer of the Alleged Perpetrator 

NOTE:  Do not place a copy of an Outcome Report, Notification Letter or any identifying information regarding an AP who is a DSHS employee, AAA employee, or AAA subcontractor in the Department file, nor give to a case manager or facility/program manager/owner in or outside the agency.  An Outcome Report and Notification letter is to be given only to the HCS Regional Administrator.

· APS is authorized by RCW 74.34.068 to provide a written report of the outcome of an investigation with a substantiated finding, to the following specific agencies or programs when the alleged perpetrator is their employee, contractor, or volunteer: 


· In-home services agencies licensed under Chapter 70.127 RCW (e.g., home health agencies, hospice agencies, and home care agencies);


· Programs authorized under Chapter 71A.12 RCW (i.e., residential or vocational programs serving clients of DDA);


· Adult day care or day health programs;


· Regional support networks authorized under Chapter 71.24 RCW; and


· Other agencies;


· Managed care organizations such as Molina Healthcare or Providence Elderplace (PACE).


· The type of information that APS provides depends on whether the alleged victim is a client of the agency/program:


· When the alleged victim is a client of the agency/program:


· Provide an Outcome Report - AP to the agency/program;


· The appropriate parts of this optional employer agency/program letter may be used as a cover letter when transmitting the report;


· Fax, e-mail, or regular mail the letter to a pre-identified contact person within the agency/program; 


· File a copy of the Outcome Report - AP and optional cover letter/fax transmittal sheet in Section 2 of the APS file.


OR--

· When the alleged victim is not a client of the agency/program (i.e., it was not an on-the-job allegation), but it has become known to APS that the alleged perpetrator is a current employee, contractor, or volunteer in an agency/program that serves vulnerable adults or children: 


· The APS worker will recommend, and APS supervisor/program manager will determine, when to send a letter to inform an agency/program under Chapter 70.127 RCW, Chapter 71A.12 RCW or Chapter 71.24 RCW. The supervisor/program manager, in consultation with the HQ APS program manager, will determine when to send a letter to inform another agency providing services to vulnerable adults or children; 


· Use the appropriate parts of this template to create the employer agency/program letter (do not divulge the name of the alleged victim);


· Send only the letter, do not send the Outcome report;  


· Fax, e-mail, or regular mail the letter to a pre-identified contact person within the agency/program; 


· File a copy of the letter in Section 2 of the APS file.

Notifying the DSHS (HCS, DDA, CA)/AAA/Aging Network Case Manager

· The APS worker may provide a verbal courtesy notice to the case manager or designated case management contact person that the APS worker intends to forward for Investigation Review the recommendation for a substantiated finding of abuse, abandonment, neglect or financial exploitation.

· The interface between TIVA and CARE provides a link by which the case manager can access the Outcome Report.  The Outcome Report must not be printed or disclosed.

Notifying the Home Care Referral Registry

· If, during intake or during the course of the investigation, APS becomes aware that the alleged perpetrator is a caregiver currently listed on the Home Care Referral Registry, APS will notify HCRR when the investigation results in an initial, substantiated finding.  (See http://www.hcrr.wa.gov/default.htm)

· APS shall provide this notification at the same time APS sends the initial, substantiated finding notification letter to the alleged perpetrator.  

Notifying Law Enforcement

Provide law enforcement with a copy of the Outcome Report of an investigation that resulted in a youth finding or substantiated initial finding of abuse, neglect, abandonment or financial exploitation.


Notifying the DSHS Facility Licensing Authority

When the allegation occurred in a facility licensed or certified by DSHS, provide a copy of the Outcome Report with a substantiated, initial finding to the DSHS Division responsible for licensure or certification of that setting.  


Notifying the Facility in Which the Incident Occurred

When the allegation occurred in a facility licensed or certified by DSHS, provide a copy of the Outcome Report - AP with a substantiated, initial finding to the owner/operator of that setting (e.g., AFH, AL, NF, CA Foster Home).   


An “Unsubstantiated,” Inconclusive,” or “Substantiated-Unknown Perpetrator” Finding 


The Alleged Victim/Legal Representative

Upon request, APS will inform the alleged victim and/or legal representative that the investigation finding was “unsubstantiated,” “inconclusive,” or “substantiated – unknown perpetrator” or the case was “closed- no APS.”


· Provide the finding verbally (in-person or phone call) and document the notification in TIVA; and/or 


· If desired by the alleged victim or legal representative, provide a copy of the Outcome Report-AP.

The Alleged Perpetrator

When the investigation results in an “unsubstantiated,” or “inconclusive” finding or the case as “closed – no APS”, verbally inform the identified alleged perpetrator of the finding (in person or by phone) and document the notification in TIVA.  

· APS must notify the alleged perpetrator of the outcome of the investigation if the alleged perpetrator is an employee, contractor, or volunteer of an agency/program specified under RCW 74.34.068.


· Upon request, provide the alleged perpetrator with a letter identifying the investigation finding;


· Create the letter using the courtesy AP letter template;


· The letter must not contain the name of the vulnerable adult alleged victim nor disclose the identity of the reporter or any witnesses without their written consent;  


· Either the APS worker or supervisor/program manager may sign the letter;


· Send the letter via regular mail to the alleged perpetrator’s last known place of residence or the address he or she provides; 


· File a copy of the letter in Section 2 of the APS case record.  

The Agency/Program Employer of the Perpetrator

APS will not provide notification to an agency/program when the investigation determines the allegation is not substantiated (i.e., unsubstantiated or inconclusive). Under RCW 74.34.068, APS may only notify the agency/program employer of a substantiated finding.  


Note: The alleged perpetrator may request a courtesy AP letter from APS that identifies the finding of the allegation against him or her as unsubstantiated, inconclusive, or the case being “closed-no APS”. If the alleged perpetrator shares this letter with their agency/program employer, and if the employer calls APS to inquire, APS may verify the validity of the information. 


Notifying the DSHS (HCS/DDA/CA)/AAA/Aging Network Case Manager

The interface between TIVA and CARE provides a link by which the case manager can access the Outcome Report. 


Notifying Law Enforcement

Upon request, provide law enforcement with a copy of the Outcome Report of an investigation that resulted in a finding that was “unsubstantiated”, “inconclusive”, “substantiated–unknown perpetrator”, or the investigation was “closed-no APS.”


APS Due Process and ADS Abuse Registry

Regional LBAs represent the department in administrativehearings.  Some situations, such as high profile situations, the AGO will represent the department.  Please see AGO-DSHS, ALTSA MOU

Administrative Hearing to Challenge an APS Initial Finding


· The requirements for Notification and Administrative Appeal of a Substantiated Finding are specified in the APS program rules (WAC 388-71-01205 through WAC 388-71-01280), the Administrative Procedures Act (Chapter 34.05 RCW), and the DSHS Hearing rules (Chapter 388-02 WAC).


· An alleged perpetrator may request an administrative hearing to challenge an APS substantiated initial finding made on or after October 1, 2003. 


· To request an administrative hearing the alleged perpetrator must send, deliver, or fax a written request to the office of administrative hearings (OAH). OAH must receive the written request no later than 5:00 p.m. on the 30th calendar day from the mailing date on the department’s letter of notice or no later than 5:00 p.m. on the 30th calendar day from the date the department’s letter of notice was personally served upon the alleged perpetrator, whichever occurs first, as required by WAC 388-02-0035(2).

· Enter the perpetrator’s name into the abuse registry if OAH has not notified APS of a perpetrator’s timely request for a hearing by the 31st calendar day.  


· Should OAH send notification to APS at a later date that the alleged perpetrator made a timely request for a hearing, remove the alleged perpetrator’s name from the abuse registry.


· APS is represented in the administrative hearing by the regional LBA and APS workers testify as necessary.


· The LBA shall not assist alleged perpetrators in their defense.


Discovery and Protective Order Procedure


· Providing the alleged perpetrator with relevant APS Case Record information is a required aspect of due process and is permitted under RCW 74.34.095(2) when the alleged perpetrator has requested a hearing to challenge APS’ decision to substantiate abuse, abandonment, neglect or financial exploitation.

· If the alleged perpetrator makes a timely request to OAH for an APS hearing, APS will implement the discovery and protective order procedure:


· The LBA will obtain a protective order for APS Case Record information released under all methods of discovery which may include, but are not limited to: exchange of documents, depositions or interrogatories; and

· The protective order will limit the appellant’s use of the APS Case Record information to challenging the APS finding in the administrative hearing.


· When APS receives notice that a hearing has been requested by an alleged perpetrator to challenge an APS substantiated finding, the LBA will find out if the alleged perpetrator is represented by an attorney.


If the alleged perpetrator is not represented by an attorney, the LBA will:

· Offer the alleged perpetrator the opportunity to have a pre-hearing meeting with APS (prior to the pre-hearing conference with the ALJ); and 


· Inform the alleged perpetrator of the ability to request APS Case Record information and explain that the department will seek an agreed protective order before providing the alleged perpetrator with any APS Case Record information.


· If the alleged perpetrator/attorney requests discovery, the LBA will provide the alleged perpetrator/attorney with the stipulated protective order and ask the alleged perpetrator/attorney to sign it (see Sample Agreed Protective Order). 


· If the alleged perpetrator/attorney refuses to sign the protective order, the LBA will contact OAH and request a discovery conference to address the issue of a protective order.  Do not provide APS Case Record information to the alleged perpetrator/attorney pending the outcome of the discovery conference with the ALJ.


OR--


· If the alleged perpetrator/attorney signs the protective order:

· The LBA will send the executed stipulated protective order to the ALJ for signature and entry.  (The ALJ may enter his/her own wording or form for the protective order instead of the Sample Agreed Protective Order.); and   


· The LBA may disseminate APS case record information after both parties and the ALJ assigned to the case have signed the agreed protective order. 


Subpoenas


Refer all subpoenas to the AAG for review and response.


Dissemination of APS Case Record Information


When Discovery Has Been Requested


· The LBA, in consultation with the AAG, when appropriate, will review the discovery requested by the alleged perpetrator/attorney and provide only those documents that are responsive to the request.  


· If the request is limited to certain documents in the file, provide only those documents; or  


· If the request is for the entire file, provide the entire file (but consistent with civil rules of discovery, consider withholding any irrelevant documents that may be contained in the file; notify the alleged perpetrator/attorney of any documents withheld and the basis for doing so). 


· Redact attorney-client privileged communication, work-product and confidential reporter information. 


· Review the other information requested for relevancy and special concerns.  For example, if disclosing certain information may place the vulnerable adult in danger, do not provide it to the alleged perpetrator in discovery. 


· Provide discovery with a cover letter summarizing any information/documents being redacted/withheld from discovery and the basis for doing so, and reiterate that the information provided is covered by a protective order.  If the alleged perpetrator/attorney wishes to pursue obtaining the withheld material, APS should seek a protective order from the ALJ, fully informing the ALJ of its concerns with disclosure.

When Discovery Has Not Been Requested


· If the alleged perpetrator/attorney does not request discovery, in a pre-hearing conference, the LBA will request that the Administrative Law Judge (ALJ) sign a protective order to preserve the confidentiality of documents submitted by APS as exhibits in the hearing. The ALJ may enter his/her own wording or form for the protective order instead of the Sample Protective Order. 


· Provide the alleged perpetrator/attorney with a list of APS’ witnesses and any exhibits APS will use at hearing on the date set by the ALJ in the scheduling order.

Witness Payment


· The LBA and regional staff will identify and determine appropriate potential DSHS-affiliated witnesses to testify for APS at an APS administrative hearing. DSHS-affiliated witnesses are not paid beyond their current salary for their testimony time and expertise. Other expenses are paid at the discretion of the region. 


· The LBA and regional staff will identify and determine appropriate potential witnesses who are not affiliated with DSHS who will testify without payment for their time and expertise. Mileage can be reimbursed at the standard state rate.


· If the LBA is considering using the testimony of a paid expert witness during an administrative hearing, the LBA must consult with the Statewide APS Program Manager who will facilitate the necessary review, approval and formal contracting process. 


Change of Findings


· The APS program shall make findings based on the evidence. If additional information related to a case is presented during a pre-hearing meeting or pre-hearing conference, APS may determine that a previously substantiated initial finding should be changed to inconclusive or unsubstantiated. A change in the finding will be based on new evidence or information that relates to the preponderance of evidence decision.  APS does not compromise findings that are supported by a preponderance of evidence following a pre-hearing meeting and/or discovery in return for an action by the alleged perpetrator.

· The LBA will consult with the APS Program Manager to determine whether or not APS will modify the initial substantiated finding.  If they are not in agreement, the RA will make the decision.


· In cases where DSHS concedes it cannot prove the findings by a preponderance of the evidence due to newly discovered or mitigating information, the Department shall enter into a Stipulation and Order of Dismissal with the alleged perpetrator.  APS does not send a “change of findings” letter to the alleged perpetrator when both parties have entered into the agreement and the judge issues an order dismissing the hearing. 


For Example: APS will not agree to remove a substantiated finding in exchange for a benefit to the victim/some other potentially desirable outcome, such as, the alleged perpetrator may offer to immediately pay back the alleged victim and relinquish guardianship, if APS will agree to change the finding from substantiated to inconclusive or unsubstantiated. 


Other Administrative Hearings that May Involve APS  


· Whenever possible, the alleged perpetrator’s administrative hearing to challenge an APS substantiated initial finding will occur before any other administrative hearing that may have a nexus to the finding (for example the client’s administrative hearing to challenge the termination of the IP). The LBA will communicate and coordinate as needed with the DSHS Fair Hearing Coordinator, or the hearing representative of an agency external to DSHS, regarding scheduling.


· A DSHS Fair Hearing Coordinator may request information from the APS case record when the information is pertinent to a decision made by the department for which a DSHS client has requested a fair hearing.  


· The LBA, in consultation with the AAG, when appropriate, will work with the Fair Hearing Coordinator regarding access to, and protection of, APS case record information;


· At the request of a Fair Hearing Coordinator, and after consultation with the APS LBA, an APS worker will testify for the department at a fair hearing regarding the APS investigation and finding. 


· A state agency external to DSHS may contact APS to obtain investigation and finding information for use in their proceedings.  The LBA, in consultation with the AAG, when needed, will communicate to the organization that APS will provide case record information or testimony, upon receipt of a court order as per RCW 74.34.095(3). If APS has no concerns or objections to a court order to disclose, APS will ask the AAG to execute a stipulated order to release the records.

DSHS Board of Appeals (BOA)

As per WAC 388-02-0215(4), APS or the alleged perpetrator may request that the DSHS BOA review the initial decision of the ALJ.


· The region determines when APS will appeal, and may consult with the AAG or statewide APS program manager when making the decision.


· The LBA represents APS for all BOA matters. 


· All BOA final decisions involving the APS program may be added by BOA to the BOA’s Index of Significant Decisions developed under RCW 42.56.070(5)(b). 


Judicial Review


· Judicial review is the process of appealing a final order to Superior Court.  The alleged perpetrator may file a written petition for review as per RCW 34.05.546. DSHS may not request judicial review.


· To determine if the alleged perpetrator also served the Secretary of DSHS or the Board of Appeals with notice of the judicial appeal as required under WAC 388-02-0650:


· DSHS: Call (360-725-2261) or email your inquiry to the Executive Secretary of the ALTSA Assistant Secretary. He or she will obtain the information from the log maintained by the Office of the Secretary of DSHS and provide the response to you.


· BOA: Call (360-664-6187) or email the Legal Secretary at the DSHS BOA with your inquiry. He or she will obtain the information from the log maintained by the BOA Office and provide the response to you.


· The regional AAG represents APS in all Superior court cases. 


· Notify the regional AAG and the statewide APS Program Manager when you become aware that a petition for judicial review has been filed. Obtain oral or e-mail verification from your AAG that they are in receipt of or would like a copy of the petition, and provide copies per any request. 


· The decision of whether or not to appeal a Superior Court order is made by HCS headquarters, in consultation with the AAG and region.

TIVA Appeals Page


The LBA must document due process activities on the TIVA Appeals page.  The Appeals page is always editable.  Document and date any comments in the Comments box.

Placing the Perpetrator on the ADS Registry

The department will maintain a registry of final findings and, upon request of any person, may disclose the identity of a person with a final finding of abandonment, abuse, financial exploitation or neglect.

Nursing Assistant Employed in a Nursing Facility or Skilled Nursing Facility


· In circumstances where the alleged perpetrator is a nursing assistant in a nursing facility or skilled nursing facility and the alleged perpetrator’s conduct in that facility led to the initial substantiated finding.  The ALJ must render a decision within 120 days.  If the hearing decision cannot be issued within the time limits described in WAC 388-71-01247 due to the unavailability of the nursing assistant, place the nursing assistant’s name on the registry after the time limits have expired, pending the outcome of the hearing.  


· If a substantiated initial finding made against a nursing assistant employed in a nursing facility or skilled nursing facility is upheld in an ALJ’s initial decision, place the nursing assistant’s name on the registry.

Perpetrators other than Nursing Assistants in a Nursing Facility or Skilled Nursing Facility


· The substantiated, initial finding becomes a final finding:


· If the alleged perpetrator did not contact the Office of Administrative Hearings to request an administrative hearing within 30 calendar days of notification of the substantiated, initial finding; or


· When the ALJ dismisses the hearing following default or withdrawal by the alleged perpetrator; or 


· When the ALJ issues an initial order upholding the substantiated finding and the alleged perpetrator fails to file a request for review of the ALJ's initial decision with the department's board of appeals (BOA) consistent with the procedures contained in Chapter 34.05 RCW and Chapter 388-02 WAC; or


· When the board of appeals issues a final order upholding the substantiated finding when a request for review to the department's BOA is made consistent with the procedures contained in Chapter 34.05 RCW and Chapter 388-02 WAC.

· When the finding is final, designated regional staff (not line investigators) will:


· Enter the individual into the ADS Abuse Registry; and


· Make a note (adding the date) in the Comments Box on the Appeals page stating that the name of the perpetrator has been added to the ADS Registry. 


· The ADS Registry entries for individuals with a date of birth identifier will upload to BCCU nightly for inclusion in DSHS-affiliated background check results. Only the Name fields and Date of Birth transmit to the BCCU.


· Designated regional staff will ensure the information in TIVA and the ADS Registry match one another and will update entries in either system as needed to maintain currency and accuracy.  

See the TIVA ADS Registry Workbook for steps to add a name to the ADS Registry.

Multiple Entries:  Involving Alias Information, Multiple Cases or an Individual Previously Entered into the Abuse Registry

· Each alias requires a unique registry entry (e.g., for multiple dates of birth, multiple social security numbers; multiple names or combinations of names). A common nickname or shortened form of a proper name is not considered an alias and does not require multiple entries in the ADS Registry. Enter the full name in the ADS Registry. For example, enter the given name Joseph even if the AP goes by Joe; enter Katherine even if she goes by Kathy.  Enter the truncated name in the “alias” field in TIVA to indicate that the AP goes by Joe rather than Joseph. 


· BCCU will not accept the exact same registry information a second time for an individual. However, BCCU will accept a second record if it contains alias information (because it is not an exact duplicate of the previous submission).


· If the finding is final for more than one investigation, each investigation must have its own ADS Registry entry. For example if grandson financially exploited grandfather and grandmother – there are two case IDs and each must be entered separately into the ADS Registry.

Changing an ADS Registry Entry 


In the following limited circumstances an entry (name/finding) will be changed in the ADS Registry:


· If the judicial review does not uphold the APS finding, see the TIVA Registry Workbook for steps on how to edit the entry.  When a Department finding is overturned, the ADS Registry entry must be changed from ‘ineligible’ to ‘eligible.’  The record for that finding (name and DOB combination) will be removed from BCCU during the next transmission between the ADS Registry and BCCU.  Remember to change any other ADS Registry records associated with that finding (e.g., alias names or multiple TIVA case IDs).  Make a note in the TIVA Appeals Page Comment box to document these changes; 


· If the AP requests an administrative hearing after the finding became final for failure to request a timely hearing, change the entry in the ADS Registry to ‘eligible’ pending the decision by the judge to dismiss or accept the AP’s request. If the untimely request is dismissed or if the APS finding is upheld, change the entry back to ‘ineligible’ following the steps outlined in the TIVA Registry Workbook. Make a note in the TIVA Appeals page Comment box to document this change. 


· If the finding became final after the judge issued an order of dismissal following withdrawal or default by the AP, and if the AP requests reinstatement of the hearing, then do not change the ADS Registry entry until it is determined whether the hearing to challenge the APS finding will proceed. If the hearing proceeds, change the ADS Registry entry to ‘eligible’. Change the entry in the ADS Registry to ‘ineligible’ if APS prevails (e.g., the hearing is subsequently dismissed or the APS finding is upheld).  Make a note in the TIVA Appeals page Comment box to document each of these changes. 

· When a final finding is made against a nursing assistant, employed in a nursing facility or skilled nursing facility based upon a singular instance of neglect of a resident, the department may remove the finding of neglect from the department’s registry in response to a petition.  Any such removal shall be based upon a written petition by the nursing assistant at least one year after the finding of neglect has been finalized [42 U.S.C.1396r (g) (1) (D)].  Refer any such request for name removal from the registry to APS HQ.

Sending Final Findings of Professionals under RCW 18.130 to DOH:

The LBA will send an encrypted e-mail notice to DOH of a final finding against a professional under RCW 18.130, on the date that the name is placed on the ADS Registry, using the following e-mail address, HSQAComplaintIntake@doh.wa.gov. Attach the Outcome Report and the latest (if the original was modified) AP initial substantiation finding notification letter.  Write in the e-mail subject line, “Final Finding.”

Sending Notice of a Final Finding against a Nursing Assistant employed in a Nursing Facility or Skilled Nursing Facility


The LBA will report a final finding within 10 working days to the following:


· The nursing assistant employed in a nursing facility or skilled nursing facility where the abuse, abandonment, neglect or financial exploitation occurred;

· The current administrator of the facility in which the incident occurred;


· The administrator of the facility that currently employs the nursing assistant, if known


· The appropriate licensing authority; and

· Any other lists maintained by a state or federal agency as appropriate.

Responding to Requests for Registry Information 


APS does not maintain nor distribute “a list” of people on the registry, but if asked, APS will confirm whether a specific individual has been placed on the ADS Registry.  


Follow these steps to respond to a specific request to disclose whether an individual is on the registry:


· Obtain the name and date of birth of the subject of the search from the person making the inquiry. It is preferable to get this information in writing to minimize the possibility of error;


· Search the ADS Registry;

· Tell the requestor the ADS Registry dates back to October 2003 and includes only APS final findings of abuse, abandonment, neglect, and financial exploitation since that time; and respond according to the results: 


· When there is no match (no one has that name and DOB), inform the requestor: I am confirming that there is no one with that name and DOB listed on the ADS Registry at this time. 


· When there is a partial match, inform the requestor that the ADS Registry has an individual with that name, but we cannot confirm at this time whether it is the same person. Examples of a partial match include:


· Name spelled slightly differently, same DOB;


· Name spelled the same, DOB doesn’t match;


· Name spelled the same, but APS records do not have a DOB or other identifying information.


· When there is an exact match of the name and DOB, inform the requestor: I am confirming that an individual with that name and DOB is listed on the ADS Abuse Registry at this time.


· In response to follow-up questions by the requestor:


· If the requestor is a DSHS/AAA employee with a need to know, APS may provide a copy of the Outcome Report or other pertinent case record information.  


· If the request was a public disclosure request, the only additional information you may provide in response to a follow-up question by the requestor is:


· The victim was a “vulnerable adult”;


· The date that the final finding was added to the ADS Registry/BCCU;


· The final finding type of mistreatment - abuse, abandonment, neglect, financial exploitation;


· The AP was provided the opportunity to request an administrative hearing to challenge the finding;


· If the finding became final after a hearing you can offer to provide a copy of the OAH/BOA decision and judge’s order.


Investigation Closure


Click on the appropriate item in the TIVA Disposition drop-down list on the Disposition page to differentiate between several different phases of the APS investigation, as follows:   


		Disposition Drop-Down List

		Meaning



		Investigating

		The case is open and has a pending investigation. 



		Closed – No APS 


With drop down choices of: 


· Not a VA


· SN and AV deceased


· SN already resolved


· Other Invest. Authority

		Use this to close the case when:


· Additional information indicates the alleged victim was not a vulnerable adult as defined in Chapter 74.34 RCW at the time of the allegation; 

· Consult with your supervisor if vulnerable adult status is unclear.  The supervisor could request further consultation with APS program manager for a determination of vulnerable adult status.

· The allegation was self-neglect, but the alleged victim has expired. (Do continue any related investigation involving this same alleged victim and allegations of abuse, neglect, abandonment or financial exploitation by an alleged perpetrator); or


· The allegation was self-neglect, but the issues were already seemingly permanently resolved before APS assigned the case for investigation (not known at intake, e.g., the alleged victim had already permanently moved into a facility or with family members).


· Additional information indicates APS does not have jurisdiction as described in the Circumstances under which APS will Screen Out a Report.

· If a Tribe assumes jurisdiction at any time during the investigation, close the investigation with “No APS-Other Investigative Authority.”

In these cases, APS will:


· Refer the non-vulnerable adult alleged victim elsewhere for assistance, if appropriate; and


· Document any APS activity conducted to that point, the reason for case closure, and any referrals made by APS. 



		Protective Services

		Use this when the investigation is complete and APS has made a finding - but the case remains open for the purpose of providing protective services to the alleged victim (for example, a guardianship proceeding is pending).  



		Case Closed

		Use this when all investigations and protective service activities within a case have been completed by APS (even if due process activity is continuing on the case).   





· The status of investigations in a case is independent of hearing activity (i.e., an investigation may be open or closed at the time of a hearing, depending on whether APS is providing protective services for the alleged victim).  

· The supervisor must review, within 10 business days, all investigations awaiting approval and may take any of the following actions :


· Approve the closure of the investigation (for investigations not moving forward to the Investigation Review Team); or

· Return the investigation for further work; or

· Hold approval and schedule substantiated (AP types) investigation for Investigation Review Team decision.

· Investigations should be closed within 90 days of assignment, unless necessary investigation or protective services activity continues on the case.  For any investigation that ages over 90 days, the investigator must go to the Extension/Exception page in TIVA, choose ‘90+ days’ under ‘Request Type,’ then choose an appropriate reason why the investigation aged over 90 days under the ‘Reason’ drop-down list.  The supervisor must review the investigation and the reason code entered for accuracy. The supervisor will then approve or deny the ‘90+ days’ Request Type.

· If an investigation remains in open status (for any reason) 60 days after intake the primary supervisor must review the investigation with the assigned worker at that time and review it again at least every 30 calendar days after that for the duration of the investigation. This is to be done by following the Investigation Staffing Protocol. Document the review in the Case Notes. The purpose of the review is to document the status of the vulnerable adult and determine if any additional or different activity is warranted. In the absence of the primary supervisor, another APS supervisor, SME or Program Manager may complete the investigation review.  

See the APS InvestigationStaffing Protocol for further information: http://adsaweb.dshs.wa.gov/hcs/APS/ 

Protective Services


During or following the investigation, offer to facilitate access to appropriate protective services for vulnerable adult alleged victims of abuse, abandonment, neglect, self-neglect or financial exploitation.  


Coordinate service delivery, as appropriate, with the case management systems already involved with the vulnerable adult (e.g., Aging Network/DDA).  


Description of Protective Services 


Specific protective services may be provided after APS determines:


· The services are necessary to protect the vulnerable adult alleged victim from harm resulting from abuse, abandonment, neglect, self-neglect, or financial exploitation; and


· There are no other adults currently involved with the vulnerable adults who are willing and capable of providing the assistance to protect the alleged victim.


Protective services must be provided in the least restrictive environment appropriate and available to the vulnerable adult.


Protective services may be provided only after the vulnerable adult or appropriate legal representative (guardian, DPOA) gives express written consent after being fully informed about the services and right to withdraw or refuse services. 


· Use the APS Consent to Receipt of Services Form, DSHS 15-198, Rev. 8/2003 


· This multi-part form is not maintained in stock by DSHS Forms and Records.  Regional APS must contact the printer to place an order for printing as needed.


· To order: 


· Go to the ALTSA Internet


· Click Forms


· DSHS Internet Forms


· Non-stocked DSHS Forms (along the left side of the page)


· Ordering non-stocked forms) – follow the directions to submit an order.


· For: Form DSHS 15-198 (Rev. 8/2003)


· Your order must be in multiples of 250 (i.e., they must print a batch of 250 or 500 or 750 forms at a time);


· Allow three weeks for delivery 


		Protective Services



		APS-Case Management Activities 

		Core Program Services

		Legal Protective Services



		· Refer for services of private social work/case management agency;


· Refer to community agency (e.g., domestic violence, mental health); 


· Refer for protective payee;


· Relocation to a NH, AL, AFH (private pay)


· Refer for medical or psychological evaluation or follow-up examinations;


· Refer for other services (e.g., Adult Day Care/Day Health)

		In-Home


COPES


MPC


Chore




		AFH

 or

AL




COPES


MPC


 (Per the procedure in chapter 8)

State -only

		Nursing Facility

Medicare


Medicaid


(Per the procedure in chapter 10)

State-only

		AAG involvement:


· Obtain a protection order;


· Guardianship (establish, remove, or modify); *

· Intervene in a power of attorney.*

		APS referral for legal assistance without the involve-ment of the AAG


(e.g.,  private  attorney)





* = Vulnerable adult consent is not required for APS to engage in this activity.  


Authorization and Payment for APS Protective Services


Overview 


· An APS investigation is conducted without cost to the alleged victim vulnerable adult. 


· Some protective services may be provided without cost to the alleged victim, some may be provided without regard to the income or resources of the alleged victim, and some require the alleged victim to meet financial and functional eligibility criteria. 


· The APS alleged victim does not pay participation for state-only-funded protective services (In-home, AFH, AL, or NF).  


· State-only-funded APS services are:


· Not subject to estate recovery (RCW 74.34.025);


· Provided by DSHS on a discretionary basis and are not a benefit and not an entitlement. Termination of state-only funded, temporary, protective services is exempt from notification and appeal requirements.


Hierarchy of Protective Services Funding Sources 


First Option:  Medicare

· Use Medicare or other community-based resources when appropriate; 


Second Option:  Client Funds

· The APS client must use his or her own money or resources to pay for services whenever his/her own resources are available and the individual is not eligible for regular Medicare or Medicaid-funded services;


Third Option:  Medicaid Program Services

· Utilize regular Medicaid services (MPC, COPES) whenever the APS client is functionally and financially eligible for these programs;


Fourth Option:  Consider other funding sources that may be available for specialized purposes, including the Intervention Services Fund, or Assistive Technology Project.


Intervention Services Funds 

Intervention Services funds can be used by APS to contract services not available through Medicaid or waiver services, including, but not limited to:


· Certified public accountant (CPA) or forensic accountant to aid in the investigation of financial exploitation (this service does not require direct client contact)


· Capacity evaluations when it is difficult to determine if a person is at significant risk of personal or financial harm because of diminished capacity.  If you need to request a capacity evaluation, do so prior to any court involvement 


· Home environment evaluations (e.g., occupational therapist) 


· One-time home hazardous cleanup (this services does not require direct client contact)


· Medical consultation not available through Medicaid or waiver services


· Subsidized housing or housing options evaluation


· Nursing rehabilitation evaluation


· Physical or occupation therapy evaluation


Intervention Services funds are also appropriate for Independent Living consultation contracts for (but not limited to):


· Interviewing skills training, e.g., train an individual who is having difficulty keeping a provider on how to interview, hire and firing process and effective supervision of personal assistant services


· Mobility Training, i.e., maneuvering techniques in inaccessible areas and accessing public transportation


· Money management training and or referring to protective payee services 


· Training an individual on how to identify and the tools to assist an individual in avoiding and or addressing abusive situations 


· Provide peer support to an individual to be able to manage their health care needs and to assist in acceptance of the disability. Connect the individual with local resources and assist in establishing the person to become independent in the community


· Provide housing assistance, i.e., help in application process for a variety of housing options, including home ownership 


· Assistive Technology evaluation, i.e., identifying potential barriers in housing, transportation, communication and durable medical equipment needs


Intervention Services funds may NOT be used for:


· Psychotherapy or counseling


· Ongoing adult family home (AFH), Assisted Living (AL), or in-home provider training.  


