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H20-014 – Procedure
March 12, 2020

	 TO:

	Area Agency on Aging (AAA) Directors


Home and Community Services (HCS) Division Regional Administrators


Developmental Disabilities Administration (DDA) Regional Administrators    



	FROM:

	Bea Rector, Director, Home and Community Services Division

Debbie Roberts, Deputy Assistant Secretary, Developmental Disabilities Administration


	SUBJECT:

	CARE Change Control Information – Friday, March 20, 2020



	PURPOSE:

	To provide information about the upcoming CARE Change Control Release 



	BACKGROUND:

	CARE Change Control releases typically occur every 1-2 months. The changes are usually released in CARE Practice one week before they are released in CARE Production. 



	WHAT’S NEW, CHANGED, OR CLARIFIED:

	This CARE Change Control Release will occur on Friday, March 20, 2020 starting at 5:35 pm.  CARE users will receive the new version when they log into CARE any time after 8:00pm on Friday, March 20, 2020. 

Summary of Changes CARE users will see: 

HCS/AAA:

· User modification record (timestamp) displays in CARE Web
· New tab on Dashboard: Tickler list will display in CARE Web
· Update Profile screen>General Strength(s) and Preference(s) selections
· Bladder/Bowel screen: Modify description of value for the ‘Use of schedule, supplies, and/or appliance’
· Update Substance Use screen>Tobacco - Copy/Create functionality
· Bug Fixes (See CARE Release Notes for details)

HCS/AAA & DDA:
· Update Strength(s) and Preference(s) in ADLs and IADLs
· Bladder/Bowel screen – Modify description of value for the Individual Management

HCS/DDA:
· Update State Hospital/Hospital/E&T screen
· Bug Fixes (See CARE Release Notes for details)


DDA:
· Add Plan Effective Date to DDA PCSP Assessment Details and Service Summary outputs
· DDA Eligibility Changes in CARE
· DDA Prior Approval for Renamed Specialized Equipment & Supplies Service 
· LTC Forms 05-246/05-256 available to DDA
· ECMP Node Updates 
· Remove Caregiver Status Condition from ECMP Referral Trigger


	ACTION:

	CARE users should review the attachments for a full list of detailed changes related to this release. 

The CARE Help Screens and the CARE Assessor’s Manual have been updated to reflect these changes. See all changes in the attachment below. 

CM/SSS/CRMs should check their cases in and close CARE before leaving Friday, March 20, 2020. No other action is required by users for this change to occur.  

[bookmark: _GoBack]The changes above will be released in CARE Practice on Thursday, March 12, 2020.



	ATTACHMENT(S):

		CARE Change Control Release Notes


	LTC CARE Assessor’s Manual



	
	



Who to contact in your area for assistance:

	HCS/AAA:
	DDA:

	

	



 

	CONTACT(S):

		Sun-Young Pak,
CARE Assessment Program Manager
(360) 725-2276
sun-young.pak@dshs.wa.gov
	Bob Morris 
Special Projects Manager
(360) 407-1513
bob.morris@dshs.wa.gov
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		Admin/

Application

		Title/Description



		HCS/AAA

Web

		User modification record (timestamp) will display in CARE Web

In CARE Web, the date/time of the last modification of the screen will display when hovering over the screen title in the breadcrumb. 



Screenshot:

[image: ]

The timestamp will not display for the Assessments that were completed in CARE Web prior to 12/27/2019.





		HCS/AAA

Web

		New Tab in CARE Web>Dashboard: Tickler (CARE Desktop Integration)

This tab displays system generated ticklers or notices to the worker on a daily basis regarding client's status, client assignment, Exception to Rule (ETR) Request decisions and other notifications. The Tickler tab defaults to ticklers affiliated with the logged on User.

Help information is available on the page and can be seen by hovering over buttons and question marks within fields.

[image: ]

User can view, mark read/unread, delete, copy tickler and view the client. Only the owner of the ticklers can use “Mark read/unread” and “Delete ticklers” functions.

To view tickler click the Expand/Collapse Row button

[image: ]



Toggle tickler as Read/Unread

[image: ]

The bold font indicates the tickler is “Unread”.



To delete tickler click the ‘Delete tickler’ button

[image: ]



When user clicks Delete tickler button, a warning message will pop up to ask user to confirm:
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Copy tickler

[image: ]

Tickler Request details panel will display to fill the required information.

[image: ]



Navigate to the tickler client: click the ‘View Client’ button

[image: ]



Note: Tickler list is available Online only. For offline mode, the tickler tab will not display on Dashboard screen.





		HCS/AAA

Web

		Update Profile screen>General Strength(s) and Preference(s) selections



Selection values for the General Strength(s) and Preference(s) have been updated based on initial CARE Modernization design work that was done by Lean Kaizen group. 



1. The following current values will be moved to the Equipment table or Caregiver Instructions:

		Item

		Action Descriptions



		Bubble pack

		Add to Medical>Med Mgmt.>Equipment table



		Prefers to bathe daily

		Add to Bathing>Caregiver Instruction



		Assist with pads/briefs when going out

		Add to Toileting>Caregiver Instruction









2. The following values will be available for the selections of Strength(s) and Preference(s):

		Strength(s)

		Preference(s)



		Able to dial 911

		Client expresses preferences



		Able to exit in emergency

		Client prefers to make own decisions



		Aware of own Safety

		Client prefers to take part in tasks



		Can direct caregiver to assist w/task

		Likes to have same daily routine



		Can evacuate in emergency

		Prefers family member



		Client is cooperative with caregiver

		Prefers to Self-direct care



		Client is motivated

		Prefers to try tasks before assistance is offered



		Client is safe when unattended

		Would like privacy



		Client is weight bearing

		Would prefer a female caregiver



		Client has good endurance

		Would prefer a male caregiver



		Client participates in tasks with cueing

		



		Client participates in tasks with some assistance

		



		Doesn’t need assistance at night

		



		Enjoy independence, will ask for assistance as needed

		



		Has close family ties

		



		Navigates safely in community

		



		Performs tasks but at slow speed

		



		Recognizes need to dial 911

		



		Will ask for assistance

		







3. Any pre-existing values that are not listed in the table above will continue to be listed in the Strength(s) and Preference(s) until they are manually removed by users. If the pre-existing values are still applicable to the Care plan, they do not need to be removed. An archive icon will display at the end of each value and a help tip will display when hovering over the archive icon. 	

[image: ]

4. When users attempt to remove those values with the archive icon, the following warning message will display with ‘Keep’ and ‘Delete’ options:

[image: ]

By clicking the ‘Delete’ button, the item will be removed from the list and they will no longer be displayed in the list of the available selections.





		HCS/AAA/DDA

Desktop

		Strength(s) and Preference(s) in ADLs and IADLs updates 



Values in each of their respective Strength and Preference multi-select buckets on each screen will be updated in order to be consistent with CARE Web General Strength(s) and Preference(s) selection values.

Copy/Create Rules: In CARE Desktop, no changes will be made to the Copy & Create rules regarding pre-existing values. When an assessment has been copied and created to a new assessment, any pre-existing values will copy over to the new Desktop assessment. As is current functionality, Strengths or Preferences will not be copied from a Desktop to a Web assessment, regardless of assessment type.





		HCS/AAA

Web

		Modify description of value for the ‘Use of schedule, supplies, and/or appliance’



The following changes will be made related to the ‘Use of schedule, supplies, and/or appliance’ in the “Within the last 14 days” section on Bladder/Bowel screen:

1. The 4th value description for the ‘Use of schedule, supplies, and/or appliance’ will be changed from ‘Uses, needs skin cleansing assistance’ to ‘Uses, needs assistance, has incontinence’

[image: ]

Note: the modified value will appear on all assessments (History, Current, Pending) and moving forward in both CARE Web and CARE Desktop.





		HCS/AAA

Web

		Update Copy/Create rule for the Tobacco section on Substance Use screen



For all assessment types, when an assessment has been copied and created to a new CARE Web assessment, the following values will be copied over to all types of new CARE Web assessments:

· Response to "Does the client use Nicotine/Tobacco products? (This includes vaping, chew, or any other nicotine product)"

· All added items in the "Tobacco use" table (including Type, Status and Amount/Day) 

· All added items in the "Safety concerns" multi-select 

· Tobacco comments



		HCS/AAA

Web

		Bug fixes in CARE Web



1. Updates on current functionality related to the conditionally required comments field for the IADLs of Shopping, Meal Prep., Housework and Wood Supply.

2. The CARE Web ADLs currently have “Client declined” as the ongoing selection instead of “Client declines” with an S. “Client declines” is how it’s stated in WAC 388-106-0010 and how it has always been in CARE Desktop. On each ADL screen, the Status option of “Client declined” will be changed to “Client declines” for assessments created after March 20th release to be consistent with WAC language.[image: ]

3. Fixes a bug related to “Nutritional approaches: last 7 days” field which allowed users to add the same item multiple times.

4. Fixes a bug related to MCO Service Summary which displayed “Provider Hours” in the Informal Providers section.

5. Fixes a validation error on Contact Details: modified contact not showing role as required, and the progress bar was not updating correctly.

6. Fixes a bug related to the Skin/Foot screen> Skin/foot care: error message for ‘None of these’ was not displayed when other items were selected with “None of these” option.

7. Fixes a bug related to CARE Web Assessment Details which displayed “Cannot elevate legs/feet” and “Re-positioning is painful” in the Bed Mobility Limitations section. “Cannot elevate legs/feet” and “Re-positioning is painful” are not selectable in CARE Web. When a 2018 CARE Desktop assessment, which has these limitations, has been copied and created to a new CARE Web assessment, these limitations were showing on CARE Web Assessment Details.



		HCS/DDA

Desktop

		State Hospital/Hospital/E&T screen update



The following changes will be made on the State Hospital/Hospital/E&T screen:

1. Main tab changes as follows:

· If the ‘Facility:’ field selection = ‘Local Psychiatric Facility’ AND ‘Discharge Status:’ field selection = ‘Discharged without services’, then the ‘Diversion:’ field will be auto-populated with “No” when all required fields are completed.

2. Pop-Up dialog changes as follows:

· Change the pop-up dialog header from ‘State Hospital Psychiatric Facility’ to ‘Local Psychiatric Facility’

· Change the drop-down values for ‘Psychiatric facility type:’ to:

· Acute/Medical Hospitals

· Psychiatric Facilities/E&Ts

· Change the language of question #3 from ‘Is the client on a voluntary hold?’ to ‘Is the client at the facility voluntarily?’

· Questions 1, 2, 3 REMAIN REQUIRED when the pop-up dialog displays.  (Existing functionality ‒ just for clarity.)

· IF the answer to Question #3 = ‘No’, THEN Questions 4 and 5 become REQUIRED.  (Existing functionality ‒ just for clarity.)



3. Pop-Up dialog Matrix changes as follows:

· IF 'Discharge Status' = 'Discharged with services' or = 'Discharged without services' AND the answer to Question #3 = ‘Yes’, THEN the (Main tab) ‘Diversion:’ field should be auto-populated with ‘No’.

· IF (Main tab) ‘Facility:’ field = ‘Local Psychiatric Facility’ AND ‘’Discharge Status:’ = ’Discharged with services’ AND the answer to either Question #4 or Question #5 = ‘Yes’, THEN the (Main tab) ‘Diversion:’ field should be auto-populated with ‘Yes’.

· IF the ‘Facility:’ field selection = ‘Eastern State Hospital’ or ‘Western State Hospital’, THEN the ‘Diversion:’ field should be DISABLED and BLANK.

· ANY TIME the ‘Facility:’ field selection = ‘Local Psychiatric Facility AND the ‘Discharge Status:’ field selection = ‘Discharged without services’, THEN the ‘Diversion:’ field should be auto-populated with ‘No’ when all required fields are completed.

Note: If there is history in the system prior to this CARE change release, the historical data will be converted using the new rules that will be implemented into Production on March 20, 2020.



4. Discharge Delay Reasons tab changes as follows:

· The ‘Reasons’ field on this tab is REQUIRED ONLY when the ‘Discharge Date’ field is populated on the Main Tab. (Default for the field is 00/00/0000.)





		HCS/AAA/DDA

Desktop

		Bug fixes in CARE Desktop



1. Updates on current functionality related to Notice of Action Residential Rate ETR when there is no Personal Care-Residential ETR initiated in CARE: “No related ETR/ETP” option was missing.



		

		



		DDA Only (CARE Desktop)

		Add Plan Effective Date to DDA PCSP Assessment Details and Service Summary outputs

Adding new Plan Effective Date field to PCSP and Service Summary print outs as shown below:
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PCSP Footer:

[image: ]

Service Summary Footer:
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		DDA Only (CARE Desktop)

		DDA Eligibility Changes in CARE

Aligning CARE to current/existing WAC.  Updates were made to the items shown below:

· Age 3 eligibility to age 10 expiration

· Age based review date changes

MICP Eligibility Category selection



		DDA Only (CARE Desktop)

		DDA Prior Approval for Renamed Specialized Equipment & Supplies Service

In December 2019, CARE implemented the new service (named above).  However, the corresponding Prior Approval wasn’t created at the same time.  It will now be available for use.



		DDA Only (CARE Desktop)

		LTC Forms 05-246/05-256 available to DDA

Two DSHS ETR forms designed for LTC will now be available for DDA use.