Last Option:  State-only Funds


· Only if none of the above sources of payment are an option, APS may authorize state-only-funded protective services up to a cumulative maximum of 90 days during any 12-month period of time.  

Authorization and Payment for Medicaid Services


· To authorize Medicaid services (In-home, AFH, AL) for the vulnerable adult alleged victim:


· Follow the standard procedures in the LTC Manual to determine functional and financial eligibility and authorize MPC or COPES;

· See Social Services Authorization Manual.  To authorize:


·  In home services using RAC 3310, 

· AFH, ARC, BARC, or AL services using RAC 3311, or


· NH services using RAC 3312.


Criteria for Use of State-Only-Funded Protective Services 


· State-only-funded In-home personal care/household services and state-only-funded placement in an AFH, AL, or NF may be authorized without regard to the functional status or income/resources of the vulnerable adult alleged victim, if all of the following criteria are met:


· The alleged victim is the subject of an open APS case with an element of abuse, abandonment, neglect, self-neglect or financial exploitation; and


· The services would help protect the alleged victim from harm; and 


· APS (or on-going case management) cannot verify alternative resources or options for payment for services available to the alleged victim at the time; and


· These services are provided in the least restrictive and most cost-effective setting available to appropriately meet the needs of the alleged victim; and  


· APS is actively pursuing other service alternatives and/or resolution to the issues that resulted in the need for protective services (or working with on-going case management to do so); and


· State-only funded services are temporary and provided only with the consent of the alleged victim only until the situation has stabilized; and


· State-only funded services to an individual vulnerable adult alleged victim shall be based on assessed need and limited to only:


· Up to one hundred forty-three hours of in-home personal care/household services per month; and


· A cumulative maximum total of ninety days service in any twelve-month period of time, with nursing facility services not exceeding thirty days of the ninety-day total. An exception to rule cannot be used to grant an extension to the time or the number of hours. 


Authorization and Payment for State-Only-Funded Protective Services




In-home, AFH, AL (ARC, EARC) settings:


· Ensure all of the criteria for use of APS state-only funds (above) are met;


· Document the need for these services in the TIVA Case Notes;

· Obtain written consent from the vulnerable adult alleged victim before authorizing services;

· Clearly inform the APS client that this service is time limited.  Add the maximum number of days of state-only funded service to be authorized to the “APS Client Consent to Receipt of Services” form (DSHS 15-198 rev. 8/03); 


Note: To order the APS Client Consent to Receipt of Services form, go to the ALTSA intranet, Click Forms on the menu, choose DSHS forms from the drop down, choose DSHS Internet Forms from the next drop down, click Non-Stocked Forms from the left hand side menu and follow the instructions for ordering using the form # above.


· Obtain a CARE assessment, as outlined in the LTC Manual (to verify the provider can meet the client’s needs, and to establish payment rate for a facility). 

· The state-only-funded rate of reimbursement for services in an AFH or AL is determined the same way it is determined for non-APS clients receiving Core services: based on the assessed classification (CARE), type of setting, and county in which the services are provided;


· Authorize the lowest payment rate unless the assessment results in eligibility for another higher level/classification;  


· The maximum number of in-home hours that can be authorized is 143.  An exception to rule (ETR) is not possible.  If the combined amount of formal and informal support will not meet the identified need, offer the vulnerable adult other options consistent with the procedures in this chapter;


Note:  When authorizing services utilizing an individual provider (IP) for a vulnerable adult who is not eligible for Medicaid or waiver services, only use IPs that are already under contract.  

· Obtain and document in the TIVA Case Notes, the APS supervisor/program manager’s approval of the use of this funding option; and


· Follow the standard procedures in the LTC manual to locate or contract with a provider.

· To authorize services see Authorization and Payment for Medicaid Services.

Nursing Facility (Medicaid-approved):


· Authorize this service only if there are no other options and immediate placement in a nursing facility is the only available and appropriate residential setting to meet the vulnerable adult’s needs. 


· Ensure all of the criteria for use of APS state-only funds (above) are met;


· Document the need for these services in the TIVA Case Notes;

· Obtain written consent from the vulnerable adult before authorizing services;


· Clearly inform the vulnerable adult that this service is time-limited to a maximum of 30 days in the NF.  Add the maximum number of days of state-only-funded service to the “APS Client Consent to Receipt of Services” form; 


· Obtain a CARE assessment as outlined in the LTC Manual (to verify the provider can meet the client’s needs);


· Obtain, and document in the TIVA Case Notes, the APS supervisor/program manager’s approval of the use of this funding option; 


· Follow the standard procedures in the LTC manual to locate a provider;


· The APS worker facilitates authorization of RAC 3312 APS NF Placement (ProviderOne via CARE).  (Note:  The Regional Administrator will designate a staff person to do the assessment and authorization in CARE).

· The NF can log into ProviderOne to bill for the resident’s stay.


NOTE:  PAASAR must be completed and sent with the client to the NF.  See LTC Manual Chapter 10 Nursing Facility Case Management and Relocation (http://adsaweb.dshs.wa.gov/docufind/LTCManual). 

Legal Protective Services and Remedies

Chapter 74.34 RCW recognizes that some vulnerable adults are unable to represent themselves in court or retain legal counsel to obtain remedies available through court. The legislature has authorized the department to seek protection orders on behalf of vulnerable adults under Chapter 74.34 RCW and Chapter 26.50 RCW, the domestic violence statute, and to bring guardianship actions for vulnerable adults who have been abandoned, abused, financially exploited or neglected, lack capacity to consent to protective services, and need the protection of guardians.   APS may also pursue remedies relating to powers of attorney under Chapter 11.94 RCW.  This section describes these legal remedies more fully and outlines the procedures for obtaining them. 


TIVA Legal Page


Documentation involving injunctions, petitions for guardianship, power of attorney alterations, or Vulnerable Adult Protection Orders shall be entered in the TIVA Legal page.

RCW 74.34.110


Protection Orders

Overview


· A protection order may be necessary to protect a vulnerable adult from a variety of acts by another.

· There are several alternatives (refer to the statute and the APS Training Academy materials for an overview of the various features).  The relationship between the vulnerable adult and person to be restrained and the nature of the action to be restrained determine which kind of protection order should be sought:

· Vulnerable Adult Protection Order (RCW 74.34.110-150)


· Domestic Violence Protection Order (Chapter 26.50 RCW)


· Sexual Assault Protection Order (Chapter 7.90 RCW)


· Anti-Harassment Order (RCW 10.14.040)


· Restraining Order (RCW 26.09.050)


· No Contact Order (Chapter 10.99 RCW by request of the prosecutor in a criminal matter)

Who may seek the protection order? (NOTE: Refer to the Procedures section below for the steps to determine which alternative is appropriate under the current circumstances).


· A vulnerable adult may seek a protection order on his or her own; or

· A vulnerable adult may seek a protection order on his or her own with the assistance of an APS worker; 

· An ‘interested party’ may seek a protection order on behalf of the vulnerable adult; or

· APS may seek a protection order on behalf of the vulnerable adult through the Attorney General’s Office.

What “assistance” can an APS worker provide to the vulnerable adult who is seeking his/her own protection order?


· An APS worker cannot provide legal advice.

· An APS worker may assist the vulnerable adult to access the required forms for a Protection Order by:

· Instructing the vulnerable adult to go to the Office of the Superior Court Clerk to obtain them; or

· Providing the vulnerable adult with an electronic link to the Administrative Office of the Courts website containing the required Protective Order forms: http://www.courts.wa.gov/forms/ ; or

· Giving the vulnerable adult a hard copy of the required forms after printing them from the AOC website or obtaining them from the Court Clerk. 

· An APS worker may assist the vulnerable adult to fill out the Protection Order forms by writing the words spoken by the alleged victim  onto the form when the vulnerable adult:


· Is physically unable to write (for example, due to poor eyesight or severe arthritis); or


· Is unable to read and write due to illiteracy; or 


· Does not want to write on the forms. 

Note: If the vulnerable adult is not able to provide responses for the questions on the Protection Order forms, refer the case to the AAG for filing on behalf of the vulnerable adult.


· An APS worker may accompany the vulnerable adult to file the petition, and to court, in order to provide support through the process. (Note: If, for any reason, the vulnerable adult will not be physically present to file the petition or attend court, refer the case to the AAG for filing on behalf of the vulnerable adult.)


· An APS worker may offer testimony if the worker has personal knowledge of the vulnerable adult’s need for protection or events constituting abuse, neglect or financial exploitation. The APS worker must staff the case with his/her supervisor prior to agreeing to give testimony.  Document all activity in the TIVA Legal Page.

Procedures


· Attempt to ascertain whether a protection order against the alleged perpetrator already exists.  If so, get a copy of the order currently in place;


· If there is not an appropriate alternative to obtaining a protection order, then determine if the vulnerable adult will seek his/her own protection order (with or without the assistance of the APS worker). 


· In cases where the department may seek the protection order on behalf of the vulnerable adult, first determine if the alleged victim:


· Is a vulnerable adult;


· Has experienced, or is at risk of experiencing, abuse, neglect, abandonment, or financial exploitation by the person to be restrained; 


· Is unable to represent him or herself;


· Is unable to retain private counsel (or the assistance of others such as friends or family); and 


· Consents to the department petitioning for a protection order on his or her behalf. 


· When the vulnerable adult lacks the ability or capacity to consent APS, through the AAG, may file a petition for a Vulnerable Adult Protection order under Chapter 74.34 RCW. 


· If the vulnerable adult appears to lack the capacity to consent, contact the Office of the Attorney General for assistance in determining:


· Whether a protection order that is currently in effect needs to be expanded or modified to fit the present situation - or which type of protection order may be the most appropriate to seek under the circumstances; 

· If necessary, whether the vulnerable adult has the capacity to consent to APS obtaining a protection order; or 


· Whether a guardianship may be a more appropriate action for a vulnerable adult who requires protection, but appears to lack the capacity or ability to consent to APS obtaining a protection order on his or her behalf. (Under a guardianship action, discussed later in this chapter, the court may order necessary protection for the vulnerable adult, including immediate protection orders even before a guardianship is established.);


· If the vulnerable adult appears to lack the ability to consent, consider relevant history and factors, including but not limited to:


· Cognitive functioning


· Psychosocial factors


· Undue influence


· Intimidation


· Threats 


· Consult with your supervisor.


· If necessary, consult with the Attorney General’s Office when determining if the vulnerable adult lacks the ability to consent.


· Obtain the regional administrator’s approval to pursue the protection order without the vulnerable adult’s consent.


· If it is determined that the department will file the petition on behalf of the vulnerable adult, use the Protection Order AAG Referral Form to provide the Office of the Attorney General with the following information:


· The APS worker’s name, address, and telephone number;


· The name, address, telephone number, and birth date of the vulnerable adult;


· The description of circumstances requiring a protection order;


· A reason why the vulnerable adult is unable to obtain a protection order on his/her own behalf;


· The name, address, and telephone number of the person from whom protection is being requested; and 


· Any additional information requested by the AAG. 


· Complete the Confidential Information Form (if the courts in your region require this form) and the Law Enforcement Information Form (“LEIS” on APS forms page) (all regions) and attach these forms to the Protection Order AAG Referral Form.


· The APS worker and/or other witness with relevant personal knowledge must provide an affidavit stating the facts and circumstances demonstrating the need for the protection order.  The Assistant Attorney General assists in preparing this and other necessary pleadings for the court.


· If the AAG files the petition and the court grants a temporary restraining order, the APS worker must be prepared to testify at the next hearing that occurs within 14 days.  The judge will likely use the investigative information gathered to date to determine if the restraining order will remain in effect.  


          Chapter 11.88 RCW

Guardianship

The investigator must conduct at least one face to face visit with the vulnerable adult in an APS petitioned pending guardianship every 30 days until the court appoints a guardian.  More visits may be necessary if the situation is unstable.


Petition under RCW 74.34.067(5) 


· The department may bring a guardianship action under RCW 74.34.067(5) if it has reason to believe the vulnerable adult:


· Has experienced abuse, neglect, self-neglect, abandonment, or financial exploitation;


· Lacks the ability or capacity to consent; and


· Needs the protection of a guardian.


· Consider other options for protection of the vulnerable adult before filing for a guardianship.  Consult with the Attorney General’s Office as necessary in the determination of whether a petition under the guardianship statute is an appropriate course of action and the vulnerable adult appears to meet the criteria for guardianship under RCW 11.88.010.  


· Determine whether there are family members, friends, advocates or others who may petition for guardianship on behalf of the vulnerable adult.   


· When other suitable persons are not present, able, or willing to bring a guardianship action, refer the case to the Attorney General’s Office.  Use DSHS form 10-162(X), Referral to Attorney General for Guardianship or a similar form prepared by the AAG.  


· Check the ADS Registry when recommending a lay / family guardian.


· Provide the Assistant Attorney General with information and documentation as requested. Assist the AAG, as needed, in completing necessary pleadings.  Be prepared to testify in court if necessary. 


· Upon the filing of the guardianship petition, the court will appoint a guardian ad litem to represent the best interests of the alleged incapacitated person.  The GAL must investigate and report to the court on the need for the appointment of a guardian or limited guardian.


· To aid the GAL in his or her responsibilities, when APS has filed the guardianship petition the APS worker will provide the case record to the GAL, upon request, after the Regional Public Disclosure Coordinator has redacted confidential reporter identities and any other information protected by law.  


· If APS did not petition for the guardianship, refer the GAL to the local public disclosure coordinator. 


Note: If served with a court order or subpoena to provide APS records, immediately contact the Regional Public Disclosure Coordinator who will contact the AAG to determine a response.


· The GAL has the authority to consent to emergency, life-saving, medical services if the alleged incapacitated person is unable to consent due to incapacity pending the hearing on the petition for appointment of a guardian.


· While an action to establish a guardianship or limited guardianship is pending, the department (through the Attorney General’s Office), the GAL, or any person, may move the court for temporary relief to protect the alleged incapacitated person from abuse, neglect, abandonment, or exploitation or to address any other emergency needs of the alleged incapacitated person.


· A hearing on the petition must be held within 60 days of the filing of the petition unless an extension is granted for good cause shown.

Procedure to Remove or Modify a Guardianship


· The court may, for good reason, modify or terminate the guardianship, or replace the guardian at any time after establishment of a guardianship.


· APS, through the Attorney General’s Office, may petition the court for an order to modify or terminate a guardianship or to replace a guardian.


· Make a referral to the Attorney General’s Office when the APS worker determines there is need to modify or terminate a guardianship or replace a guardian.  Provide the AAG with any court documents from the original guardianship that are available.


· The AAG may move the court, on behalf of the department, for an order to show cause why the relief requested (modification, termination, replacement) should not be granted.


· The court may schedule a hearing, appoint a GAL to investigate the issues raised or to take necessary emergency action to protect the incapacitated person until a hearing can be held or deny the application.


Chapter 11.94 RCW



Power of Attorney 


· APS may petition the court, through the Attorney General’s Office, to review actions of an attorney-in-fact under a power of attorney.  APS may petition when the vulnerable adult is incapacitated or otherwise unable to protect his or her own interests.  APS must satisfy the court that it is interested in the welfare of the principal (the vulnerable adult) and has a good faith belief that the court’s intervention is necessary. 


· APS may petition the court to determine, among other things, the following:


· Whether a POA is in effect or has been terminated;


· Compel the attorney in fact (the person appointed by the POA to act on behalf of the client) to submit an accounting or report on actions if the attorney in fact refuses or fails to submit an accounting on written request;


· Order the attorney in fact to exercise or refrain from exercising authority;


· Modify the authority of an attorney in fact;


· Remove an attorney in fact upon a determination by the court that:


· The attorney in fact has violated or is unfit to exercise his or her


· fiduciary duties; and


· Removal of the attorney in fact is in the best interest of the principal (the vulnerable adult alleged victim).


· Confirm the authority of a successor attorney in fact upon removal of the previous attorney in fact.


· Consult with the Attorney General’s Office to determine whether a petition under the power of attorney statute is an appropriate course of action.  Provide the Assistant Attorney General with information and documentation, as requested.


Coordination with Community Resources

Each field office is encouraged to develop and maintain cooperative agreements between APS and community entities providing services to vulnerable adults.  These community agencies or entities may include, but are not limited to, the local:


· Law Enforcement;


· Domestic Violence Programs;


· Rape Crisis Centers;


· Animal Shelters;


· The Fire Marshall.


Per RCW 74.34.070, the written working agreements shall address:


· Appropriate roles and responsibilities of the department and community-based agencies or entities in identifying and responding to reports;


· The provision of case-management services;


· Standardized data collection procedures; and 


· Related coordination activities.


Domestic Violence 


· Refer appropriate circumstances to a Domestic Violence program by either giving the client information for a self-referral or obtain consent from the APS client before making a referral.


· Coordinate with local Domestic Violence program staff in order to advise the client regarding services available in his or her community.


· When appropriate, assist the client in obtaining a domestic violence protection order, harassment order, or no contact order.


Mental Health 


· Emergency: When an APS client requires an immediate assessment, contact the local mental health crisis response system (i.e., the mental health center or the DMHP office) for determination of grave disability or when the client poses a threat to self or others.  Contact local law enforcement when necessary.  In emergency circumstances, client consent is not necessary.


· Non-emergency: Obtain the written consent of the APS client for mental health services prior to referral for counseling, medication management, or an evaluation through a private or public mental health counseling agency, a psychologist, or a psychiatrist.


APS Regional Resource Teams


Overview


· The purpose of an APS Regional Resource Team is to assist Adult Protective Services to improve outcomes in some of the most challenging APS cases.  


· Each region must operate at least one APS Regional Resource Team or participate in a similar forum, for discussion, collaboration, and shared decision-making on select difficult and high-risk APS cases. 


· Another local multidisciplinary team may be used in lieu of a Regional Resource Team facilitated by APS, if: 


· The group is willing to review an APS case when requested by APS (e.g., get on the agenda of an on-going group, or convene an ad-hoc meeting for groups that only gather as needed);


· The group includes members with appropriate knowledge and expertise (including law enforcement or the prosecutor’s office);


· Members maintain case confidentiality; and


· The group is willing to make and document group recommendations regarding the presented APS case. 


APS Regional Resource Team Function 


· Teams will meet regularly, at least every other month, to review, make intervention recommendations, and act in an advisory capacity to APS on up to three cases identified by the APS supervisor as high risk. These situations include:


· When the client is refusing intervention after APS has determined that serious harm has occurred and is likely to reoccur;


· When serious professional disagreements exist with other community agencies/service providers that are not able to be resolved at the first line supervisor level, and there is continued risk of abuse, neglect, self- neglect, financial exploitation or abandonment of the vulnerable adult alleged victim; or


· When there have been multiple investigations and the potential for serious harm remains present.


· Five members, including the APS supervisor or program manager, constitute a quorum for making recommendations. Recommendations may include:


· Locating relevant community resources;


· Determining if legal intervention is necessary;


· Assessment of future risk to the client; and


· Suggestions to enhance the protective services plan. 


· In cases where there are unresolved professional disagreements with regard to a case recommendation, the Regional Administrator will resolve the disagreement, and/or make a decision regarding the intervention recommendation.


APS Regional Resource Team Membership and Appointments


· Each team will consist of up to 15 community members:


· Having expertise in issues, services and resources for vulnerable adults; and


· Representing a balanced, multidisciplinary composition of community members that may include law enforcement officers, physicians, mental health representatives, substance abuse counselors, DDA advocacy group members, prosecuting attorneys, AAA supervisors, health department officials, housing authority officials, fire department personnel, clergy, Long-Term Care Ombudsman, sexual assault advocacy group members, animal control officials, and Assistant Attorneys General.


· The Regional Administrator (RA), based on recommendations by the APS supervisor/program manager, will appoint each member of the team to participate for a suggested two-year commitment. Regional Administrators have the authority to replace or include additional team members, as needed.


· On a case-by-case basis, the APS program manager, in conjunction with the supervisor, may invite other pertinent resource people to attend a meeting if they have knowledge or expertise related to specific circumstances of a case. These resource people will have varying levels of involvement in the team (e.g., presenting information, answering questions and/or participating in the recommendation).


· All team members and invited resource people must sign and abide by a Confidentiality Agreement.  When presenting and discussing an APS case, team members shall not use or divulge the names of the alleged victim, reporter and witnesses. Use only initials or identifiers as a means to protect the identities of the alleged victim, reporter and witnesses.


Duties and Responsibilities of the Facilitator


The program manager or designee will: 


· Establish and provide the meeting agenda or case consultation outlines, invite additional pertinent resource persons, facilitate group process, and do the case consultation summary with recommendations;


· Provide orientation and training to new and existing team members;


· Maintain records of cases presented to the Regional Resource Team.


Duties and Responsibilities of the APS Worker


The APS worker will: 


· Notify the supervisor of high-risk or difficult cases for consideration of review by the Regional Resource Team;


· Complete a Regional Resource Team referral form and submit the form to the supervisor one week prior to the team meeting;


· Coordinate with other professionals involved in the case to solicit their input;


· Formally present the case at the Regional Resource Team meeting and follow up on recommendations made by the team.


· Update the RRT referral form and file it in the APS case record; and 


· Communicate the continuing status of the case to the supervisor/program manager to provide feedback to the Regional Resource Team at future meetings.


APS Case Record and Documentation


APS documentation related to intake, investigation, and protective services is maintained locally in a paperfile APS case record and electronically in TIVA.  The only documents printed from TIVA and held in a paper file will be Intake Reports.

The APS Case Record- Retention and Documentation Principles


· File all activity pertaining to an alleged victim in the same paper filerecord, whether there is only one investigation or multiple investigations involving different alleged perpetrators.


Note:  Do not create a paper file for cases designated “Closed-No APS” that have no supporting documentation.  Do not enter the case into Barcode.  Continue to create paper files for those “Closed-No APS” cases with documents.


· File information in chronological order.


· Ensure documents in the case record indicate when they were received by APS. Methods to date a document include:


· Staple the postmarked envelope to a letter;


· Stamp the date of receipt on incoming documents;


· The date stamp automatically generated on a faxed document; or


· Hand date and sign a document received in the field.


· Divide the APS case record into four sections:


· Narrative Section #1 containing TIVA printout: Intake Report only.


· Document Section #2  including: Letters and correspondence, Release of Information or consent forms, copy of Consent for Services forms, medical and financial documents, legal documents such as copies of guardianship, injunctions, and  protection orders. 


· Case Management Section #3 including: CARE, Service Plan, SSPS / ProviderOne Phase 2 payment authorizations.


· AAG Consultations Section #4 including: any communication with the AAG. Cover this section with a face sheet stating, “Confidential Attorney/Client or Work Product Privileged Information.  DO NOT DISCLOSE.” Also file BCCU Background Check results in this section.

· A hard copy of any document uploaded into TIVA must be placed in the hard file.  See TIVA Users’ Manual for uploading parameters.  

· Establish a means in each office to securely store, readily identify, and retrieve evidence, material, or that does not physically fit into the APS case record. 

· While housed in the region, all APS closed case records for cases involving HCS employees and those marked as “high profile or critical incident” must be stored in a locked or secured record area.  Access to the secured record is only upon APS supervisor, APS Subject Matter Expert, APS Program Manager or RA approval.


· Ensure all documents containing confidential information (e.g., drafts of reports, field notes) are discarded in a manner that preserves the confidentiality of the information. For example, use a shredder or contracted confidential recycling service.  


· The APS case record may be temporarily removed from the office by an authorized APS worker if:


· All contents remain confidential;


· The record remains in the possession of the worker who removed it from the office; and


· The record can be accessed by the office upon short notice.


· Upon case closure, ensure that all documentation in the APS case record is up to date.


APS Record Retention


For all hardcopy records and related materials that involve substantiated findings that are appealed (administrative hearings and/or superior court):


· Retain for a total of 10 years after the last activity on the case, and then destroy.


· Retain the hardcopy record in the local office for 2 years after the last activity, then


· Retire to the record retention center for the remaining 8 years.


For all other hardcopy records:


· Retain the APS hardcopy record (and all volumes) for a total of 6 years after the last activity, and then destroy.


· Retain the hardcopy record in the local office for 2 years after the last activity on the case, then


· Retire the hardcopy case record to the records retention center for the remaining 4 years.


E-mails


Print case record-related e-mails and file in the case record.  The e-mail then becomes part of the case record and follows the APS record retention schedule as outlined above.  


*”Last activity” is defined as any action involving the alleged victim, including documentation of phone calls, receipt of documentation, etc.  


Documentation Principles


· Written communication generated by APS, including reports and letters will adhere to the following principles to ensure clarity, accuracy, and relevance of documentation.


· Indicate the date written and the author on all documentation created by APS.


· Write in a style that facilitates communication and understanding by others: 


· Utilize journalistic recording, addressing:  who, what, where, when, how, and why in an objective, factual, and descriptive manner;


· Write succinctly. Use simple language without jargon;


· Use correct grammar, sentence structure, and punctuation;


· When writing about several people with the same last name, include the first name, middle initial, and if still identical, number the individuals;


· Use pronouns only when it is obvious who is being referred to. Avoid using ‘this,’ ‘that,’ ‘these,’ ‘those,’ and ‘it.’ Use of first person may enhance clarity; 


· Indicate the relationship of individuals to the situation;


· Use descriptive factual language. Avoid ‘emotional’ terms (such as resistive, non-compliant, abrasive, caustic), sarcastic remarks, discriminatory, emotional, sexist, and racist language;


· Avoid opinions. If included in documentation, opinions must be identified as opinion, relevant, and professional not personal; and


· Identify the source of information (e.g., review of a specific record; reported by __, quote during an interview). 

Documenting Threatening Behavior


The following will address the scope of documentation required when there is a verbal threat, or threatening behavior that causes a risk and/or safety concern, made by a person (caller or walk-in) related specifically to an APS case:                                                           


· Standardized documentation policy related to threats. 


· Document the interaction in TIVA Case Notes so other staff interacting with this household aren’t put at risk or caught off guard.  


· Documentation in the TIVA Case Notes Narrative will contain verbatim language and such documentation will be put in quotations when documented.  


· The documentation will accurately describe the facts and will not contain opinions, judgments (descriptive), or feelings of the person documenting.  The documentation aims to capture risk, threat and/or safety concern.  


· If the verbatim conversation cannot be captured or recalled, then a specific and detailed description of the statements and/or conversation will be documented.  Documentation will again not include opinions, judgments, and/or feelings, as everyone has different feelings depending on their backgrounds and/or beliefs. 


Example of specific verbatim, detailed and factual documentation to use:


Upon introducing myself on the front porch of the AP’s home as an APS worker the AP, who was holding a beer bottle in his left hand, shouted “You have five seconds to get the hell off my property or you’ll wake up in the hospital full of buckshot, if you wake up at all.” I immediately left the property, got in the state vehicle and drove off the property before calling police. 


Example of opinionated, judgmental, personal feeling documentation not to use: 


Upon introducing myself as an APS worker, the AP was angry and I said something about shooting me, but I don’t think he had a gun. It was clear to me he didn’t want to talk today as he was apparently upset about being named an alleged perpetrator so I told him I’d come back tomorrow in hopes he would be calmer. He continued to make threatening comments but I never saw a weapon and I know he doesn’t have a criminal record. 


Tracking Incidents of Vulnerable Adults (TIVA)


· APS information and activity is documented in TIVA. Refer to the TIVA Intake and Investigation Workbooks for information about TIVA. 


· Enter APS activity into TIVA within 10 working days of the date of the event.

EXCEPTION:  Enter the case note on the initial AV face to face within the priority designation, or at the soonest possible time.

Case Notes

Contents of the Case Notes:


· Include all pertinent information from interviews, observations, and review of records related to specific allegations under APS investigation and the provision of protective services.  NOTE: Document this information even if it is obtained after the case is closed. 

· Do not include:


· Hand written notes or sticky notes. Type all entries into TIVA. 


· Details of a privileged conversation with the AAG or LBA.  Type these notes in Word and file them in section 4 of the APS case record. Indicate in the TIVA Case Notes that an interaction with the AAG occurred and refer the reader to section 4 of the APS case record for detailed content.


Business Rules:


· Follow the Documentation Principles.

· Follow the directions in the TIVA Intake and Investigation Workbooks.


· Enter all notes into the Case Notes within 10 working days of the date of the activity being written about in the entry.


· Destroy hand written or computer notes after the content has been entered into the Case Notes. 


· If a field note cannot be represented in the Case Notes (e.g., a diagram), retain and file it in the APS case record. In the Case Notes, state that the documentation exists and where it is filed.


· If any APS investigation evidence, material or documentation is being retained and does not physically fit into the APS case record (e.g., photos), in the Case Notes state that it exists and where it is being securely stored.


· Document only one activity in each Case Notes entry (e.g., one field visit or one telephone conversation). An author can make an unlimited number of Case Notes entries each day.


· Refrain from cutting (copying) and pasting emails in to TIVA.  Summarize in your own words and refer to any document that may be kept in the file folder.  


· Use an acronym only if it is:


· On the list of statewide APS acronyms; or


· Defined the first time it is used in each distinct Case Notes entry.


· The author can alter the text of a saved Case Note within 24 hours of the note’s creation.  The notes are frozen at the 24 hour mark.

· Correcting a Finalized Note:  You may enter a “Correction Note” in TIVA by clicking on the Insert Correction Button.  A Correction Text Box will open where you may add text.

External Report: “APS Outcome Report”


· Distribute the “Outcome Report” or the “Outcome Report – AP” report to authorized recipients. 


· The document must adhere to the disclosure provisions of Chapter 74.34 RCW.   See: 


· The TIVA Intake and Investigation Workbooks for details and direction regarding the contents and creation of APS Outcome Reports; and 


· The Disclosure section for information about distribution of the APS Outcome Reports.


HCS Adult Protective Services Intake Report


Information obtained during intake is entered into TIVA to create the Intake Report.  It is printed and filed in the APS case record. 


Criminal Investigation Request: APS Referral


A TIVA document entitled “Criminal Investigation Request: APS Referral” will be created, customized, and disseminated to law enforcement whenever APS notifies law enforcement of a potential crime. It is printed and filed in the APS case record.  More information about Referrals to Law Enforcement?  Click here...

Disclosure of APS Information


Intake, investigation, and related protective services activities are documented in the APS case record and TIVA.  APS reports, the identity of the reporter, and all files, records, communications, and working papers used or developed in the investigation or provision of protective services are confidential under RCW 74.34.095. 


Who has access to what APS information depends on the person’s role and whether the need for the information is for a purpose consistent with Chapter 74.34 RCW. This must be evaluated on a case-by-case, per request, basis.  


Within DSHS: Sharing APS Information


For Case Planning and Consultation 


· While conducting an investigation or providing protective services, APS may need to obtain or share information about the vulnerable adult alleged victim and the situation.  For purposes of case planning and consultation related to the investigation or the provision of protective services, RCW 74.34.067(3) permits non-privileged information to be shared between APS and:


· Mandated reporters or the person who made the report;

· Case managers;

· 
Contracted consultants; and 

· Designated representatives of Washington Indian tribes.

· APS does not need APS client consent to share non-privileged information from the APS case record for the purposes of coordinated planning and service delivery.  However, consent by the APS client is required prior to disclosing any information not directly related to the case under investigation or the provision of protective services. 


· Privileged information must not be divulged without a valid written waiver of the privilege, unless the information is directly related to reports required to be made under Chapter 74.34 RCW (mandatory reports to the department, law enforcement, and county prosecutors). Consult with the Attorney General’s Office to identify privileged information as needed. 


· Also refer to the Notification section of this chapter for specific information about notification of a substantiated, initial finding.

For Administration of DSHS Programs 


· In situations involving clients of DSHS/Aging Network or facilities licensed by DSHS, APS may share intake, investigation and protective service information within DSHS/Aging Network, as needed, to administer DSHS programs, facilitate investigation, case planning, provide protective services, and implement state and federal law.  


· Consent by the individuals involved in the APS case is not required prior to sharing this information within DSHS/Aging Network.


· Document as appropriate in TIVA all DSHS/Aging Network information requests and information sharing. 