05-246 Notice of Action Exception to Rule Decision (Excluding AFH) and 05-256 Notice of Action Exception to Rule for AFH Daily Rates will be available to access/print from CARE



*Additional work is being done on additional ETR forms for a future CARE release.



		DDA Only (CARE Desktop)

		ECMP Node Updates

· Track Building Rapport

· Track Case Milestones

· Track Worker Tasks for ECMP Visits

Screen changes pictured below:
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		DDA Only (CARE Desktop)

		Remove Caregiver Status Condition from ECMP Referral Trigger

Currently, an ECMP referral is triggered if Caregiver Status “How long do you expect to continue providing care” is set at “1-6 months” or “less than 1 month.”

After the CARE change implements, an ECMP referral is triggered regardless of how long the Caregiver expects to continue care (with the other Caregiver Status conditions remaining unchanged)
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Background and Overview 


1 Background and Overview


1.0 Intent


This manual will provide guidelines for how to apply standards, clinical judgment and “best practices” for assessing, developing care plans, determining eligibility, and authorizing services for long-term care clients.  


Development and coordination of service delivery to individuals within the Aging and Long Term Support Administration in Washington State is complex and challenging work.  Services are provided to individuals with a vast array of clinical issues, support systems, and functional abilities in residential facilities, in-home settings, and skilled facilities. Our work utilizes observational skills and assessment expertise in order to develop individualized service plans.


Throughout the world people are living longer; the population of persons over the age of 65 is rapidly growing both in numbers and as a proportion of the whole. In most developed countries the increase is particularly striking for those aged 80 and older.  Also, due to advances in medicine, individuals with chronic care needs secondary to traumatic injuries, developmental disabilities, and genetic congenital conditions are living longer. Improving the ability of the health care delivery system to respond to the needs of all of these individuals in a fiscally responsible manner is one of the greatest challenges of our times (Morris et al). The CARE tool has been designed to be an automated, client centered assessment system that will be the basis for comprehensive care planning. The tool has been designed to be compatible with the congressionally mandated Resident Assessment Instrument (RAI) used in nursing homes in the United States and several countries abroad. (The RAI is also referred to as the Minimum Data Set or MDS). “Such compatibility will promote continuity of care through a “seamless” assessment system across multiple health care settings, and will promote a person centered evaluation in contrast to a site-specific assessment” (Morris et al).


Protocols have been developed which will provide guidelines and individualized care planning for clients who have problematic conditions. These problematic conditions are “triggered” by particular CARE items.  At this time, the protocols consist of the following domains:


· Pressure injuries 

· Medication issues


· Referral to nursing services    


The CARE tool assists assessors to gather information on a client’s strengths and limitations, which must be addressed in an individualized care plan. It also aids staff to evaluate goal achievement and revise service plans accordingly by providing a tracking mechanism of changes in the client’s status. As the process of problem identification is integrated with sound clinical interventions, the service plan becomes each client’s unique path toward achieving or maintaining his or her highest practicable level of functioning.


The CARE tool helps assessors look at clients holistically.  Persons generally enter the long term care system due to functional status problems caused by physical deterioration, developmental disabilities, cognitive impairment or decline, mental illness, the onset or exacerbation of an acute illness or condition, or other related factors. The individual’s ability to manage independently has been limited to the extent that assistance with activities of daily living, skilled nursing, medical treatment and/or rehabilitation is needed for clients to maintain and/or restore function or to live at an optimum level from day to day. While we recognize that there are often unavoidable declines, particularly in the last stages of life, available resources and disciplines must be used to assist clients to achieve the highest level of functioning possible (Quality of Care) and maintain a sense of individuality (Quality of Life). 


Assessors are generally taught a problem identification process as part of their professional education. For example, the nursing profession’s problem identification model is called the nursing process, which consists of assessment, planning, implementation and evaluation. The CARE tool simply provides a structured, standardized approach for applying a problem identification process in long term care settings.  


Good problem identification models have 5 basic steps: 


1. Data Collection (objective; “what is”).  Taking stock of observations and information (both limitations and strengths) of an individual in order to find out whom he/she is. 


2. Analysis (decision making). –Answers the why question.  Determining the severity, functional impact, and scope of a client’s problems; Understanding the causes and relationships between a client’s problems. 

3. Development of a plan.  Establishing a course of action that moves that individual client toward a specific goal, utilizing the individual’s strengths and interdisciplinary expertise when necessary; crafting the “how” of client care.


4. Implementation of the plan. Putting that course of action (specific interventions on the service plan) into motion by caregivers knowledgeable about the care goals and approaches; carrying out the “how” and “when” of client care.


5. Evaluation of the plan.  Critically reviewing service plan goals, interventions and implementation in terms of achieved client outcomes and assessing the need to modify the service plan (i.e., change interventions) to adjust to changes in the client’s status, either improvement or decline.


This is how the problem identification process would look as a pathway. 
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Assessment (data collection and analysis)


Evaluation of Plan.                                                Development of Plan


Implementation of Plan


1.1   Uses of the CARE Tool


The CARE tool is used for assessing, developing care plans, determining eligibility, and authorizing services for clients served by the Aging and Long Term Support Administration and the Department of Developmental Disabilities

1.1.0 Assessment 


· CARE is designed to collect data entered by the assessor.  CARE includes various types of assessments, each with different validations. The assessment types included within CARE are listed below.  Each of these assessment types requires a face-to-face visit between the assessor and the person being assessed.


· *Initial:  Use for all new CFC, CFC + COPES, MPC, RCL, New Freedom and PACE clients. A minimum set of items must be completed, many of which are necessary to determine the client’s program eligibility and payment. Many non-mandatory items impact payment so it will be necessary to perform a thorough assessment to place your client in the appropriate payment category.


· *Initial/Reapply: Use this assessment type for clients who are reapplying for services within one year of the last face-to-face assessment.


· *Annual:  Use for all new CFC, CFC+COPES, MPC, RCL, New Freedom and PACE clients.  Must occur no more than one year from the previous assessment. Each annual assessment will require the same mandatory fields as the Initial. Each screen will have a “Changes” box, and you will need to verify the accuracy of the items on each screen to determine if there have been any changes since the last assessment. If there have been none, you will answer “No”. If there have been changes, you will select “Yes” and update the information on the screen. All items on each screen must be reviewed to see if the information is true for the new time period. 

· *Significant Change:  A face-to-face interview is required whenever there is a reported significant change, for better or worse, in the client’s cognition, mood/behavior, ADLs or medical condition. A significant change assessment does not need to be completed when there has not been a change in the client’s condition- for example- when the client’s availability of informal supports has changed or coding is being corrected for the same look back period as the last face-to-face assessment. 

· Brief:  HCS staff uses for clients who are applying for Medical Care Services (MCS) (formerly known as GAU). Clients who have been admitted from the hospital to the nursing facility and require a level of care determination within 7 days of admission, will now have that determination made in the NF Case Management screen in the CARE Details folder.

The Brief Assessment is also used for Veteran’s Directed Home Services clients.   

· Non Core:  AAA staff uses for clients receiving non-core services.


*There is a shortened assessment for clients planning to receive services in a Residential AFH/ALF/ESF setting.  If the selection “Residential AFH/ALF/ESF” is selected under “Living arrangements” on the Assessment Main screen, then the following screens are not mandatory: Transportation, Essential Shopping, Wood Supply, Housework and Meal Preparation. Additionally, the ‘Changes?’ box on the Environmental screen does not have to be filled in if the “Environmental Concerns” question is not blank.  


Here are some helpful hints for the data collection process:


· Assure that clients and their families are actively involved in the information sharing and decision-making processes.


· Gather information from as many sources as you reasonably can. How you gather the information includes observation, interview, review of medical record (if available), etc. You may need collateral contacts to validate information from the individual.  Weigh what the client says, and what is observed about the client against other information obtained from other sources. When respondents give conflicting information, clarify and ultimately use your best professional judgment in weighing the information. Remember that for most items, you are looking back at the last seven days.


· Have a framework in mind before you begin the interview.  Use whatever framework works for you, and let the individual’s needs guide you during the assessment process. For example, you might begin the process with obtaining demographic data. Then you might review current medications. This will be helpful in terms of the diagnosis and potential health problem sections.  CARE allows you to move quickly and efficiently from one area to another.


· There are standardized screening tools within CARE in which you will ask direct questions of the individual (the depression screening, test for short term memory, etc.), but, generally speaking, CARE is NOT a questionnaire. You do not need to ask the individual or collateral contact each and every question in order to elicit accurate data. Much of the information can be obtained through open-ended questions.  Examples may include:


· “Other than high blood pressure, do you have any other problems with your heart or circulation?”


· “Tell me about your eyesight”. Clarify information as needed.


· “How is your health?”; “In the last week, have you had any medical problems or concerns?”


· Have you had any concerns about your bladder or bowels in the last 2 weeks?”


· “Tell me more about that, can you give me an example, tell me what you have in mind”.


· “I’m interested in how you spend your days. Can you tell me how you spent yesterday; starting from the time you got up?”


· “How often do you get assistance, what do they do for you, how many people help you, can you support your own weight?”


· Capture information that is based on what actually happened during the observation period, not what usually happens or what you think should have happened. Problems may be missed when the client’s actual status over the entire observation period is not considered.


· Take your time with your first couple of assessments, and carefully study the definitions. Always code to the CARE definitions when gathering information. For example, self-performance is evaluated with appliances if used. Also a client with a catheter who is “dry” is considered continent. The observation period timeframes must also be kept in mind, e.g. last 7 days, last 14 days.


· Communicate with collateral contacts.  Communicating with collateral contacts should be done to supplement and/or verify information gathered from the clients.  Whenever possible, the client will be the primary source of information for an assessment:


· Direct caregivers.  Formal caregivers talk with and listen to the clients on a regular basis. They observe and assist the client’s performance of ADLs and involvement in activities. They observe the client’s physical, cognitive and psychosocial status frequently during the assessment period.


· Family.  The client’s family (or person closest to the client) can be a valuable source of information about the client’s health history, history of strengths and problems in various functional areas, and customary routine. This information is particularly necessary when the client is cognitively impaired or has a great deal of difficulty communicating.  Using this source obviously depends on the presence of family members, their willingness to participate, and the client’s preferences. Assessors need to respect the cognitively intact client’s right to privacy, and should have permission from the individual in order to ask questions of family members. In most instances, family will not be the sole source of information but will supplement information from other sources. The assessment process provides an excellent opportunity to develop trusting, working relationships with the client, family, and caregivers.


· Communication with relevant others (licensed professionals, etc.)


NOTE:  All individuals have the right to privacy.  The client must give consent before the assessor may gather information from anyone.


1.1.1 Payment System


A payment system interface within CARE will allow workers to input all authorizations for a client. Once a client has been assessed in CARE, all payment authorizations must be made through the SSPS or ProviderOne interface in CARE. Before payment can be authorized, the assessment that generated the rate or number of hours must be in current status. 


1.1.2  Authorization of Services 


CARE contains a formula that determines a set of hours or rate.  It is based on the client’s functional, medical, and psych/social abilities.  The allocation generated by CARE is the maximum that can be authorized to meet the client’s needs without an approved ETR.  

2 Working Files


The Working Files screen allows workers a way to identify what clients they are working on and track tasks that need to be completed. This working files list replaces the need to keep clients checked out and listed in the worker’s tree.

The screen is only available on-line


The following details related to the most recently created Pending or Current assessment (selected in that order) are displayed: Assessment Date, Assessment Type, Assessment Status, Plan End Date. 


Adding a client:


· When an Initial, Initial/Reapply, Annual, Interim or Significant Change assessment is created, the client is automatically added to the list, once synchronized. Workers can remove them at any time. 


· Workers can add clients to the Working Files screen manually once the client is located in the CARE tree. This can be done in two ways: 1) Highlight any screen inside the client file and select Action>Open Working Files, or 2) right-click from the client file and select “Open Working Files” from the appearing menu display.  Both methods will bring up a window, click “Save” and the client will be added to the Working Files list. 


Removing a client:


To remove a client from the list, highlight the client’s name and click on the “-“ in the top right of the Working Files table. Comments are removed from the system when the Client is removed from the Working Files list. No history is retained. 


Viewing a client:

· A client can be put into view from the Working Files table. Workers can either highlight the client row in the Working Files table and select the “View” button, or the worker can double-click the client name in the table. Either action will bring the client into the tree. 


· To view the Working Files list, click on “Working Files in the Online Folder at the top of the CARE tree. 


Comment Box:


· The comment box can be used as a checklist or a “to do” list. The comment box will default to a standard checklist of tasks that are completed at assessments or it can be cleared and customized in whatever way is useful to the worker. Tables can’t be added but most text can be copied and pasted into the box. The comment box can be edited and does not lock.


· Workers or offices can create a customized default template that will appear when adding a client to the Working Files list by going to the Action Menu, selecting “Preferences” and clicking on the “Working Files” tab. 

Supervisors will have security rights to view but not edit the Working Files lists of their case managers. They can copy the text in the comment box and paste to another document. This may be helpful if a worker is unexpectedly out of the office. The “Worker” dropdown list will be populated with the case managers from their RU. 

3 Tickler Inbox


3.0 Intent

This screen displays system generated and custom created ticklers or notices to Primary Case Managers (PCMs) on a daily basis regarding case management functions.  Supervisors, Case Aides, and Nurses can also view Ticklers of PCMs in their Reporting Unit (RU).  All CARE Users may view Custom Ticklers they have set for themselves on any CARE client(s).