· Do not share APS attorney-client privileged information (e.g., section 4 of the APS case record). 


· Caution against secondary disclosure by the recipient, by including a notice on written material informing the recipient that the information from the APS case record is confidential and protected from further disclosure under RCW 74.34.095. 


· Also refer to the other applicable sections in this chapter for additional information about sharing information in these situations, including:


· APS Investigation Involving a Client of a DSHS/AAA/Aging Network Case Manager

· Notification of APS Findings

Outside DSHS: Routine Sharing of APS Information under RCW 74.34


· APS Intake Reports, Outcome Reports, or case record information may be shared with others as specifically mandated or permitted by statute, including:


· Law enforcement, prosecuting attorney, or DOH professional licensing authority, under   RCW 74.34.063; 

· Specific agencies and programs, under RCW 74.34.068;

· A facility in which a substantiated allegation occurred, under RCW 74.34.067(8); and

· As above, APS information may be shared for purposes of case planning and consultation with mandated reporters or the person who made the report, case managers, contracted consultants, and designated representatives of Washington Indian tribes, under RCW 74.34.067(3).

· Also refer to the other applicable sections in this chapter for additional information about sharing information in these situations, including:


· Coordinating with Other Investigative Authorities

· Notification of APS Findings

Public Disclosure of APS Information


In addition to information outlined in this chapter, HCS/Aging Network must also follow the confidentiality and disclosure requirements found in Chapter 2 of this manual (e.g., response timeframes).


Parameters for Every Public Disclosure Request for APS Information:


When APS receives a public disclosure request for the contents of an APS case record (TIVA or hardcopy case record), communicate with the regional HCS public disclosure coordinator and/or HCS statewide public disclosure coordinator to evaluate and respond to each request.  The HCS public disclosure coordinators will communicate and coordinate with the Attorney General’s Office and/or DSHS Public Disclosure Coordinator prior to disclosure, if needed.


When responding to public disclosure requests for information from an APS case record, APS will: 


· Not release the identity of the reporter, per RCW 74.34.035(5), 74.34.040, 74.34.095(1)(b), and 74.34.180(1).  [Note: The name of the reporter can be released only if the reporter consents to releasing his/her identity; a judge has ordered the identity released; or the information is being shared with law enforcement/MFCU or the DOH Health Services Quality Assurance.];


· Regardless of whether the information in the APS case record originated inside or outside of the department, adhere to the most restrictive federal or state law governing the disclosure of specific kinds of information when determining what may be released from the APS case record;  


State and federal laws, in addition to provisions in Chapter 74.34 RCW, may protect certain information from disclosure.  For example, RCW 70.24.105 prohibits the disclosure of information about HIV/AIDS or sexually transmitted diseases; RCW 70.96A.150 prohibits disclosure of records about alcohol/drug abuse or treatment; RCW 71.05.390 prohibits the disclosure of information in records involving mental health services, etc.  Special authorization is needed to disclose these types of information.


· Not share attorney-client privileged information unless court-ordered to do so (including section 4 of the APS case record);


· Caution against secondary disclosure, by the recipient, by stamping a notice on every page informing the recipient that the information from the APS case record is confidential and protected from further disclosure under RCW 74.34.095; and 


· Document public disclosure requests and release of APS case record information in the public disclosure log and the TIVA Case Notes of the case record being accessed.

Certified Professional Guardianship Board (CPGB) and the Office of Public Guardianship (OPG)


APS may share information in specific cases with the CPGB and the OPG as described in RCW 74.34.067(6), for:


· Recruiting or appointing appropriate guardians for certification

· Monitoring certified or public guardians


· Disciplining certified or public guardians


Referrals to the CPGB

APS will make a referral to the CPGB during the course of an investigation when there is reason to believe that the certified guardian is abusing, abandoning, neglecting or financially exploiting the incapacitated vulnerable adult, or when there is reason to believe the certified guardian is not complying with statutory obligations per RCW 11.88 and RCW 11.92.  


· Call the CPGB Manager at 360-705-5302 and verbally make the referral.  State that he/she will receive an encrypted email with documents relevant to the referral.


· Send APS record information to the local public records coordinator.  The public records coordinator will:


· redact all reporter and irrelevant information.  

· stamp the documents with the WARNING stamp prohibiting secondary disclosure.


· send the documents to the CPGB Manager (shirley.bondon@courts.wa.gov) via encrypted email.


· You may send redacted and stamped documents via mail to:


CPGB Manager


PO Box 41170


Olympia, WA  98504


· Stamp the outside envelop “Confidential.”


Procedure for APS Information Requests from the CPGB or OPG

The local public records coordinator will respond to all requests from the CPGB or OPG:


· Ask the CPGB or OPG the purpose for the request to determine that the request meets statutory requirements and is consistent with the purposes of the chapter

· Redact irrelevant information 

· Redact all reporter information


· Stamp the pages with the WARNING stamp prohibiting secondary disclosure


· Verbally and in the cover letter inform the receiver that the documents are confidential per RCW 74.34.095.


Subpoena for APS Information


Immediately forward to the regional Public Disclosure Coordinator all subpoena requests for disclosure of APS case record information.  The regional Public Disclosure Coordinator will immediately contact the AAG to determine a response to the subpoena.  


Discovery


If APS case record information is being sought in conjunction with a legal proceeding (administrative hearing or court), refer the request to the regional Legal Benefits Advisor/Attorney.  Refer to “APS Due Process and ADS Abuse Registry” for specific information about disclosing information under these circumstances.

Summary Chart of Guidelines for Release of Requested APS Case Record Information 


All requests for information must be evaluated on a case-by-case basis. The table below provides a general guideline for the dissemination of information from the APS case record.


		This Requestor:

		Under These Circumstances:

		May Have Access to This APS Case Record Information:



		· Medicaid Fraud Control Unit (MFCU)




		· Upon request, when MFCU is considering/ conducting an investigation.

		· Provide the MFCU with all requested APS information, unredacted if desired (per federal law 42 CFR 455.21 and DSHS MOU).






		· Law Enforcement


· DSHS/Aging Network Case Manager 


· DSHS Investigator


· DSHS Fair Hearing Coordinator


· APS alleged victim,  DPOA / Legal Guardian 


· GAL in a guardianship action filed by DSHS/AAG

		· Upon written or verbal request from someone with a need to know the information for a purpose consistent with Chapter 74.34 RCW.


· APS must ask for and evaluate the reason that information is being requested in order to determine if disclosure of the information is for a purpose consistent with Chapter 74.34 RCW. In general, purposes consistent with Chapter 74.34 RCW are:


· Investigation of abuse, abandonment, neglect, or financial exploitation of vulnerable adults by the department or law enforcement; 


· Case planning and consultation under RCW 74.34.067;


· Referral to law enforcement or prosecuting attorney under RCW 74.34.063;

· The provision of protective services by the department, including protection orders or guardianship; or


· The pursuit of legal remedies under RCW 74.34 including causes of action under RCW 74.34.200. 




		· Provide the APS case record after redacting information not specifically needed by the requestor and as required by state or federal law.


· Do not share attorney-client privileged communication or work product of the Legal Benefits Advisor/Attorney;


· For non-APS hearings, APS workers will testify to the finding decision. A court order or order of a presiding officer in an administrative proceeding is required prior to APS testimony or release of case record documentation for submission into evidence.



		Coroner/medical examiner

		· Upon written or verbal request from someone with a need to know the information for a purpose consistent with Chapter 74.34 RCW (i.e., the coroner/medical examiner is investigating whether abuse or neglect is related to the AV’s death).




		· Provide the APS case record after redacting information not specifically needed by the requestor and as required by state or federal law.


· Do not share attorney-client privileged communication or work product of the Legal Benefits Advisor/Attorney.


· Share medical records (RCW 70.02)





		Someone involved in the APS case: 


· Alleged victim/Legal Guardian/


· GAL/DPOA


· Perpetrator


· Collateral Contact


· Reporter

		· Upon written or verbal request for purposes other than those consistent with Chapter 74.34 RCW.

		· Provide the requestor with a copy of any specific documents or items in the case record that the requestor had provided to APS (such as: a letter, a photo, medical record, video, etc.).  


· Do not disclose information in the APS case record that was provided by others, even if it is about the requestor.


· APS will provide the requestor with additional information only after receiving an order from a judge or presiding officer in an administrative proceeding [as per RCW 74.34.095(3)].  Please also see the Discovery section regarding alleged perpetrator access to case record information for due process.






		All other requests, including but not limited to:


· GAL in a guardianship action not filed by DSHS/AAG 


· Media


· Legislative Inquiry


· Non-DSHS Attorney


· Public




		· Upon court order or the order of a presiding officer in an administrative proceeding. 

		· APS will release the information from the APS case record that the judge or presiding officer has specifically ordered to be released.


· The GAL will probably have this order incorporated at the time of appointment;


· The AAG may provide the requestor with a sample order to take to the judge to request access to the APS case record.


· If APS has reason to believe access to case record information may compromise the safety or well-being of someone involved in the case, then APS may challenge the requested access.  



		· DOH HSQA Investigator


· HCRR




		· APS will follow the RCS/APS/DOH HSQA information sharing agreement.  


· APS will provide HCRR with a copy of the alleged perpetrator notification letter when that person is a caregiver listed on the Referral Registry. 






		· Certified Professional Guardianship Board (CPGB) and the Office of Public Guardianship (OPG)




		· When making a referral consistent with the purpose of this chapter.  See Referrals to the CPGB

· Upon request, for the purposes consistent with the chapter.

		APS may share information in intakes and investigations with the OPG and CPGB for the purposes described in RCW 74.34.067(6).  Redact irrelevant information and do not disclose the reporter’s name.


Send any record information to the CPGB through the local public records coordinator only.








RCW 74.34.300

Vulnerable Adult Fatality Reviews

RCW 74.34.300 allows the department to conduct vulnerable adult fatality reviews.  The intent of this section is to establish the policy and procedures to conduct such reviews.  


The department may convene a fatality review when the department receives notice of a vulnerable adult’s death and the department has reason to believe that the death is related to abuse, abandonment, neglect, or self-neglect, or exploitation, and the vulnerable adult was:


· receiving home and community-based services in his or her own home, described under chapters 74.39 and 74.39A RCW, within sixty days preceding his or her death; or


· living in his or her own home and was the subject of a report under this chapter received by the department within twelve months preceding his or her death.  

Home and Community Services (HCS) or the Area Agencies on Aging (AAA) may receive notice of a vulnerable adult’s death from any source, e.g., community members, family members, the media, medical providers, caregivers, or from reviewing databases such asCARE, TIVA, and HCS reports.

HCS HQ will not initiate the fatality review process if the deceased vulnerable adult is the subject of an open APS investigation.  HCS HQ will decide whether to initiate the fatality review process once the investigation is completed.

RCW 74.34.300 does not replace mandated reporters’ responsibility to report vulnerable adult mistreatment.  All HCS/AAA/APS workers are mandated reporters per RCW 74.34.020(10) and must make a report to the department and/or law enforcement if there is reason to believe that a vulnerable adult was the victim of abuse, abandonment, neglect, or financial exploitation (RCW 74.34.035).

The fatality review process will not address personnel issues.


Procedure


The fatality review documentation automated form and the Fatality Review Criteria is located in SharePoint.  The system will move you along each step of the process using email notification followed by a ‘task’ assignment.  The email will contain complete, detailed instruction on how to complete the task.  When you are finished documenting and mark the task ‘complete,’ the system will automatically send an email to the next person in the process.  The system will simultaneously notify the Headquarters (HQ) APS program manager each time the system assigns a task.   


HCS Headquarters, APS Program Manager – “Assigner”


· Initiate a fatality review when you have reason to believe that a vulnerable adult’s death may be associated with abuse, abandonment, neglect, self-neglect, or exploitation:


· Each calendar quarter, request a comparison data run from CARE and TIVA.  Review any death common to both databases for a relationship between the death and abuse, abandonment, neglect, self-neglect, or exploitation.  


· If you receive notice of a vulnerable adult’s death from a HCS or AAA field staff or an outside source (i.e., media, community) and the circumstances meet the criteria in RCW 74.34.300.


· Initiate the fatality review process within 14 calendar days from the date the department received notice of the vulnerable adult’s death.


· Initiate the fatality review process within 60 calendar days of the discovery of the death via a database searchMonitor the fatality review status in SharePoint.


· The system will notify you once the Regional APS Field Representative mark their tasks ‘complete.’ Once you receive the notification, mark the fatality review ‘complete.’ This will conclude the process.

In-Home Services Case Manager, APS Worker, or Other Staff


· Notify your supervisor if you receive notice of a vulnerable adult’s death and the vulnerable adult was:


· receiving home and community-based services in his or her own home within the previous 60 days, and/or


· living in his or her own home and was the subject of a report received by the department under RCW 74.34 within twelve months preceding his or her death.


· If you have reason to believe that the deceased vulnerable adult might have been abused, abandoned, neglected, or financially exploited, and if so, make a report to the local APS intake number.  Contact law enforcement also if you suspect physical or sexual abuse (See Mandated Reporting of Abuse of Vulnerable Adults).


· Document the death in the client’s CARE service episode record or TIVA Case Notes, as appropriate per policy.


· The supervisor will review the case.  If the supervisor has reason to believe that the death may be linked to abuse, abandonment, neglect, self-neglect or financial exploitation, the supervisor will contact and provide the Regional APS Field Representativethe decedent’s name and case number.

Regional APS Field Representative– “Lead Reviewer”


· If you receive notice that a vulnerable adults’ death may be related to mistreatment, immediately notify the APS HQ program manager.  The APS HQ program manager will determine whether to initiate the fatality review process.


· If the HQ APS program manager assigns a fatality review to you, review the APS and/or in-home services case record.  As appropriate, involve the AAA/HCS case manager, APS worker, nurse, and AAA/HCS management staff, to review the circumstances surrounding the vulnerable adult’s death.  Solicit recommendations to improve policies and processes, recommendations for legislation, or other information that may assist in the prevention of similar situations.


· If there are concerns or issues during your review, contact the Regional Administrator for intervention or action.


· Complete the ALTSA Fatality Review automated form.  When finished, mark your task “complete.”  The automated system will notify the AAA director and/or HCS Regional Administrator of completion of the Fatality Review.

· Complete the fatality review process, including the regional administrator and/or the AAA director review, within 90 calendar days from the date you received the assignment of the fatality review task by email.

Regional Field Representativeand AAA Director


The regional APS Field Representativewill review all fatality reviews including the Fatality Reviews completed within the AAA.  The AAA director will review the fatality review when it involves an in-home client or an in-home case where APS was also involved.


· The AAA Director will receive a ‘task’ assignment via email, giving detailed instructions for your part in the fatality review process.


· The AAA Director will review the form for completion.  


· After review of the automated form (and if no further action is needed) the AAA Director will enter a date in the space provided.  


· The system will automatically notify the Regional APSField Representative.  The Field Representativewill review the information and mark the task complete.


HCS Headquarters, APS Program Manager 


The Chief of Field Operationswill review the completed ALTSA Fatality Review automated form.  The Chief of Field Operationsand/or the HCS-HCP office chief may request more information from the field staff.  


After reviewing the information, the HCS assistant director will mark the task ‘complete.’  The system will notify the HQ program manager, who will mark the fatality review ‘complete,’ thus completing the process.


The HCS Headquarters APS Program Managers may look at all reviews, once per quarter.

The group will:


· Review recommendations for subsequent remedial measures cited on the ALTSA Fatality Review form;


· Identify trends;


· Propose draft changes to statute, rule, or policy.


· Submit a report of the group’s conclusions to the HCS Chief of Field Operations, and 


· Upon approval, submit the report to the designated APS field staff.


Rules and Policy Governing the APS Program


The content in this chapter is based on the following laws, regulations, DSHS Administrative Policies, and the Executive Order:


		Chapter 74.34 RCW





		ABUSE OF VULNERABLE ADULTS



		WAC 388-71-0100-01280



		ADULT PROTECTIVE SERVICES



		RCW 74.39.050 

		SELF-DIRECTED CARE



		

		



		DSHS Administrative Policy 08-02

		CLIENT ABUSE



		dSHS Administrative Policy 09-01





		INCIDENT REPORTING



		Administrative policy no. 18.62

		ALLEGATIONS OF EMPLOYEE CRIMINAL ACTIVITY 



		

		



		Washington State Patrol/Department of Social and Health Services Interagency Agreement and Protocol for Complying with Executive Order 96-01.

		PROVIDING FOR THE TRANSFER OF CRIMINAL AND MAJOR ADMINISTRATIVE
INVESTIGATIONS INVOLVING DSHS EMPLOYEES TO THE STATE PATROL 







APS List of Acronyms


AA – Alcoholics Anonymous


AAA – Area Agency on Aging


AAG – Assistant Attorney General


ALTSA – Aging & Long-Term Support Administration


AAG – Assistant Attorney General


ACES – Automated Client Eligibility System


ADL – Activity of Daily Living


AFH – Adult Family Home


AGO – Attorney General’s Office


AIF – Attorney in Fact


AL – Assisted Living


ALJ – Administrative Law Judge


ALTC – Aging & Long Term Care


AP – Alleged Perpetrator


APPT - Appointment


APS – Adult Protective Services


APSAS – Adult Protective Services Automated System


APT - Apartment


ARC – Adult Residential Care


ATTY - Attorney


AV – Alleged Victim


BOA – Board of Appeals


BRO - Brother


BRO-I-L – Brother-in-law


CA – Children’s Administration 


CARE – Comprehensive Assessment Reporting and Evaluation Tool


CC – Collateral Contact


CD – Chemical Dependency

CFH – Children’s Foster Home (private)


CFR – Code of Federal Regulations


CIT – Crisis Intervention Team


CL – Client 


CM – Case Manager


COPES – Community Options Program Entry System


CPGB – Certified Professional Guardianship Board


CPR – Cardio Pulmonary Resuscitation 


CPS – Child Protective Services


CRM – Case Resource Manager


CRT – Crisis Response Team


CRU – Complaint Resolution Unit


CSO – Community Service Office


DCFS – Division of Children & Family Services


DDA – Developmental Disabilities Administration

DLR – Department of Licensed Resources


DMHP – Designated Mental Health Professional


DOH – Department of Health


DOH HPF –Licensing The Office of Health Professions and Facilities

DOH OII – The Office of Investigation and Inspection

DOL – Department of Licensing


DMV – Department of Motor Vehicles


DPOA – Durable Power of Attorney


DTR – Daughter


D-I-L – Daughter-in-law


DV – Domestic Violence


DVR – Division of Vocational Rehabilitation


DX – Diagnosis


E - Exploitation


EARC – Enhanced Adult Residential Care

ELC – Elder Justice Center


EMT – Emergency Medical Technician


FCSP – Family Caregiver Support System


FE – Financial Exploitation


FH – Foster Home (DCFS)


FSA – Field Service Administrator


FV – Field Visit


GAL – Guardian Ad Litem 


GAU – General Assistance Unemployable


GDTR – Granddaughter


GSON - Grandson


HCRR – Home Care Referral Registry


HCA – Health Care Authority


HCS – Home & Community Services Division


HV – Home Visit


HX - History


ICF– Intermediate Care Facility


I&A – Information & Assistance

IRT- Investigation Review Team

IP – Individual Provider


ITS – Intensive Tenant Support (now called supported living)


JRA – Juvenile Rehabilitation Administration


L&I – Division of Labor & Industries


LBA – Legal Benefits Advisor/Attorney

LE – Law Enforcement


LM – Left Message


LPN – Licensed Practical Nurse


LTCO – Long-Term Care Ombudsman


MA – Mental Abuse


MFCU – Medicaid Fraud Control Unit


MH – Mental Health


MOU – Memorandum of Understanding


MPC – Medicaid Personal Care


N - Neglect


NH – Nursing Home


NF – Nursing Facility 


OPG – Office of Public Guardianship


OV – Office Visit


P1 – Provider One


PA – Physical Abuse


PACE – Program of All-Inclusive Care for the Elderly


PGR – pager


PM - Program Manager


POA – Power of Attorney


QAN – Quality Assurance Nurse


RA – Regional Administrator


RCS – Residential Care Services


RHC – Residential Habilitation Center


RN – Registered Nurse


RRT – Regional Resource Team


SA – Sexual Abuse


SER – Service Episode Record


SI&A – Senior Information & Assistance


S-I-L – Son-in-law


SIS - Sister


SIS-I-L – Sister-in-law


SL – Supported Living (DDA contracted services, formerly included ITS as one type)


SME – Subject Matter Expert


SNF – Skilled Nursing Facility


SOLA – State Operated Living Alternative (DDA)


SSA – Social Security Administration


SSI – Supplemental Security Income


SSPS – Social Service Payment System


SSS- Social Service Specialist


SW – Social Worker


SX - Symptoms


TC – Telephone Call


TIVA – Tracking Incidents of Vulnerable Adults


TRO – Temporary Restraining Order


TTY - Teletypewriter


TX – Treatment


VA – Vulnerable Adult


VAD – Veterans Administration


VAPO – Vulnerable Adult Protection Order


VM – Voice Mail


WAC – Washington Administrative Code


Y/O – years old
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NOTE:	The department must immediately report to law enforcement when the initial report or the investigation indicates the alleged abuse, abandonment, neglect or financial exploitation may be criminal. (� HYPERLINK "http://app.leg.wa.gov/rcw/default.aspx?cite=74.34.063" ��RCW 74.34.063�) The department must make this report to law enforcement even if others have already made a report.







NOTE:	All department employees are also mandated to report suspected child abuse and neglect (See � HYPERLINK "http://app.leg.wa.gov/rcw/default.aspx?cite=26.44.030" ��RCW 26.44.030�).  To make a report, call toll free 1-866-EndHarm (1-866-363-4276) or the local Child Protective Services (CPS) office.







NOTE: 



Consult with your supervisor if you have reason to believe, before, during or after a home or field visit, that the situation may be dangerous; 



Call 911 to request immediate assistance from law enforcement when the safety of the vulnerable adult alleged victim, safety of other vulnerable adults under the care of the alleged perpetrator, or the safety of the APS worker may be in imminent jeopardy.











Resources:  



Use this link to access the �HYPERLINK "https://fortress.wa.gov/dol/dolprod/bpdLicenseQuery/"��Department of Licensing� search website to assist you in determining if the alleged perpetrator is professionally licensed, certified or registered by DOL.



Use � HYPERLINK "http://www.dol.wa.gov/business/professionals.html" ��this link� to access a master list of all of the types of licenses, certificates, endorsements, and registrations administered by various Washington State agencies.  
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Effective 1/1/2015, ProviderOne is the new DSHS primary provider payment system.  APS workers will no longer utilize A-19’s or SSPS (except for IP services).  All payments will be authorized through the CARE system.  
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SCREENING 
DECISIONS 



Does the AV live in his/her own home and the AV and the allegation meet the statutory definitions?  
Is AV living in:
a RCS licensed facility?
WSH or ESH AND meets the definition of VA AND AP is NOT affiliated with facility?  
Is AV an adult with a developmental disability AND living at home; or living at home and receiving services from DDA?  
Is AV an adult with a developmental disability living in a certified SL/SOLA?  
Is AV an adult living in a non-licensed Assisted Living bed? 
Is AV age 18–21 and living in a licensed CA foster home AND AP is NOT affiliated with facility?
Is AV deceased at Intake?
Was AV alive at time of mistreatment?
Did AV die less than 14 days before report was made?
Allegation is abuse, abandonment or neglect  (notify LE for all reports involving a deceased AV)?  
Is the AP a DSHS/AAA/AAA Subcontractor employee? (NOTE: refer to the procedure to investigate a DSHS/AAA/AAA Subcontractor employee)?



SCREEN
OUT



If the answer is NO



NO



If the answer is YES
or 
Unclear



Do
allegations FIT the definitions 
of abuse, abandonment, 
neglect, self-neglect, or 
financial exploitation per 
RCW 74.34.020?



ASSIGN to a CASE & SCREEN
OUT



ASSIGN to a CASE & SCREEN
IN



YES



This flow chart provides a quick reference guide and does not substitute the specific action requirements and responsibilities outlined in policy.
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Follow the standard APS procedures for investigation and protective services
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Section Summary



· Nursing Facility Case Management and Relocation Purpose, History, and Philosophy

· The Role of the Nursing Facility Social Worker

· Providing Nursing Facility Case Management and Relocation Activities

· Placement: From the Community Setting (HCS/AAA/DDA) Responsibilities)

· Placement: From the Hospital (NFCM Responsibilities)

· Nursing facility admits for Apple Health (AH) Managed Care clients (Classic and MAGI)

· FAQs on PASRR   

· What is Pre-Admission Screening & Resident Review?

· PASRR Contractors

· Clients that Do Not Meet Nursing Facility Level of Care

1. Determining and Documenting Discharge Goals

· No Current Discharge Plan/Goal

2. Case Transfer Protocol for Institutional (Hospital, Nursing Facility, or ICF-MR) Settings

3. Discharge Resources

· Housing Maintenance Allowance(HMA-formerly MIIE)

· Community Transition Services (CTS)

· Residential Care Discharge Allowance (RCDA)

· Assistive Technology (AT)

· Client Intervention Services & Independent Living Consultation

· Social/Therapeutic Leave

· Roads to Community Living 

· WA Roads

· Reporting Abuse, Neglect, or Exploitation

· Out of State Nursing Facility Placements

· State Funded Long-Term Care for Non-Citizens

· Home & Community Services Private Health Insurance and Good Cause Determinations

· Work Performance Standards





Rules and Policy  



		RCW 74.42.055

		Discrimination against Medicaid recipients prohibited.



		RCW 74.42.056

		Department assessment of Medicaid eligible individuals – Requirements.





		WAC 388-97

		Nursing Homes; Resident Rights, Care and Related Services



		WAC 388-106-0355

		Am I eligible for nursing facility care services?



		WAC 388-106-0360

		How do I pay for nursing facility care services







Resources:



· Sample Letter for Nursing Facility Level of Care Notification

· MAGI NFLOC form for Health Care Authority

· Roads to Community Living Chapter

· WA Roads section of the Case Management Chapter



	

Ask an Expert: The Program Manager for Nursing Facility Case Management and Relocation is Debbie Blackner.  She can be contacted at (360) 725-2557 or emailed at debbie.blackner@dshs.wa.gov . 
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Purpose

The purpose of this chapter is to ensure that:

· Nursing facility clients who have the desire to move to another setting are assisted by the Nursing Facility Case Manager (NFCM) in assessing barriers to relocation.  This may include:

· Ensuring residents have information about community long-term care options.

· Ensuring the desire and potential for discharge are identified as well as barriers to relocation.

· Working with the client, his/her family, NF staff, and others to remove or address the barriers to discharge (discharge planning).

· Assessing, care planning, authorizing services, and making referrals and coordinating care with other community and informal resources.

· Authorizing and arranging discharge resources.

· Individuals (Medicaid and Non-Medicaid), who have an intellectual disability or related condition and/or serious mental illness, are assessed for their need for specialized services per the PASRR process (See PASRR FAQs for more information).

· Medicaid clients are determined/ confirmed to meet nursing facility eligibility.

Philosophy of Nursing Facility Case Management

The State of Washington is among the nation’s leaders in rebalancing institutional and community-based long-term care services.  The Washington State legislature recognized the desire of most people to maintain as much independence as possible in lesser cost settings and as a result passed legislation directing the department to expand the options available to long-term care clients beyond nursing facility care (Chapter 74.39 RCW, Chapter 74.39A RCW, and Chapter 70.41 RCW).  This legislation also directed that the department provide discharge planning for individuals to assist them in moving to the least restrictive setting of their choice.



ALTSA continues to work actively with clients from the point of admission to a nursing facility to achieve the client’s discharge goals and potential.  This includes meeting face-to-face with clients early in their admission and working with families and staff at the facility to advocate that therapies, treatments and teaching is provided in a timely fashion. The goal is for clients to receive services in the least restrictive, most appropriate setting that meets the client’s care needs while honoring client choice and preference.



ALTSA embraces the belief that clients with very high care needs can be cared for and supported in a variety of settings through the implementation of waivers and state plan services that provide alternatives to nursing facility care.  ALTSA’s mission has been, and continues to be, to provide an array of long-term care options from which clients and their families can choose.


[bookmark: _The_Role_of]The Role of the Nursing Facility Social Worker
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The discharge planning responsibilities of nursing facility staff are governed by WAC 388-97-0080, WAC 388-97-0120, 42 CFR 483.12, and 42 CFR 483.20: 



· 42 CFR 483.12 requires that when a resident’s health improves sufficiently, the resident can be discharged with appropriate notice. Facilities are required to provide sufficient preparation to the resident to ensure safe and orderly transfer. 

· 42 CFR 483.20 requires that the facility conduct initial and periodic comprehensive assessments (there are timeframes established in federal rule). 

· 42 CFR 483.25 requires the assessment include the services needed to attain the resident’s highest physical, mental and psychosocial well-being possible. 



The care plan must include a summary of the resident’s stay and final status, and a post discharge plan of care. The nursing facility staff should work collaboratively with the NFCM to provide and ensure a smooth discharge plan.  
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HCS provides nursing facility case management by working with HCS/AAA/DDA staff, the client, family members/informal supports, nursing facility staff, the client’s physician, and community providers to assist clients in accessing services in the community.



Nursing facility case managers (NFCMs) are responsible for discharge planning and case management for:

1 Dual eligible clients (Medicare clients who also have Medicaid as a secondary payment source).

2 Medicaid applicants/recipients who need nursing facility payment to cover the cost of their care.

3 Private pay clients, when requested and as time allows.



A NFCM should not wait for communication from the nursing facility informing them that a client is ready for discharge.  Instead, the NFCM should be actively involved with the client at the earliest possible time to work with the client, family, the NF, and community providers to remove/address barriers to discharge.



Note:  For more information on case transfer timeframes for when an in-home client enters an institutional setting, see the Case Transfer section of LTC Manual, Chapter 5.



NFCMs:

1. Are familiar with the nursing facility administrator, the Director of Nursing, the social worker(s) and the discharge planner(s) in their assigned facilities.

2. Conduct a face-to-face visit for each newly admitted Medicaid and dual eligible client within 30 calendar days to begin to dialog about community options and the steps/desire for discharge.

3. Monitor and document all work towards the discharge goals of identified clients in CARE.

4. Provide information to the facility staff and clients of what services ALTSA has available.



Tips:

· Obtain a copy of the nursing facility census on a weekly basis to confirm the number of newly admitted/discharged Medicaid only and dual eligible (Medicaid/Medicare) clients.

· Bring ALTSA informational pamphlets to nursing facilities as resource materials for clients and families.  

· Attend applicable client care conferences with nursing facility staff to keep apprised of discharge potential and progress towards discharge goals. 





Nursing Facility Case Management and Relocation



Nursing Facility Case Management and Relocation
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Before placing a client in a nursing facility from a community setting:



1. Make sure the client meets nursing facility level of care (NFLOC) per the NFLOC assessment in CARE:

a. Complete the NFLOC assessment by completing the NFLOC screen in CARE (unless other arrangements have been made).

i. All clients who are eligible for a LTC waiver such as CFC or CFC+ COPES are eligible for admission to a nursing facility and do not need to be re-assessed prior to completing the NFLOC screen (a NFCM can use a DDA assessment to complete the NFLOC assessment in CARE, when needed).  

ii. Client’s medical chart, nursing assistant notes, and staff interviews and other records can be used to supplement interviews with the client to assess activities of daily living, cognition, etc. to perform the NFLOC assessment for clients on state plan services such as MPC or Chore, as well as for Medicaid recipients/applicants (clients who are receiving Medicaid, but not home and community programs). 

2. Document in the SER:

a. The reason for placement in the nursing facility.

b. A discussion with the client/representative of attempts to explore other setting options available to the client and/or the client’s representative*.  



*Note: If eligible, clients may choose nursing facility care regardless of the alternatives available, but the placement worker must explain and offer all options and document the discussion in the SER.  



3. Assist the client in finding a Medicaid-certified nursing facility by using NF Compare, if necessary.  

· Medicaid-certified nursing facilities may not discriminate against Medicaid clients per WAC 388-97-0040.  

· Do not admit clients to a facility that has a “Stop Placement”.  Residential Care Services Division (RCS) may issue a “Stop Placement” when a nursing facility is in violation of its contract.  Do not admit new clients until the “Stop Placement” has been rescinded by RCS.  The RCS district manager may approve readmission for clients on a case-by-case basis while a stop placement is in effect.

4. Verify that a PASRR Level I Screening Form was completed prior to admit. For more information, read the PASRR FAQs.

a. If the PASRR Level I was not performed prior to admit, the case manager should complete the form, including making referrals for a Level II if indicated. Inform the nursing facility Discharge Coordinator that the admission should not have occurred without the PASRR process being followed. 

b. If a Level II PASRR evaluation was indicated on the Level I PASRR form, verify the PASRR Level II was completed and the NF has a copy of the results. Make a note in the SER to indicate the evaluation was performed.

5. Obtain HCS management approval for placement per local policy and authorize placement.  Document receipt of approval in the SER.

6. To begin payment and document nursing facility eligibility, submit the electronic DSHS 14-443 form to financial, and include the following:

· The date of the request for assessment.

· If the client is functionally eligible or if the level of impairment does not meet nursing facility eligibility.

· Date of admit.

· Name of the facility.

· If the client is likely to meet/exceed 30 days.  (This indicates the NFCM’s good faith belief that the client will be residing in the facility for less or more than 30 days based on the information they have available.  Financial uses this information to determine which program rules to apply for the facility stay and to complete the award letter which allows the facility to be paid.)

· Date of discharge, if applicable.  Complete this box if the client has already discharged from the facility at the time you determine NFLOC.  Also include the setting to which the client discharged and which program was used, if services were authorized.

· Click here for more information on how the “payment begin date” is determined.



Note:  Did you know there is an NFCM automated tickler in CARE that will generate 30 days after a client is determined “Yes” for NFLOC and “Yes” for Expected Discharge within 30 days?



7. Send a copy of the CARE Assessment Details to the nursing facility upon request. The service summary does not need to be signed for placement purposes.  

8. End date all open authorizations effective the day prior to the admission.

9. If the client was receiving personal care services, send a Planned Action Notice, notifying the client of the termination of services in the community (reason is “Other-Nursing Facility Placement”; supporting WAC is 388-106-0030; 388-106-0015, 388-106-1300). 

10. Transfer/assign the case to the NFCM per local transfer policy, when applicable (see Case Transfer Protocol for Institutional (Hospital, Nursing Facility, or ICF-MR) Settings for more information)

11. Do not inactivate the client in CARE; the NFCM will determine and monitor discharge planning. 

12. The NFCM should conduct a face-to-face visit for each newly admitted Medicaid and dual eligible client within 30 calendar days to begin to dialog about community options and the steps/desire for discharge.





Note:  For more information on case transfer timeframes for when an in-home client enters an institutional setting, see the Case Transfer section of LTC Manual Chapter 5: Case Management.



Note: The Veterans Affairs Registered Nurses (VARN) determines eligibility for all state Veteran’s home placements.

[bookmark: _Admission_of_Children]
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*Note: for individuals discharging from a hospital setting and whose PASRR Level I screening indicates that a Level II assessment is required, NFLOC must be determined prior to admission to the nursing facility. (See PASRR FAQs for more information.)



In the absence of a local agreement, for home and community-based clients who are admitted from the hospital, Medicaid-funded clients, or for residents who apply for Medicaid, within the first 10 calendar days of admission/application date, the NFCM, must:



1. Ensure the client meets nursing facility level of care (NFLOC) per the NFLOC assessment in CARE:

a. Complete the NFLOC assessment by completing the NFLOC screen in CARE (unless other arrangements have been made).

i. All clients who are eligible for a LTC waiver such as CFC are eligible for admission to a nursing facility and do not need to be re-assessed prior to completing the NFLOC screen (a NFCM can use a DDA assessment to complete the NFLOC assessment in CARE, when needed).  

ii. Client’s medical chart, nursing assistant notes, and staff interviews and other records can be used to supplement interviews with the client to assess activities of daily living, cognition, etc. to perform the NFLOC assessment for clients on state plan services such as MPC or Chore, as well as for Medicaid recipients/applicants (clients who are receiving Medicaid, but not home and community programs). 

iii. Explain and consider authorizing Housing Maintenance Allowance  for clients likely to return to their own home within 6 months.

iv. If the NFLOC assessment was not a face-to-face, conduct a face-to-face visit for each newly admitted Medicaid and dual eligible client within 30 calendar days to begin to dialog about community options and the steps/desire for discharge.

v. If the client was a SNF resident prior to the hospitalization and is returning to the same facility where they resided prior to the hospital stay, no new NFLOC is required.

vi. If the client was a SNF resident prior to the hospitalization and is returning to a different facility than the one they resided in prior to the hospital stay, a new NFLOC must be performed and documented in CARE. 



b. Verify that a PASRR Level I Screening Form is completed. For more information, read the PASRR FAQs.

i. If the PASRR Level I was not performed prior to admission, the case manager should complete the form, including making referrals for a Level II if indicated. 

· Inform the nursing facility Discharge Coordinator that the admission should not have occurred without the PASRR process being followed.

· Make a report to CRU regarding the admission without the PASRR being completed.

ii. If a Level II PASRR evaluation was indicated on the Level I PASRR form, verify the screening for specialized services was complete and the NF has a copy of the PASRR Level II. Make a note in the SER to indicate the screening was performed.



Note: Unless other agreements have been made, if the case is being retained by AAA or DDA, the NFLOC assessment in CARE can be completed by either the AAA or DDA case manager, coordinating with the NFCM as necessary.



2. For Classic Medicaid clients, complete and submit the electronic 14-443 to financial (unless already sent by RCCM/AAA/DDA) and complete the Nursing Facility Placement section by checking/filling in the appropriate boxes, including each of the following:

a. The date of the request for assessment.

b. If the client is functionally eligible or if the level of impairment does not meet nursing facility eligibility.

c. Date of admit.

d. Name of the facility.

e. If the client is likely to meet/exceed 30 days.  This is the NFCM’s good faith belief regarding the anticipated length of time the client will be residing in the facility (indicating or more than 30 days) (indicating either less or more than 30 days).  Financial uses this information to determine which program rules to apply for the facility stay and to complete the award letter which allows the facility to be paid.

a. If it was anticipated the client’s stay would not exceed 30 days and it does, the NFCM must inform the financial worker using the electronic 14-443.

f. Date of discharge, if applicable.  Complete this box if the client has already discharged from the facility at the time you determine NFLOC.  Also, include the setting the client discharged to and which program was used, if services were authorized. 

3. Click here for more information on how the “payment begin date” is determined for Classic Medicaid clients.

4. For MAGI clients, complete the 15-442, ensuring that all of the Nursing Facility Placement section is complete. (See the section on Clients on MAGI for payment information clients on an Apple Health managed care plan).

5. If the client was receiving personal care services prior to admitting to the hospital, send a Planned Action Notice, notifying the client of the termination of services in the community (reason is “Other-Nursing Facility Placement”; supporting WAC is 388-106-0030; 388-106-0015, 388-106-1300). 

6. Monitor and document progress towards discharge in the SER, when appropriate.

7. Coordinate with nursing facility staff and other case managers.  Do not rely on nursing facility staff to call when the client is ready to discharge.  The work of a NFCM begins when the client is admitted to the nursing facility.

· Attend care conferences as needed.

· Work with the AAA, DDA and/or other HCS staff regarding clients who are returning home within 30 days.



Note:  If a client on a LTC waiver was placed into the nursing home from the hospital, there is no need to have them sign an Acknowledgment of Services form.

[bookmark: _How_is_the_1]How is the Payment Begin Date Determined?

For Medicaid Recipients: To ensure timely hospital discharge of Medicaid-eligible individuals, Medicaid payment begins on the date of the request for a NFLOC assessment or the date of admission to the NF, whichever is later (including swing beds).  The nursing facility requests a NFLOC through the intake process. Nursing facilities must request NFLOC assessments before or on the same day of admit to be guaranteed payment (this includes weekends).  



For Medicaid Applicants: NFs must request assessments for Medicare/private-pay NF residents converting to Medicaid as soon as it is determined that the resident will likely need Medicaid funding.  Medicaid payment will being on the date:



· The financial application for NF care was received; or

· Nursing facility placement; or

· When the client is functionally and financially eligible.



Payment can begin no more than three months prior to the first day of the month in which the financial application is received.  
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[bookmark: _PRE-ADMISSION_SCREENING_&_1]The Apple Health (AH) managed care program is a managed medical care program that serves over 1 million Medicaid clients statewide. This program is administered by the Health Care Authority (HCA) which contracts with managed care health plans to provide comprehensive medical care including preventative, primary, specialty and ancillary health services to all eligible clients in the state. 



The Apple Health contract with the managed care organizations (MCOs) includes a rehabilitative and skilled nursing facility benefit as part of the medical benefits covered by the Health Care Authority.  The MCO is responsible for paying for rehabilitative or skilled nursing days in a nursing facility if the MCO authorized the stay. The contract requires the MCO to provide a written authorization approval or denial to the nursing facility for any stay.  The facility will use this authorization to bill for services. HCA’s revised Nursing Facility Billing Guide provides detailed instructions regarding the responsibilities of the hospital discharge planner and the nursing facility. 

How do I know if the resident is enrolled in an AH MCO?



Staff can verify real time enrollment in an AH MCO in ACES online. From the client summary screen select ‘Medical Information’ under the Details tab. You will see the ProviderOne ID for the client and AH MCO the client is enrolled in.
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Can an AH MCO enrollee transfer to another facility?

Yes, but the transfer must be coordinated with the MCO responsible for payment of the stay. The facility needs to contact the MCO to authorize and coordinate services. 

Does a NFLOC need to be completed for an AH MCO enrolled resident?

It depends on the circumstance:



1. If the client is covered by the AH MCO rehab or skilled nursing benefit, then no NFLOC is required.  Always refer the nursing facility to the AH MCO if there are questions regarding the client’s MCO benefit.



2. If a client is not admitting to the nursing facility under a benefit covered by the MCO, enrolls in an AH MCO after date of admit, or if the client’s rehab or skilled nursing benefit is ending (or has ended) with the AH MCO, the facility must notify HCS of a need for assessment by requesting a social service intake. The NFCM must determine NFLOC. The NFCM must notify HCA whether or not the client meets NFLOC by completing the NFLOC Determination for MAGI form in Barcode (15-442). Make sure to include all information requested (HCA cannot determine payment start date if the form is not accurate). The record will be available for HCA to review in the electronic client record (ECR).



If the client meets NFLOC, the payment begin date for the NF is based on the following:

For Medicaid Recipients:
To be guaranteed payment,  nursing facilities must request a NFLOC assessment for a client not admitting with coverage from an MCO, enrolls in an AH MCO after date of admit or as soon as it is determined the MAGI client’s skilled nursing or rehab benefit will be ending to be guaranteed payment (this includes weekends).  Medicaid payment begins on whichever is later: the date of the request for a NFLOC assessment or the date of admission to the NF.

For Medicaid Applicants:

For applicants, the department may back date the institutional date up to three months prior to the date of application as long as the client is otherwise eligible. To determine financial and functional eligibility, NFs must request a NFLOC assessment and assist the client in applying for Medicaid on HealthPlanFinder as soon as it is determined a resident will likely need Medicaid funding. 



See the section of Chapter 10 of the LTC Manual titled: Clients that Do Not Meet Nursing Facility Level of Care? for more information regarding if the client does not meet NFLOC.

What action should I take if I become aware that an AH MCO enrolled resident would like to discharge?

The nursing facility social worker should coordinate with the MCO, and the MCO should coordinate with the NFCM. This will include contacting the MCO to inform them that the client remained in the facility following the end of the rehab/ skilled nursing benefit and is now ready to discharge (the MCO may not be aware of this). The NF SW or the NFCM should contact the MCO when the resident is preparing for discharge as the MCO is responsible for coordinating care. The NFCM should complete an assessment prior to discharge, as necessary. 



Do we need to send a 14-443 on MAGI clients?

If the client is MAGI do not send a 14-443 to financial staff unless the client can only be served under a HCB Waiver and not MPC upon discharge. Financial workers will not make eligibility changes for Individuals eligible for MAGI even if the client is in a NF for 30 days or more. 

PRE-ADMISSION SCREENING & RESIDENT REVIEW (PASRR) 

[bookmark: _Frequently_Asked_Questions]Frequently Asked Questions



[bookmark: _Toc508768332][bookmark: _Toc508768547][bookmark: _Toc508768581][bookmark: _Toc508777524][bookmark: _Toc508778188][bookmark: _Toc508778237][bookmark: _Toc508778667][bookmark: _Toc508778724][bookmark: _Toc91995901]What is PASRR?

Federal regulations (42 CFR §483.100 – 138) require that all individuals applying for or residing in a Medicaid-certified nursing facility be screened to determine whether they:

1. Have serious mental illness or an intellectual disability or related condition; and if so,

1. Require the level of services provided by a nursing facility; and if so

1. Require specialized services beyond what the nursing facility may provide.



The Level I Pre-Admission Screening and Resident Review Form was recently revised.  The Level I form documents the first level of screening.  If serious mental illness or intellectual disability or a related condition is identified or credibly suspected, a Level II evaluation is required to confirm that identification, determine whether the individual requires nursing facility level of care, and determine whether specialized services are required.  



Who should be screened under PASRR?



Everyone seeking nursing facility placement to a Medicaid-certified nursing facility, whether funded by Medicaid or a non-Medicaid source, must be screened prior to admission.  

	

Who completes the Level I pre-admission screening for people coming from a hospital?



Any professional who is referring an individual for admission to a nursing facility may complete the Level I PASRR form. The form may also be completed by designated HCS or DDA staff who are facilitating the referral. 

The nursing facility is responsible for ensuring that the form is complete and accurate before admission.  After admission, the NF must retain the Level I form (and the Level II, if applicable) as part of the resident record. In the event the resident experiences a significant change in condition, or if an inaccuracy in the current Level I is discovered, the NF must complete a new PASRR Level I and make referrals to the appropriate entities if a serious mental illness and/or intellectual disability or related condition is identified or suspected.



Who completes the Level I pre-admission screening for individuals coming from their own homes or from a residential setting?



· The referring physician or ARNP should complete the form.

· For Medicaid funded clients, the HCS, AAA, or DDA worker should verify that the screenings are complete for current clients being placed in a NF.

· DDA may complete the Level I screening for DDA clients who are being admitted to a nursing facility directly from home.



Are there exceptions to a Level I being completed?

Level I screens are not required for individuals who are:

· Transferring from one NF to another NF; or

· Being readmitted to the same NF following hospitalization (applies only if a Level I PASRR screen had been previously completed and is still applicable to the individual’s status).  



What happens if someone meets the PASRR criteria for PASRR Level II?



The referral source will contact DDA and/or the mental health (MH) contractor for an evaluation. (See DDA PASRR and the MH PASRR  Internet sites for a list of evaluators.)



1. Unless the individual meets criteria for an exempted hospital discharge, a DDA assessor or MH contractor must perform a Level II evaluation to verify the diagnosis prior to admission to the nursing facility, determine whether nursing facility placement is appropriate, and determine whether the person needs specialized services.  If the person has both a serious mental illness and an intellectual disability or related condition, the individual must receive a Level II evaluation from both DDA and MH.  

2. It is the nursing facility’s responsibility to ensure that a potential resident has a completed PASRR Level I screening and, if necessary, a Level II evaluation prior to admission into the facility. 
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Are there exceptions to a Level II evaluation being completed?



Per 42 C.F.R. §483.104, a person may be admitted to a NF without a PASRR Level II when he or she: 

1. Admitted to the NF directly from a hospital after receiving acute inpatient care at the hospital; 

2. The NF admission is to treat the condition for which the person was hospitalized; and

3. The person’s attending physician, ARNP, or physician’s assistant certifies that the person requires fewer than 30 days of nursing facility services (Level II required by Day 31 if stay unexpectedly exceeds 30 days). 



Is a NFLOC needed for a client who meets the PASRR level I screen?



For individuals who have a positive Level I screening and require a Level II evaluation, HCS, AAA or DDA completes the NFLOC assessment prior to admit.  Unless other agreements have been made, if the case is being retained by AAA or DDA, the NFLOC assessment in CARE can be completed by either the AAA or DDA case manager, coordinating with the NFCM as necessary.



What are “specialized services”?

“Specialized services” is a term used in federal PASRR regulations (42 CFR §483.120) to describe  any services or equipment that are (1) recommended in a Level II evaluation to meet the needs of individuals with serious mental illness or an intellectual disability or related condition, and (2) exceed the scope of services normally provided by the nursing facility.



What if a Nursing Facility finds that a person’s condition has changed after admission? 

The NF must complete a new PASRR Level I and make referrals to the appropriate entities if a serious mental illness and/or intellectual disability or related condition is identified or suspected. The NF should promptly refer residents to DDA or the local MH evaluator who:

· Already have a mental illness or developmental disability and show a significant change in condition (improving or declining).

· Develop a serious mental illness and may need a Level II evaluation.
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The Behavioral Health and Service Integration Administration (BHSIA) is responsible for contracting with all Level II PASRR contractors who conduct evaluations related to mental illness. For questions about BHSIA contracted PASRR evaluators, please contact Sharon Rushing at 360-725-1478. 



The Developmental Disabilities Administration (DDA) is responsible for conducting Level II evaluations related to intellectual disability or related conditions. For questions about the DDA evaluators, please contact your local DDA PASRR Coordinator.



What if I have other questions about this process?

For other questions about PASRR, please refer to your regional HCS or DDA office or your local Residential Care Services (RCS) field manager. 
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The nursing facility must request a determination of NFLOC when:

· A new Medicaid client has admitted from the hospital

· A current resident is converting from Medicare to Medicaid

· A current resident’s rehab or skilled nursing benefit has ended with the AH MCO

· There has been an improvement in the health of a current resident sufficient so the resident may no longer need nursing facility level of care.



If the client does not meet nursing facility eligibility 1) at time of admit to the nursing facility or 2) at any time subsequent to admit:



· The NFCM must send the client a Planned Action Notice per normal procedures based on the assessment that determined the client does not meet nursing facility level of care (see Placement: From the Community Setting HCS/AAA/DDA for information regarding when an initial assessment is necessary.  See CARE Online Resources for information regarding PANS).  

· The NFCM will send notice to the nursing facility that the client no longer meets NFLOC and that payment will end in 30 days (see sample letter in Appendix). 

· A copy of the letter saying payment to the facility will end must be provided to the client. 

· The facility must initiate discharge of a resident who does not require nursing facility care (WAC 388-97-0100).

· The facility must send a 30-day notice to the client, the client’s surrogate decision maker and, if appropriate, a family member or the client’s representative.  

· The notice to the client and representative(s) must include the reason for denial and their right to a fair hearing, per RCW 74.42.450. 

· ALTSA’s policy is to authorize payment for 30 days or until the client is discharged, whichever is earlier:

· Client must meet financial eligibility in order for the facility to be paid.

· Payment will be made from state funds to the nursing facility:

· Continue to work with the client on discharge planning options and document all efforts.

· If the case manager observes that a facility has a pattern of admitting clients who do not meet NFLOC or that does not initiate determination of level of care for residents whose health has improved, notify the chain of command and call the Complaint Resolution Unit (CRU) hotline with specific concerns.  

· To facilitate payment to the NF using state funds:

1. Upon completing the NFLOC assessment and determining NF level of care is not met:

a. The case worker indicates on the NFLOC screen that the client does not meet NFLOC with the date of the determination.

b. The case worker assigns RAC 3301 in CARE, but no authorization is created.

            

2. After the client discharges from the SNF the case worker completes in Barcode either form 14-443 (Financial/Social Services Communication) or 15-442 (NFLOC for MAGI) indicating that NFLOC is not met and includes the following statements in the Comment box of the 14-443 or 15-442 (see sample below):

a. The client has been assigned RAC 3301

b. The RAC was added in CARE by the case manager and sent to P1

c. The dates of service to be paid using state only funds. 

d. The date of discharge (date of discharge is not paid, per the NH billing guide)  

[image: ]

3. The SNF bills as usual:

a.    HCA’s NH Billing unit will look for the 14-443 or 15-442 in Barcode and process claims when NFLOC is not met and the RAC and discharge information is provided.

b.   If NFLOC is not met per the 14-443 or 15-442, but RAC and discharge information is not provided, payment is “on-hold” until clarification is received (not denied, but not paid)

c.    If there is no 14-443 or 15-442 in Barcode, claim is denied per usual procedure and facility must contact case worker to get it completed. 
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[bookmark: _Determining_and_Documenting][bookmark: _How_is_the]

[bookmark: _Monitoring_Discharge_Potential_1]Determining and Documenting Discharge Goals



The NFCM will:

1. Continue to monitor the client’s goal, motivation, and ability to transition back to a community setting.

2. Visit the client and inform the client and/or family/representative, as appropriate, of case management services.

3. When appropriate, work with the client, nursing facility staff, and family to help the client relocate to a community based setting.  

4. Offer support to the client, the family and/or representative by addressing concerns regarding care in the nursing facility or other quality of life issues.

5. Monitor progress towards discharge goals and encourage progress towards the highest level of functioning possible.

6. If it is not feasible for the client to return to their own home, talk to the client, their family/representative, and/or his/her case manager about other living situations such as adult family homes or assisted living facilities.  In coordination with the nursing facility staff, contact AFHs and ALFs to determine if they have openings and discuss the client’s care needs to learn if they would be interested in meeting the client.

7. Encourage the education of clients so that they are able to address their own care needs, such as self-medication programs, nutritional programs, or home evaluations.

8. Document progress towards discharge in the SER and update applicable screens in CARE.



Tip:  The client’s wishes should be the primary influence regarding discharge plans; family desires should be considered in discharge planning, but should not be the sole source.

[bookmark: _No_Current_Discharge]No Current Discharge Plan/Goal

Some individuals or their family may not be interested in discussing returning to the community. For clients who do not have a current discharge plan or do not currently expect to return to a community, offer ongoing support to the client, family and/or representative by addressing concerns regarding care in the nursing facility or other quality of life issues and continue to support all efforts towards reducing or eliminating discharge barriers. If, after 6 months, the client has not made any progress towards discharge planning, you may:



1. Inactivate the client in CARE using the “No Current Discharge Plan” code.  

2. Best Practice: Follow up with clients at least annually to determine if interest/ motivation to return to the community have changed.



Note:  For DDA clients, move the LTC assessment to history and remove yourself from the CARE team on the Overview screen.  Do not inactivate the client in CARE.  




Ready for Discharge



When the client chooses placement in a less restrictive setting, the NFCM will:



· If the client meets eligibility criteria for Roads to Community Living, enroll the client on the RCL Enroll/Disenroll screen in CARE. (See the RCL Chapter of this manual for length of stay and other eligibility requirements. Follow all RCL protocols and procedures as noted in the chapter.)

· Perform an assessment (initial, significant change, or reapply)

· For DDA clients, contact the DDA case manager to initiate the completion of a DDA assessment and to coordinate any discharge resources that may be needed.

· Develop an individualized plan that reflects client choice and their specific care needs. Document in a SER the client’s informed decision regarding setting and care.

· If appropriate, authorize Discharge Resources

· Within 7 days of discharge, update the following in CARE (whether or not the assessment is ready to move to Current or History):

· Discharge date on the NFCM Screen (If the client discharge on RCL, update the Discharge Date on both the NFCM and the RCL screens.)

· Residence Screen. 

· Choose the appropriate Residence Type in addition to updating other residence information. The dropdown options under Residence Type include Correctional Facility, Homeless, Medical Hospital, Psychiatric Hospital, as well as every residential and in-home setting, including if the individual is living with a relative. 

· The Start Date should be the same as the Discharge Date (the State Date field can be manually corrected on the Residence screen.)

· On the CARE Plan:

· Program (only choose RCL if the client has been enrolled on the RCL Enrollment Screen)

· Setting

· For the discharge to be included on the monthly NFCM report, move the assessment to Current/ History:

· Do not delay assisting a client to transition until the assessment is in Current, but move the assessment as soon as the care plan is in place.

· If the client is making an informed decision not to receive personal care, the assessment can be moved to History, but must have all “green diamonds” to count for the purposes of the report.





[bookmark: _Case_Transfer_Protocol]



[bookmark: _Case_Transfer_Protocol_1]Case Transfer Protocol for Institutional Settings (Hospital, Nursing Facility, or ICF-ID) 



The intent of this case transfer policy is to encourage coordinated discharge/treatment planning in the best interest of the client. The AAA Case Manager (CM) or DDA Case Resource Manager (CRM) should collaborate with HCS CM to determine if and when a case transfer is appropriate for a client who intends to return to an in-home setting.  



In that regard, AAA, DDA and/or HCS staff may:

· Assess client in NF or hospital

· Determine NFLOC in the NFCM screen of CARE

· Attend care conferences at the hospital, NF, or ICF-IDs

· Access discharge resources for clients

· Review charts and/or files

· Request Housing Maintenance Allowance (HMA)	



Timeline Benchmarks 



Client may remain with AAA/DDA for 30 days from initial admit to NF regardless of subsequent changes in institutional setting (hospital, SNF, ICF-ID).  Client may be kept longer if return to in-home setting is imminent. 



If a hospital stay goes beyond 30 days, AAA CM or DDA CRM may coordinate with HCS CM regarding possibility of transfer to HCS.



If client does not intend to return to in-home setting, AAA/DDA may transfer client to HCS immediately.  See Case Management Section of the Long-Term Care Manual.





[bookmark: _PRE-ADMISSION_SCREENING_&][bookmark: _Discharge_Resources]Discharge Resources

[bookmark: _Medical_Institution_Income_Exemptio][bookmark: _Medical_Institution_Income][bookmark: _Housing_Maintenance_Allowance]Housing Maintenance Allowance (HMA) 



		Housing Maintenance Allowance:  The HMA is income, up to 100% of the Federal Poverty Level, that the client can keep in order to maintain his/her residence during a NF or institutional stay.  WAC 182-513-1380  



		Who is eligible?

		A single client applying for HMA must be:

1. A Medicaid recipient.

2. Certified by a physician that he or she will likely be institutionalized in a NF or Medical Institution for no more than six months.  



A married client may be eligible if both members of the couple are residing in a NF or receiving Housing Maintenance Allowance and one of them is likely to return to their place of residence within six (6) months. A married client whose spouse is not institutionalized is not eligible for the HMA. 



		What is covered under the HMA?

		The client is allowed to keep monthly income up to 100% of the federal poverty level to maintain his/her residence for things such as rent, mortgage, property taxes/insurance, telephone (basic land-line), and basic utilities.  The HMA does not include recreational or diversional items such as cable or internet connection. 





		How do I authorize HMA?

		1. Consult with the financial worker to determine the first month that an HMA could be authorized.

2. Verify the cost to maintain the residence using things such as canceled checks, bills or receipts.

3. Request written verification from the client's physician that the client is likely to return home within six months using the HMA letter DSHS form 14-456.

4. Place the itemized documentation and the completed DSHS form 14-456 from the physician in the client’s file.

5. If the physician indicated on the 14-456 the anticipated  institutional stay will be six months or less:

a. In Barcode, list the monthly expenses and calculate the exemption on the DSHS form 14-443 (HCS/AAA staff) or on DSHS Form 15-345 (DDA staff).

6. If the physician indicated on the 14-456 the individual is not likely to return home within six months:

a. Indicate on the DSHS form 14-443 (HCS/AAA staff) or on DSHS Form 15-345 (DDA staff) that an HMA was requested and denied and send it to the financial worker.

7. List detail of the action in the CARE SER under Activity Code “NFCM”.



Note: If the AAA/DDA worker retains case management of the case, the completion of the HMA is his/her responsibility. 



		When do I authorize this service and for how long?

		The HMA begins on the first of the month (as stated on the DSHS 14-456) and ends when the client is discharged from the facility or at the end of six months, if the client is not discharged.  HMA should not be requested for a month in which the client does not have participation (i.e. the first month of admission or when Medicare is the only payment source).  For non-SSI clients, circumstances must be reviewed after 90 days and financial must be informed of the need for an extension or termination of HMA.  If it is determined that the client no longer has discharge potential, terminate the HMA and notify financial. If a client is discharged to home and later re-admitted, you may reauthorize the HMA.   



		What if it is a Temporarily Institutionalized SSI Recipient?

		· SSI only income: Upon NF admission, the client’s SSI income is exempted; therefore, these clients are not eligible for a HMA.  

· SSI/SSA (or some other income): Authorize the HMA taking into consideration the client’s SSI income for the first 3 months. 

· SSI income would need to be subtracted from the total need, since this income is available to the client for the first 3 months.



If the client continues to need NF care following the first 3 months and has additional income such as SSA, pension, retirement, etc., authorize an income exemption for 3 additional months.





		Are ETRs allowed for HMA?

		· If the client has only SSI income and requires NF care following the first three months of institutional care, a local ETR for a Residential Care Discharge Allowance (RCDA) can be authorized to maintain the client’s residence.   However, this ETR can only be authorized for three additional months.

· No ETRs are allowed for HMAs longer than six months.

· No ETRs are allowed for amounts over the federal poverty level per month.












[bookmark: _Community_Transition_Services_(CTS)][bookmark: _Community_Transition_Services]Community Transition Services (CTS)



		Community Transition Services (CTS): CTS is money used to purchase one-time, set-up expenses necessary to help relocate clients discharging from an institutional setting to a less restrictive setting (see WAC 388-106-0270) 



		Who is eligible for CTS?

		HCS/AAA clients who are receiving Medicaid long-term services who:

· Are discharging from a nursing facility, institution for mental disease (IMD) or intermediate care facility for individuals with intellectual disabilities (ICF-ID) to a home and community based setting; and  

· Will be receiving Community First Choice (CFC) services upon discharge



CTS funds must be considered before you use RCDA state funds.



		What is covered under CTS?

		Services may include:

· First month’s rent, deposits, safety deposits

· Utility set-up fees or deposits

· Health and safety assurances, such as pest eradication, allergen control, or one-time cleaning fees prior to occupancy

· Moving fees

· Furniture, essential furnishings, and basic items essential for basic living outside the institution

· The provision of services that increase independence or substitute for human assistance to the extent that expenditures would have been made for the human assistance, such as non-medical transportation services or purchasing a microwave. 



CTS cannot be used to authorize environmental modifications.  If a client transitioning from a congregate setting needs an environmental modification completed prior to discharge, that service must be accessed via COPES or RCDA depending on eligibility. 



		What is not covered under CTS?

		· Federal rules require that services do not include recreational or diversional items such as television, cable or DVD players.

· CTS does not pay for items or services paid for by Medicaid or other programs and resources.  



For eligible clients, the RCDA can be used in combination with CTS for items/services not covered under CTS.  



		How much can I spend?

		The amount that can be used for CTS is $850.  



Note:  If both CTS and RCDA funds are being authorized the “combined” costs cannot exceed $850 without an approved local ETR. 



		Do I need a provider contract?

		If the DSHS payment system will pay directly for a service or item, a contract is required for all CTS providers.  

· Check to see if the provider has an existing contract for the service or goods that will be provided (e.g. Community Transition and Training Contract with a CTS/RCDA subcode).  

·  If there is not an existing contract, pursue the appropriate contract before authorizing services. Providers must also meet all other obligations associated with the contracting process such as background checks, Medicaid Provider Disclosure Statement and insurance requirements, when applicable.  

· For one-time payment for deposits or set up fees, the Special Considerations contract can be used.

· NOTE: 

1. A contract is not required if another payment mechanism is utilized. Options include:

a. Using a PCard (state issued credit card available to HCS staff); or 

b. Authorizing a contracted individual transition services provider to pay for deposits and set-up fees directly and be reimbursed. 

i. Compensation to the contracted provider for issuing payment does not count towards the CTS $850 limit.   





		How do I authorize CTS?

		1. Perform a CARE assessment to determine/document the need and plan of care for the CTS.

2. The Sustainability Goals screen in CARE can be used as part of transitional case planning and as a communication tool with contracted providers.

3. Move the assessment to Current.  The CTS provider may be used as the paid provider.

4. Document the extent of services provided and the cost in the CARE SER;  for NF discharges use Activity Code “NFCM” 

5. Assign the applicable CFC RAC and authorize the items or services using the appropriate code(s). The total cannot exceed $850. 