Tickler List is available Online only.  Staff will not be able to access their Tickler In-box when they are using a remote database in the field.  They will be able to create Custom Ticklers offline, and upload them next time they synchronize. New offline ticklers will not generate until they have been uploaded.  Available actions for PCMs include checking items as “read” and deleting ticklers.  Other team members (Case Aide and Nurses) may mark items as read, but may not delete. 

3.1 Process

Tickler Table 


		Tickler Name 

		Criteria 

		Generated Text 



		ETR to History

		Generated at synchronization, when an ETR is attached to the Current assessment and a new assessment is created. 

LTC NOTE: For LTC Interim assessments that produced no change to hours OR care category, a new ETR is not required by policy (LTC Manual, Chapter 3), but can be done to remove the client from the mismatch list

		“Once the newly created assessment is moved to “Current”, any related ETR will move to “History”.  You may need to re-submit the ETR or end the additional hours or rate authorized. 



		WWL (Work Week Limit) expires in 10 days

		Generates only for Approved or Partially Approved IP OT (Overtime) Decisions. Tickler will appear 10 days before the Outcome End Saturday Date.

		The client specific approved work week limit will expire on XX/XX/XXXX (End Saturday date) 





		APS / RCS / CPS Intake Notice 



		Intake notification record for Client received from TIVA2. 

This tickler provides notification that an Intake record was created where an active CARE client is identified as a victim in an APS/RCS/ or CPS case. 

		A report of an alleged incident of abuse, neglect, abandonment or exploitation was received on [received date]. Details of the alleged incident intake id [intake id] can be viewed in the APS/RCS/CPS screen. You will be contacted by the investigator if more information is needed. 






		APS / RCS / CPS Outcome Notice 



		Outcome Report record for Client received from TIVA2. 

This tickler provides notification that an Outcome of the Intake was received where an active CARE client is identified as a victim in an APS/RCS/ or CPS case. 

		An outcome report was completed for intake [intake id]. Details of the report can be viewed in the APS/RCS/CPS screen. 






		Error! COPES RAC/No Service Authorized 

		A tickler will be sent to the Primary Case Manger when:


· “Client is eligible for “ field = “CFC + COPES”, and


· There is an active COPES RAC, and 


· The end date for the waiver service code is 5 days in the past, OR


· An authorization has not been created for a waiver service within 5 days of moving the assessment to Current. 


A second tickler will be generated if the criteria above is still the same at the 20-day mark. 



		A COPES client must receive a COPES service every month. Please ensure [client name] has a service in the assessment and create an authorization.


· If the client will not receive a COPES service, and is financially eligible to be on CFC only, change the Care Plan program to CFC, remove the COPES RAC, and notify financial.


· If the client will not receive a COPES service, and is not financially eligible for CFC, terminate all CFC services.


· Consult with your Supervisor for questions.






		MTD Subsequent PE Screening

		If a client already has an MTD record in CARE, a tickler will be generated when a subsequent confirmation is needed. The tickler is generated for all workers with a Role = to Intake within the client’s RU. 

Note: If the confirmation is finalized before the daily tickler job runs, a tickler will not be generated

		A new PE screening for client [client’s first and last name, ADSA ID] has been sent to HCS for confirmation. 



		New Case Assigned 

		Primary Case Manager (PCM) Assigned 

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



		ETR Request Decision 

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

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


Ticklers to both PCM and creator if not the same person



		Request returned to Creator 

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

		<ETR/ETP>  returned to creator 


Ticklers to both PCM and creator if not the same person



		Pending Client Assessment 

		Assessment in pending status 25 or more days 

		Pending Assessment created on <Assessment Create Date> 


Ticklers to both PCM and Assessor if not the same person



		Assessment 30 Day Follow-up Request 

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

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



		30-Day Signed Svc Summary

		Current Assessment in current status for 30 days.

		Contact client and develop a person centered strategy to get the signed CARE Service Summary if not yet received.



		60-Day Signed Svc Summary

		Current Assessment in current status for 60 days.

		Confirm receipt of signed CARE Service Summary. If not yet received, continue to work with client to obtain.



		New Case Assigned 

		Primary Case Manager (PCM) Assigned 

		No text.



		SER recorded by non-PCM 

		Service Episode Record (SER) entered by non-PCM 

		SER created by <Worker Name> Contact Date: <Contact Date> Contact Type: <Contact Type> Purpose: <Purpose Code> 



		SER Recorded by other PCM 

		This is rare.  Only when the case is shared by another office (DDA).  The original Tickler for informing the PCM when someone else added a SER to your client didn’t include when shared PCM added SERs.

		SER created by: 


Contact Date: 


Contact Code: 


Purpose Code: 



		ETR/ETP Approaching End Date 

		Generates for Approved/ Partially Approved ETR/ETP. Tickler will appear 20 days before the ETR/ETP End Date. This will also be generated on Plan Period ETR/ETP.

		End Date = <Date Range End Date>

Category = <ETR/ETP Category>  Type = <ETR/ETP Type>

You may need to resubmit the ETR/ETP or end the additional hours or rate authorized. If it was a one-time payment type ETR, like Env. Mod., you can ignore the tickler (delete).






		PAN Pending 

		If you create a CARE PAN and leave it in pending status for longer than 5 days, you will receive a Tickler.    Just a reminder to finish it or delete it if was created in error.

		<PAN Type> 



		Assessment 30 Day Follow-up Request 

		Assessment in current status 25 days AND Current Plan has a Referral, Environmental Concerns or Equipment Requests. This tickler never was intended to mean that workers would wait until the Tickler came, only to make sure equipment, environmental, & referral needs do not get missed.

		The type follow-up will be displayed:  Referral, Environmental, and Equipment.  


Tickler will display more than one category if appropriate.



		Annual Review Reminder 

		This Tickler will identify your last completed, Face-to-face assessment type (whether Current or History) and remind you 40 days before the Plan Period of that Assessment expires.  Interim assessments won’t count.  The way that Plan Period is calculated is as follows:


· IF the most recent Face-to-face assessment (current or in history) type = (Initial, Initial/Reapply, Significant Change, or Annual) was moved to Current within the 30 day requirement,  THEN

· Plan Period End Date is the last day of the month in which the assessment was moved to Current,  plus one year

OR


· IF the most recent Face-to-face assessment (current or in history) type = (Initial, Initial/Reapply, Significant Change, or Annual)  was moved to Current  more than 30 days after the assessment, THEN

Plan Period End Date is the last day of the month in which the Assessment was started, plus one year.

		Annual Assessment Due <Plan Period End Date> 



		Monitor Plan SER Due 

		For clients in the In-home setting only.  Not actually a “due date”, but you will receive a Tickler if you haven’t entered an SER with the Purpose Code “Monitor Plan” in the past 4 months.  How often Monitoring contacts are required are in Chapter 5 of the LTC Manual.  This is a good reason to be consistent in choosing the Monitor Plan purpose code when documenting your client contacts.

		The date the last SER with Monitor Plan was entered.  It will say <NULL> if there is no previous Monitor Plan SER.



		CFC Annual Calculator

		· Date = 6/01


· PCM has clients on CFC


· 1 tickler sent for all clients, not each client

		· CFC Annual Calculator will reset July 1.



		NFCM 6 month Low Discharge Potential 

		· Meets NFLOC = Yes; 


· NFLOC date determined plus 6 months; 


· Potential for Discharge = Limited or None; 


· No Discharge Date entered 

		· Discharge Potential value 


· Date NFLOC was determined 


· Admit Date 



		NFCM Past Expected 30 day Discharge 

		· Meets NFLOC = Yes; 


· Expected discharge within 30 days = Yes; 


· NFLOC date determined plus 30 days; 


· No Discharge Date entered 

		· Discharge Potential value; 


· Date NFLOC was determined; 


· Admit date 



		Plan Approval SER Due 

		To ensure client’s approval of the Care Plan is documented in CARE, you will receive a Tickler if it has been 30 days since an Assessment Date, and no SER with Plan Approval purpose code has been entered. If you have already entered the SER, you won’t get the Tickler.

		No text, just the Tickler title.



		30 Day Visit Due 

		This is for AAA clients only.  You will receive a tickler 20 days after file was accepted by the AAA, unless you have already entered a SER with the purpose code 30-Day Visit. 


No tickler if you have already documented any planning or HV related to the 30-day visit.

		Due by <Transfer In Date + 30 Days> 



		AFH Sig Change Request

		Tickle on the 20th business day from the contact date of the “AFH Sig Change Request”

		“A Significant Change request was made per SER dated <SER saved date>. You have 10 business days to complete the assessment if a Significant Change Assessment was warranted”



		AFH Sig Change Request

		Tickle on the 29th business day from the contact date of the “AFH Sig Change Request” SER 

		“A Significant Change request was made per SER dated <SER saved date>. If a Significant Change Assessment was warranted, it must be moved to Current tomorrow, or the next business day”



		Custom Tickler 

		Worker creates Tickler using Action menu Create Custom Tickler 

		





Pre-Transition and Sustainability Ticklers


		Tickler Name 

		Criteria 

		Generated Text 



		Estimated Discharge Date

		Notifies PCM that the date entered in “Estimated Discharge Date” Field on RCL Enroll/Disenroll Main Tab is 14 days away; prompts PCM to identify if date is still accurate or needs to be updated

		Estimated Discharge Date for <insert client name> is 14 days away. Is estimate still accurate?





		60 RCL Days Left

		Notifies PCM that client has 60 days left on the RCL program. CM/CRM may want to complete an assessment at this time to ensure that necessary steps are taken in order for the participant to maintain successful community living, including program (functional and financial) eligibility.

		There are less than 60 RCL days left for <insert client name>.





		30 RCL Days Left

		Notifies PCM that client has 30 days left on the RCL program.

		There are less than 30 RCL days left for <insert client name>.





		5 RCL Days Left

		Notifies PCM that client has 5 days left on the RCL program.

		There are less than 5 RCL days left for <insert client name>. Client must be disenrolled by day 365



		Goal Target Due Date

		Notifies PCM that the Target Due Date entered in the Goals Detail Tab in the Sustainability Goals screen has passed; prompts PCM to adjust the date or update the screen. 

		Target Due Date has passed for <insert client name>. Please adjust Target Due Date or change on the Sustainability Goals screen



		First Quarterly Contact Reminder

		Reminder to PCM to make first quarterly contact with RCL client who does not receive personal care. See RCL/WA Roads Chapter 29 in the LTC Manual for policy related to quarterly contacts.

		Time for quarterly contact with <insert client name>, who is enrolled in RCL, but is not receiving services



		Second Quarterly Contact Reminder

		Reminder to PCM to make second quarterly contact with RCL client who does not receive personal care. See RCL/WA Roads Chapter 29 in the LTC Manual for policy related to quarterly contacts.

		Time for quarterly contact with <insert client name>, who is enrolled in RCL, but is not receiving services



		Third Quarterly Contact Reminder

		Reminder to PCM to make third quarterly contact with RCL client who does not receive personal care. See RCL/WA Roads Chapter 29 in the LTC Manual for policy related to quarterly contacts.

		Time for quarterly contact with <insert client name>, who is enrolled in RCL, but is not receiving services





		N05 Group-90 RCL Days Left

		Notifies PCM that client who is part of the N05 (Medicaid Expansion) group has 90 days left on the RCL program. CM/CRM must begin to assist client to transition to CFC services or assist client in pursuing a disability determination (NGMA) and other financial application materials to access Waiver programs.

		There are 90 days left in <client’s name’s > RCL year and client is in the N05 group in ACES. For enrollment in a waiver (i.e., CFC+COPES, New Freedom, Basic +, Core, Community Protection, or CIIBS), begin pursuing a disability determination OR prepare to transition client to CFC.



		N05 Group-60 RCL Days Left

		Notifies PCM that client who is part of the N05 (Medicaid Expansion) group has 60 days left on the RCL program. CM/CRM follow up and/or assist client to transition to CFC services or assist client in pursuing a disability determination (NGMA) and other financial application materials to access Waiver programs.

		There are 60 days left in <client’s name’s > RCL year and client is in the N05 group in ACES.  For enrollment in a waiver (i.e., CFC+COPES, New Freedom, Basic +, Core, Community Protection, or CIIBS), assist client with application to financial.



		N05 Group-30 RCL Days Left

		Notifies PCM that client who is part of the N05 (Medicaid Expansion) group has 30 days left on the RCL program. CM/CRM must review client’s eligibility status in ACES to determine what program the client is eligible to transition onto from RCL.

		There are 30 days left in <client’s name’s > RCL year and client is in the N05 group in ACES. Review eligibility status with financial.





		30 Days Post Discharge Eval Due

		Triggered 25 days after State Hospital Discharge Date

		“Thirty Day Post-Discharge Evaluation for <Client name> is due <30 days from discharge date>



		Second Post Discharge Eval Due

		Triggered 170 days after State Hospital Discharge Date

		“Second Post-Discharge Evaluation for <Client name> is due <6 months from discharge date>



		Third Post Discharge Eval Due

		Triggered 355 days after State Hospital Discharge Date

		“Third Post-Discharge Evaluation for <Client name> is due <365 days  from discharge date>





3.2 Create Custom Ticklers

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


All CARE Users may set Custom Ticklers for themselves on any CARE client. 