6. Place documentation for items and services purchased in the client record.

7. Send the client a Planned Action Notice.





		When do I authorize this service?

		This is solely for one-time payments to help a client establish a residence (no ongoing services/items). Only if the client has needs beyond what is covered under CTS, can RCDA also be used.  CTS funds can be accessed up to 30 days after discharge if the item/service is needed for a successful discharge and no other resource is available.     



You may use CTS each time the eligible client is discharged. 



		Are ETRs allowed for CTS?

		Yes, all CTS funds that exceed $850 must have an ETR approval from the Community First Choice Program Manager. Send ETR requests by choosing “Pending HQ Approval” in processing status and Tracey Rollins as the “Worker”.  Send a notification email to rollita@dshs.wa.gov with CTS ETR in the subject line.










[bookmark: _Residential_Care_Dischare][bookmark: _Residential_Care_Discharge]Residential Care Discharge Allowance (RCDA)

		Residential Care Discharge Allowance (RCDA):  RCDA are funds used to help clients relocate from institutional and other residential settings to a less restrictive setting.  WAC 388-106-0950; 388-106-0955



		Who is eligible for RCDA?

		You are eligible for a residential discharge allowance if you:

1. Receive long-term care services from home and community services;

2. Are being discharged from a hospital, nursing facility, a licensed assisted living facility, enhanced services facility, or adult family home to your own home;

3. Do not have other programs, services, or resources to assist you with these costs; and

4. Have needs beyond what is covered under the Community Transition Services (under CFC).

5. DDA clients who are being discharged from NFs only.



		What is covered under RCDA?

		Costs necessary to establish a residence are covered, which may include such items as rent, damage deposits, utilities, telephone, or the purchase of necessary equipment including handrails, ramps, assistive devices/furniture, bedding, and household goods/supplies.  The RCDA may also be used to fund trial visits in less restrictive settings. 



		What is not covered under RCDA?

		The RCDA does not pay for items or services paid for by other state programs, or Community Transition Services.  RCDA does not include recreational or diversional items such as television, cable, or DVD players. 



		When do I need a provider contract?

		If the DSHS payment system will pay directly for a service or item, a contract is required for all RCDA providers.  

· Check to see if the provider has an existing contract for the service or goods that will be provided (e.g. Community Transition and Training Contract with a CTS/RCDA subcode).  

·  If there is not an existing contract, pursue the appropriate contract before authorizing services. Providers must also meet all other obligations associated with the contracting process such as background checks, Medicaid Provider Disclosure Statement and insurance requirements, when applicable.  

· For one-time only payment for deposits or set up fees, the Special Considerations contract can be used.

· NOTE: 

1. A contract is not required if another payment mechanism is utilized. Options include:

a. Using a PCard (state issued credit card); or 

b. Authorizing a contracted individual transition services provider to pay for deposits and set-up fees directly and be reimbursed. 

i. Compensation to the contracted provider for issuing payment does not count towards the RCDA $816 limit.   



		How do I authorize RCDA?

		You must:

1. Perform a CARE assessment for clients discharging with long-term care services, to determine/document the need and plan of care for the RCDA.  If the client will not be discharging with long-term care services, document the client need and reason for the allowance in the SER.

2. The Sustainability Goals screen in CARE can be used as part of transitional case planning and as a communication tool with contracted providers.

3. Complete the Housing Modification Property Release Statement for all environmental modification authorizations if the client has a rental agreement.

4. Document the cost in the CARE SER under Activity Code “NFCM”

5. Authorize services and/or items using the appropriate code(s). The total cannot exceed $816. 

6. Place the verification for costs in the client record.

7. Send the client a Planned Action Notice. 



Note: The HCS social worker must coordinate and authorize RCDA for all DDA clients.



		When do I authorize this service?

		This is solely for one-time payments to help a client establish a residence (no ongoing services/items). RCDA funds can be accessed up to 30 days after discharge if the item/service is needed for a successful discharge and no other resource is available.     



You may use the RCDA each time the eligible client is discharged.



		Are ETRs allowed for the RCDA?

		Yes, all RCDAs that exceed $816 must have a local office ETR approval.





Nursing Facility Case Management and Relocation





[bookmark: _Assistive_Technology_1][bookmark: _Assistive_Technology]Assistive Technology

		Assistive Technology (AT):  AT Project funds may be used to purchase assistive devices and services, which have no other funding source.  The AT project is designed to:

1. Increase a person’s functional independence;

2. Maximize a person’s health and safety;

3. Increase the likelihood that adults in institutional settings will transition to their own homes and communities.



Please see Chapter 16: Assistive Technology from the LTC Manual for more information.





[bookmark: _Client_Intervention_Services_(CIS)_][bookmark: _Client_Intervention_Services]Client Intervention Services (CIS) and Independent Living Consultation (ILC)



		[bookmark: _Social/Therapeutic_Leave][bookmark: _Washington_Roads]Client Intervention Services (CIS) and Independent Living Consultation (ILC): These funds are available for specific, short-term, client intervention service needs not available through Medicaid or waiver services. 

HCS staff must receive approval from the Regional Administrator designee and AAA staff must receive approval from the AAA Director prior to authorizing CIS or ILC. 

The ETR process is not allowed for CIS or ILC services.

Please see the Client Intervention Services section of Chapter 6: Adult Protective Services and the Intervention Services Forms HCS Intranet site for more information regarding services available, authorizing services, contracting and spending limits.  








[bookmark: _Roads_to_Community][bookmark: _Social/_Therapeutic_Leave]Social/ Therapeutic Leave

		[bookmark: _Toc492371253]Social/ Therapeutic Leave:  The Department will pay the nursing facility for a Medicaid resident’s social/ therapeutic leave up to 18 days per calendar year.   See WAC 388-97-0160.



		What is covered under Social/ Therapeutic Leave?

		Social/ Therapeutic leave gives NF residents an opportunity to participate in: 

· Social/ Therapeutic activities outside the NF and beyond the care of the NF staff.

· Trial visits to less restrictive settings.

Social/ Therapeutic leave must not be used for medical care leave in another medical institution.  



		How is the NF paid?

		The department pays for up to 18 days (24 hr. periods) per calendar year for each Medicaid resident's social/ therapeutic leave.  The nursing facility must track the number of days spent per year.  NFs are required to notify the department of social/therapeutic leave in excess of 18 days per year through a Notice of Action (DSHS form 15-031).



		How do I know if an ETR is needed?

		NFs and/or the resident can request additional Social/ Therapeutic leave from the department in excess of 18 days per year.  





		Are ETRs allowed for Social/ Therapeutic Leave?

		1. Requests for ETRs for social/ therapeutic leave exceeding 18 days per calendar year may be approved with a local ETR.  ETR should be submitted via the electronic ETR process in CARE. ETRs that promote resident independence are appropriate.

2. Any requests for over 18 days of leave must be approved prior to the client taking the leave.

3. If an ETR for leave exceeding 18 days per calendar year is approved or denied you must:

· Notify the HCS Financial Worker using a Social Service/Financial Services DSHS 14-443 form, making a note in the Comments section;

· Document approval/denial in the SER; and 

· Send the client a Planned Action Notice.

Note:  Frequent or excessive social/therapeutic leave may indicate the resident has potential for NF discharge.  









Roads to Community Living (RCL)

		Roads to Community Living is a statewide, demonstration project funded by the “Money Follows the Person” grant. The purpose of the RCL demonstration project is to investigate what services and supports will successfully help people with complex, long-term care needs transition from institutional to community settings.  For clients meeting eligibility criteria, additional transition services are available both while the client is in the nursing facility and for one year after they have moved to the community.

See the RCL chapter of the LTC Manual for more information regarding eligibility and services offered.







[bookmark: _Washington_Roads_1]Washington Roads



		Washington Roads 

The lessons learned and cost savings seen through the first year of the RCL project helped convince the 2009 Washington State legislature to approve additional funding to relocate adults from institutions. This funding is for an additional package of services being named Washington Roads.  WA Roads services were previously available only to individuals transitioning from an institution to a community setting.  These services are now also available as a resource for challenging or complex cases involving individuals who are currently living in the community, but who are at risk of losing their placement. These services are funded using the enhanced match the state receives through RCL.

Individuals eligible for WA Roads while in an institution are:

 

· People age 18 and older with a continuous 30-day or longer stay in a hospital or nursing facility; and

· Medicaid recipients in the institution for at least one day or Fast Track eligible; and

Functionally and financially eligible (or Fast Tracked) for waiver/state plan home and community based services (HCBS). 

See the WA Roads section in the Case Management Chapter of the LTC Manual for more information regarding eligibility and services offered.
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[bookmark: _Report_Abuse,_Neglect,][bookmark: _Report_Abuse,_Neglect,_1]Report Abuse, Neglect, Exploitation and/or Abandonment





As an employee of DSHS, you are a mandated reporter:



Call and report any issues of abuse, neglect, exploitation, and abandonment of any nursing facility resident.  This report will remain confidential within the limits provided by law. For additional information regarding abuse, neglect, self-neglect, exploitation or abandonment, see the APS Chapter of the LTC Manual.



1-800-562-6078













[bookmark: _Out_of_State]Out of State Nursing Facility Placements



WA State Clients Placed in Recognized Bordering City Nursing Facilities

 

Clients placed in recognized bordering city nursing facilities for stays of 30 days or less, who intend to return to Washington, may receive coverage, if eligible.  WAC 182-501-0175 lists the bordering cities as:

· Idaho: Coeur d’Alene, Moscow, Sandpoint, Priest River and Lewiston

· Oregon: Portland, The Dalles, Hermiston, Hood River, Rainier, Milton-Freewater and Astoria



Follow the procedures listed in the “Placement: From the Community Setting (HCS/AAA/DDA Responsibilities)” section of this chapter.  If the stay extends beyond 30 days, the client must do one of the following:

1. Move to a Washington State nursing facility;

2. Apply for benefits from the bordering state; or

3. Supply the NFCM with information to demonstrate that there is a definite discharge date planned within the subsequent 30 days (e.g. a statement from the client’s physician stating that the client needs an additional 20 days of rehabilitation after the first 30 days expires.)



If a Washington State client applies for Medicaid from the bordering state and is determined not to be eligible, the NFCM must assist the client in moving back to Washington within 30 days.  Continue payment authorization until the move is complete.  Document your efforts in a SER.



Rates for out-of-state nursing facility placements must be coordinated with the Home and Community Rates Manager, Joe LaChance, by email to Joe.LaChance@dshs.wa.gov.



Clients who are placed in out-of-state nursing facilities for emergency purposes may also receive coverage for their short stay per WAC 182-502-0120.  The NFCM must determine if the client meets nursing facility eligibility based on information available and notify financial.

Note: Children residing in the Providence Child Center are exempt from these requirements.

[bookmark: _Admission_of_DDD_1]

Clients Seeking Nursing Facility Care in Washington from Out of State

If a NFCM receives an inquiry regarding an individual seeking NF care in Washington and the individual is a resident of another state, encourage the individual or their representative to contact the facility to which the individual is interested in admitting. Individuals may not receive services in two states at the same time. If the individual is currently a resident of a NF in another state, staff at the discharging facility and staff at the admitting facility typically work together to arrange the transfer. If the individual is moving from another state and is not currently receiving nursing facility care out of state, the family and/or representative can work with the receiving NF to arrange the admission. If an admission date is known, the application process can be started on the Washington HealthPlanFinder website or through the local Home and Community Services office. However, the application for services cannot be finalized until the individual has made the move to the state.  



Admission of DDA clients and Children 

From home/residential settings

The Nursing Facility Case Manager must:

1. Work with the DDA or Children’s Administration (CA) case manager to determine if nursing facility care is the most appropriate service for the client (see Placement: From the Community Setting (HCS/AAA/DDA) Responsibilities for more information).

2. All clients entering the nursing facility must have a PASRR Level I screening completed prior to admission to the facility.  If a PASRR Level II Assessment is required as a result of the PASRR Level I, verify that the Level II Assessment was performed prior to admission (see PASRR FAQs for more information).

3. If a DDA or CA assessment has been completed, the NFCM may use this information to complete the NFLOC screen (or assist the DDA case manager to complete it.  See the section regarding NFLOC for more information).

4. Review and authorize the placement, if appropriate.

5. Follow all other protocols found in the section on Placement from Community settings

6. If requested, participate in inter-disciplinary team staffings or provide consultation to the DDA or CA case manager.

7. DDA/CA retains case management responsibility for reassessment and discharge planning in coordination with the NFCM.

From the hospital

The Nursing Facility Case Manager must:

1. Determine NFLOC within the first 10 calendar days of admission and inform financial per the DSHS 14-443 form. 

2. Follow all other protocols found in the section on Placement from the Hospital

3. If requested, participate in inter-disciplinary team staffings or provide consultation to the DDA or CA case manager.

4. DDA/CA retains case management responsibility for reassessment and discharge planning in coordination with the NFCM.



Note: Children residing in the Providence Child Center are exempt from these requirements.
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[bookmark: _Alien_Emergency_Medical][bookmark: _State_Funded_Long-Term]State Funded Long-Term Care for Non-Citizens

The Aging and Long-Term Support Administration has limited state funding available for non-citizens in need of long-term care services outside of a hospital, but who are not eligible for federally-matched Medicaid, Aged, Blind and Disabled (ABD) cash or Medical Care Services (MCS).  New admissions into nursing facilities or residential settings under the state-funded long-term care program must be pre-approved by Sandy Spiegelberg, ALTSA HQ, via email at: sandra.spiegelberg@dshs.wa.gov.  



Further detail may be found at  the Social Service Medicaid Manual.











[bookmark: _Home_&_Community]Home & Community Services Private Health Insurance and Good Cause Determinations 

Medicaid clients are required to cooperate in the identification and use of third party liability (insurance carriers) that may be responsible for paying for nursing facility care and other long-term care services.  Clients may object to the options offered by their private insurance for a variety of reasons, including the location of the facility. The Department is allowed to exempt the client from cooperation if we have determined that there is “good cause” for the exemption.    



If a client has third party liability (TPL) and resides in a facility that is a non-participating/non-network/non-contracted provider of the plan, the following process will occur:

1. The nursing facility will contact the insurance carrier to determine if they will pay a non-participating/non-network/non-contracted provider, or can decide to become a participating/network/contracted provider, if possible.  

2. If the TPL has denied coverage and the nursing facility believes good cause exists, the nursing home must contact the client’s case manager (NFCM) through the local HCS office.

3. The local NFCM determines if a client should be exempted from using their TPL if there is no DSHS participating/network/contracted nursing facility within 25 miles or 45 minutes from the client’s current residence. 

4. If there is a DSHS participating/network/contracted nursing facility within 25 miles or 45 minutes of the client’s current residence, the NFCM will talk with the client and/or the client’s representative about the possibility of moving to a facility that is in the insurance carrier’s network.

5. The local NFCM, in coordination with their supervisor, will determine if good cause exists.



The final decision regarding good cause is made by the local HCS office: 

1. To determine good cause, the local NFCM will evaluate the reasons why the client does not want to transfer to a participating network provider. Good cause can include a variety of reasons such as location, physical or emotional harm, or that a move to a different NF will cause transfer trauma.

2. The NFCM will document in the SER if good cause is approved or denied. 

3. If approved, the NFCM must inform the HCA-Coordination of Benefits Unit (nursing home desk) by calling the following number and extension based on the client’s last name:

· 1-800-562-3022 (Extension 51936 for A – K; Extension 51164 for L – Z)



4. If the client is deceased, no longer a resident at the facility, or no longer has the insurance, a local exception to policy to WAC 182-501-0200 may be submitted by the nursing facility directly to ALTSA headquarters to the NFCM Program Manager.  



Note: The Veterans Affairs Registered Nurses (VARN) or other designee of the Washington Department of Veterans Affairs shall complete all good cause determinations for all state Veteran’s home placements.

[bookmark: _Admission_of_DDD][bookmark: _Work_Performance_Relocation]Work Performance Relocation Standards

Nursing Facility Case Managers perform a wide variety of activities relating to NF admission and discharge. One measurement of work performance standards relates specifically to actively assisting a client to relocate to a community setting. “Relocation” for this purpose is defined as a discharge in which one of the following is true: 



1. The individual is an HCS client

2. There is a discharge date on the NFCM screen in CARE (and the RCL screen if an RCL participant)

3. The client has in their record a completed assessment that was started after the date of admission and was:

a. Moved to Current (either before or after discharge); OR 

b. Moved to History (indicated by all green diamonds in the CARE tree) 

4. Has a program chosen in the treatment plan that is not Nursing Home Services

5. Has a setting chosen that is not Nursing Facility

6. Is not discharging to jail, hospital or another institution

7. Has not died while in the nursing facility 

The expectation is that NFCMs will complete an average of five relocations per month which meet these criteria.  The Regional Administrator may identify circumstances beyond the control of an employee that could affect his or her ability to meet the standard. 
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[bookmark: _SAMPLE_LETTER]SAMPLE LETTER

(Print on HCS letterhead)









Date: 





To: <<Nursing Facility>>





Subject:  Nursing Facility Level of Care Determination





This notification is to inform you that I recently performed a review of the nursing facility level of care for <<Resident’s Name>>, a resident of your facility, and determined that  <<he/she>> does not meet nursing facility level of care and therefore is not eligible for Medicaid payment.  Nursing facility level of care criteria is determined in WAC 388-106-0355.



You are required per RCW 74.42.450 to send the client a 30 day discharge notice following all notification requirements.  Medicaid payment through ProviderOne has ended as of the date of this letter. 



If you have any questions or assistance with discharge planning, please feel free to contact me directly.





Sincerely, 







<<CM Name>>

Home and Community Services









cc: <<Nursing Facility Resident>>
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Assistive Technology

The purpose of this chapter is to inform staff about how we provide financial assistance for assistive technology services and devices for adults who are eligible for:


· Adult Protective Services

· Older Americans Act programs

· People on Waiver services with no other funding source for the assistive technology request.

These adults live at home or in other settings.


Section Summary


Policy Overview

Program Definitions

Procedures

· Determining Need and Eligibility

· Service Authorization and Approval Requirements

· Summary

Resources


Ask an Expert


You can contact Patty McDonald at (360) 725-2559 or patty.mcdonald@dshs.wa.gov

Policy Overview


It is the Aging and Long Term Supports Administration (ALTSA) policy that the state-funded services under this project be consumer-driven and demonstrates respect for the rights of persons with disabilities to live as safely and independently as possible in their own community.  State Funds for this project are limited per fiscal year. 

Project funds may be used to purchase assistive devices and services which have no other funding source.  The project is designed to:


· Increase the person’s functional independence;


· Maximize the person’s health and safety;


· Emphasize the central role of the individual in planning for and using the service or device;


· Increase the availability of assistive technology in rural areas and to individuals with limited English speaking abilities;


· Increase the likelihood that adults will stay in their own homes and communities.


Program Definitions


1.  Assistive Technology – devices and services that facilitate the ability of people by making the most of functional opportunities in all environments.

2.  Assistive Technology Devices - any item, piece of equipment, or product system, whether acquired commercially off-the-shelf, modified or customized, that is used to increase, maintain, or improve the functional capabilities of individuals with disabilities.  AT devices include, but are not limited to: environmental control devices, communication devices and DME equipment, minor vehicle modifications under $10,000. Vehicle must be owned by the individual and the modification must not cost more than the vehicle is worth. 

3.  Assistive Technology Services - services that assist persons with disabilities to select, acquire, or use assistive technology devices.  AT services include, but are not limited to:  OT and PT evaluations, short-term training, selecting, designing, fitting, customizing, adapting, applying, maintaining, repairing, or replacing assistive technology devices. Because of the limited funding, services for this project are short-term, less than four months. 


4.  Durable Medical Equipment (DME) - equipment which can withstand repeated use and which is used to serve a medical purpose when supplied to individuals with an illness, injury or disability.  DME includes, but is not limited to: wheelchairs, walkers, specialty beds, and mattresses.

5.  Non-Durable Medical Equipment - supplies that are used once or more than once, but are time-limited, such as diapers or catheter bags.


Procedures


The Assistive Technology Fund may be used to purchase equipment/devices and/or services when there is no other funding source available. The state only fund is limited per fiscal year.

Determining Need and Eligibility 

When determining need and eligibility for the Assistive Technology Fund, staff must:


1. Document the need based on input from the person with the disability, for specific assistive devices and services in CARE SER notes;


2. Explore all other funding sources before submitting the final request to the AT Fund.  Other possible funding sources include:


a. Durable Medical Equipment (DME) – administered through the Medical Purchasing Administration;


b. Waiver services such as Specialized Medical Equipment and Supplies, Environmental Modifications and Client Training (COPES only provides DME, and non-DME);

c. New Freedom Waiver;

d. Roads to Community Living and Washington Roads;

e. Community First Choice State Plan (PERS Units only available under Community First Choice State Plan);

f. Residential Discharge Allowance.


The AT Fund can purchase specialized medical equipment and supplies if the equipment is denied by the funding source or not a covered service under the state plan (see Core Services, Chapter 7).  The AT Fund will not supplement HCBS Waiver services such as Specialized Medical Equipment and Supplies and Environmental Modification. The discharge allowance should be used first if an individual is leaving a nursing facility.  Other possible funding sources include: Medicare, Division of Vocational Rehabilitation, Veterans Administration, Labor and Industries and private insurance.


When determining need and eligibility outside of CARE for APS or Older Americans Act clients, staff must via secure email to Assistive Technology Fund Program Manager: 


1. Document the need based on input from the person with the disability, for specific assistive devices and services. 


2. Gather any other pertinent information from other people involved in the individual’s life such as other case workers, family, medical providers, etc. 


3. Explore all other funding sources before submitting the final request to the AT Fund.  


Service Authorization and Approval Requirements


1. Consult the Assistive Technology (AT) Fund Program Manager, Patty McDonald, at (360) 725-2559, or email at patty.mcdonald@dshs.wa.gov  to see if there are available funds in the AT Fund or to discuss the client’s disability issues, resources and other potential funding sources. Because funding is limited, do not start the process before you contact the AT program manager.


2. Participants of the program may contact AT Fund Program Manager directly by email or by calling 360-725-2559 to discuss AT needs and resources.


To request approval for AT project services, staff must:


· The specific nature of the request;


· CARE Service Summary and Assessment Detail if available;

· The name of the service or device;


· The costs of the service/device, if known;


1. Email the request to:  Patty McDonald at ALTSA headquarters, at patty.mcdonald@dshs.wa.gov. 

Approval, ordering and payment will be authorized by the AT Fund Program Manager and will be processed by the fiscal staff at ALTSA Headquarters. The Washington Access Fund is the contracted vendor who will assist the person with the disability to research, purchase the approved equipment and provide training on how to properly use and maintain equipment.

Summary


The Case Manager/social worker must supply the following information to the AT Fund Program Manager within 10 working days of discussion with the AT Fund Manager:


a. The specific nature of the request;


b. The name of the service or device;


c. The costs of the service/device, if known;

d. Specific information about the person with the disability, CARE documents if available.

All requests will be taken on a first come first serve basis. There are no waiting lists.

Upon depletion of project funds, subsequent requests will be denied. Case management staff may request at the beginning of each state fiscal year.  

4
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Assessment and Care Planning 

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

Section Summary 


· Goals and Functions of the Assessment and CARE tool

· 
Types of CARE Assessments - 

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

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

· Assessing Status ( Informal Supports and  Shared Benefit)

· Assistance Available

· 
Completing a CARE Assessment – Developing the Plan of Care

· 
Getting Approval on the Plan of Care


· 

 HYPERLINK  \l "_Self-Directed_Care" 

Self-Directed Care


· 

 HYPERLINK  \l "_Exception_to_Rule" 

Exceptions to Rule (ETR)


· 

 HYPERLINK  \l "_Necessary_Supplemental_Accommodatio" 

Necessary Supplemental Accommodations (NSA)


· 
Case File Standards

·  Minimum Standards - Be sure to follow these minimum standards before moving your assessment to current or transferring a case.


Resources 


Rules and Policies 

Read more about rules and policies on this subject.

Forms 


Find out more about the forms and brochures you need to review with clients during their assessment.

Frequently Asked Questions about the Electronic Case Record (ECR) and the Document Management System (DMS)

Assessor Manual

This is a clinical training tool for understanding CARE. 

Assessment Location Grid  

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

Skin Observation Protocol


Ask an Expert

You can contact Rachelle Ames at (360) 725-2353 or amesrl@dshs.wa.gov. 

Goals and Functions of the Assessment and CARE tool

What are the functions of an assessment?


In order to develop a plan of care with the individual applying for and/or receiving long-term care services, you must:


· Perform a face-to-face interview with the individual requesting long-term care services, in his/her home or place of residence, or another location that is convenient to the individual  ;


· Obtain and review documentation/information; 


· Document the individual’s abilities, strengths, limitations, resources, preferences and goals;


· Assure that available supports are not supplanted;


· Use the information to assist in determining eligibility for long-term care programs.


Assist the client to develop a plan that:


· Is person centered by incorporating the individual’s choices, preferences, strengths, and goals; 

· Identifies items and services, within resource limitations (acknowledging health and safety risk factors and personal goals) either by paid resources or other means;


· Provides clear instructions to caregivers of the individual’s preferences related to services within program limits;


· Makes providers aware of the client’s authorized services to determine if they can adequately perform the tasks assigned. 


· Makes appropriate referrals to community resources based on strengths, limitations, preferences and/or mandatory referral policy.


What is the function of the CARE tool?


The state establishes eligibility for services using the Comprehensive Assessment Reporting Evaluation (CARE) tool.  The CARE tool functions as an assessment, service planning, and care coordination tool and is used to determine program eligibility and establish a payment rate or hours of care a client is eligible to receive. WAC 388-106-0055, 388-106-0080, 388-106-0120 , 388-106-0125, 388-106-0130, 388-106-0135 give ALTSA’s published rates and program rules that establish total hours and how much the department pays toward the cost of services.  The CARE tool is also used to document eligibility for other CFC and waiver services such as Personal Emergency Response Systems (PERS), home-delivered meals, Adult Day Care, Adult Day Health, environmental modifications, etc.
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Who completes the assessments?

HCS:  The HCS social service specialist or nurse completes:

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


· Annual and Significant Change assessments for individuals residing in residential settings;


· Nursing Facility Level of Care evaluations unless case managed by the AAA or DDA. HCA should coordinate with AAA or DDA as needed to determine NFLOC (see Chapter 10 for more information);

· Brief Assessments for clients in nursing facilities or hospital applying for MCS (formerly GAU) within 5 days; 


· New assessments of former ALTSA-funded clients. (Individuals who have been terminated from all ALTSA services for more than one year and are requesting services again) ; 


· New assessments for individuals  currently on non-Core services applying for Core services; and


· New assessments of individuals requesting Adult Day Health only.

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

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


· receiving ALTSA-funded long-term care services in their home after services are initially authorized;

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


· on non-Core programs with the Aging Network; and

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


DDA:  The Developmental Disabilities Administration (DDA) case resource managers complete assessments for individuals who are DDA-enrolled and receiving services funded through DDA, for children under the age of 18 who are not DDA enrolled but are eligible for personal care services, or for an individual  being screened for nursing facility placement by DDA.

Types of CARE Assessments


When do I complete an initial assessment?


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


What is an initial/reapply assessment?


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


When do I complete an annual assessment?

· To continue to obtain federal funding, the federal government requires a face-to-face assessment to be performed at least annually to determine program eligibility.  A new face-to-face assessment must be performed and moved to Current by the last day of the same month the previous face-to-face assessment was moved to Current.  The Plan Period for each assessment is displayed on the Assessment Main screen.  


· Services may not be authorized on a pending assessment. The assessment must be moved to current before services can be authorized.

Note: If an assessment cannot be moved to Current within 30 days of the date it was created, document the reason in the Service Episode Record (SER). The Plan Period end date will automatically calculate using the last day of the month that the face-to-face assessment occurred. For example, if an assessment was created on 1/20/2014 and was moved to current on 3/4/2014, 1/31/2014 will be automatically calculated as the Plan Period end date on the Assessment Main screen.

When do I perform a Significant Change assessment?


A Significant Change assessment is necessary to assess changes in client condition so the plan of care can be revised to reflect updates in care tasks and caregiver instructions. Perform a face-to-face, Significant Change assessment when there has been a reported change in the client's cognition, ADLs, mood and behaviors, or medical condition that will affect the care plan. The reported change may be an improvement or a decline in the client’s condition. Always use the Significant Change assessment when assessing clients face-to-face within the current plan period, even if there is no change in the client’s condition. On the Assessment Main screen “Reason for Assessment” field, indicate the reason for the Significant Change Assessment. 

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

In some HCS/AAA cases, completion of a face-to-face, Significant Change assessment can determine the date of the next annual reassessment. For example:


· You complete (i.e. move it to Current) a client’s initial assessment on July 6, 2015, which means the annual assessment must be completed on or before July 31, 2016.


· You complete a face-to-face, Significant Change assessment on October 15, 2015.  This client’s annual assessment date could be changed and would need to be completed on or before October 31, 2016.  Additionally, you must confirm that the client is financially eligible before extending services for 12 months.

In some cases the change in the client’s condition may be temporary. If the change appears to be temporary do not assume the next face-to-face will be an annual assessment. Depending on the individual’s situation you may need to reassess prior to a year for appropriate service planning. 

When do I perform an Interim assessment?


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


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


· A change in the availability of an informal support;


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


The indicators on the Triggered Referrals screen may be marked “no” in the “Refer?” dropdown if the screen was completed at the previous face to face assessment.


2. An Interim assessment may also be performed to include and document changes in the client’s condition that do not change the classification and the client is not planning to discharge from a skilled nursing facility. Information may be gathered over the phone by the nurse/CM/SSS and given by the client/client representative, and medical professionals, personal care providers, etc. Discuss and document the client’s reported changes using the appropriate and consistent lookback periods. If an Interim assessment results in a change in classification a face-to-face Significant Change assessment must be completed. 


· Completing an Interim assessment will not restart the plan period, and a face-to-face assessment will need to be completed before the plan period expires. If a face-to-face Significant Change is completed, the plan period will restart and another face-to-face will be due within 365 days.

· When documenting a change in a client’s condition when the client plans to discharge from a skilled nursing facility, a face-to-face Significant Change assessment must be completed.

· Follow up on any indicators in the Triggered Referrals screen that are relevant to the change in condition being documented. 


On the Assessment Main screen “Reason for Assessment” field, indicate the reason for the Interim Assessment. 

Can a nursing referral result in a Significant Change assessment?


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


Who uses the Brief assessment?


HCS staff uses the Brief assessment for:


· Clients applying for Medical Care Services (MCS) (formerly known as GAU)

AAA staff uses the Brief assessment for:


· Veteran Directed Home Services Program (VDHS) participants 

What is an AAA/Non-Core assessment?


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



Adding a HCS/AAA Client to CARE 

How do I add a client to CARE?


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

		Timeframes



		

		For all applicants (except hospital discharges):

		For applicants, discharging from a hospital:



		Intake

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

		Enter applicants within one working day.



		Assignment

		Intake Specialist will make 2 attempts to reach client by phone on 2 consecutive working days. If unable to reach client, Intake will mail 10 day letter10 day letter to client. Assign a primary case manager within one working day of conducting the initial Intake phone interview.  If no response after 10 days, case will be inactivated.

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



		Contact

		Case manager will make 2 attempts to reach client by phone within 3 working days of assignment. If unable to reach client, CM will mail 10 day letter to client. If no response after 10 days, case will be inactivated. However, priority must be given to those individuals in jeopardy of imminent harm or placement in a nursing facility.

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





		Completion

		Complete the assessment (move to Current and authorize personal care services) within 45 days after the date of intake.

*Once the assessment has been initiated, it must be finalized (moved to current) within 30 days.

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





		Exceptions to this timeframe may occur when: 


· The client requests a longer response time; 


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

· There is difficulty in finding an appropriate provider; 


· Financial eligibility has not been completed; and/or

· Coordination is needed with interpreter services.