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


Create Custom Ticklers Values Descriptions

		Value

		Description



		Tickler Plus button

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



		Client Name

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



		Tickler

		Displays the tickler name of all Custom Ticklers



		Notification

		Displays the Notification date for all Custom Ticklers



		Tickler Detail Client Name

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



		Tickler Detail Tickler Name

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



		Tickler Detail Notification Date

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



		Tickler Detail Description

		Enter or edit a description of the Custom Tickler



		OK button

		Click the button to save the Custom Tickler





Barcode/DMS To Do List – This is a link to the “Barcode/DMS To-Do list” for HCS and AAA workers. When the link is clicked, CARE will open Barcode with the command to bring up the worker’s ‘’To Do List’.  This will display documents that have been assigned to the SW/CM in the Barcode system for some type of review or action. For example, ACES letters will populate here rather than the CM receiving a paper copy that has to be filed. CARE and Barcode can run at the same time.  *In order for the link to work, a path to Barcode must be created (See the Preferences Help screen for instructions). If the worker doesn’t have Barcode auto sign-on enabled, they will be prompted to enter their Barcode user ID and password. 

· Note: If a user has secondary user accounts in other Barcode sites, they will also be prompted to choose an office when selecting the To-Do-List link. 

Service Episode Records (SER)

4 Service Episode Records 

4.0 Intent


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

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

4.1 Process


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


The SER screen has three tabs that allow the user to:


· Search for historic SERs,

· Display the search results with the functionality to append an existing SER,  and

· Add new SERs. 

Contact Search tab:


There are three sections on the Contact Search tab.


1. Date Range – this section allows the user to search for SERs by:


· Contact date, or 


· Timestamp date 


The date range will be auto-populated with the last month or specific dates can be manually entered by entering the date range and clicking on the “Retrieve” button.


2. Contact Code and/or Purpose - The user can refine the search by Contact Code or Purpose code. If both a Contact Code and Purpose Code are selected, only SERs matching both the Contact Code and Purpose Code within the date range will be returned in the search results. Some existing SER Contact Codes have been converted to Purpose Codes and are noted below. Those Contact Codes that will no longer be available for new SERs will be available for searching in the Contact Codes field.


3. Text Search: Subject and SER Text - This feature allows the user to search by specific words. Users can enter a specific word and a search will look for the word in either the Subject line or the text in the body of the SER. 


The user can also search with two words if both words are in the SER by adding a “%” sign in between the two words, for example “medical%ramp”. If both words are not in the SER, you will receive a message stating, “No results found”. This function can help narrow the search. 


Users can use all three sections to refine the search.


When search information has been entered the user can either:


· Click on the “Retrieve” button to display the search results on the “Select SER Display” tab. (The system will automatically move to the “Selected    SER Display” tab and display the results).



or 


· Click on the “Clear” button to remove the selections.  


Selected SER Display tab:


This tab will display the results of the user’s search by contact code, purpose code, contact date and worker name (user ID). To view an entry, select the historical SER in the table and it will display on the bottom half of the screen.


This screen also allows the user to append a selected SER. SERs may be appended (added to) by clicking on (highlighting) the SER to be appended in the historical list.  Next the user clicks on the “Append to Selected” button. The system will automatically switch to the “Add New SER” tab so the user can add a new entry. Contact Code, Purpose Code and Subject Line may not be changed. 


Add New SER tab:


The “Add New SER” tab allows the user to make new entries. 


To enter a new SER:

1. Click on “Add New SER” tab. 

2. Select most appropriate contact code for each SER. 


3. Select most appropriate purpose code for each SER. 


4. Enter the contact date for each SER. 


5. Enter subject title (this is optional). 


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


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


4.2 Coding


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

4.2.0 Contact Code


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

		Name

		Contact Code

		Purpose Code

		Descriptions



		Telephone Call

		X

		

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



		Admin Task/Email/Fax/Mail

		X

		

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



		Home Visit (HV)

		X

		

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



		Barcode/ECR

		X

		

		Use to document clerical functions that occur through the barcode system. 



		Community Contact

		X

		

		Use to document contact with the client in the community. including facility, school and work site visits



		Office Visit (OV)

		X

		

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



		NFCM (HCS)

		X

		

		Use to document all nursing facility case management activities





4.2.1 Purpose Codes


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

		Name

		Contact Code

		Purpose Code

		Description 



		30 Day Visit/Contact

		

		X

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



		Admin Hearing

		

		X

		Use to document activities related to administrative hearings.



		Advocacy

		

		X

		Use to document advocacy activities on behalf of client



		AFH Sig Change Request

		

		X

		Use to document when an AFH provider requests a Significant Change assessment in writing



		APS/CRU/CPS

		

		X

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

· Do not include reporter’s name, as the APS/CRU/CPS intake will include this information.


· Do not cut/paste information/emails into SER. If the information is pertinent, summarize it and scan pertinent documents in client’s ECR.



		Assessment

		

		X

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



		Care Plan Implementation

		

		X

		Use to document activities related to plan implementation



		CCG

		

		X

		Use to document contacts related to, and documenting activities with a Community a Choice Guide (CCG) for RCL and WA Roads clients






		Clerical

		

		X

		Use to document any clerical functions such as payment issues (e.g.overpayments/adjustments) or mailing of forms that are not related to PANs & Service Summaries & related CARE documents – (See PAN). 



		Client Safety Concerns

		

		X

		Use to document contacts regarding safety issues about a client. 



		Collateral Contact (CC)

		

		X

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



		Complaints

		

		X

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



		Consult RN

		

		X

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



		Contracted Vendor

		

		X

		Use to document contacts with and services performed by contracted providers that do not have a distinct purpose code (e.g. RCL and WA Roads providers) NOT FOR USE FOR INDIVIDUAL OR AGENCY PERSONAL CARE/RESPITE PROVIDERS.



		Client  Contact

		

		X

		Use to document direct communication with client.  This may also include providing phone reassurance to client. DO NOT USE FOR PLAN APPROVAL. Use “Plan Approval” code to document client’s approval of the plan of care. 



		File Review

		

		X

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



		Financial

		

		X

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



		Information & Referral

		

		X

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



		Intake/Eligibility (DDA)

		

		X

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



		Intake (HCS)

		

		X

		Use to document date referral was received.



		Intake Referral Received

		

		X

		For use by ALTSA intake staff to document an intake referral was received. Users must use the “Intake Referral Received” purpose code when they are first made aware of the referral by any means (e.g. phone call, fax, other electronic means). This SER must only be used to document the receipt of an intake referral; however other information may be included in this SER if it is relevant to the referral.  All other intake related SER documentation may use the purpose code “Intake (HCS)” or other relevant SER codes. It is important to use this criteria because the contact date associated to this SER is used as a data point for reporting on intake and assessment timeliness.



		Judicial

		

		X

		Use to document court actions concerning the client.



		Monitor Plan

		

		X

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



		NCC Review (DDA)

		

		X

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



		NPS Assessment Priority (DDA)

		

		X

		DDA Only: Use to document NPS Assessment Priorities (1,2,3) & assessment scheduling attempts



		NSA (DDA)

		

		X

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



		PAN/CARE Documents

		

		X

		Use to document the mailing of a Planned Action Notice (PAN) and other related documents (e.g. Service Summary, PCR/PCRC, & Assessment Details) to a client and/or NSA.



		PASRR Client-Case Manager Assigned




		

		X

		Used by all CARE users (HCS/AAA/DDA) when a current NF resident desiring community transition is assigned a DDA or HCS case manager



		PASRR Client-Community Setting Declined

		

		X

		Used by all CARE users (HCS/AAA/DDA) when a client in a PASRR RU (P01,P02,P03,P04,P05, or P06 is offered a viable community placement that meets his or her needs, but the individual or guardian does not accept the placement.



		PASRR Client-Potential Provider Identified




		

		X

		Used by all CARE users (HCS/AAA/DDA) when a potential community-based provider is identified






		PASRR Client-Residential Referral




		

		X

		Used by all CARE users (HCS/AAA/DDA) when referral information is shared with a potential provider for community transition (adult family home, supported living agency, assisted living, etc.).



		PASRR-Follow-Up Packet and PAN Sent

		

		X

		Used by DDA when the Post-PASRR Level II (follow-up) meeting documentation is distributed to the NF resident and guardian or NSA.  Documentation sent must include a PAN for all initial follow-ups. The contact date of the SER is the date the documentation was given to the resident or sent by secure email or mail, but must occur within 30 days of the follow-up meeting.





		Plan Amendment (DDA)

		

		X

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



		Plan Approval

		

		X

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



		Provider Issues

		

		X

		Use to document issues related to the care provider. This also includes activities associated with IP overtime (e.g. WWL increase requests, IP contract action. etc.) when the activities are related to a specific client.



		QA File Review

		

		X

		Use to document activities of QA monitoring.



		Staffing

		

		X

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



		TCM (HCS/AAA)

		

		X

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



		Supportive Housing

		

		X

		Use to document contacts related to MTPD Supportive Housing services







4.2.2 Contact Date


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

4.2.3 Subject Line


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

4.2.4 SER Entry Field 


The SER field is an open text field that allows for up to 7900 characters. 

Barcode/DMS ECR (Electronic Client Record) - When the link is clicked, CARE will startup Barcode with the command to bring up the client’s Electronic Client Record. The link is dependent upon the correct ACES ID being entered on the Client Details screen. If the client does not have an ACES ID then the link will not be available. CARE and Barcode can run at the same time.  

*In order for the links to work, a path to barcode must be created (See the Preferences Help screen for instructions).

Transfers In/Out


5 Transfer In/Out


5.0 Intent


This is the process by which an electronic client file is transferred from one agency to another agency.


5.1 Process  


This protocol is used to transfer any client file. Use these protocols when any file is transferred:


· From one HCS office to another;


· From one AAA/Aging Network office to another;


· Between HCS offices and AAA/Aging Network offices;

· From one DDA office to another;


· From DDA to HCS;

· From HCS to DDA;


Prior to transferring a case for ongoing case management in another office, staff should:


1. Complete the assessment and care plan.  It is the responsibility of the transferring worker to ensure accuracy and thoroughness of the assessment. 


2. Move the assessment into current status after reviewing the pending care plan with the client.


3. Have the client and personal care provider sign and return the current service summary. 

a. 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 once the signed Service Summary is received and give the client contact information should they have questions/concerns prior to the receiving worker contacting them.  


4. If the client’s case includes a W-2 provider, change the SSPS worker ID to 00TC00. No input is necessary in the P1 system. Complete the Financial/Social Services Communications Form (#14-443) in barcode to notify the Financial Worker of the case transfer.


5. Transfer the file electronically and if there is a paper file, send the paper file. If the case involves an Individual Provider authorization, the transfer materials will include IP contract information.  Required items include (not applicable to DDA): 


· Copies of the IP’s ID;  

· Contractor Intake Form Signed and counter signed contract;


· Copy of the IP’s signed Background Authorization; 

· If fingerprinting is required and has been completed: 

· Final Background Results letter and RAP sheets (for governmental agency transfers only), or 

· If fingerprinting is in process: 

· Fingerprint appointment form, receipt, or other verification of fingerprinting. 

· Background Results Letters and rap sheets;

· Character, competence, and suitability determinations;


· Documentation in the SER that the provider has received the Employment Reference Guide for Individual Providers and that training and Individual Provider time sheet requirements have been discussed with the provider; 

· Documentation in the Service Episode Record that the client’s service plan and description of the personal service definitions were reviewed with the IP;

· Documentation that the IP has completed mandatory IP Orientation and Safety Training.  This is required only if the IP is working for his/her first DSHS client.  When applicable, the SSPS provider file needs to be updated prior to the file transfer to indicate completion of Orientation and Safety Training.


· 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.

NOTE:  All of the above should be completed within 30 days.  There may, however, be valid reasons that a case is not transferred within 30 days.  Document these reasons in the SERs.


The receiving office must:


1. Enter the transferred file into the barcode system, as required by policy.  


2. Review/approve the paper file within 10 days.


3. Notify the sending office if major problems exist.  The sending office will need to make necessary corrections within 10 days.  There may be instances where another assessment will need to be completed in order to ensure an accurate and complete assessment.  .


4. Assign the case to a case manager/social service specialist once the file is approved. If a W-2 provider exists in the plan of care, change the worker ID on the SSPS authorization upon assignment of the case to an individual Social Worker/Case Manager. No assignment is necessary in the ProviderOne authorization screens; the transfer to the new worker occurs automatically once the Primary Case Manager is assigned.  If no Primary Case Manager is assigned in CARE when Ticklers are generated overnight, those Ticklers will be lost.

Note:  Unresolved differences between the HCS regions and AAA’s 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. 


In cases where the client has moved prior to an assessment being moved to current status, the originating office will transfer the entire case, regardless of whether the assessment is in pending status.  


Client Details 

6 Client Demographics

6.0 Intent


To gather information about the client which is required for reports to the Legislature, federal government, and other entities.  


6.1 Process


Keep demographic information current.  All demographic data can be updated at any time. 

6.2 Coding highlights

· Client Name (Last Name, First Name, Middle Initial and Preferred Name): Include the middle initial if available. Do not use nicknames in the ‘First Name’ field.  If a client prefers to be addressed by a name other than their formal name, please document the nickname in the Preferred Name field. Nicknames can cause problems with tax information and linking a client in ProviderOne. 