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





1. How do I add a client to CARE?  


Determine whether the client is already in CARE using a unique identifier such as a Social Security Number. This will prevent creation of a duplicate client in CARE. Having a duplicate client in CARE will create problems when linking the client to ProviderOne. If the client does not exist in CARE, add the client to the system and complete the following screens:


· Client demographics;


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


· Addresses;


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


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

· Link client to correct ProviderOne record

*See the Assessor’s Manual for details and instructions related to linking clients in ProviderOne. 

2. When do I inactivate the case? 


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

Performing a CARE Assessment


How do I perform a CARE assessment?



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


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

· Ask the client who they would like to attend the assessment appointment with them.  Offer suggestions for who may be helpful in providing useful information.

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

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

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


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

NOTE: If the client’s primary language is not English, follow the policy in Chapter 15 for using an interpreter and translating documents.

2. Assess the client in a face-to-face interview and gather information related to the individual’s functional abilities, strengths, limitations, goals, and personal preferences.  At some point during the assessment request that the client speak with you privately in case they would like to share information for which they are not comfortable sharing in front of others.  The assessment may be in pending status while you gather additional information to complete the assessment and care plan.  During this time:


a. Gather Information


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


ii. Gather information from the client’s legal representative or substitute decision-maker, as appropriate. If the client has a guardian or DPOA, get this paperwork and forward to the Hub Imaging Unit (HIU) for imaging into the client’s electronic file.


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

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

c. 
Review all brochures and forms with the client.  Also follow the Self-Directed Care Checklist for individuals who would like to self-direct their services.  


d. Assess for informal support available to fully or partially meet tasks identified in the client’s care plan.

e. Assess for shared benefit in the IADL sections of CARE when the client and their paid caregiver both benefit from the IADL task being performed or if there is a multi-client household.

f. Complete the Goals Screen in CARE. 

· Documenting and assisting clients to identify goals is an important part of person-centered service planning. If a client does not explicitly state a goal, be creative and ask the question in a different way or use the time during the assessment to recognize statements made by the client that identify goals and document them in the Goals Screen. 


g. For residential clients, document any modifications to client’s rights in a CARE SER and in the appropriate corresponding CARE Screen for which the modification relates. See Chapter 8 for details 

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


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


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

· Depression or pain has triggered consideration of referrals.

3. Verify and Determine Eligibility.  Financial and functional eligibility must be determined concurrently for clients receiving Core services (e.g. CFC, COPES, MPC, New Freedom, etc).  Communicate with financial staff regularly on status of financial eligibility and confirm financial eligibility has been established; complete Fast Track procedures as necessary.  Document financial verification in a SER or forward documents to HIU for imaging into the client’s file before authorizing or re-authorizing services for a new plan period.

Not eligible for Core services?


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


a) For clients who may benefit from Family Caregiver Support Services, refer them to the local AAA;


b) For clients over 60, consider a referral to the local AAA office or their partners for Community Living Connections (formerly Senior I & A) Move the assessment to history;


c) Send a Planned Action Notice; and


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


4. Develop a proposed plan of care with input from the client and relevant parties and if appropriate, hold an interdisciplinary case staffing to discuss the proposed care plan given a client’s particular situation

5. Have a discussion with clients regarding their choices related to long-term care programs, settings and Individual Provider and Agency provider types. Clients should receive enough information about the settings and providers available to them to make an informed choice of providers.  Document the discussion and the client’s choice of setting/provider in the care plan screen in CARE. 
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6. Assist clients in identifying a qualified provider. If a client has a difficult time identifying a provider, assist the client to identify barriers preventing the selection of a provider and to resolve issues that may be preventing service delivery. Ensure the client is familiar with, and can access the Home Care Referral Registry (HCRR). Check in with the client regularly and assist as needed. If a client is having challenges but is actively seeking a provider, do not terminate a client for the reason of not having a qualified provider.

7. If requested by client/rep, review the plan of care with potential providers; 

8. If a client has chosen to have an assessment in a setting other than his/her home or residence where services are being provided, a visit must be made to the client’s residence before the assessment is moved to current, or within 30 days of the assessment being moved to current when extenuating circumstances are noted in a SER.  

9. Move the assessment to current once the assessment is complete and service providers have been identified and assigned in the Care Plan screen. 

Limited English Proficient Persons


Use the Client Demographics tab in the Client Details screen in CARE to document the client’s language details. ALTSA/DDA/AAA must use certified contracted interpreters and document translators at no cost to the client when a language other than English has been identified as the client’s primary spoken and/or written language. Family and/or friends must not be used for language interpretation and/or document translation. 


On rare occasions, if a CM could not find a resource for a rare language, a family member/friend may be used to assist with communication to the client. It must be documented in the SER that the family/friend was used due to this exceptional circumstance. The CM must document that none of the interpreter contractors with Healthcare Authority (HCA) and Department of Enterprise Services (DES) or AAA contractors had interpreters available in the needed language. CM must document the use of other options such as translation of documents and use of telephonic interpreter services that were used in order to communicate with the client. These other options should be used in coordination with interpreter services or in emergencies, use of family or friend. CM may contact Patty McDonald ADA/LEP Program Manager, patty.mcdonald@dshs.wa.gov, if a qualified/contracted interpreter cannot be found.

In the ‘Written Language’ dropdown in CARE, identify the client’s primary written language. If there is a written language other than English identified here, the ‘Need to Translate Documents’ dropdown must indicate ‘yes. 

If the client has a severe cognitive impairment or does not read in his/her primary language, written document translation must be completed in the language of the formal/informal decision maker. This should be noted in the comment box of this screen in CARE.

For more information about policy related to limited English proficient persons, please see LTC Chapter 15. 

Assessing Informal Supports and Shared Benefit

Background


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


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


What are examples of informal supports? 


Informal supports are any resources available to fully or partially complete individual ADL and IADL tasks identified in the client’s care plan.  Examples of informal support resources may include: family members, friends, church groups, neighbors, Adult Day Health (because it is paid through a different DSHS funding source), hospice services, doctor’s office services for certain treatments/foot care, home health, congregate meals (served at senior centers, tribal centers, community center), etc.

Process of Determining Status

For each task, status indicates the degree of unmet need (anticipated informal/non-ALTSA/DDA paid support) or shared benefit (for IADLs only) looking forward, regardless of what the status was in the past.

Use clinical judgment to determine an individualized assessment of each ADL/IADL, considering any informal support or shared benefit that may be available regardless of living arrangement.  There are no automatic “Mets” or “Unmets.” Determinations are based on an individualized assessment of each client. Use the comment boxes in CARE to justify coding if it appears inconsistent with other information in the assessment. 

Special Considerations


· An Individual Provider, who is paid to provide care for a client by ALTSA, may not be considered a source of Informal Support, unless the IP:  (1) is a family member or a household member who had a relationship with the client before he or she had an employment relationship with the client; or (2) is performing a task that ALTSA does not pay for, such as Finances.  The Fair Labor Standards Act requires these workers be paid for all hours worked. 


· You may consider a family member, or a pre-existing household member to be a source of informal support only if he or she is willing and able to provide a task without payment.


· Family member is considered someone who is related to the client by blood, marriage, or adoption.  If a person is considered “like family” to the client, the person will not be considered a family member for this purpose. 


· Pre-existing household member is a person who lived with the client before the employment relationship began.  If a person was hired as a stranger and moved in to take care of the client, that  person cannot be considered an informal support, even if he or she becomes “like family” to the client.  The only exception to this rule is if the client and IP become related by marriage (for example, an IP becomes a son-in-law) after the employment relationship began.

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

· Consideration must include whether completing an IADL for the client, such as shopping for common groceries/household items, cleaning common areas, doing mixed laundry, or preparing a common meal also benefits the person performing the task.  If so, you may consider shared benefit when determining Status. (Shared benefit requires a different determination than the informal support determination. See Below)


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


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


When is ‘shared benefit’ selected under ‘Status?’

Shared benefit is an appropriate selection if:


· The client and the paid caregiver both benefit from the IADL task being performed. Examples include but are not limited to;


· The paid caregiver prepares a meal that the caregiver and the client both eat

· The paid caregiver and the client share a household and the caregiver also benefits from housework tasks performed (e.g. vacuuming the house, cleaning the kitchen, cleaning the bathroom, etc.)


· The paid caregiver and the client grocery shop together and the caregiver picks up items for him/herself. 


· The household is a multi-client household and each client benefits from the IADL task being performed.

When a client and paid caregiver share a household or there is a multi-client household situation, and shared benefit is not selected in status in the IADL section(s), there must be a comment in the corresponding IADL screen explaining the reason shared benefit was not selected. 

Note: If a client has both a shared benefit and informal support, select “met” or “partially met,” determine the assistance available and make a note in the comment box that there is both shared benefit and informal support.

When is the status “met?”

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

When is the status “partially met?”
If the informal support will provide some assistance with the task, the need is “partially met.” This may not reflect what has occurred in the past 7 days but will reflect anticipated support from informal supports. If partially met is chosen, the assessor will need to identify the level of assistance available. Use the Assistance Available chart to determine the percentage. 


When is the status “unmet?”

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

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

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

Assistance Available


Use this chart to determine what portion of a task is “partially met” by an informal support:


Less than ¼ of the time.


¼ to ½ of the time.


½ to ¾ of the time.


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


Does your assessment meet the minimum standards requirements?  If yes, you are now ready to complete your CARE assessment.



Completing a CARE Assessment – Developing the Plan of Care


Background


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


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

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

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


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


Distribute the Service Summary to the client along with a Planned Action Notice (PAN) found in CARE. The Personal Care Results (PCR) or Personal Care Results Comparison (PCRC) will be attached to the PAN. If the PCR or PCRC does not print, attach the CARE Results. Distribute Assessment Details if requested by the client/representative. 

Follow instructions for translating CARE documents in LTC Chapter 15 when the client has a written language identified in CARE other than English. 


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


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


· Individual providers;


· Agency providers;


· Nursing services staff, if applicable;


· Residential providers;


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


· Adult Day Services providers;


· Nurse delegators.

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






Getting Approval on the Plan of Care


To authorize services, a client must first approve the plan of care.  The client’s approval verifies his/her participation in the development of the plan and consent to services outlined in the plan.  You must have documentation of approval from the client or duly appointed representative.
  Clients are considered legally competent unless deemed incompetent by a court of law. A reasonable effort must be made to have the client sign documents if there is no court order deeming them incompetent.

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

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


· The option of receiving care in all settings; 

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

· The client’s choice of setting and provider type. 

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

· If the client physically cannot sign documents, the reason should be documented in a SER. Signing with an “X” or comparable mark is acceptable as long as it is witnessed by the case manager or another party who has verified the client’s identity and has witnessed them signing the document.

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

· An individual’s representative, for care planning purposes, may not also be a paid caregiver for the client. A court appointed representative or DPOA may sign documents, but if they are also a paid caregiver, another person must assist the client as their representative for the purpose of care planning.  In rare circumstances when there is no other option, the case manager may assist the client as their representative for the purposes of care planning.

· When the client appears to be incompetent and physically unable to sign documents, the worker should state this in a SER and have the informal decision maker sign the documents. Use RCW 7.70.065 to determine order of priority of those who should sign when the client is unable.  A guardianship may need to be considered.


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


1. The client may only sign and date a current Service Summary. It must not be in Pending Status. The CARE Service Summary may be signed using an electronic signature pad if the assessment is completed and placed in current status during the home visit. This will not occur often, as most follow up and planning is done after returning to the office; however, there may be circumstances that this function will be valuable.

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


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


Use the Plan Approval Purpose code; and


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


3. Once the client has given verbal approval of the completed plan, send the client a copy of the current Service Summary and Planned Action Notice (PAN). The Personal Care Results (PCR) or Personal Care Results Comparison (PCRC) will be attached to the PAN. If the PCR or PCRC does not print, attach the CARE Results.  Include an extra CARE Service Summary, cover letter and self-addressed, stamped envelope, so that the client can sign and return the document. Note this in a SER.  If the client prefers, you may send the client a PDF version of the Service Summary and CARE Results using secure email. 

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


5. For LTC in-home assessments, if fewer hours are authorized than are indicated on the Care Plan screen (due to client request), document this in a SER. On the printed Service Summary page, cross out the number of monthly authorized hours and write in the number of hours requested by the client when it is fewer than the hours indicated by CARE. 


6. For LTC in-home assessments, indicate adjustments for waiver services and/or HQ approved ETRs on the in-home adjustments tab in the Care Plan screen in CARE. This information will print on the client’s CARE Service Summary.(For details about waiver deductions see Chapter 7)

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


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


9. A signed CARE Service Summary must be returned within 60 days from the date the assessment is finalized, in order for services to continue. If a client’s service summary has not been returned within 30 days, send a PAN terminating services to the client using the 60th day as the end date. This may require that you complete the PAN in CARE with the effective and appeal by dates that are system-generated, and then using the “amend” feature in CARE in order to manually enter the correct effective date. 


**A client’s case may not be transferred to another office until the signed Service Summary is received (e.g. HCS to AAA or AAA to AAA).  Note date of receipt and date sent to be imaged into DMS in a SER if document is not in DMS.

10. For Interim assessments, follow the steps for getting approval of the care plan whenever there is a change in CARE generated hours. 


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


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

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

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


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

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


If the client has mental health, alcohol/substance abuse, HIV/AIDS or STD information included in their CARE assessment that they want to restrict from dissemination, make sure they indicate the appropriate boxes on the consent form. Before disseminating client information to individuals included on the consent form, anything pertaining to the restricted information must be redacted. 


12. Document the steps taken to obtain the client’s signature in a SER

HCS/AAA Note:  A new signature is NOT required when there is a change in the service providerhowever, you must update the Service Summary and document the client’s request and consent for these changes in the SER.

Significant Change Assessment by a Nurse


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


If you refer the case and the assessment is in:


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


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


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


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


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


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

Authorization of Services

· Prior to payment authorization for any Home & Community Service the following must be completed: 


a. Program Eligibility - The case manager has determined financial and functional program eligibility 


b. The client has chosen the program/services from which they are eligible:


· All services (paid through ALTSA or not) must be indicated on the plan of care.


c. The client has approved the plan of care and given consent for services;

d. The client has chosen a qualified provider(s) 

e. Qualified provider(s) are selected from the ProviderOne database in the Support Screen in CARE


f. Tasks are assigned to qualified provider(s) in the Support Screen in CARE

g. Verification of any participation and/or room & board

· Complete all authorizations in CARE. See Social Service Authorization Manual (SSAM) for detailed instructions on authorization of services http://adsaweb.dshs.wa.gov/docufind/paymentmanual/



· Complete electronic DSHS 14-443 unless the client is a MAGI client 

Payment for services cannot occur while the client is an institutional setting (hospital, nursing facility or jail).  

Authorizations for services must be adjusted or terminated during this time.

When do I transfer the case? 

Transfer the active case to the appropriate AAA office or HCS residential social service specialist when the assessment has been moved to current, have confirmed that services are in place, and you have a signed CARE Service Summary page returned from the client. Read more about transferring cases…



Termination of Services


Terminate services when:


· The client no longer meets the functional or financial eligibility;


· A client refuses all personal care services.  This would mean they have no unmet need and are not functionally eligible;


· The Challenging Cases Protocol has been exhausted.  


· The client is deceased.  Send Termination of Services Condolence letter (DSHS 07-099) to the client’s representative/estate.


Steps to take when a client no longer meets program eligibility:


· A Planned Action Notice (in CARE) is required anytime there is an approval, increase, a denial, reduction or termination of service. (See Case Management – Termination Planning under goals of case management). 


· Notify the financial services specialist of a client’s ineligibility using the 14-443 in Barcode (except for MAGI clients whose cases are not handled by FSSs).  The financial services specialist will determine Medicaid eligibility for other programs.


Note: MPC and CFC clients receiving SSI would continue to receive a Medicaid Services Card regardless of the receipt of personal care services.  


Self-Directed Care


WAC 388-71-05640





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


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


Self-Directed Care Checklist


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


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


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


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



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



		Does the individual employ an Individual Provider (IP) through CFC, MPC, New Freedom or Chore?  ADS clients (HCS/AAA/DDA) who are presumed competent, receiving MPC or any waiver program, and live in a private, non-licensed home can legally self-direct an individual provider.

An IP can be a family member. 


The IP cannot perform health care tasks for anyone else, only the person who has hired them to perform those tasks.



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



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



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



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



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



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



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





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


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

· Inform the case manager;

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

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

· Supervise the performance of the IP;

· Ask for assistance in training, if necessary.

The case manager must: 


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


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


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


· Discuss the situation with the client.

· Consult with a nurse consultant and case management supervisor.

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

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

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

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

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

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

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

Exception to Rule (ETR) Process

Chapter 388-440 WAC

Before authorizing any exceptions to rule (ETR), you will need to get local or headquarters (HQ) approval, depending on the type of request.  


Local ETRs

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

· Requests where services/rate exceeds:


· The maximum allowed for environmental modifications;


· The maximum allowed for specialized medical equipment and supplies;


· The rate for COPES transportation services; or


· The maximum units allowed for COPES client training.


· Requests to exceed the Residential Discharge Allowance.


· Requests to exceed Residential Social Leave.


· Requests to provide new bed rails purchased with state or federal funds by the Department 

For HCS/AAA: At a minimum, a Field Approver must render a decision on a local ETR request. Field Review is optional based on local agency policy.

HQ ETRs

HQ must review and render decisions for the following ETR requests before they can be authorized:

· Any requests to authorize personal care services beyond the maximum hours/budget/daily rate generated by CARE. A new request must be submitted for each subsequent annual, significant change or initial re/apply assessment.


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


· COPES skilled nursing services requests.  


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


· All requests related to CHORE such as requests to pay a spouse provider an amount in excess of Medical Care Services (MCS), requests to exceed program maximum hours/month of 116, and requests to remain on program in order to keep spouse provider when client becomes financially eligible for MPC or CFC.


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


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


· All CFC requests, including but not limited to any purchase in excess of the $500 limit and purchases over the maximum Community Transition Services limit.





Who can request a personal care ETR?


A client may request an ETR or a CM/SSS/CRM may request an ETR on the client’s behalf.  After a review by the local office, the ETR committee at Headquarters makes the final decision and takes into consideration the following:


a) The exception would not contradict a specific provision of federal law or state statute; and


b) The client's situation differs from the majority; and


c)  It is in the interest of overall economy and the client's welfare; and either


d)  It increases opportunities for the client to function effectively; or


e) A client has impairment or limitation that significantly interferes with the usual procedures required to determine eligibility and payment and/or the client is at serious risk of institutionalization.

Client Request:


A. If a client requests additional in-home personal care hours/budget above the CARE generated amount, the CM/SSS/CRM must have a conversation with the client and/or his/her representative to discuss the request and to identify how the frequency and duration of the assistance with personal care tasks differs from the majority. CM/SSS/CRM will use their professional judgment to determine if an ETR is appropriate or provide case management services to see if other options are more appropriate (e.g. using split shifts to maximize coverage when appropriate, informal supports, or other waiver or CFC options such as  Home Delivered Meals, Adult Day Health, Adult Day Care, PERS, etc.)

B. If the client’s initial request for an ETR is denied at the field level either verbally by the CM/SSS/CRM or in CARE by the Field Reviewer, a Notice of Decision on Request for an In-Home Personal Care Exception to Rule (DSHS 15-429) must be sent to the client. If the ETR request is denied at the field level the client may request a review by the headquarters ETR committee. The client may ask for a review by contacting the CM/SSS/CRM or by writing the ETR committee directly. Field workers will submit the requests for HQ review through CARE using the standard ETR Categories and Types and indicate the client’s request by checking the “Client requested ETR HQ review” checkbox. Only use this checkbox if the initial request was denied locally and the client has requested a review by HQ. 


C. If the ETR committee at HQ directly receives a client request for review of an initially denied ETR, the ETR Program Coordinator will:


· Notify the field reviewer, field approver, or supervisor of the client’s assigned office of the request for review, and


· Forward any communication sent to the ETR committee by the client/client rep to the field office.


The field office will:


· Contact the client regarding the client’s request for review if the communication received by the client contains new or additional information that was not reported in the initial request

· Submit a new ETR request to the HQ ETR Committee through CARE using the standard ETR Categories and Types and indicate the client’s request by checking the “Client requested ETR HQ review” checkbox.


The HQ ETR committee will make an individualized determination to approve, partially approve or deny the ETR request based on WAC 388-440-0001.


D. What is the process for submitting an ETR request to the HQ ETR Committee?

a. For In-Home Personal Care ETRs


Create an ETR within CARE utilizing the appropriate Category and Type for all ETRs. See the ETR chart for types and approval authority. To complete the ETR request in CARE:


i. In the “Request Description” Tab, note the number of hours generated by CARE, the additional amount requested by the assessor or client, and the proposed schedule. Include any specific information about how personal care needs are addressed by formal and informal supports and any gaps in service you are proposing to address through the ETR request.


ii. In the “Justification for request” tab, list the clinical characteristics and outline the specific personal care tasks performed that support the request. This information should describe how the client’s situation differs from the majority.

iii. In the “Alternatives Explored” tab, detail other options that have been attempted or explored (e.g. split shifts, community supports, waiver and/or CFC services, etc.) 


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

v. HQ will review and finalize Personal Care ETR requests within 7 business days of receipt.

vi. Once the ETR decision has been finalized the primary CM will receive notification via a CARE tickler. The CM must review the ETR outcome decision to confirm whether the request was approved, partially approved, or denied and to confirm the begin/end dates of an approved ETR as the dates may be something other than “plan period”. 



b. For initial personal care ETR requests that are:

i. Approved/Partially Approved, note the additional rate on the Service Summary, initial and date, and send to the client for signature. Authorize CARE generated benefit and approved ETR amount in the payment system. (See “Authorizing ETRs in CARE” section below).


ii. Requested, approved, or denied, send a Notice of Decision on Request for an In-Home Personal Care Exception to Rule (DSHS 15-429) to the client. This form is located in the PAN screen in CARE. Clients do not have administrative hearing rights for initial ETR request decisions. 


c. For ETR requests that were approved in the previous plan period or are being requested to extend a custom date range:


i. Approved/Partially Approved, denied, reduced, or terminated, note any approved hours on the Service Summary, initial and date, and send to the client for signature.  Send a services PAN to the client indicating the approval, denial, or reduction in hours. The client has an administrative hearing right for ETRs authorized in the plan period that immediately precedes the new ETR request.  Authorize CARE generated benefit and approved ETR amount in the payment system. (See “Authorizing ETRs in CARE” section below).

Note: If an ETR was approved and authorized in the plan period preceding a new request and the new ETR requests personal care hours/budget above the amount of the previous ETR request, the additional amount is considered an initial request. Based on the decision for the additional amount by the ETR committee, follow the policy above for initial requests. 

Example:


· A client’s 2014 CARE assessment resulted in 158 hours of personal care. The CM submitted an ETR request for 100 additional hours and it was approved. The total number of hours approved and authorized in 2014 was 258 hours. This client’s 2015 CARE assessment also resulted in 158 hours, and the CM submitted an ETR request for 125 additional hours. If the ETR request is partially approved for 100 hours, the total number of hours for which the client is eligible is still 258. Send a services PAN for the 258 hours. Send a Notice of Decision on Request for an In-Home Personal Care Exception to Rule (DSHS 15-429) for the additional 25 hours that was requested but not approved. 

Note: When a client’s total in-home personal care hours/budget to include an ETR are reduced or terminated send a PAN to the client.


Example: 

· A client’s 2014 CARE assessment resulted in 158 hours of personal care. The CM submitted an ETR request for 100 additional hours and it was approved. The total number of hours approved and authorized in 2014 was 258 hours. This client’s 2015 CARE assessment resulted in 115 hours and the CM submitted an ETR request for 100 hours that was approved. The total number of hours for which the client is eligible is 215. Send a services PAN indicating a reduction from 258 hours to 215 hours. 



d. For residential personal care ETRs


i. In the Request Description Tab, note the rate generated by CARE (including any add-on outside of CARE e.g. ECS) and the additional amount requested by the assessor. 

ii. In the “Justification for request” tab, list the clinical characteristics and outline the specific personal care tasks performed that support the request. This information should describe how the client’s situation differs from the majority.


iii. In the “Alternatives Explored” tab, detail other options that have been attempted or explored (e.g. split shifts, community supports, waiver and CFC services, etc.) 

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

v. HQ will review and finalize residential personal care ETR requests within 7 business days of receipt

vi. Once the ETR has been finalized, the primary CM will receive notification in the CARE tickler. It is important to review the ETR outcome decision in order to confirm if the request was approved, partially approved, or denied and to confirm the begin/end dates of the approved ETR as they may be something other than “plan period”.  



e. For initial residential personal care ETR requests that are:


iii. Approved/Partially Approved, note the additional rate on the Service Summary, initial and date, and send to the client for signature. Authorize CARE generated benefit and approved ETR amount in the payment system. (See “Authorizing ETRs in CARE” section below).

ii. Requested, approved, or denied, send a Notice of Action Exception to Rule (DSHS 05-246) to the client. If the ETR is approved, include the time period of the approval. Clients do not have administrative hearing rights for initial ETR request decisions. 


f. For ETR requests that were approved in the previous plan period or are being requested to extend a custom date range:


i. Approved/Partially Approved, reduced or terminated, note any approved rate on the Service Summary, initial and date, and send to the client for signature.  Send a services PAN to the client indicating the approval, denial, or reduction in rate. The client has an administrative hearing right for ETRs authorized in the plan that precede the new request.  Authorize CARE generated benefit and approved ETR amount in the payment system. (See “Authorizing ETRs in CARE” section below).

Note: If an ETR was approved and authorized in the plan period preceding a new request and the new ETR requests personal care rate above the amount of the previous ETR request, the additional amount is considered an initial request. Based on the decision for the additional amount by the ETR committee, follow the policy above for initial requests. 



HCS/AAA Complaint Procedure

When a client does not have an administrative hearing right on an initial ETR decision s/he has the right to make a complaint to the Department. Complaints related to initial ETR decisions made at the field level (e.g. COPES waiver services such as environmental modifications, specialized medical equipment, client training, etc.) will be reviewed as follows:


For local initial ETR decisions made by HCS:


1. The client may make a complaint in writing to the Field Services Administrator (FSA). The FSA will make a decision about the complaint within ten days of the date it was received and send a letter informing the client of the decision and that the decision may be reviewed by the Regional Administrator (RA) at the client’s request.


2. If the client makes a written request asking the RA to review the FSA’s decision, the RA will make a decision about the complaint within ten days of the date it was received and send a letter informing the client of the final decision. 


For local initial ETR decisions made by AAA:

1. The client may make a complaint in writing to the Case Management Program Manager. The Program Manager will make a decision about the complaint within ten days of the date it was received and send a letter informing the client of the decision and that the decision may be reviewed by the AAA Director at the client’s request.


2. If the client makes a written request asking the AAA Director to review the Program Manager’s decision, the Director will make a decision about the complaint within ten days of the date it was received and send a letter informing the client of the final decision.


For initial ETR decisions made by Headquarters:

1. The client may make a complaint in writing to the HCS or State Unit on Aging (SUA) Office Chief. The Office Chief will make a decision about the written complaint within ten days of the date it was received and send a letter informing the client of the decision and that the decision may be reviewed by the HCS Director at the client’s request.


2. If the client makes a written request asking the HCS Director to review the Office Chief’s decision, the Director will make a decision about the complaint within ten days of the date it was received and send a letter informing the client of the final decision.


When responding to a complaint it is important to address, at a minimum, the specific concern perceived by the client and explain how all of the pieces of information were reviewed (e.g. CARE assessment, any additional information provided in the complaint, or information from other relevant sources) in order to make a decision. The CM may want to discuss the care plan with the client in order to identify service gaps that may be addressed using other available resources. If you must respond to a complaint that relates to an initial denial of personal care, please consult with the HCS CARE Program Manager. 


Authorizing Personal Care ETRs in CARE


When an ETR is approved for the Plan Period:


Authorize the total amount to include hours/rate generated by CARE and the approved ETR amount on one service line.  The begin date on the authorization service line must match the ETR Committee Decision Date. The end date on the service line must match the plan period end date of the CARE assessment found on the Assessment Main screen

When the ETR has a custom date range:


Authorize the total amount to include hours/rate generated by CARE and the approved ETR amount on one service line. The begin date on the authorization service line must match the ETR Committee Decision Date. The end date on the service line must match the custom end date in the ETR decision screen. You may not extend the end date without approval of a new ETR request by the ETR Committee at Headquarters. 


NOTE: ETR approvals cannot be backdated. The ETR Committee Decision Date must always be the authorized begin date. 


Necessary Supplemental Accommodations (NSA)


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


Developing Necessary Supplemental Accommodations (NSA)


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


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


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


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


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


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


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


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


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


Implementing the Necessary Supplemental Accommodation (NSA)


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


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


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


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


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


Case File Standards


This section outlines standards for what is required in the electronic case record, record retention, obtaining original documents/signatures, and utilizing the Document Management System in Barcode.

Document Management System (DMS) and Electronic Case Records (ECR) 


DMS is a subset of the Barcode application which was written and is maintained by Economic Services Administration (ESA). DMS manages and stores documents creating an electronic case record known as the ECR eliminating the need for a paper case file. Once a document arrives at the Hub Imaging Unit (HIU) it is scanned and indexed to the appropriate client and assignments made based on each offices set of assignment rules or Assignment Matrix and then show up as assignments on the appropriate workers To-Do list. Prior to electronic social service files, paper files for LTC clients were maintained in all offices.  On April 1, 2015 HCS and AAA offices were notified (MB H15-026) that all remaining paper files, which would now contain documents older than two years, could either be sent to archives with State Records Center (SRC) or submitted to DMS for electronic scanning.


The following section applies to all remaining paper files:

Retention


Inactive files contain material over two years old.  All paper file documents over two years old are eligible to send to DMS for migration into the client’s active ECR or to State Records Center (SRC) for archiving, using the following guidelines:


What should be sent to SRC?  


· All documents that have been replaced/superseded by a more current version, such as The Consent Form (DSHS 14-012), Authorization Form (DSHS 17-063), and POA.


· Supporting documents, such as correspondence regarding the client that have been captured in CARE (SERs, assessment and care plan) and no longer need to be referred to. 


· Send documents to the SRC following SRC procedures using the appropriate retention schedule and disposition authority number (DAN).  AAA Records Coordinators need to coordinate with HCS Headquarters Records Coordinator.


What should be sent to DMS for imaging into ECR?


All of the following documents that have not been superseded by a more recent version:


· 14-225’s


· (D)POA/Guardianship paperwork and documents, if not submitted previously


· 10-234 Individual with Challenging Support Issues 


· 14-534 Specialized Dementia Care Program Eligibility Checklist.


· 11-055 Acknowledgement of My Responsibilities as the Employer of my Individual Providers.


· 05-246 Notice of Action Exception to Rule. 

· Residential clients’ Negotiated Care Plan or Negotiated Service Agreement


· 05-249 Adult Residential Care Services Notice of a Change

· Any other critical client information that is needed for service continuity as determined by SW/CM and supervisors.


Determining to send a client’s remaining paper documents to SRC or to DMS for imaging should occur at the time of the client’s annual reassessment.

If material in an older, multi-volume file is needed, request this material from the SRC using the Reference Request form.  The AAAs may need to coordinate with the local HCS office.


Original Signatures and Electronic Transmission

Certain forms require that the original signatures be available in the client’s file.  To meet this requirement the Secretary of State’s Office has certified our imaged documents as originals only if documents sent to the HIU are as the client originally submitted the item to a DSHS office.  Example:  If the client returned the original signed document, this original signed document must be sent to the HIU.  The HIU does have the ability to accept faxed documents directly from clients or providers and these items will be considered “original” documents, but they must be submitted by the client or provider.  

If a site has received an electronic transmission, such as fax or PDFs as attachments to e-mails, these will be accepted as originals if the site first prints these items and sends to the HIU to be imaged to the client’s ECR.  Electronic records and signatures created are considered original source documents.  

Organization of Electronic Case Record


Client documents are housed and managed digitally within the Electronic Case Record (ECR) which is part of the Barcode application’s Document Management System (DMS).  The ECR can be accessed from the Barcode Welcome Screen (select AU search), or from within CARE on the CARE Tickler Screen or from the CARE SER page.  When viewing a client’s ECR, you can search by document type and specify the time period (history).