· DOB: Enter the client’s actual date of birth. Entering incorrect information could impact linking with the ProviderOne system, which could prevent or delay payment to providers.

· ADSA ID: Display only. This ID number is generated by CARE 

· ACES ID:  In ACES this is also called the Client ID.  Make sure the number you enter is accurate and that it is not the assistance unit (AU) number. The Client ID number must be at least seven digits and will be used to create an interface with Barcode. 


· To modify an ACES ID, the client must be checked in. 


· Only numbers will be accepted. 


· Duplicate ACES ID's will not be allowed. If you get a duplicate error message when entering a number, go to Client Management and search by the ACES number to find the duplicate file. Resolve the issue by correcting a number if it's not a duplicate or having a Supervisor merge the duplicate files when appropriate. 


· If there is no ACES Client ID it means that your client has not applied for financial assistance yet or the financial record has not been finalized.  You should enter the negative Barcode ID.  The negative number is assigned to a client through Barcode and is entered into this field with a negative sign (-) followed by the nine digit Barcode number. The real ACES ID must be added when known. That number will be created when the client applies for assistance.


· For Non-Core or Veterans Directed Home Service clients you   may leave the ACES ID field blank (HCS/AAA clients only).

· If a client is linked with ProviderOne, the ‘ACES ID’ cannot be modified by the worker. The CARE record will have to be unlinked from P1 at ALTSA Headquarters. Request to unlink records must be sent to DSHS ADS CARE P1 Client Link. DSHS ADS CARE P1Client Link 


The following need to be completed before the records can be unlink:

The authorization(s) and the RAC(s) will need to be:


a) Ended on or before today's date if claims have been made, or


b) Deleted if claims have not been made.  


· ProviderOne ID: Display/read only. This number is populated through the CARE/ProviderOne interface.

ProviderOne will not allow duplicate SSN so do not use pseudo SSN. 

· Gender: Select one.

· Marital Status:  Select one.  Assess marital status the same for all legally married couples, regardless of gender. (Keep in mind that WAC 388-71-0540 does not allow a client’s spouse to be a paid provider, except in the case of an Individual Provider for a client on the Chore program.)

· Interpreter required? Select Yes/No HCS/AAA/DDA local offices will offer a certified/qualified interpreter at no cost and without significant delay to LEP clients at each contact, even if clients bring their own interpreters.  Record information about the interpreter on the Collateral Contact screen.  

· Need to Translate Documents? Document whether the client needs documents translated. If ‘yes’ is selected, written language selected should be a language other than English. When finalizing a Planned Action Notice, the following two fields need to have values that match up:


· Client Details screen - ‘Need to Translate Documents’ field


· PAN Dialog box- ‘Send for Translation’ checkbox

· Speaks English: Select Yes/No. Not related to the client's mental or physical ability to speak or to hear.  When a client is non-verbal, choose the appropriate response to indicate whether the client would speak English if able.

· Understands English: Select Yes/No. Not related to the client's mental or physical ability to speak or to hear.  When a client is non-verbal, choose the appropriate response to indicate whether the client would understand English if able.

· Written Language: Document the client's primary written language. This information is used by local staff and headquarters to determine what language is used for written documents. If the client is illiterate (in all languages) and has supports that assist with written documents, select the primary written language of the support person. For example, if a client speaks Cambodian but is illiterate and her daughter who assists her has a primary written language of English, then select English and make a note in the comment box. If written language is a language other than English, the answer to “Need to Translate Documents must be ‘yes.’ If someone is assisting the client with reading DSHS documents, you should make sure that person is listed on the Release of Information form. These fields are mandatory and must be completed to move an assessment to “current.”

· Primary Spoken Language: Document the client's primary spoken language.  You may scroll by typing the first letter of the language. If primary language is “Other,” enter a description of the language in the Language Description field. If “Other” is selected the information in the Language Description field will print out on the ISP summary (for DDA). These fields are mandatory and must be completed to move an assessment to “current”. 

· Language Description: Document dialect or unlisted primary language. 

7 Additional Details

The Additional Details tab contains the following information: 

· Community Protection: DDA only. Display only. Community Protection flag added from Specialized Client screen; Yes is displayed when Specialized Client Identified is "Community Protection" and Specialized Client Identified End Date is blank 

· SSN: This should be the actual Social Security Number for the client.  If this number is taken from the Medicare card, it may be a spouse's number and not the client's.  Even if the client is claiming benefits under a spouse's or other person's account, you still should put the actual SSN for the client in this field. You will receive an ERROR message if: 


· You enter an invalid SSN;


· You enter a SSN that has already been entered for another client; 


· The SSN begins with 000, 666, and 900 through 999; 


· The SSN includes 00 in the 4th and 5th position; 


· The SSN ends in 0000. 


You have the option of selecting “will obtain” if you cannot obtain a SSN at the time of the assessment. If the option “will obtain” is selected, the system will generate a false SSN consisting of three nines (999) followed by the ADSA ID. 


If a client does not have a SSN and will never be eligible to obtain


a SSN, you should select “undocumented alien”. This is the only 

scenario in which a client will never be able to obtain a SSN. 

When “undocumented alien” is selected, the system will generate a 

false SSN consisting of three zeros (000) followed by the ADSA 

ID. 

Clients with SSNs beginning with “000” or “999” will not be sent 

to Provider One 

· Medicare Coverage: Select Yes/No If ‘Yes’ is selected, the ‘Type’ and ‘Medicare Part D’ fields are enabled. 

· Type:  Enter the Medicare Type from the selection drop down

· Medicare Part D:  Select Yes/No

· Guardianship: This field is available for both ALTSA and DDA but is mandatory for DDA records. If “Yes” is selected in the Guardian field, the Expiration Date field is enabled. 

· Expiration Date: Enter the date the Guardianship expires. 


· Race: Choose from selections in bucket 

· Is the client Hispanic/Spanish/Latino? Select Yes/No

· Tribal Enrollment: This field is mandatory and must be completed to move an assessment to “current”.  Document the client's tribal enrollment. The list is a standardized DSHS list used by across multiple systems including ProviderOne, ACES, and CARE. If the client is not affiliated with a tribe, select “No Tribal Affiliation” from the top of the list. Some of the names had to be abbreviated to fit in the field. The following tribal affiliations were abbreviated:

		DSHS Description

		CARE Demographics Display Name
Short Description



		Minnesota Chippewa Tribe, Minnesota (Six component reservations: Bois Forte Band (Nett Lake); Fond Du Lac Band; Grand Portage Band; Leech Lake Band; Mille Lacs Band; White Earth Band)

		Minnesota Chippewa 



		Paiute Indian Tribe of Utah (Cedar Band of Paiutes, Kanosh Band of Paiutes, Koosharem Band of Paiutes, Indian Peaks Band of Paiutes, and Shivwits Band of Paiutes)

		Paiute Indian Tribe Utah (Cedar, Kanosh, Koosharem, Indian Peaks, Shivwits)



		Te-Moak Tribe of Western Shoshone Indians of Nevada (Four constituent bands: Battle Mountain Band; Elko Bans; South Fork Band and Wells Band)

		Te-Moak Tribe Western Shoshone Nevada (Battle Mountain; Elko Bans; South Fork; Wells)



		Pit River Tribe, California (includes XL Ranch, Big Bend, Likely, Lookout, Montgomery Creek and Roaring Creek Rancherias)

		Pit River Tribe CA



		Viejas (Baron Long) Group of  Capitan Grande Band of Mission Indians of the Viejas Reservation, California

		Viejas (Baron Long)  Capitan Grande Band/Mission Indians Viejas Reservation, CA



		Lac du Flambeau Band of Lake Superior Chippewa Indians of the Lac du Flambeau Reservation of Wisconsin 

		Lac du Flambeau Band Lake Superior Chippewa Indians Wisconsin 



		Cachil DeHe Band of Wintun Indians of the Colusa Indian Community of the Colusa Rancheria, California

		Cachil DeHe Band of Wintun Indians -Colusa Rancheria, California



		Fort Independence Indian Community of Paiute Indians of the Fort Independence Reservation, California

		Fort Independence Indian Community of Paiute Indians, California



		Fort McDermitt Paiute and Shoshone Tribes of the Fort McDermitt Indian Reservation, Nevada and Oregon

		Fort McDermitt Paiute & Shoshone



		Bad River Band of Lake Superior Tribe of Chippewa Indians of the Bad River Reservation, Wisconsin

		Bad River Band Lake Superior Tribe of Chippewa Indians, Wisconsin



		Redwood Valley of Little River Band of Pomo Indians of the Redwood Valley Rancheria California 

		Redwood Valley Little River Band of Pomo Indians,  California 



		Colorado River Indian Tribes of the Colorado River Indian Reservation, Arizona and California

		Colorado River Indian Tribes, Arizona California



		Saint George Island (See Pribilof Islands Aleut Communities of St. Paul & St. George Islands)

		Saint George Island (Aleut Communities St. Paul & St. George Islands)



		Barona Group of Capitan Grande Band of Mission Indians of the Barona Reservation, California

		Barona Group of Capitan Grande Band Mission Indians, California



		Shingle Springs Band of Miwok Indians, Shingle Springs Rancheria (Verona Tract), California

		Shingle Springs Band Miwok Indians, Shingle Springs Rancheria (Verona Tract), CA



		Saint Paul Island (See Pribilof Islands Aleut Communities of St. Paul & St. George Islands)

		Saint Paul Island  (Aleut Communities St. Paul & St. George Islands)



		Agua Caliente Band of Cahuilla Indians of the Agua Caliente Indian Reservation, California

		Agua Caliente BandCahuilla Indians, California



		La Posta Band of Digueno Mission Indians of the La Posta Indian Reservation, California

		La Posta Band of Digueno Mission Indians, California



		Mesa Grande Band of Diegueno Mission Indians of the Mesa Grande Reservation, California

		Mesa Grande Band Diegueno Mission Indians, California



		Inaja Band of Diegueno Mission Indians of the Inaja and Cosmit Reservation, California

		Inaja Band of Diegueno Mission Indians (Inaja/Cosmit Reservation, California





· Education: Select client’s highest level of education

· Military Service: Select the branch of military if the client serves or served

· MPC Specialized RU Child (DDA): Enter ‘yes’ to identify children who are receiving personal care only from DDA and:


1. Are placed into foster care by Children’s Administration (both DDA and non DDA Children); or 


2. Are non DDA enrolled and living with family/guarding (e.g. not in Children’s Administration foster care)


· MR Settlement: Display only. Named plaintiffs identified in the M.R. v. Dreyfus lawsuit agreement are indicated here with "yes." If a client is not a named plaintiff the indicator will remain blank. This indicator is not editable 

· Allen Marr: DDA only. Display only. Clients who are members of the Allen or Marr class have their status indicated here with a start date and which class they are a member of

See CARE Help Screen (F1) for more specific demographic coding information.

8 Overview


8.0 Intent


To document the reason for referral, obtain information about the referent, identify the team assigned to the client, document residential specialty requirements, document if a payment will be made to a client, and reasons why the case was closed or was not opened.


8.1 Process


8.1.0 Intake Date

The intake date is auto-filled based on the date that you added the client to the system.  It will be used to track response times (See response timetable in Chapter 3 of the Long Term Care Manual and in the help screen).  


8.1.1  Assigned Date

8.1.2 The assigned date is also auto-filled based on the date that a primary case manager is assigned to the client’s team.  Office Name


                 The Office Name field is auto-filled based on the office the case was transferred to.  If  


                 you report to multiple offices, this will let you know which office you might need to 

                 switch to, in order to access the case. 


8.1.3 Status

The Status field displays is the record is “Active” or “Inactive”. Clients may be inactivated if they decline services, are denied services or they are screened out.  These clients may be reactivated if another intake is performed.  If the user clicks on the ellipse button, “…”, a Status window will be displayed noting information on the Current and Historical Status with dates of activation and inactivation and a reason code. Date of Death is entered here. . 

8.1.4 Referral Information


Document the reason for the referral and record the name of the referent on the collateral contact screen.  Ask the caller if she/he is an unpaid caregiver and whether they need caregiver services.  If the answer is yes, refer them to the local I&A/AAA office to learn more about the Family Caregiver Support program


8.1.5 Case Workers

      At least one worker (Social Worker, Case Resource Manager, Social Service


       Specialist, or Community Nurse Consultant) and a Supervisor must be assigned


       to the case before the client can be assessed.  For shared cases, Social Workers


       from other Administrations and other offices may be assigned the case. 


      A Primary Case Manager must be assigned to create an assessment. When the Primary


      Case Manager is selected in PCM field, the name will have a blue splat in the Case


      Worker list. 


      MTD: A Generic CARE user, “AAA, MTD” has been created for MTD records. This 


      generic user must be assigned to all MTD records by the HCS worker. 


      Case Manager History: Clicking this button displays the Case Manager History 


      by Worker, Reporting Unit, Assigned On date and Caseload Type (DDD Only). 


8.1.6 Targeted Case Management


Follow guidelines in LTC Manual, Chapter 5, and select if the client meets the criteria for Targeted Case Management.


8.1.7 Will ADSA make payments to this client?:

This question will default to “no” if “yes” is not selected. On rare occasions, ADSA will need to make a payment to a client (e.g. participation reimbursement, SSP payments). ProviderOne requires all persons receiving payments to have a Statewide Vendor Number (SWV).  Selecting “Yes” will send an indicator from CARE to ProviderOne to request a SWV for the client and allow payment. 

8.1.8 Residential Specialty Requirements: 

This field captures the provider’s specialty training requirements if the client has a diagnosis of mental health, dementia or self-identified DD and you are making a residential placement. If you are doing a residential placement for a client that will be receiving Expanded Community Services (ECS) the provider must have an ECS contract.  This bucket must have a value recorded when the planned care setting is AFH. If no value is recorded and the Planned Living Situation is an Adult Family Home, you will not be able to move the assessment to current and an error message will be displayed directing the user to the required field and screen.

If the client is DDA eligible “Developmental Disability” will automatically populate. If a client loses DDA eligibility, the residential specialty requirement value “developmental disability” will remain unless it is removed manually by a team member. 

ProviderOne will use this information to ensure the provider has the qualifications for payment. 

9 My Goals and Plans

9.0 Intent


 The intent is to start the assessment process with a person centered approach by opening up a discussion regarding what is important to the client. Gaining a deeper understanding of what is important to a person including their goals, plans and interest will assist in creating a successful plan of care.


The My Goals and Plans screen was designed so the assessor would have person centered tools available to open up a dialog about the client’s goals and plans and what is important to them in life.  There is also a Topic of Interest section to document interests and activities.


9.1 Process


The screen is available both inside and outside the locked assessment. This means it is available to edit even if a new assessment is not created and can be updated at any time. When a new assessment is created, it is mandatory to review and update the screen.  The screen is divided into two sections:

1. My Goals and Plans: This section contains the following:


· There are eight questions available for the assessor to start a conversation about the client’s goals and plans in order to create a person centered plan of care. The eight fields are titled:


· My skills, and gifts,


· My relationships and interest,


· How to best support me,


· My perfect day,


· What does/doesn’t work for me,


· My favorite things/what makes me happy,


· What’s important to me,


· In the next year, I really want to…
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It is best practice to discuss and complete all of the fields with the client. To move the assessment to current it is mandatory to discuss and complete with the client at least one of the eight fields. A dialog about the client’s goals and plans must take place at each face to face assessment. Some clients may have the same goal or plan at the next assessment. If the goal/plan has not changed the assessor may click on the “Same as previous assessment” button on the field, “In the next year, I really want to …”
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Ask the client if they would like to share their goals and plans with their caregiver in the plan of care documents. If they do not want to share the information, clicking “No” will suppress the information on the printed documents. 


2. Topics of Interest: A wide variety of interest and activities are available for selection in the Topics of interest table. Start a dialog with the client about their interest and activities. Click the “+” button to add an interest and make a selection under the Category column. This is a broad category that includes:
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Additional details about the main category can be provided by selecting a “Subcategory” value and a “Related to” value if available. For example, if the client is interested in Community Integration and wants to help others by volunteering, the following selections can be made:
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Additional examples:
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A comment can be made to provide additional details by clicking on the “Topic comments” button above the “Related to” column on the right:
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10 HIPAA


10.0 Intent


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


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


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

10.1 Process


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


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


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


HIPAA Screen Value Descriptions

		Value

		Description



		Privacy Notice Status

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



		Response Date

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



		Comments

		User may enter comments related to the Notice of Privacy Practices



		Restrictions/Confidential Communications

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



		Plus button

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



		Minus button

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



		Type

		Display only. Shows either Confidential Communication or Restrictions.



		Start

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



		End

		Display only. Shows end date of Restrictions/ Confidential Communications



		Restrictions/Confidential Communication Details

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



		Type

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



		Restrictions

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



		Confidential Communications

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


· Address Confidentiality Program (ACP). -Use the “confidential communication” type in the HIPAA screen to note they are participating in the ACP program. . 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. 

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



		Start Date

		User required to enter start date for Restrictions/Confidential Communications



		End Date

		User enters end date for Restrictions/Confidential Communications



		Detail

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





11 Client Contact


11.0 Intent


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


11.1 Process


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

When adding or updating an address on the Residence screen, Client Contact screen, or Collateral Contact screen the address will be validated using an address correction service. The validation occurs when the user clicks on another line in the table or clicks off the screen.  If the service cannot validate the address the user will receive one of the following messages:


· Invalid Address pop-up- If an address is invalid, an Invalid Address pop-up window listing the relevant Error Messages will be displayed. An invalid address is one that does not exist in the system rather than an address that has an error such as a typo. 
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When this error is displayed, go back to the address and correct it if it is wrong. 


*Note: There may be instances where an address is correct but the system can’t validate it. For example, if a street name changes and has not been updated. You can click “OK” and leave the address that was entered. The error message will only be displayed once in this situation. 

· Compare Client Residence Address pop-up -If the address can be verified but has an error, a side by side comparison will be displayed with the Verified Address on the left of the screen and the address in CARE on the right. 
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The system will default to a check in the box to accept the suggested address. If the suggested address on the left is correct, click ‘Accept’. If the user has confirmed the CARE address that was manually entered is correct, remove the check and click on ‘Accept’. 


In this example, the ‘SE’ for Southeast was missing from the street address, the zip code was incorrect, and the County selection was incorrect. 
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The validation process will correct spelling errors as in the example above in which Lacey is missing the “y” at the end:
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If the user selects the Cancel button on the ‘Compare’ pop up, the ‘unverified’ address will remain on the screen with no other warnings unless a change is made to the address.

11.2 Coding


Client Contact Screen Value Descriptions

		Value

		Description



		Confidential Comm:

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



		Address List

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



		Address Detail

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



		Address

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



		Address Line 2

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



		City

		User enters City name



		State

		User enters State name



		Zip code

		User enters Zip code



		County

		User selects County from drop-down list



		Residence checkbox

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



		Mailing checkbox

		User selects checkbox if address is a mailing address



		Temporary checkbox

		User selects checkbox if address is a Temporary address



		Directions and Special Instructions

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



		No phone checkbox

		User selects checkbox if client has no phone



		Telephone Numbers & Type

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



		No Email Address checkbox

		User selects checkbox if client has no email or chooses not to provide an email address



		Email

		User enters client's email address





12 Residence


12.0 Intent


This panel is designed to collect and display detailed client residence information and provide a history of residences. Multi-client residence information is accessed from this screen. This screen also documents Voter Assistance that is offered when a client changes their address and it provides a history of Voter Assistance. (Information regarding Voter Assistance offered during Face to Face assessments is captured on the Assessment Main screen).

12.1 Process


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


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


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

· *ALF/ESF Room #

· Start Date


· Address


· City


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


· Zip


· County

· Voter assistance information

*NOTE: When users select “Assisted Living Facility (non-ARC)” or “Enhanced Services Facility” as the Residence type, the Room # field becomes editable. If Residence type is null or is any value other than “Assisted Living Facility (non-ARC)” or “Enhanced Services Facility”, the Room # field is read-only. If Residence type is “Assisted Living Facility (non-ARC)” or “Enhanced Services Facility”, the Room # field is required.
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To add a residence, click the plus button at the top right of the panel and complete the required data elements in the Residence Detail portion of the panel. 

Auto Population of some Residence Type addresses: If the Residence Type selected is 

One of the following:


· Adult Family Home, 

· Adult Residential CARE (ARC),


· Assisted Living Facility (Non-ARC),


· Community IID (DDA),


· Community Crisis Stabilization Services (DDA), or


· Enhanced Services Facility


· Nursing Facility
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 button on the Residence name field will be enabled. When the  [image: image13.png]



  button


is pushed a window will pop-up with a list of homes.
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Users can filter the list by typing in a City or Zip code (partial words/numbers are accepted, for example, you can type Sea for Seattle). This function will be helpful when there is a long list of homes/facilities. 
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The user will highlight the line they want and click on the “Select” button. This will auto populate the Residence Name, Address, City, State, and Zip code on the Residence screen, as displayed in the next screen shot:
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Users will need to add any additional information needed like an apartment or room number in the Address Line 2 field.


Changing the Residence Type Field when there is a list of homes associated with the type:



If the Residence Type is changed the address that was auto populated will be cleared. 


For example, if you select AFH and the address is auto populated, and you go back to change the Residence Type to Own Home because the wrong Residence Type was selected, the address will be cleared. 

Changing the Residence Type Field when there is not a list of homes associated with the type: 


If a Residence Type was selected that does not auto populate the address (doesn’t have an associated list), the manually typed address will not be cleared if the Residence Type is changed. 


For example, “Own Home (alone)” was selected and the address was manually typed, then the Residence Type is changed to “Own Home (w/spouse/partner)”, the address will not be cleared. 

The list of names and addresses that have an auto populated address is updated nightly from the Facility Management System.

Editing a residence entry: Only the most recent residence record may be edited or deleted. Make sure that if the client has a new address that you are clicking on the “+” button at the top right of the Residence screen to enter a new address. Do not enter a new address by opening the existing address and editing it. 

See Client Contact 10.1 Process for information regarding address validation. 


Voter Assistance: The Department is required by the national Voter Registration Act of 1993 to offer clients assistance to register to vote. We must offer voter registration assistance with: 


· Every initial application for services


· Every assessment or reassessment for eligibility of services 


· Every time there is a change of address


When you click the plus button at the top right of the Residence screen panel the Residence Detail window will pop-up. On the bottom left will be a Voter Assistance button. If the voter registration questions have not been answered, the button will have a thin red circle. Once you have entered the required data, the button will have a wide blue circle. 


Click on the Voter Assistance button to open the window. There is a statement at the top of the screen that must be shared with the client noting: 


“Applying to register or declining to register to vote will not affect the services or amount of benefits that you will be provided by this agency”. 


Ask the voter registration questions in the order they appear and select the answer from the dropdown values in CARE. The system uses a “skip logic” which means it will stop the process automatically by disabling the rest of the questions once it has the final answer. You may only have to ask one question or all three. 

If a client reports a change of address and no home visit is planned, a voter registration packet must be mailed to the client. On the Voter Registration screen, select “no face to face contact – Packet Mailed” 


Monthly reports will be generated for the Secretary of State’s Office. 


Additional Voter Assistance Info


· Voter Registration Assistance is mandatory when adding a new Residence Address when the client’s calculated age is 18 years old or older and there is at least one Residence Address. The field is disabled for clients under 18 years old. 


· If there is at least one Residence Address and the client’s date of birth (DOB) is not entered, an error message will be displayed noting: DOB is required to determine client age for Voter Assistance. 


· HCS Only -The first Residence Address added will not require a response to Voter Assistance (often the first residence entry is done at intake over the phone) 


· The field remains modifiable on the most recent Residence record which is also editable. 


· If a Residence record is deleted, the related Voter Assistance History record is also deleted. 


· The field will default to N/A for Interim and IRR assessments.


· DDA only -If the Residence record is an RHC and the previous Residence record is the same RHC, the field will not be required. 


· Short Term Stay Residence records do not require this field. 


Offering Voter Registration Assistance


You must offer voter registration assistance with:


· Every initial application and assessment for services


· Every reassessment of eligibility for services


· Every change of address


CARE tool will automatically prompt you to offer this assistance


Inform clients 


· You are required by the National Voter Registration Act of 1993 to offer them assistance to register to vote. 

· If they register or decline to register it will not affect the services or the amount of the benefits they qualify for. 

· The information will be kept confidential and only used for registration purposes.

· If they feel someone has interfered with their right to register or to decline to register to vote, their right to privacy in deciding whether to register or in applying to register to vote, or their right to choose their own political party or other political preference, they may file a complaint with:



Washington State Elections Office


PO Box 40229


Olympia, WA 98504-0229


1-800-448-4881


This information is on the Client Rights and Responsibilities form.


Procedure


· Ask the voter registration questions in CARE in the order they appear and document the answers in CARE.

· Leave the agency based voter registration form in the client packets for all clients regardless of how they answer the questions.  This includes leaving the voter registration form in the client packet even if they decline the assistance offered.


· Do not ask or document the client’s party affiliation. 

Forms

The Agency Based Voter Registration Form (ABVR) in English and seven languages is at the following link: 

http://www.sos.wa.gov/elections/abvr/forms.aspx. You can also find these forms at:

http://intra.altsa.dshs.wa.gov/hcs/translations/default.htm 


These forms are not the regular forms the Secretary of State Office has for the general public. 


*HCS and AAA staff must use the form that has the designation A1 – Agency – ALTSA on the bottom left hand corner


*DDA staff must use the form that has the designation A3 – Agency – DDA on the bottom left hand corner


Washington State Voter Registration Requirements

A person may register to vote if they are: 


· A citizen of the United States 


· A legal resident of Washington State


· At least 18 years old on election day


A person may not register to vote if they are:


· Convicted of a felony and incarcerated or under the supervision of the

 Department of Corrections.


· Declared mentally incompetent and ineligible to vote by a court. 

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


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


Residence Screen Value Descriptions

		Value

		Description



		LTC Residence Types

		Select most appropriate type from list.



		Residence Type: Own Home (Alone)

		Select this residence type if the client lives by themselves



		Residence Type: Own Home

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



		Residence Type: Relative’s Home

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



		Residence Type:  Parent’s Home

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



		Residence Type: Assisted Living Facility (non-ARC)

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



		Other LTC Residence Types:

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



		Residence Name:

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



		Start Date

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



		End Date

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



		Address Information Boxes

		User entered.