Documents are sent to the HIU to be scanned into and associated with the client’s ECR.  Staff at the HIU image each document and identify the type of document based on a list of general categories; they then assign it a code from those categories and match the document to a client.  The document then runs against a matrix from the site that sent the document to the HIU.  This matrix identifies how each document type is to be assigned for each office.  A complete list of document codes is available in Barcode and on the DMS SharePoint website.


Training and additional information about DMS and ECR is available at the ALTSA Training Page: (http://adsaweb.dshs.wa.gov/training/). 


Note: When transferring cases between offices, the client may have a combination of both a paper and electronic case file until file migration is complete.


· Documents contained in the client’s electronic case record cannot be deleted by the HIU after they have been submitted for imaging unless there are exceptional circumstances (e.g. a client is protected by address confidentiality program).


Adult Protective Services (APS) documents:  APS documents must never be sent to HIU and should not be included in the electronic case record.  The APS social service specialist will provide a paper copy to the client’s CM/SSS in order for any appropriate SER documentation to occur and then the CM/SSS must securely destroy the documents.  APS staff maintains paper files and can be contacted to access APS documents on a need to know basis.  Please refer to Chapter 6 of this manual. 

Minimum Standards

		Client Details



		Interpreter required

		Follow guidelines outlined in the Interpreter chapter.



		Residence History

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



		Residence Type

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



		Emergency contact  

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



		Informal support/caregiver  

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



		Assessment



		Presenting problem

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



		Source of information

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



		Living arrangement

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



		Substitute decision maker

		When the client has a legal substitute decision maker, the assessor must not accept or seek the person’s decisions without a copy of the paperwork that confirms the legal relationship.) When the client has only an informal decision maker, this arrangement can only continue as long as the client is capable of telling this person what he/she wants.   The assessor will need to confirm any decisions made by the informal decision maker with the client.  A General Power of Attorney may only be used if the client is cognitively intact.



		Healthcare providers on Collateral Contact screen 

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






		Financial

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



		Information received dates

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



		Medications

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



		Diagnosis

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


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



		Treatment

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


· Identify all providers for each treatment. 


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


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


· Caregivers are trained in techniques that promote client involvement;


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


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


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



		Self-directed care

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



		MMSE

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



		Memory

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



		Behavior

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



		Depression

		If the client has a score of 10 or higher, document a discussion about a referral to a healthcare provider or mental health resource.  Follow the Guidelines for Referrals.



		Suicide

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



		Supervision of providers

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



		Emergency plan (Evacuation/Back-up Plan)



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


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


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


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


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


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


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

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



		Potential for abuse and neglect

		Follow APS guidelines.  If there are no indicators of abuse or neglect, select “None observed or reported” in the Personal Elements folder/Legal Issues screen in CARE



		Alcohol/Substance abuse CAGE interviews

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



		Explanation of inconsistencies

		Use comment boxes to explain inconsistencies or conflicting information.  



		ADL and IADL screens

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





		

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



		Guidelines for Referrals

		When a non-mandatory referral is indicated (e.g., Depression score of 10 or more or pain score of 4 or more, etc), document a discussion with the client in the comment box on the appropriate screen.  If the client agrees to a *referral, document this in CARE.  Include the date you referred the client and who is responsible to follow through.  If the client or others are responsible, the case manager should contact the client within 30 days of the discussion and document the outcome.  If the client chooses not to be referred, document in CARE. 


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


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



		Care Plan



		Client is eligible for:

		Program selected must match services authorized in ProviderOne.  For example, if a client is converted from CFC to CFC+COPES, the correct program must be selected in the CARE Plan screen and the correct program authorized in the payment system. 



		NSA

		Include a Necessary Supplemental Accommodation Plan, if applicable.  Address NSA if the client has a special need (mental, neurological, physical, or sensory impairment – does not include Limited English Proficiency) that prevents her/him from getting program benefits in the same way that a person without an impairment would get them.  



		Referrals to Nursing Services

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



		Support screen

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



		CFC Services

		CFC Services must be included in the client’s plan of care prior to authorization. In addition, the assessment must support the client’s eligibility for CFC.


Personal Care:  

· Relief Care:  Personal care hours may be authorized to an alternate provider. Document in the Personal Care Distribution Tab. 


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

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


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


In the meantime, if the treatment/medication management is being performed by an informal provider, identify the informal provider on the Support screen and assign the task. Reassign the task to the delegating nurse and IP (paid provider) after the IP has completed the Nurse Delegation training.

Skills Acquisition Training:


A client may choose to use some of their personal care hours for Skills Acquisition Training authorized to an agency, an IP, or a supported living provider. Document in the Personal Care Distribution Tab in the Care Plan screen

Back-up Systems:


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


· Relief Care: Document in Personal Care Distribution Tab in the Care Plan screen. 

· Caregiver Management Training: Document date materials were sent or the web link provided on the CFC Screen in CARE. If more than one type of material was issued, choose only one, adding both is not required.

CFC Transition Services:

· Community Transition Services: Client is not eligible for RCL. Select “Other” where appropriate in the Treatment or Environment screens or equipment tables. Describe the type of CTS in the corresponding comment box. Address in the Care Plan, including assigning a provider on the Support screen when appropriate. 

*Annual Service Limit:


· Assistive Technology (AT): Includes PERS add-ons (e.g.GPS, Medication Reminder/Dispenser) and other technology that will increase an individual’s independence or substitute for human assistance. Document in the relevant screen in CARE and select “other” from the equipment table. AT items will require an evaluation and recommendation from an appropriate provider for approval and prior to authorization in CARE. Document approval in a SER . 


· Skills Acquisition Training: May be purchased using Annual Limit. Using the Annual Limit Calculator to track is recommended; particularly if you will be transferring your case to another case manager.

*An edit in ProviderOne is being added that will not allow service codes for these items/services to exceed $500. Until an edit is in place, a report is available in ADSA Reporting entitled ‘32245  P1 Total Individual Cost Report.’ This report will allow the CM/SSS/CRM to track cost by service code.CM/SSS/CRM can use this information to determine the amount of benefit remaining and available to the client and to prevent over authorizing the annual limit. 

*The $500 annual limit may be exceeded only with an HQ approved ETR. 



		COPES Waiver Services

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


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

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


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

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


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


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


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


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

· Wellness Education: Select “Wellness Education” from the program list on the Treatment screen and use the provider type “other”.  Assign “Smart Source, LLC” as the provider on the Support screen. 

* These waiver services must be deducted from the total number of hours generated by CARE using the Personal Care Adjustments calculator in the CFC Personal Care Tab on the Care Plan Screen. 



		Environmental/Equipment

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





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

		Assessment 



		388-106-0010

		What definitions apply to this chapter?



		388-106-0050

		What is an assessment?



		388-106-0055

		What is the purpose of an assessment?



		388-106-0060

		Who must perform the assessment?



		388-106-0065

		What is the process for conducting an assessment?



		388-106-0070

		Will I be assessed in CARE?



		388-106-0075

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



		388-106-0080 thru 0145



		CARE Classifications



		WAC 388-472-0020

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



		WAC 388-71-05640





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





Forms and Brochures


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


		Form/Brochure Title

		Requirements



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

		Review with the client at the initial assessment.



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

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

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



		Notice to Clients Who Employ An Individual Provider (10-469)

		For clients who employ a spouse (Chore only), parent, or adult child as an IP



		Voter’s Registration (Form 02-541X) 

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

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


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


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



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

		Review with the client at the Initial assessment.



		 Self-Directed Care Brochure (DSHS 22-388)

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



		Client Rights and Responsibilities (DSHS 16-172) 




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



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

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



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

		Review with the client at the initial assessment.  



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

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





Frequently Asked Questions about the Electronic Case Record (ECR) and the Document Management System (DMS)


Q:  How will staff receive training to use Barcode and ECRs?


A:  Articulate trainings are available to social work, technical and supervisory staff and available at the ALTSA training site: http://adsaweb.dshs.wa.gov/training.   


Q:  How will Hub Imaging Unit (HIU) staff assign documents? 

A:  The HIU staff do not assign any work.  HIU staff are tasked with imaging documents, identifying the document type/office and then matching these imaged documents up to existing clients.  Once these processes are completed, the DMS system will run all of these newly received documents against the identified office’s matrix.   The matrix is a set of rules for a site that tells DMS how to assign each type of document.

Q:  What happens to documents that cannot be matched up to a client?

A:  Each site has a Mystery Mail view (accessible from your To-Do list) that will display all documents that arrived for your office but could not be matched to a client.  If you can identify the matching client to a document found here, you or the HIU can link the document in the system. 


Q: How will staff be notified of any Barcode/DMS outages?


A: Someone at your site should be signed up for the Barcode Listserv.  You will be notified via e-mail problems are occurring in the Barcode application.  You can sign up at:  http://listserv.wa.gov/cgi-bin/wa?SUBED1=itd-central-support&A=1 (select “Barcode”).

Q: What does “Batch” mean?


A: “Batch” means all documents sent from a particular office on a certain day.   Each batch must be separated by day and include a batch slip on the top of each batch identifying it as Hot Mail or File Only.  Sites must identify their Barcode Site number on these batch slips to ensure that assignments are made correctly. 

Q: Often when in the client’s home staff leave items for both the client and the IP to complete and return.  What will happen if an IP’s provider file information is sent directly to the HIU?


A:  The best solution is to avoid provider file documents arriving at the HIU.  When leaving items in the client’s home for both the client and the provider to return you, leave a business reply envelope to DMS for the client and a business reply to your site for the provider.   If documents arrive at the HIU that are only for the provider file, the following documents can be pulled and not scanned into DMS:  


· Copies of the IP’s ID; 


· Contractor Intake; 


· Signed and counter signed contract; 


· Background Authorization; 


· Background Results Letter and rap sheet; 


· Character, competence, and suitability determination; 


· Copies of training certificates; 


· IP Notification Letter; 


· Documentation related to contract terminations; 


· Letters that you send to the IP, for example training reminders, etc.; and 


· Other documentation that you determine is appropriate. 


These items will be returned to the originating office.  If items do not get pulled they will be scanned into Mystery mail for the originating office or site 0 if the originating office cannot be identified.  It will be the offices responsibility to review both their offices mystery mail as well as site 0’s mystery mail for misdirected mail.


Q:  How do I use the two different types of coversheets? (The SSR and Financial Document Coversheet)

A:  We have two different coversheets that we use when sending items to the HIU. The SRR coversheet was created for social services staff to attach any social services receipt received.  By using the SSR coversheet, the document will be indexed as an SSR rather than an RX (an RX is a type of financial document).  Note: All home care agencies have been informed to include the code SSR when sending letters regarding client’s unpaid participation so these items can be indexed correctly.  Staff must ensure receipts have an SSR cover sheet attached.

The Financial document coversheet is used to keep documents that are of a different type together so they can be indexed as a single document.  These are most often used for NGMA or Overpayment Packets.  A document coversheet is not needed if a doctor’s report is being sent to the HIU or just because a document has several pages. Do not mix the dates when using the batch cover sheet.  The date on the cover sheet is the date that will be used even if other documents have different dates.  The date stamped on the document should be the date received at the office.

Q:  What should staff do if a client document gets placed in the wrong electronic file? 

A:  Request an HIU Document fix. From within a client’s ECR, highlight the document that has been indexed incorrectly and select from the drop down menu “Document Tools” and “Request HIU Doc Fix”; then select the best description of the problem from the drop down list.


Q: Can staff request documents be deleted that have already been sent to the HIU for imaging?


A: No, documents cannot be deleted unless there are exceptional circumstances such as APS or a client protected by address confidentiality.


Q:  Can I complete assignments for workers in other offices?

A:  Only if you also have an account in that office.  Staff may only complete assignments for others if they are sure the other staff person does not need to see the assignment.


Q:  Is there a guide describing what kinds of documents are filed in each category?

A:  Staff can find the DMS Glossary within Barcode while in a client’s ECR by selecting “Resources” from the drop down menu and then “DMS Glossary”.  Staff also need to look at the document attached to the All Staff Training titled “New LTC Document Types”.

Q: Why are documents that I marked as completed sent to the HIU receiving assignments?

A: If a document is received at the HIU and not marked as completed, it will be processed as Hot Mail.  Staff only have to stamp the first document in a series of documents.  If the completed stamp is on a cover sheet, it will be processed as file only.  If the completed stamp is not on the cover sheet, it will be processed as Hot Mail.  Staff initials are not needed.  If completed documents are mixed in with Hot Mail, these items will receive an assignment, so staff should keep Hot Mail and “File Only” documents separated when sending them to the HIU.

Q:  Should staff include a ‘fax’ coversheet in the ECR?


A:  Yes.


Q: What is the Department policy on imaging past versions of Service Summaries?

A: All versions of the Service Summary should be imaged in the event of a fair hearing request covering the usual record retention period of 6 years.  CARE now retains past versions of Service Summary when a new Service Summary is created.  If the complete Service Summary is sent to imaging and then the client returns the signature page, staff do not need to send the entire Service Summary to DMS again; just the signature page.


Q: Should staff include a copy of the drawing and simple sentence that is administered to the client through the MMSE during the CARE assessment?

A: Retaining this document is optional but can be useful to note cognitive changes from one assessment to another. Because this document is also used by CSD, it is coded as a Doctor Request (DR) type document rather than a CARE Case Manager (CAR).  The form is now generated in CARE so that it can be easily scanned to the correct ECR. 


Q:  I have client enrolled with the Address Confidentiality Program (ACP).  Since paper files are no longer kept, how will staff record the client’s physical address? 


A: If your client is enrolled in ACP, the actual residential address must not be maintained in Barcode or in CARE. CM/SSS staff who need to visit the client will maintain residential addresses in a locked location within the office and this information will only be given to providers on a need-to-know basis. A substitute mailing address (given by the ACP program) is the only address to be maintained in electronic records. The client may request communication occur only in a preferred way such as e-mail, a particular phone number or contact time. This information must not be maintained in the electronic record.


Q:  What is the policy concerning the storage of translated documents in the client’s ECR?

A: When sending documents to the DMS HIU, staff must send the English and translated versions together with the exception of the CARE documents listed below. These documents do not have to be sent in English and may be sent in the translated version only:

· Assessment details

· CARE Results

· Planned Action Notices for Providers and Services

· Personal Care Results (PCR) or Personal Care Results Comparison (PCRC) – In-home and Residential


· Service Summary not generated in CARE*                               


*If the Service Summary was not generated in CARE, there will not be a historical record so this document must be sent in English along with the translation to DMS. While the translated version of documents may be signed by the LEP client, the English versions of all documents that require client signature are the official versions and must be signed by the LEP client. 


For Braille Transcription:

1. Field staff will request Braille transcription by sending attachments via secure email to Patty McDonald, ADA/LEP Program Manager at ALTSA HQ.

2. The Braille Transcription Vendor will send the Braille transcription directly to the client along with a copy of the original document. 

3. The SSS/CM will obtain the client’s consent and signature on the original document, (braille cannot be photocopied or signed).  If the client has a guardian or DPOA, document that decisions related to their care were discussed prior to obtaining a signature or receiving consent by the guardian or DPOA.

4. The ADA/LEP Program Manager will send an e-mail to the field staff who requested the translation. The SSS/CM will send this e-mail to HIU for imaging. The e-mail will include:


· A statement that the text was translated into Braille and sent to the client;


· Confirm the date the Braille notice was sent by regular mail to the client;


· Whether or not the notice was returned as undeliverable by the post office and, if so, the date

Q:  Where can staff get additional DMS supplies (envelopes, Completed Stamps)?



A: For HCS staff:  Templates to place the envelope orders have been transferred to you sites.  Staff should be able to order these through the normal process.  HCS sites will reorder any “Completed” stamps needed for staff.


For AAA Staff:    We are not able to transfer templates to your areas for reorder.  Sites needing more envelopes or “Completed” stamps* must send an e-mail to Melanie McGuire, McguiMA@dshs.wa.gov.   The subject line of your E-mail should read:  ATTN:  DMS Supplies/Barcode Site # (#= your Barcode site number).  Melanie will be placing orders on the first of each month.


*Please continue ordering “Completed” stamps through your sites supply channels, if they are available.  Remember stamps must be in black ink.  


Assessment Location Grid


		

		From hospital…




		From NF…




		From residential…




		From in-home…






		To hospital (Rehab/Transitional Care units)

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

		N/A

		N/A

		N/A



		To in-home

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

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

		· HCS performs an initial assessment for Medicaid conversions;

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

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

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




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





		To residential

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

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

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

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

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



		To NF

		HCS will review the record and use the NFLOC screen to determine that the resident meets institutional status per WAC 388-106-0355 for:


· MPC and Chore clients;


· Medicaid recipients/applicants (clients who are receiving Medicaid, but not home and community programs);


· Individuals who require a Level II PASRR but are not otherwise receiving DSHS services (regardless of payor source); and

· Clients who are requesting or need Alien Emergency Medical.

· Clients who are requesting State-funded LTC program for non-citizens;


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

HCS completes a Brief assessment solely for: 

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



		· For residents who, after being admitted, convert to Medicaid payment, HCS will review the record to determine that the resident meets institutional status per WAC 388-106-0355 and notify financial using the 14-443and complete the NFLOC screen. The client must have first paid privately to be considered a conversion. 

· For a client on the N-Track (MAGI): If the client is covered by the AH MCO rehab or skilled nursing benefit, then no NFLOC is required.  


· If a MAGI client is not admitting to the nursing facility under a benefit covered by the MCO, enrolls in an AH MCO after date of admit, or if the client’s rehab or skilled nursing benefit is ending (or has ended) with the AH MCO, the facility will notify HCS for an intake. HCS must determine NFLOC and notify HCA by completing form 15-442 in Barcode. 


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



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


For MPC clientsHCS performs a Significant Change assessment or completes the NFLOC screen prior to admit. The client’s medical chart, nursing assistant notes, and staff interviews and other records can be used to supplement interviews with the client to assess activities of daily living, cognition, etc. to perform the NFLOC assessment.



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


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

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


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


· For new Medicaid applicants, HCS explains all options available prior to admit.  If NF is chosen, HCS completes a NFLOC.  

*While HCS approves placements, all CFC and CFC+COPES clients are eligible for (and may choose) a nursing facility placement.





LTC ETR Types and Approval Authority


**All ETRs sent to HQ for approval must have been processed to HQ by a Field Approver. **

		ETR Category

		ETR Type

		Waiver Type

		Outcome Value

		Approval Authority 



		Medicaid Personal Care (MPC)


Choose RSN only when RSN has agreed to fund all or part of the client’s services

		Personal Care – In Home

		N/A

		Hours

		HQ Approval


ETR Committee



		

		Personal Care - Residential

		N/A

		Rate

		HQ Approval


ETR Committee



		

		RSN - Hours (In-Home)

		N/A

		Hours

		HQ Approval


ETR Committee



		

		RSN - Rate (Residential)

		N/A

		Rate

		HQ Approval


ETR Committee



		CFC Personal Care

		Personal Care – In Home

		N/A

		Hours

		HQ Approval


ETR Committee



		

		Personal Care - Residential

		N/A

		Rate

		HQ Approval


ETR Committee



		

		Personal Care-Limitation Extension

		N/A

		Hours

		HQ Approval


ETR Committee



		

		RSN-Hours

		N/A

		Hours

		HQ Approval


ETR Committee



		

		RSN-Rate

		N/A

		Rate

		HQ Approval


ETR Committee



		New Freedom Personal Care




		Personal Care – In Home

		N/A

		Hours

		HQ Approval


ETR Committee



		

		Personal Care – Limitation Extension

		N/A

		Hours

		HQ Approval


ETR Committee



		Residential Support Waiver Personal Care

		Personal Care - Residential

		RSW

		Rate

		HQ Approval


ETR Committee



		Waiver Services


(Ancillary Services for COPES recipients)

		Environmental Modifications

		COPES

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

		Field Approval (AAA or Regional)



		

		Special Medical Equip and Supplies

		COPES

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

		Field Approval (AAA or Regional)



		

		Transportation Services

		COPES

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

		Field Approval (AAA or Regional)



		

		Skilled Nursing – Rate or Hours

		COPES

		Rate or Hours (treat Hours as RN visits)

		HQ Approval by Skilled Nursing Program Manager



		

		Client Training – Rate or Hours

		COPES

		Rate or Hours

		Field Approval (AAA or Regional)



		CFC Services

		Community Transition Services

		N/A

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

		HQ Approval by CFC Program Manager



		

		Exceed CFC Annual Service Limit

		N/A

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

		HQ Approval by CFC Program Manager 



		Weekly Plan of Care (DISCONTINUED, Will be removed from CARE

		Flexibility of Hours within Month

		N/A

		N/A

		Field Approval (AAA or Regional)



		State Only

		Residential Discharge Allowance>$816

		N/A

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

		Field Approval (Regional)



		

		Chore Spouse Provider

		N/A

		NA

		HQ Approval by Chore Program Manager



		

		Chore Hours (to exceed CARE)

		N/A

		Hours

		HQ Approval by ETR Committee



		PDN (Private Duty Nursing)

		Private Duty Nursing >16 hrs/day

		N/A

		Hours

		HQ Approval by PDN Program Manager



		Bedhold (initiated by Bedhold Unit only)

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

		N/A

		NA

		HQ Approval by Bed Hold Program Manager



		Social Leave

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

		N/A

		NA

		Field Approval (Regional)



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

		Other


(associated assessment is not required)

		N/A

		All fields enabled

		Varies



		RCL –Personal Care

		Personal Care In-Home

		N/A

		Hours

		HQ Approval by ETR Committee



		

		Personal Care - Residential

		N/A

		Rate

		HQ Approval by ETR Committee



		

		Personal Care – Limitation Extension

		N/A

		Hours

		HQ Approval by ETR Committee



		

		Client Training - Rate




		N/A

		Rate

		HQ Approval by RCL/WA Roads Program Manger



		

		Community Transition Services




		N/A

		Rate, Units, Quantity

		Field Approval (AAA or Regional)



		

		Environmental Modifications




		N/A

		Rate, Units, Quantity

		Field Approval (AAA or Regional)



		

		Skilled Nursing  -Hours




		N/A

		Hours

		Field Approval (AAA or Regional)



		

		Skilled Nursing -Rate




		N/A

		Rate

		Field Approval (AAA or Regional)



		

		Special Medical Equip and Supplies




		N/A

		Rate, Units, Quantity

		Field Approval (AAA or Regional)



		

		Transportation Services




		N/A

		Rate, Units, Quantity

		Field Approval (AAA or Regional)



		

		Community Integration (e.g. housing specialist, CCG, etc.)




		N/A

		Rate, Units, Quantity

		Field Approval (AAA or Regional)
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OR  




HCS/AAA



Who is eligible for an assessment?



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



Apply for Core long-term care services;



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



Apply for Aging Network services.



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



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



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



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



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



All other requests for services.







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











Plans of care that include Individual Providers







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



When requested by the client or his/her representative, the schedule may be facilitated by the case manager with input from formal and informal decision-makers.



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



Review the plan of care with the provider upon request of the client/representative



The client’s plan of care is considered an addendum to an Individual Provider’s contract. As such, the Individual Provider’s signature on the contract is their agreement to provide services as outlined in the client’s service plan. 











Documenting potential risk in the Plan of Care







Use the ‘Pertinent History section in the ‘Medical’ main screen in CARE to document any potential client/provider risks not otherwise documented in CARE (e.g. client sex offender status, pertinent past client behaviors that have occurred more than 5 years ago, etc). This section will print in the Assessment Details for the provider’s awareness.



Document in the SER that the specific issue that may be a potential risk to a provider (or other residents in a residential setting) was discussed with the provider.







When do I move an assessment to Current?



Move the assessment into Current status: 



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



Prior to sending a Planned Action Notice.



When do I move an assessment to History?



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



When the client is no longer receiving services;



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



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







ETRs are almost always attached to a particular assessment. When an LTC assessment moves to history, any attached ETR automatically moves to history.  When an Interim assessment pushes a personal care ETR to history AND the Interim did not result in any change to classification, in-home hours, New Freedom Budget, or residential rate, you may rely on the history ETR until the end of the Plan Period or Custom Date range. (NOTE: If a new ETR is not completed, the client will be listed on the Mismatch report)











For DDA only: Interim assessments do not move an ETR to history. The ETR will attach itself to the new interim assessment. If the interim assessment did not result in a change in classification, in-home hours or residential rate you may rely on the current ETR until its end date. If the interim assessment changed the classification, in-home hours or residential rate it must be resubmitted to Headquarters for review. 











The ETR Committee Decision Date is the effective date of the ETR and the effective date of the authorization of payment. 







If an ETR decision was approved/partially approved for hours/budget/rate on a pending assessment and the CM makes a change to the pending assessment that effects the classification or the hours/budget/rate, the CM must withdraw the previously approved ETR and submit a new request. 







The ETR Committee Decision Date is the effective date of the ETR and the effective date of the authorization of payment. 







If an ETR decision was approved/partially approved for hours/budget/rate on a pending assessment and the CM makes a change to the pending assessment that effects the classification or the hours/budget/rate, the CM must withdraw the previously approved ETR and submit a new request. 











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







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







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



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


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


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


						1			100%


						2			50%			100%


						3			33%			67%			100%


						4			25%			50%			75%			100%


						5			20%			40%			60%			80%			100%


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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













Roads to Community Living (RCL) – Washington State’s Money Follows the Person Demonstration Project. 



Purpose

The purpose of this chapter is to educate staff about RCL, what benefits the program offers to participants and to provide instruction on how to use the services available.



RCL Section Summary

· What is RCL? 



· What services are offered under RCL?



· Where can individuals receive services under RCL 



· Who is eligible for the RCL project?  



· How do I authorize RCL services? 



· What if the individual doesn’t transition from the institution to the community? 



· How much can I spend on RCL services? 



· Actions prior to the end of the demonstration period and at the end of the demonstration period   



· What are the case management responsibilities for RCL participants?  



· What is the procedure for RCL participants who received pre-transition services but who choose not to receive personal care services in the community?

	

· Can RCL participants disenroll?   



· What is the process to re-enroll a client who has been disenrolled?



· Can a participant who  previously completed a 365 day demonstration period re-enroll in RCL?  If so, how?



· What about contracting?



· How is the project evaluated?





Resources



Information about the RCL Demonstration Project – Internal: (HCS/AAA/DDA) RCL SharePoint site



There is also a website available to the public: http://www.adsa.dshs.wa.gov/professional/roads/



WAC 388-106-0250-0265



For Financial information, see the Apple Health Medicaid Manual



Ask the Project Director  



You can contact:

· Liz Prince at (360) 725-2561 or prince@dshs.wa.gov.

· Debbie Blackner at (360) 725-2557 or debbie.blackner@dshs.wa.gov 

[bookmark: OLE_LINK1][bookmark: OLE_LINK2]


[bookmark: _What_is_RCL?]What is RCL?

RCL is a statewide, demonstration project funded by a “Money Follows the Person” grant. The grant was received by Washington State from the federal Centers for Medicare and Medicaid Services (CMS). The purpose of the RCL demonstration project is to investigate what services and supports will successfully help people with complex, long-term care needs transition from an institution to a community setting. 



Services and supports from the RCL demonstration project that have proven successful are being used to help shape recommended changes to Washington State’s long-term care system. This will result in more people with complex long-term care needs being able to remain independent or transition from institutional into community settings in Washington State. 




[bookmark: _What_services_are_]What services are offered under RCL?  

Participants enrolled in this project have access to:



· All services currently available under the Medicaid State Plan and HCS and DDA Medicaid waivers; and

· RCL demonstration project services.



RCL project services are only available to the participant while in the institutional setting and during the project demonstration year (365 days after leaving the facility).  



All RCL project services must be authorized by HCS, AAA, or DDA case managers.  



For DDA: If the participant is a DDA client exiting an RHC, contact the RCL liaison in the DDA region where the person would like to live to determine what services are available.

Are all of the demonstration services available anywhere in the State of Washington?

Some services may be limited according to regional availability.  One of the goals of the demonstration is to help locate as many local resources as possible that fit the demonstration criteria.



[bookmark: _How_do_I][bookmark: _Who_is_eligible][bookmark: enrolling]What if a participant in the project needs mental health services?

If the RCL participant needs mental health services that are not available through RCL, these will be made available following standard regional protocols.  When necessary, contact the RCL Regional Support Network (RSN) coordinator for your region to determine whether services will be authorized by the RSN or through RCL demonstration services. 






[bookmark: _Where_can_individuals]Where can individuals receive services under RCL?

Places where individuals can receive services during the RCL demonstration period are called Qualified Community Settings. Qualified Community Settings under RCL include:

· The individual’s owned or leased home or apartment (including an assisted living facility meeting the criteria below); 

· A home or apartment owned or leased by the participant’s family; or

· A community-based residential setting in which no more than 4 unrelated individuals reside.

Is Assisted Living (AL) a Qualified Community Setting?



Residential settings licensed and contracted in WA State as Assisted Living facilities are generally considered to be a qualified placement for RCL participants. 



To meet the definition of qualified community setting, an EARC must meet the intent of MFP to “honor personal choice and control of the MFP participant’s home and afford opportunities for independence and community integration”.



To verify the EARC is a Qualified Community Setting, staff must do the following:

1. Obtain a copy of the resident agreement the EARC uses with participants;

2. Review the agreement to see if it meets the intent of the MFP grant.  Some questions to ask include:

a. Does the unit have lockable access and egress?

b. Does the unit include living, sleeping, bathing and cooking areas over which the individual has control?

c. Is the resident able to choose their roommate, if they have one?

d. Can the resident have visitors any time?



If the answers are unclear, it may be necessary for staff to ask further questions of the EARC administrator or director.  



In July 2009, CMS added the following guidelines to determine whether an AL is a Qualified Community Setting:



1. Aging in place must be a common practice of the AL* 



An AL can participate as a qualified residence only if it allows aging in place. This means that a resident contract may not be terminated due to declining health or increased care needs. The state may contract for MFP reimbursed services with ALs that include aging in place opportunities as provided for in State licensing regulations.  



Residents whose service needs cannot be met under the resident agreement or contract may bring in an outside service provider to meet the additional needs if allowed by state regulation; or if able, the AL may provide the additional services. Additional Medicaid payments to an outside provider would only be made for services that are not included in the rate paid to the AL. Personal care is included in the rate.  



2. Leases may not reserve the right to assign apartments or change apartment assignments.



Agreements/contracts may not reserve the right to assign apartments or change apartment assignments beyond the normal provisions of landlord tenant law. However, changes based on the plan of care developed with the resident may be made.  In such cases, the written agreement should be modified to reflect the new agreement with the tenant.

Note: Under existing WA licensing regulations, ALs may include termination language in the Resident Agreement such as “transfer or discharge is necessary for the Resident’s welfare and the Resident’s needs cannot be met by the facility.”  If the agreement contains such language, have a discussion with the facility manager ascertaining that all reasonable measures will be taken to allow aging in place within the facility.

[bookmark: _Who_is_eligible_3][bookmark: _Who_is_eligible_2]
Who is eligible for the RCL project?



Individuals eligible for RCL are:



· People of any age with a continuous, qualified stay of 3 months or longer in a qualified institutional setting (hospital, nursing home, ICF-ID)*; OR

· Individuals in a psychiatric hospital with a continuous stay of 3 months or longer who are under the age of 22, or 65 and older.

AND each of the following:

· Receiving Medicaid-paid inpatient services immediately prior to discharge [including most of the ACES N group, also known as MAGI (see exceptions below)];

· Interested in moving to a qualified community setting (home, apartment, licensed residential setting with 4 or less unrelated individuals); 

· On the day of discharge to begin the demonstration year, RCL participants must be functionally and financially eligible for waiver or state plan services (or Fast Tracked), but participants are not required to receive services.



Individuals who are not eligible for RCL are:

· Individuals who are solely receiving Aged, Blind or Disabled (ABD) cash assistance.

· Individuals in the N21 and N25 alien emergency medical group (AEM).

· Clients on Expanded Community Services (ECS). Individuals must choose which program is most appropriate to meet their needs.



		*Note: Days that an individual resides in an institution and receives both skilled nursing and rehabilitation are included in determining the 90 day eligibility period. Any days an individual was solely receiving Medicare-paid, short term rehabilitation or services are excluded from the 90 days.