		Mailing Same as residence check box

		User selected check box if appropriate.



		RHC Room #, PAT & House

		DDA only



		Leave button

		DDA only



		Directions and Special Instruction

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



		Multi-Client Residence button

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





12.1.0 Multi-Client Residence


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


Multi-Client Residence Screen Value Descriptions

		Value

		Description



		Client Name

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



		Add Client to Residence button


See “Add a Client Search” detail below

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



		Remove Client from Residence button

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



		Current Residence

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



		Last Name

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



		First Name

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



		DOB

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



		Residence Type

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



		Address

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



		Assessment

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





12.1.1 Add a Client Search

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


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


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

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


Steps to Add a Client: 

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


2. Details button: View the selected client’s residence and demographic data by clicking on the "Details" button. Information on the Primary Case Manager including name, phone number and email address are also displayed.  Remove the pop up by selecting Close.


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


13 Short Term Stay


13.0 Intent 


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

When a new entry is made on the Short Term Stay screen some Residence Type addresses are auto populated: If the Residence Type selected is one of the following:


· Adult Family Home, 


· Adult Residential Care (ARC),


· Assisted Living Facility (non-ARC),


· Community IID (DDA),


· Community Crisis Stabilization Services (DDA), or


· Nursing Facility


the Residence Name  [image: image17.png]
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  button is pushed a window will pop-up with a list of homes.


Users can filter the list by typing in a City or Zip code (partial words/numbers are accepted). This function will be helpful when there is a long list of homes. 


The user will highlight the line they want and click on the “Select” button. This will auto populate the Residence Name. 


Users can edit the Start Date or it will auto populate with the date the Residence is entered.

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

13.1 Process


13.1.0 What is a Short Term Stay?

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

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

13.2 Coding

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

Short Term Stay Value Descriptions

		Value

		Description



		Plus button

		Click button to add new Short Term Stay



		Minus button

		Click button to delete selected Short Term Stay



		Residence Tab

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



		Residence Type

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



		Residence Name

		Enter Residence/Facility name 



		Reason for Stay

		Select Reason for Stay from among drop-down choices



		Start Date

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



		End Date

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



		Comments

		As needed



		Leave button

		DDA Only. 



		RHC Tab

		DDA Only.



		Delete button

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





14 Collateral Contacts


14.0 Intent


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


14.1 Process


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

See Client Contact 10.1 Process for information regarding address validation. 


14.2 Coding



Screen Functionality: 


On the Collateral Contacts screen, it is important to create and retain a unique record for each contact. CARE stores the information with a unique identifier even when the contact has been deleted from the screen using the ‘-’ button. The information populates into historic versions of CARE documents like the Service Summary and Assessment Details. Information for a specific contact record must not be overwritten with new information for a different person.  If records are overwritten instead of adding a new record for a new contact, the informal task assignments on the Support/Support Needs screen that are assigned to contacts from the Collateral Contact records are not preserved in historical electronic versions of client service plans. To maintain accurate records do the following:


· To add a contact: Click on the “+” button in the top right corner


· To delete a contact: Client on the “-“ button in the top right corner


· To edit the Last Name, First Name and/or Organization Name of an existing contact: Click on the “Name Correction” button in the top right corner. The Last Name, First Name and Organization Name fields are disabled until the “Name Correction” button is activated. 


IMPORTANT: Only edit a contact name/organization field if making a correction (e.g. spelling correction). Do not add a new contact by editing an existing contact, but instead click on the “+” button. This means do not overwrite an existing contact with a new contact’s name. 


For example:


Betty Smith was the client’s neighbor and provided some informal support. Betty moved out of state. A new neighbor, Rick Brown, moved in, he helps the client informally. 


· Do not highlight the line for Betty Smith and type Rick Brown’s name over Betty Smith’s name.


· Delete Betty Smith’s record by clicking on the “-“ button


· Add Rick Brown by clicking on the “+” button


· DO NOT click the “Name Correction” button. 


Contact List: The Contact List table provides a list of all current contacts entered in the system. Last Name, First Name, and Organization Name are in the table. Highlight a record/line to view the Contact Details on the bottom half of the screen. 

Name Organization:  Identify the name and or organization of the person or contact. (Important: see the information above regarding adding, deleting, or editing a contact name or organization) 

MTD ONLY: Only Contact records with a Contact role listed in the table below, are sent from CARE to GetCare. This information is only sent from CARE to GetCare when information for a PE screening is sent to GetCare.

      Contact record information is not sent to GetCare when a confirmation is finalized. 


		Primary Caregiver

		Backup Caregiver



		Household member

		Landlord



		Other

		Mental Health Provider



		Referent

		Other Health Care Provider



		Emergency Contact

		Personal NSA



		Primary physician

		Pharmacy



		Dentist

		Durable Power of Atty/Healthcare



		General Power of Atty

		Durable Power of Atty/Financial



		Home Health Provider

		Guardian



		Informal Decision Maker

		P1 Client Letters



		Interpreter

		Representative/Protective Payee





Records with a role of Primary Caregiver or Backup Caregiver are sent to GetCare as Caregivers. All other accepted GetCare roles, listed in the table above, are sent to GetCare as Contacts. 

Because GetCare and CARE do not have the same design and layout, when Collateral Contacts are transferred, there may be duplicate contacts with different roles. 


CARE will only accept demographic updates (name, phone #, address and email address), on the Collateral Contact screen, from records with the following seven contact roles: 


1. Primary caregiver,


2. Backup caregiver,


3. Durable Power of Atty/Healthcare,


4. Durable Power of Atty/Financial,


5. Guardian,


6. P1 Client Letters, or


7. Representative/Protective Payee

If a record has one of the seven contact roles above, including either Primary Caregiver or Backup Caregiver and a non-caregiver contact role from the accepted GetCare contact roles list, the non-caregiver contact role will not be transferred. 


For example, a record is created for a Primary Caregiver with an additional non-caregiver contact of “Emergency Contact”. When the record is transferred, it will display in the Caregiver section and “Emergency Contact” will not be listed as a role. 

If an Organization is entered on the Collateral Contacts screen with a contact role of 

Primary Caregiver or Backup Caregiver, the Organization name will be sent however the user should enter a first and last name.  When sending Organization name back and forth between CARE and GetCare the following will be allowed:

· First, Last and Organization name can be sent, accepted, and edited in CARE or GetCare


· First and Last Name can be missing from the Organization Name and can be sent, accepted, and edited in CARE or GetCare


If the contact does not have one of the two caregiver roles, the contact is not sent to GetCare. In order to send it, enter the first and last name of the contact at the organization. 

If GetCare deletes a caregiver or contact associated with the same CARE Collateral Contact, then this will result in the deletion of the CARE Collateral Contact.

If GetCare deletes a caregiver/contact that has other contact roles in the CARE record, then only GC deleted roles will be removed. The contact record will continue to be displayed in CARE with the CARE Contact role(s). 

The collateral contacts updates will occur for the following examples:

· Contacts will be updated back and forth as current functionality requires 


· When there is a new or updated Presumptive Eligibility assessment contacts are exchanged as entered. 


· The only time that contacts are not updated is when the PE confirmation is sent back to GetCare.


Relation to Client:  Mandatory field for all contacts.  Use Minor Child/Grandchild to document any minor child living in client’s household.  

Birth Year: Document the birth year for minor children living with the client and for Caregivers assisting Care Receivers on MTD services. 

Primary Language: Primary Language is required when the Contact Role is Personal NSA. 

Street and Mailing Address: A Street or Mailing address is required for the following Contact Roles – Personal NSA, Guardian, and P1 Client Letters

Contact Role is required for all contacts except when relationship is coded as child or self.  A reminder prompt on the Collateral Contacts screen will be generated when one of the following Contact Roles is selected:


·  Durable Power of Atty/Healthcare,


·  Durable Power of Atty/Financial, 


· General Power of Atty, and/or


·  Guardian


     The prompt will read:


“There must be copies of documents in the Client file verifying legal status”

Contact Role Options/Definitions list:



· ADSA Service Providers (Contracted providers for services such as HDM, PERS, Environmental Modifications etc.)


· Advocate

· Attorney

· Backup caregiver:  The person identified to assist the client in a situation in which lack of immediate care would pose a serious threat to the health and welfare of the client. 

· Care Consultant (New Freedom) 

· Case Manager

· Community Choice Guide (RCL and WA Roads)


· Community Corrections Officer


· Dentist (This will pull to other screens.)

· Designated Representative (New Freedom)

· Emergency contact:  The person who should be contacted in case of an emergency, preferably not the client's caregiver or anyone in the client's household.

· Employer

· Employment vendor/job coach (usually DDA)

· Facility staff

· FMS – Financial Management Services (New Freedom) 

· Formal caregiver (ADSA-paid caregiver)

· Foster Parent

· Guardian - 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. An address is mandatory for this Contact Role.

· Health Home Care Coordinator: a Care Coordinator outside of ALTSA assigned to individuals taking part in Health Homes.

· Home Health Provider: refers to any person working for home health agency

· Hospital:  The client's preferred hospital.

· Hospital Staff

· Household Member

· Informal caregiver:  This person may be a family member, a friend or neighbor (but not an ADSA paid provider).  He/she does not have to live with the client, but may visit regularly, perform a specific service, or respond to the needs that the client may have.  

· Informal decision maker

· Informal Support/less than weekly: This person may be a family member, a friend or neighbor (but not a paid provider). He/she does not have to live with the client, but may visit regularly, perform a specific service or respond to a client’s needs but their assistance occurs less than weekly. 

· Interpreter

· Landlord

· Mental Health Provider

· MAC/TSOA Case Manager: When GetCare sends the MAC/TSOA Case Manager segment (name, email address, office name & phone number, and ProviderOne user ID) to CARE, the contact role “MAC/TSOA Case Manager” will be auto populated in the Contact Roles field, and the worker’s information received from GetCare will display in the Contact Details section.  

· Nurse

· Nurse Practitioner/PA

· Other

· Other healthcare provider

· P1 Client Letters: This selection identifies the AREP so that client letters/notifications are mailed to the identified representative. This contact will be listed in the ProviderOne Details section under AREP. An address is mandatory for this Contact Role. 

· Personal NSA: use to designate the client’s representative for Necessary Supplemental Accommodation plan. Include the NSA contact in all notices sent to the client. System automatically selects “Mail Contact” for Contacts with role of NSA. An address is mandatory for this Contact Role.

· Pharmacy: All pharmacies that fill the client's prescriptions.

· (General) Power of Attorney, *Durable Power of Attorney Financial, *DPOA/Healthcare, Representative/Protective payee: Client’s 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.  See help screens for specific information on legal decision makers.

· Physician:  Select for any practitioner that the client is seeing.


· Primary Caregiver: An informal caregiver or a formal caregiver who provides the most support to the client.  Only one person may have this role.

· Primary physician:  The client’s primary physician, or the physician who should be notified about changes in client's condition.


· Referent: Person who referred client for services.

· Representative/protective payee

· Respite Provider

· BHO/MCO case manager

· School

· Social worker

· SOTP/Therapist Approved Chaperon (DDA only)

· Supplier-can also be used as other service provider, such as Transportation brokerage

· Teacher

· Unscheduled support: Any person who provides occasional or intermittent support to client and would not be assigned tasks on the Supports screen.

· Veterinarian

Description: User may add additional description for contact (i.e. Type of medical specialty for doctors, type of therapist, etc).

Other Fields:  Enter the last/family name of the collateral contact, followed by his/her first name.  Enter the organization that this person may be affiliated with (if applicable) in the next box.  Then below you may enter more specific information such as language, address, birth year, and email and telephone number.  Always enter a birth year if the person is a minor child living with the client (regardless of relationship).  Check the “lives with client” check box as appropriate. 

15 Caregiver Status


15.0 Intent 


To determine if a referral to the Family Caregiver Support Program (FCSP) is recommended.  The Zarit Burden interview can also be used to determine the amount of stress experienced by a caregiver, whether that caregiver is unpaid or paid.


15.1 Process


15.1.0 Caregiver list


Select the name of the caregiver (list will pull from Contact screen).  The intent is to use the interview with unpaid caregivers, however, if you want to use this screen for a paid caregiver who is not listed, just add their name to Collateral Contacts.


15.1.1 Caregiver detail


Indicate if caregiver lives with client.  If they don't live with the client, indicate the distance they live from client.   Include approximate length of time the caregiver has been caring for client.


15.1.2 Support Services


Indicate if the caregiver is receiving any support services; you may also enter the last date the service was provided.  


15.1.3 Stress/Barriers


The Zarit Burden Interview can be used to determine the level of stress the caregiver is experiencing.  NOTE: If the caregiver states that she/he is "Somewhat stressed" or "Very stressed", then the social worker/case manager should refer the caregiver to the Family Caregiver Support Program*.  Use the Referral screen to locate the FCSP nearest to the caregiver and to record when referral was made. If the caregiver states that she/he is not stressed, but has a score of 24 or more on the Zarit Burden Interview, discuss the need for support services.  


If a paid caregiver has a score of 24 or more refer to RCW 74.39A.095(8) and WAC 388-71-0546 to determine whether payment of that provider should be denied.


15.1.4 Barriers to continued care giving:  


Select all that apply if the caregiver indicates that there are issues/obstacles that make them at risk of not being able to continue care giving. 