How do I find people who are eligible for RCL?

Initial discharge discussion should begin at the time of determining nursing facility level of care. Additionally, individuals may be identified through many means:  self-referral, referrals generated by NF, Ombuds or hospital staff and DSHS case managers who have contact with the facilities. Also available is a tool that has been created using the Minimum Data Set (MDS) for use in finding information about individuals in nursing homes statewide.   



The data in the MDS is highly confidential. The RCL MDS related information is accessed through the RCL SharePoint site.  In order to maintain strict confidentiality rules which govern its use, access must be granted individually to you. To request access, please contact your regional RCL subject matter expert. 



[bookmark: _How_do_I_2]Within DDA RHC settings, all persons who otherwise meet eligibility criteria are considered potential RCL participants.


[bookmark: _How_do_I_6]How do I enroll an individual in RCL?

All eligible individuals who are interested in moving to the community should be enrolled in RCL: 

1. Use the RCL eligibility criteria to determine whether or not to enroll the individual in RCL. Note:

a. Residents must meet RCL length of stay criteria at time of discharge, not at time of enrollment. 

b. If the date of admission to the facility is not the start of the continuous institutional stay, make a note on the NFCM screen of the start date of the institutional stay. (For example, if there was a hospital stay before the admission to the NF.)

2. If the individual meets, or will meet, the eligibility criteria at time of transition, enroll in RCL:

a. Complete the RCL Enroll/ Disenroll screen in CARE. 

i. This step must occur prior to authorizing RCL services, including pre-transition services.

ii. There is a Quality of Life survey that is required to be completed while the individual is still in the facility.  The survey is scheduled based on the Estimated Discharge Date on the RCL Enroll/Disenroll screen in CARE. It is important to keep this date as near to the anticipated actual discharge date as possible, so it may need to be refined as discharge planning develops.The case manager will get a “Tickler” in CARE if the Estimated Discharge Date elapses without an Actual Discharge Date being entered on the RCL Enroll/Disenroll screen.  The case manager should update the estimated discharge date.



 

b. Have the participant or their guardian complete the RCL Participant Information and Consent Form, assisting as necessary (translations are available on the RCL SharePoint site for the most common languages). 

i. The signed Participant Consent Form should be included in the participant’s electronic file (following all imaging procedures).

ii. The form may be signed at any time during transition planning, but must be completed prior to discharge.  

c. An individual may opt out of RCL by not signing the Participant Consent Form. 

i. No enrollment information should be included on the RCL Enroll/Disenroll screen if the individual opts out.  

ii. If the individual opts out after enrollment in RCL, disenroll the client choosing “No longer wants RCL services” as the reason. 

d. If an individual who was enrolled in RCL transitions to the community but not on RCL: 

i. Following all instructions regarding disenrollment, disenroll them from RCL choosing the appropriate reason (No longer interested, discharged to a non-qualified setting, etc.).

ii. Add the discharge date to the NFCM screen.

iii. Do not add the discharge date on the RCL Enroll/Disenroll screen.

iv. If pre-transition services were provided for an individual who was enrolled but did not move into the community on RCL, all payments made using RCL must be changed:  

1. End date the RCL RAC with the appropriate retroactive end date.

2. Add the RCL Dis-enroll/No services RAC (3101 LTC and 3702 DDA) with a start date matching the deleted RCL RAC. 

3. Following instructions in the Social Service Authorization Manual (SSAM), submit a claims ticket to HCA asking for an adjustment to allow claims to be adjudicated under the corrected RAC. Include all Transaction Control Numbers (TCNs) that paid under the RCL RAC.

4. Document the change(s) in a SER. 



How do I authorize RCL services?

Authorizing RCL services for HCS clients 



Once the HCS client is enrolled in RCL on the RCL Enroll/Disenroll screen, the case worker can authorize pre-transition services while the participant is a resident in the nursing home:



1. Have the client or their representative complete the Consent for Services (DSHS 14-012) form, assisting as necessary.

2. Document in the CARE Assessment, a SER or the Sustainability Goals screen in CARE how the service(s) being authorized, and/or the items to be purchased, are required by the client’s service plan (services must also be authorized per the usual process).

3. Add the RCL RAC in CARE. 

4. Following all procedures in the Social Services Authorization Manual, authorize necessary services. List all RCL demonstration services on the appropriate screen(s) in CARE.  For example, if a client is authorized RCL Challenging Behavior services, mental health therapy/program should be included as a Program on the Treatment screen, choosing the appropriate provider type and frequency on the Provider List.

For RCL demonstration services that do not have a distinct treatment, program or therapy (such as Community Choice Guide) choose Community Integration on the Treatment Screen in CARE and select the appropriate provider type and frequency from the Provider List. 



When the participant is approaching discharge from the nursing home:

1. Complete the CARE assessment and move it to current.

2. Ensure all services and identified equipment are in place at the time of discharge.

3. Send care planning documentation to the participant and any individuals involved in care planning, as necessary, per instructions in Chapter 3.

4. Follow instructions as outlined in the LTC Manual to obtain approval on the plan of care, send all required documents/forms to client/representatives and providers, and complete required documentation of these activities.

5. Using the 14-443, notify the financial worker of the discharge date from the nursing home and note that RCL is the program at discharge.  



NOTE: The purpose of the RCL demonstration project is to investigate which services and supports will successfully stabilize the transition from an institution to a community setting.  As a best practice, it may be helpful for the client to visit their new setting prior to discharge to determine if additional supports or services will be needed. Additional equipment may be identified or it could be as simple as rearranging items for easier access to prevent falls. 

For example, if a client is returning to their own home after a hip replacement, they may need items in the kitchen moved to a new place so they can reach them without falling when they are home alone (for example, pots and pans that are kept in a low cabinet may need to be relocated). This could include a home evaluation by OT/PT or a home visit with a CCG.)



6. Add the RCL RAC in CARE, create the authorization(s) and send a Planned Action Notice*.

7. As a best practice, it is highly recommended to schedule a joint case staffing between the case worker and AAA/Residential Care Case Manager to facilitate a smooth transition. 

8. Transfer the case to the AAA or Residential Care Case Manager per local policy.  Refer to existing Case Transfer Protocol in the LTC Manual, Chapter 2 for guidelines. Make sure to note on the Case Transfer form (hard copy or electronic) that the client is RCL and include the projected end date of their 365 day demonstration year.



		* Note:  Planned Action Notices must be completed and provided to the client and his/her representative when ADS has made a decision regarding eligibility, service, or denial/termination of a provider.  The PAN includes information regarding the planned action and the client’s appeal rights (if any).







As soon as the participant discharges from the institution:



Update the following fields on the RCL Enroll/ Disenroll screen in CARE:

1. Actual Discharge Date (this must also be updated on the NFCM screen). 

Please note: The individual is not considered to be on their demonstration year until this field is complete. 

2. Discharged To (setting type).

3. Indicate whether or not the client is receiving personal care services upon discharge.

4. Indicate if the client is in the ACES N05 group (check in ACES if you are unsure).

a. Checking this box Yes will trigger Ticklers in CARE specific to the MAGI group of RCL participants. 

5. Create a new entry on the Residence screen with the updated address information.

6. On the Care Plan screen, choose “Roads to Community Living” as the program in the “Client is eligible for” field.





Important note: The case worker should closely monitor all financial letters during the demonstration period. If the participant receives a termination letter, contact the financial worker immediately.  Eligibility should not be terminated due to changes in functional or financial status. Participants who were eligible for RCL at discharge are eligible for RCL until the end of their demonstration year regardless of change in functional or financial status.

Authorizing RCL services for clients of DDA 



While the client is still in the DDA facility, the CRM shall:

1. Determine eligibility for RCL (see the eligibility requirements).

2. If the client is eligible for RCL, offer RCL as an option for receiving services.

3. Enroll the client in RCL on the Enroll/Disenroll screen in CARE.

4. Have the client/representative complete the Participant Information and Consent Form, assisting the client as necessary.

5. DDA staff at the RHC and in the regional offices will work together with the client/guardian to produce a budget and plan.



[bookmark: _How_much_can]When the participant is approaching discharge from the facility, the DDA CRM shall:

1. Complete the DDA assessment.

2. Following all CARE notification protocols found in MB D11-001, distribute necessary assessment related documents (PAN, Service Summary, etc.).

3. Notify the financial worker that the client is an RCL participant on the RCL version of the DSHS 15-345 in Barcode and include the following:

a. The date of discharge from the institutional setting onto RCL services.

b. The setting that RCL services will take place (in-home, AFH, etc.).

c. The new address.

d. [bookmark: _GoBack]A request to complete the Authorized Representative (AREP) screen in ACES per normal procedures so the CRM can receive the financial letters.

e. A request that the financial worker open a waiver program in ACES.



As soon as the participant discharges from the institution:



Update the following fields on the RCL Enroll/ Disenroll screen in CARE:

a. Actual Discharge Date (this must also be updated on the NFCM screen if discharging from a nursing facility). 

Please note: The individual is not considered to be on their demonstration year until this field is complete. 

b. Discharged To (setting type).

c. Indicate whether or not the client is receiving personal care services upon discharge.

d. Indicate if the client is in the ACES N05 group (check in ACES if you are unsure).

e. Revise the Residence screen with the updated address information.





Note: The DDA CRM should closely monitor all financial letters during the demonstration period.  If the participant receives a termination letter, contact the financial worker immediately.  Eligibility should not be terminated due to changes in functional or financial status. Participants are eligible for RCL until the end of their demonstration year regardless of a change in status.



[bookmark: _What_if_the]


[bookmark: _What_if_the_1]What if the individual doesn’t transition from the institution to the community on RCL? 

Payments must be corrected when a client has received pre-transition services and does not discharge onto the RCL program.  This could occur for a variety of reasons, including the client that: 



· Is no longer interested in RCL or does not transition to the community in a timely manner after utilizing RCL pre-transition services (meaning there is no active discharge planning occurring. The case worker must use their best judgement in deciding if discharge is likely or not)

· Discharges to a non-qualified setting

· Moves out of state

· Dies prior to discharge



When the individual does not transition from the institution on RCL:

1. Disenroll client from RCL in CARE following all procedures in the Disenrollment section: 

a. Choose “No longer wants RCL services” from the Reason dropdown if the client is no longer in active discharge planning.

b. Choose “Died” if the client died prior to discharge.  

c. Choose “Moved out of WA” if the client moved out of state prior to d/c 

d. Choose “Chose an unqualified setting” if the client discharged from the SNF, but not to an RCL qualified setting. 

2. Do NOT enter a Discharge Date on the RCL screen. (A Discharge Date on the RCL Enroll/ Disenroll screen indicates the start of the demonstration year and should only be filled in when the client discharges as an RCL participant. If the client discharged from the NF, the d/c should be recorded on the NFCM screen.)

3. End date the RCL RAC with the appropriate retroactive end date.

4. Add the RCL Dis-enroll/No services RAC (3101 LTC and 3702 DDA) with a start date matching the deleted RCL RAC. 

5. Following instructions in the Social Service Authorization Manual (SSAM),submit a claims ticket to HCA asking for an adjustment to allow claims to be adjudicated under the corrected RAC. Include all Transaction Control Numbers (TCNs) that paid under the RCL RAC.

6. Document the change(s) in a SER. 

[bookmark: _Instructions_for_HCS][bookmark: _Instructions_for_HCS_1][bookmark: _How_much_can_1][bookmark: _How_much_can_2]
How much can I spend on demonstration services?



RCL demonstration and supplemental services can only be authorized for a MAXIMUM of 365 days following discharge from an institutional setting.  Services may be used during the demonstration year and are intended to be intensive, if needed, at the beginning of transition, and to lessen over time.  Case managers must also plan for services which are necessary for maintenance of community living after the end of the 365-day period.  



Since one of the goals of the project is to promote flexibility and develop individualized and person-centered transition plans, spending guidelines are dependent on the participant’s circumstances and needs.  (The DDA Assessment and rates calculator will be used to determine the funding available for individuals enrolled in RCL through DDA.)



To ensure client well-being and cost effectiveness, you must:

· Document in the CARE Assessment, a SER or the Sustainability Goals screen:

· How the services or supports being authorized are of direct benefit to the participant’s successful transition and community living. 

· How the authorizations are necessary for the client’s health, welfare, safety, and well-being.  Ensure services authorized are consistent with needs identified in the CARE assessment.

· The process you followed that demonstrates that any equipment purchased is in addition to that supplied by Medicare/Medicaid, and does not replace it. 

· Follow all purchasing protocols as instructed by headquarters. Note: 

· Receipts for all purchases must be included in the participant’s electronic case record (ECR).

· Documentation that the client received the goods purchased must be in the participant’s ECR.

· Services can be reauthorized at the end of the Maximum Length of Service included on the Service Code Data Sheet. 

· For example, if additional services are needed after authorizing Transitional Behavioral Health services for a three month period of time, three additional months can be authorized.

· Service maximums are cumulative for each service. 

· For example, if the service limit for a given code is $1000, all the goods purchased over the maximum length of service per the Service Code Data Sheet cannot total more than $1000 without an ETR.

· Exception: for the following services the Rate Range is per item or service:

· Environmental Modifications;

· Specialized Medical Equipment and Supplies; and 

· RCL Demonstration Transition Goods 



ETR Considerations

HQ ETRs will only be used for additional necessary personal care hours or change in residential rate. If authorizations for a necessary service/item exceed the maximum amount allowable, you must complete a local ETR prior to exceeding the maximum limit. Each region will:



· Utilize your own local ETR process for RCL services.

· Establish consistent local rates for demonstration services. These rates must be approved by the Regional RCL Subject Matter Expert.


[bookmark: _Actions_for_HCS,]Actions for HCS, AAA and DDA to prepare for the end of the demonstration period   



[bookmark: _How_do_I_1]Approximately 30- 60 days prior to the end of the demonstration year, the CM/CRM/Nurse must complete an assessment (this could be used as the annual assessment).  Ensure that any necessary steps are taken in order for the participant to maintain successful community living, including an evaluation of functional and financial program eligibility for services after the participant’s demonstration period (365 days) has expired. 



NOTE: The assessment may be moved to Current prior to the end of the demonstration period. However, in order to maximize the enhanced match received for RCL services, keep the RAC open until just prior to the end of the 365 day period and then switch them to the appropriate  RAC. (You may use a custom tickler as a reminder to change the RAC at the appropriate time.) 





At the conclusion of the participant’s one-year demonstration period, the CM/CRM/Nurse shall:

1. Add the Disenrollment Date to the RCL Enroll/Disenroll screen in CARE.

2. Indicate “Has completed 365 day RCL participation period” as the Disenrollment Reason in CARE 

3. End date the RCL RAC (3100) and open the applicable state plan/waiver HCBS RAC the client is eligible to receive based on functional and financial eligibility, per normal procedures.

4. CM/CRM/CNCs will follow instructions as outlined in LTC Manual to obtain approval of the plan of care, send all required documents/forms to client, representatives and providers (including PANs), and complete required documentation of these activities. 

5. Notify the financial worker on a DSHS 14-443 (for HCS/AAA) or a DSHS 15-345 (for DDA) in Barcode and include:  

a. The date of the disenrollment from RCL services.

b. The program the participant is functionally eligible for (state plan/Medicaid waiver).

c. The setting of the services (in-home, AFH, etc.).

d. Update the address, if necessary.



For clients who are in the ACES N05 group (also known as the MAGI or ABP group), additional steps must occur as part of transition planning for the end of the RCL demonstration period.

1. 90 days prior to the end of the demonstration year: For enrollment in a waiver (i.e., COPES, New Freedom, Basic +, Core, Community Protection, or CIIBS), begin pursuing a disability determination, or prepare to transition client to ABP-CFC.

2. 60 days prior to the end of the demonstration year: For enrollment in a waiver (i.e., COPES, New Freedom, Basic +, Core, Community Protection, or CIIBS), assist client with application to financial.

3. 30 days prior to the end of the demonstration period: the case worker should review eligibility status with financial.



Financial workers must follow instructions as outlined in the  Apple Health Medicaid Manual.

[bookmark: _How_do_I_][bookmark: provider][bookmark: casemanagement][bookmark: _How_much_can_][bookmark: _What_are_the_]
What are the Case Worker’s responsibilities for the RCL program?



HCS/AAA: Once a participant is enrolled in the RCL program, the case worker provides primary case management, including the authorization of additional contracted RCL services.  



DDA: The designated CRM and regional RCL liaison will continue to work collaboratively throughout the duration of the grant process. The assigned CRM will assume primary responsibility for requesting waiver approval and authorizing waiver services for eligible individuals at the end of the first year of grant participation.

How often do I need to assess the participant?

Initially, with a significant change, and between 30- 60 days prior to the end of the demonstration year (this is used as the annual), to plan for the transition onto waiver or state plan services when RCL demonstration services will no longer be part of the service package. 

If a participant needs to be re-admitted into an institutional setting:

Follow all protocols in the Nursing Facility Case Management and Relocation chapter (making sure to update the NFCM screen in CARE with the admit date and facility name).  Note the following:



· For an institutional stay less than 30 days, do not disenroll the participant (the demonstration period continues uninterrupted).



· For an institutional stay greater than 30 days, the participant must be disenrolled in CARE following all disenrollment procedures:

· Record the Disenrollment Date and Reason

· The Disenrollment Date is the date of re-admission to the institution once the stay has extended beyond 30 days (backdate).

· Choose “Reinstitutionalized for greater than 30 days” in the Disenrollment Reason field of the RCL Enroll/ Disenroll screen in CARE.

· Choose from the drop down the reason the client was reinstitutionalized.

· When the client is ready to return to the community, the client may re-enroll for the remainder of the demonstration period. A new Participant Information and Consent Form is not needed during the participant’s 365 day demonstration period.

What happens at the end of the year?

[bookmark: _What_is_the]Prior to day 365 of the demonstration period, all participants must be disenrolled and transitioned to available Medicaid waiver or state plan services. AAA/ HCS and DDA staff must record disenrollment information on the RCL Enroll/ Disenroll screen in CARE.   


[bookmark: _What_is_the_1]What is the procedure for RCL clients who received pre-transition services but who choose not to receive personal care services in the community?



For clients who wish to remain on the RCL program for the full 365 days but who decline personal care services, the following steps must be completed in addition to procedures found in this chapter and the Assessment  chapter of the LTC manual regarding Approval of the Plan of Care:



a) To preserve the potential to receive demonstration services should they be needed during their 365 days on RCL, move the assessment to Current. Please Note:  If demonstration services are authorized during the 365 days of RCL eligibility, participation will apply to those services.



b) Per usual procedure, notify the HCS financial worker of the discharge using Form 14-443.  Indicate in the Comments section of the form that the client is RCL and include the discharge date as well as the projected RCL end date. If the client is declining personal care services, indicate this on the form.  (See Instructions for HCS Financial Workers for more information.)



If an RCL participant decides during their demonstration year to discontinue receiving personal care, but would like to remain on RCL, follow the applicable steps in this section, including transferring the case to the HCS office.  The HCS office should make the required quarterly contacts for the remainder of the demonstration year. 



c) Follow the instructions in the Assessment Chapter of the LTC Manual for clients who request fewer hours than are indicated on the Care Plan screen: 

(i) Document the client’s approval to reduce the number of hours indicated to 0; and

(ii) Note in an SER that the client has declined personal care services but is remaining on RCL.



d) Following all procedures, send the client a PAN. See sample PAN language below (insert projected end date of RCL demonstration period):

[image: ]

e) The HCS office holds the case. The case should be assigned to a social worker in CARE.  Regions have the discretion to decide who will be assigned these cases and how they are maintained in current status.



f) For a client to remain on RCL, the client must be contacted by HCS staff within 14 days of transition and quarterly thereafter. Note:

(i) Because there are no services in place, these contacts are not monitoring or case management contacts.

(ii) Contacts are to be made by staff designated by regional offices.

(iii) The intent of the contact is to verify if the client is living successfully in the community or determine if other RCL services may be needed and accepted by the client.

(iv) Contacts must be documented in a SER.

g) Do not disenroll the client in CARE unless other disenrollment criteria is met (client dies, moves to another state, re-admits to a facility for longer than 30 days, etc. per the section regarding disenrollment)A Tickler in CARE will be sent to remind the primary case manager to make the contact each quarter. (Make sure the box on the RCL Enroll screen that asks “Receiving personal care services?” is marked “No”; this is what will trigger the Tickler.)  Although these are not monitoring contacts, for clients discharging with no services, staff should choose “Monitoring Plan” as the Purpose Code for the SER. 





h) If the client continues to decline personal care services at the end of the 365 days on the RCL demonstration:

(i) Formally disenroll the client from RCL on the RCL Enroll/Disenroll screen in CARE following all disenrollment procedures.  

(ii) Move the case to History if the client continues to receive no LTC services.

i) If the client wishes to receive personal care services at the end of the 365 day demonstration, a CARE assessment and financial eligibility determination must be completed to establish the participant’s eligibility for the appropriate Medicaid waiver or state plan service.Because RCL participants are continuously eligible for Medicaid during the demonstration year, disenrolling from RCL may impact a client’s Medicaid benefits. If an RCL participant disenrolls at any time during the demonstration year, medical eligibility will be terminated unless income and resources are below the standards for non-institutional programs.







Clients who decline personal care services and the quarterly contacts required to remain on RCL per the above section, must be disenrolled from the RCL program. In addition to procedures found in the Assessment Chapter of the LTC manual regarding Approval of the Plan of Care, the CM must:



a) Inform the client that he/she must disenroll from RCL. 

b) Document the client’s informed decision in the SER.

c) Disenroll the client from RCL following the procedures outlined in the section called: How do I disenroll an RCL participant?

d) If the decision to not receive personal care services and disenroll from RCL is made prior to the date of discharge and the client has received RCL pre-transition services, payments must be corrected following all procedures found in the section If the client does not discharge on RCL. Record the discharge date on the NFCM screen in CARE, but not on the RCL screen.



[bookmark: _Can_RCL_participants_1]Can RCL participants disenroll from the demonstration?



HCS/AAA: Yes. When you have a participant or his/her representative who wants to withdraw from the RCL demonstration project, work with the participant to resolve issues, if possible.  If the participant still wishes to disenroll in RCL, but wants to continue to receive personal care services, a CARE assessment and financial eligibility determination must be completed to establish the participant’s eligibility for the appropriate Medicaid waiver or state plan service.  



DDA: Yes. If a participant wishes to withdraw from the project, he/she may return to an RHC that has a vacancy.  The participant may request to return to the same living unit if it is available.



Demonstration services for all participants must end by day 366 (on or before day 365).  At that time, they must be transitioned to the waiver or state plan services available to them based on their financial and functional eligibility.  

[bookmark: _How_do_I_5]How do I disenroll an RCL participant?



An RCL participant is an individual who moved out of an institution on the RCL program and started their demonstration year. An RCL participant must be disenrolled when they:

· Reach the end of their demonstration year

· Return to an institution for longer than 30 days (they can re-enroll later to utilize the days remaining in their demonstration year)

· Move out of state (a client moving to a state with an MFP grant may be eligible to enroll in that state’s MFP program. Click here for a current list of MFP states/Project Directors.)

· No longer want the service (see the section in this chapter on If the client does not discharge on RCL for more information).

· Die







Note: If a client moves out of state, decides they no longer want RCL services, moves to an unqualified setting or dies while in the institution, do not enter a discharge date on the RCL Enroll/Disenroll screen.  See section titled What if the individual doesn’t transition from the institution to the community on RCL? for more information. 



1. Enter the Disenrollment Date on the RCL Disenroll screen in CARE

a. For clients who returned to an institution for greater than 30 days, use the admission date (backdate)

b. For clients who died while on RCL, use the death date

c. For clients who reach the end of their demonstration year, the date should not extend beyond the 365 days of RCL eligibility. (The day of discharge is Day 1; the disenrollment date must be on or before the “Projected End Date” on the RCL Main screen in CARE.)

2. End date the RCL RAC and select the applicable Medicaid waiver or state plan RAC based on the client’s functional and financial eligibility (no payment correction is necessary if the client discharged onto the RCL program and was receiving RCL services).

3. Send the participant a Planned Action Notice terminating demonstration services. 

4. Notify the financial worker using Form 14-443 (HCS/AAA) or a DSHS 15-345 (DDA) in Barcode and include: 

· The date of the disenrollment from RCL services.

· What program the participant is functionally eligible for (state plan/waiver). 

[bookmark: _What_is_the_2]What is the process to re-enroll a client who has been disenrolled?

Note regarding reenrollments: 

· No new 90 day length of stay is required.

· A new RCL Participant Information and Consent form is not signed by the client.

1. If the participant was disenrolled due to returning to an institution for greater than 30 days:

a. Prior to authorizing any transition services, create a new enrollment on the RCL Enroll/Disenroll screen in CARE by clicking on the “plus (+) button.

b. The Enrollment date can be as early as one day following the Disenrollment Date if transition planning began immediately or it can be as late as the same day as the subsequent Actual Discharge Date if no transition services were utilized.

c. Re-enrollment restarts the RCL “clock”, recalculating the Projected End Date.

d. This process can be followed as needed throughout the client’s RCL demonstration year until there is no time remaining on the RCL “clock”:

[image: ]

e. Make a note of the reenrollment in the SER.

f. Upon discharge, follow all other instructions regarding discharging from the institution including entering all the required information on the Enrollment screen and NFCM screens in CARE.

2. If the participant never discharged after initial enrollment and was disenrolled due to no longer participating in active discharge planning:

a. Prior to authorizing any transition services, the disenrollment must be removed: on the RCL Enroll/Disenroll screen in CARE, click on the “Edit” button and remove the Disenrollment Date and Reason from the screen.

b. If it has been an extended period of time since the previous Enrollment Date (such as greater than 1 year), revise the Enrollment Date to when active discharge planning resumed. 

c. Make a note of the change to the RCL Enroll/Disenroll screen in the SER.










[bookmark: _Can_clients_who]Can a client who previously completed a 365 day demonstration period re-enroll in RCL?  If so, how?

If the client has been subsequently re-institutionalized for at least 90 consecutive qualified days and meets all eligibility criteria, he/she may be re-enrolled in RCL for a second 365 day demonstration period. The purpose of re-enrollment planning is to ensure a thorough review of the original plan which did not result in long-term, successful community placement and to outline how the new plan addresses the identified gaps.



Use the following process for re-enrollment:



· Schedule a staffing to discuss the RCL participant’s post-RCL plan of care.  Include the client, client’s family/representatives, HCS/ AAA /DDA staff, SNF staff, and contracted providers, as appropriate.



· At the staffing, complete the RCL Re-enrollment Staffing and Case Planning Form.  This form will walk you through each of the steps required by CMS.









· After completing the staffing and the attached form:

A. Have the client sign a new RCL Participant Consent Form.

B. Email or FAX the signed RCL Re-enrollment Staffing and Case Planning form to the designated regional approval staff (e.g., the FSA or SME).

C. Following all enrollment procedures, enroll client into RCL in CARE:  

1. Complete the RCL Enroll/Disenroll screen in CARE. This allows you to authorize initial services. 

2. If the individual has completed a previous RCL demonstration period, “Second RCL” will auto-populate in the Program Field. This will only occur when “Has completed 365 day RCL participation period” was chosen as a reason for disenrollment for the prior enrollment.

3. Document this is a 2nd RCL Demonstration year in a SER.

D. Ensure plan outlined in RCL Re-enrollment Staffing and Case Planning Form is also reflected in the Care Plan.  




[bookmark: _What_are_the][bookmark: _Can_HCS_or][bookmark: _When_and_how][bookmark: _What_about_Contracting?]What about Contracting?



All LTC contracts are executed through the AAA unless other local agreements are in place that state otherwise.  RCL Demonstration services are contracted utilizing the same procedures as other client service contracts. (See MBs H13-053 and H14-033 for detailed contracting instructions.)  A list of contracted providers is maintained for many areas of the state on the RCL SharePoint website.



For DDA contracts, refer to the DDA RCL Coordinator with questions. 



Note: In addition to specific contracted duties, each provider is responsible for reporting any instances of abuse, neglect, or exploitation of a vulnerable adult or child.

[bookmark: _Possible_Information_to][bookmark: OLE_LINK3][bookmark: OLE_LINK4][bookmark: rules] 

[bookmark: _Frequently_Asked_Questions][bookmark: faqs]Note: All IPs must have a current contract with DSHS before becoming a paid provider for a participant who is being served in the RCL demonstration project.  

[bookmark: _Can_RCL_Participants]




[bookmark: _How_is_the]How is the project evaluated?

The Centers for Medicare and Medicaid Services (CMS) requires quarterly and semi-annual reports from the Project Director to let them know whether the state is meeting its benchmarks or not.



In addition, Mathematica Policy Research, Inc. has designed a Quality Assurance tool that should be administered before the person discharges from the institution or nursing home, at one year after discharge and at two years after discharge; this is called the Quality of Life Survey (QOL).  



DDA works with the Developmental Disabilities Council, who administers and enters the surveys for DDA clients.  In addition, DDA conducts its own independent QA process by visiting the person in their new home within 30 days, four to six months, and one year following their move.



[bookmark: _Talking_Points][bookmark: _WMIP_Contacts][bookmark: _RCL_Contacts][bookmark: _What_is_WA][bookmark: _Who_is_eligible_1][bookmark: _What_services_are][bookmark: _What_services_are_1][bookmark: _How_do_I_3][bookmark: _What_are_the_1][bookmark: _How_do_I_4][bookmark: _Contracting_for_WA]HCS QOL surveys are completed by the QA unit. The initial survey that is to be completed in the nursing home is scheduled based on the Estimated Discharge Date entered onto the RCL Enroll/Disenroll screen in CARE. It is important to keep this date as near to the anticipated discharge date as possible, so it may need to be refined as discharge planning develops.
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RCL RE-ENROLLMENT STAFFING AND CASE PLANNING FORM





[bookmark: Text2][bookmark: Text1]CLIENT NAME:      		DATE:       





[bookmark: Text3]Client originally completed his/her 365th day of RCL demonstration project on      





[bookmark: Text4]Client was re-institutionalized on       due to:





[bookmark: Check1]|_|   (A)  Medical and/or behavioral changes resulting in the necessity of readmission into the      inpatient facility.





[bookmark: Check2]|_|  (B) Services identified in the original plan of care were unavailable.





[bookmark: Check3]|_|  (C) Participant required a higher level of services than were originally provided in the plan of care.   





[bookmark: Text5]Other identified issues potentially contributing to client return to institution:        





Case plan to address each of the concerns identified above:  


			CONCERN/BARRIER


			GOAL/TASK


			ASSIGNED TO


			DATE


INITIATED


			EXPECT.


COMPL.





			[bookmark: Text6]     


			[bookmark: Text7]       


			[bookmark: Text8]       


			[bookmark: Text9]     


			[bookmark: Text10]     





			[bookmark: Text11]       


			[bookmark: Text18]       


			[bookmark: Text24]     


			[bookmark: Text30]     


			[bookmark: Text36]     





			[bookmark: Text15]     


			[bookmark: Text19]       


			[bookmark: Text25]     


			[bookmark: Text31]     


			[bookmark: Text37]     





			[bookmark: Text13]     


			[bookmark: Text20]     


			[bookmark: Text26]     


			[bookmark: Text32]     


			[bookmark: Text38]     





			[bookmark: Text14]       


			[bookmark: Text21]       


			[bookmark: Text27]     


			[bookmark: Text33]     


			[bookmark: Text39]     





			[bookmark: Text16]       


			[bookmark: Text22]       


			[bookmark: Text28]     


			[bookmark: Text34]     


			[bookmark: Text40]     





			[bookmark: Text17]     


			[bookmark: Text23]     


			[bookmark: Text29]     


			[bookmark: Text35]     


			[bookmark: Text41]     











The above proposed care plan is not a guarantee of service.  The purpose of this plan is to outline the anticipated support services necessary for the RCL participant to successfully transition and maintain in his/her community, in accordance with stated goals.  








Client/Date								Client Representative/Date








SW/CNC/Date								Supervisor/Date








AAA/Date								Transition Member/Date





(Email or FAX to the designated regional staff.)