16 Community First Choice

16.0 Intent

To document Caregiver Management Training Materials were sent and to provide a “scratchpad” tool for Case Managers to track the client’s Annual Service Limit benefit. 


16.1 Process


16.1.0 Caregiver Mgmt Training Materials Type

Select the format of training materials given to the client from the dropdown menu.  

16.1.1 Date Sent


Enter the date the training materials were provided to the client

16.1.2 Community First Choice Annual Calculator

Select the service from the dropdown and manually type in the amount:


· For Assistive Technology: Select Assistive Technology from the drop down and type in the amount of the item 


· For Skills Acquisition Training: Select Skills Acquisition Training from the dropdown and type in the amount. Remember to type in the amount that you have calculated for the fiscal year in amount column.
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The total amount will be calculated and displayed based on amounts entered on the lines in the table in the “Total Amount” box. The total should not exceed the Annual Service Limit without an approved HQ ETR. 


17 Financial


17.0 Intent 


Used to document financial eligibility.


17.1 Process  


Before services can be authorized, the assessor must verify the client’s financial eligibility for Medicaid or State funded programs.  For clients on Chore, Respite, or CFC Fast Track, then all or part of the client’s financial information must be provided. “Desires personal care services” is for DDA use only and requires information about client resources. Consult “help screen” and the LTC Manual for program guidelines and details.  For all other CORE clients, verify through ACES online, award letters, etc.


Meets Social Security Act disability criteria: For DDA only.


Date disability verified: This is the date that the client's disability eligibility was verified and is mandatory for DDA wavier clients. Assessor will not be able to move assessment to current for DDA wavier clients if date is not entered. 

Date financial eligibility verified: Enter date financial eligibility was verified. This date is mandatory for DDA waiver clients. Assessors for DDA waiver clients will not be able to move the assessment to current without entering this date. 

Responsibility Tab: 

Client Responsibility (C/R) includes all of the following: participation, room & board and third party resource (TPR).  This tab collects the client responsibility history for programs that require the case worker to calculate the client's responsibility amount. Programs such as CFC + COPES, MPC (classic Medicaid/non-MAGI), RCL, and New Freedom are not covered here (except when using Fast Track for CFC + COPES and non-MAGI MPC. The responsibility amount is for a one month period and should be updated anytime there is a change in participation, R&B, or TPR. 


The Responsibility Tab in CARE will interface with ProviderOne and transfer information to ProviderOne nightly. If the client has responsibility entered in this tab and does not have C/R assigned by ACES, ProviderOne will apply the amount from this tab onto the client's 1099 authorizations in order of the hierarchy identified by ProviderOne. If the client has a C/R amount entered in this tab and the client also has responsibility assigned by ACES, ACES will override any amounts transferred to ProviderOne via this screen.


Program: Select what program the client has payment responsibility for: 

Chore 


Fast Track CFC


Fast Track CFC+COPES

Fast Track MPC (AFH, ARC) 

MAGI N-Track (AFH,ARC)

State Paid Nursing Homes 


State Paid residential (AFH, ARC) 


State-Only AFH, ARC 


State-only Group Home 


State-only Voluntary Placement Services (VPP) 


Program: Make a program selection from the choices above 


Amount: Enter each amount the client pays for 3rdparty resource, Participation, and/or Room and Board for one month. Once you click out of the screen the sum will be calculated and will populate the Total column. Start: Enter the date the responsibility begins with the current eligibility cycle. 

Start: The date the C/R begins for the current eligibility cycle


End: The date the C/R ends for that eligibility cycle. If an end date is entered, it may not be more than 13 months after the current date. 


Updated: Display only. The date of the last change will be displayed. 

18 Employment


18.0 Intent


To gather information about the client’s employment status when appropriate.


18.1 Process


To complete information defined in each field.


19 Referrals 


19.0 Intent


To search for appropriate resources to address other needs identified in the assessment and to document the referral if the referral was not already documented in CARE Triggered Referrals or SERs. 


19.1 Process


Does client refuse non-mandatory case management services? Describe which service client refuses in comment box.

Mandatory case management services:

· Reassessment or reauthorization of services when eligible


· Review of service plan with the individual provider


· Verification that services are being provided in accordance with the plan of care

Examples of non-mandatory case management services:



· Client advocacy


· Technical assistance


· Consultation with others


· Assistance with IP or self-directed care issues


· Networking


· Family support


· Crisis intervention

Is the client interested in Supported Employment?: If the client is interested in exploring employment opportunities, select “Yes”. A report will query all interested clients. The client will be contacted by a Housing Specialist to discuss this service. 

20 IP Overtime


20.0 Intent


The IP Overtime screen will track IP Overtime Requests to Increase Client Specific Work Week Limits (CSWWL). 

CM/SSS/CRM Processing Rights: 


· retroactive, one-time request when a client has an emergent health or safety

   event; or, 


· pre-approved additional service hours to an IP’s work week limit for the month the 

    request was made in, up to the last work week of the next full month, not to

           exceed: 


· the client’s monthly hours, or 


· more than 80 hours in a work week limit, 


when the client has made or has agreed to make good faith efforts to identify and employ an additional provider but the client could not find a provider. 

Example of the CM/SSS/CRM timeframe approval rights: 

If the approval date is June 5, the CM may approve the month of June up to the last work week in July (the work week that ends on the last Saturday in July).


*CM/SSS/CRMs have rights in the system to deny a request for any time period. Denials do not need to be sent to a higher level for processing. 


Field Approver Processing Rights:


If the client is actively searching for an additional provider and an extension to the timeframe approved by the CM is requested, an extension may be granted by a supervisor (Field Approver) for one additional month.


*If a request is processed by a CM or Field Approver and is beyond the approval timeframe of the approver or more than 80 hours is requested, CARE will require the request to be approved within the limits of the approver (for example, Partially Approved)OR sent to HQ for consideration. The exception to this rule is if the CM/SSS/CRM or Field Approver are denying the request. The system will allow CM/SSS/CRMs and Field Approvers to deny request even if the request is outside of their timeframe. 

Requests that must be processed by Headquarters:


If the request is to exceed the approval timeframes of the CM or Field Approver or request is for more than an 80 hour work week limit, the request must be processed by HQ. 


20.1 Process


The IP Overtime screen is accessed under Client Details by clicking on the IP


Overtime node below the Authorization node.
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The Main IP Overtime screen has two tabs, Current and History:


The Current tab displays the following:


IP Overtime Requests:  The table will display request that are in Request Entry or Finalized status.  


The table displays the following:


		“+” button

		Click the “+” button in the top right of the screen to add a new request 



		“Extend” button

		To extend an existing request, click on the ‘Extend’ button in the upper right corner of the IP Overtime Request table. 
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When the user clicks on ‘Extend’, a new screen will pop-up. The Start Sunday date will auto-populate to one day after the End Saturday date on the previous request making the extension a continuous timeframe. 
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Make the appropriate selections in the Justification for Request tab and Alternatives Explored tab if needed. The reason(s) may have changed from the original request. 

Extensions must follow the approval timeframes noted above. For example, a CM/SSS/CRM may approve additional service hours to an IP’s work week limit for the month the request was made in, up to the end of the next full month. 


The ‘History’ button displays the extensions under the first column titled, Extension Levels. 


As shown in this example, the initial request has the number 1 under Extension Level.

· #1 was Partially Approved and Finalized from 10/30/2016 to 11/26/2017 for 39.75 additional OT hours.


There is an extension listed in the Extension Level column as number 2.

· #2 was Approved and Finalized from 11/27/2016 to 12/31/2016 for 41 OT hours.


The initial request has an End Saturday date of 11/26/2016 and the extension has a Start Sunday date of 11/27/2016. 


[image: image23.png]Activity History

Activity History
Extension |Worker Processing Decision Decision Action
Level |Name Status. Decision Start Date End Date. Hours. Date

2|Mchieill, Geri-Lyn Finalized |Approved 11272016 1253172016 410011212016
1McNeil, Geri-Lyn Finalized [Partially Approved [10/30/2016 111262016 3975111212016

Cancel











		Provider

		Individual Provider’s first and last name



		Start Sunday and

End Saturday

		When a request is still in Request Entry status and has not been finalized, the start and end dates displayed will be the dates requested


When the request has been finalized, the dates displayed will be the dates that were approved



		Processing Status

		The Processing Status of ‘Request Entry’ or ‘Finalized’ will be displayed 





A Finalized Request that is Approved or Partially Approved will stay in the table for 62 days. This allows the user to modify the decision if needed. Once a request has moved to the History Tab it cannot be modified. 


IP Overtime Request Detail (Main screen): 

		Processing Status

		Display only: Displays one of the following:


· Request Entry – request that have not been finalized, or 


· Finalized



		Created Date

		Display only: Auto-populated with the date the request was entered



		Provider

		Display only: First and last name of the Individual Provider



		Start Sunday

		Display only: Start date of the request for additional hours 



		End Saturday

		Display only: End date of the request for additional hours 



		Addtl Wkly OT Hrs

		Display only: This is the number of additional weekly overtime hours being requested





Outcome Section (Main screen) :


		Decision

		Display only from the information entered on the Outcome tab



		Start Sunday

		



		End Saturday

		



		Addtil Wkly OT Hrs

		





Processing Comments: the user can enter any relevant comments. 

Print Form: Clicking on the ‘Print Form’ button will display Form 15-483, Notification Regarding Request to Increase Work Week Limit. All variable fields in the form are auto-populated from the information in the request on the IP Overtime screen. Case Managers do not have to fill in the fields or complete the calculations. 


The ‘Print Form’ button is only enabled for records with a:


· Processing Status of “Finalized”. The form cannot be printed for records still in “Pending” status, AND 

· Decisions of:


· Approved, 


· Partially Approved, or


· Denied


The form does not contain information related to requests that are withdrawn; the form will not print for records with a decision of “Withdrawn”. 


When “Print Form” is selected, separate copies will print for the client and any representatives identified on the Collateral Contact screen with a Contact Role of Guardian or Personal NSA.


Once the form is printed, it is locked.  If a Guardian or Personal NSA are added to the Collateral Contacts screen after the form has already been printed it will not print an extra copy for that Collateral Contact. However, if you add a collateral contact, then modify the decision or extended the request, those new forms will print a new copy for the newly added contacts.

Auto-populated Information on form 15-483: 


		Field

		Description



		Notice Date

		The date the form was first printed. Once printed, the Notice Date is static; it will not change.



		Client Name and Address




		Information pulled from Residential or Client Contact screen. By default, the client’s mailing address will be used on the form. If there is not a mailing address, the Residence address will print. 



		Representative Name and Address

		Pulled from the Collateral Contact screen.


A copy will be printed for all contacts with a Contact Role of:


· Guardian, or 


· Personal NSA  


By default, the Representative’s mailing address will be used on the form. If there is not a mailing address, the street address will print.



		Request Date

		The date the IP Overtime request was created is displayed in the first sentence on the form:




 “On                  , a request was made to increase the work week limit for”






		Individual Provider’s Name

		Retrieved from the Provider field on the IP Overtime request. 



		Client’s Name

		Retrieved from the CARE record



		Approved/Partially Approved

		The checkbox will auto fill if the decision is “Approved” or “Partially Approved”. When this checkbox is auto-populated, all fields in this section will auto-populate from the data in the request:
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		Denied

		The checkbox will auto fill if the decision is “Denied”. The Denial reason selected in the request will also auto-populate on the form. 
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Process View button: Clicking on the ‘Process View’ button will open a window to enter the request information. The screen has the following fields:


		Start Sunday


End Saturday

		Enter the Work Week Start and End Dates. Start Dates must be a Sunday and End Dates must be a Saturday. 

If a request is for a particular month and the work weeks cross months, determine where the Saturday falls and use the prior Sunday as the start date and the last Saturday of the month as the end date. 


EXAMPLE:


Client requests an IP exceed their WWL for the month of July. 


Work Week Start Date: Saturday, June 26


Work Week End Date: Sunday, July 30
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Right clicking the ‘Start Sunday’ or ‘End Saturday’ date field will bring up a monthly calendar. Click on the Sunday or Saturday of the work week and click ‘OK’, the dates will auto populate into the date fields or the dates can be entered directly into the field. 
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		Created Date

		Display Only: This field is auto-populated with the date the request was entered on the IP Overtime screen. 



		Addtl Wkly OT Hrs


(Additional Weekly Overtime Hours)

		This is the number of additional weekly overtime hours being requested. This is calculated by subtracting the IP’s established work week limit from the requested work week limit. 


For example:


· An IP has an established work week limit of 40.  A request is made for 2 additional hours for a total of 42 hours per week (42-40 =2). Enter 2 in the Addtl Wkly OT Hrs field.  


· An IP has an established work week limit of 42 and a request has been made for 5 additional hours for a total of 47 (47 – 42=5), enter a 5 in the field. 


Requests are client specific. 


· An IP has an established work week limit of 42 and works for two clients. The IP already has an approval to work 5 additional hours for client A. There is a second request to work 5 additional hours for client B. The Addtl Wkly OT hours field is populated with the client specific request for client B, enter 5. (The hours from both requests will be totaled on the WWL Tab) 



		Provider

		A dropdown list is populated with IP names from the Current or Pending Plan of Care or an open authorization. If the IP is not in the Plan of Care or does not have an open authorization, the user will need to add the IP to the Plan of Care or create an authorization. 

CARE PRACTICE NOTE: Paid Providers come from the Provider One testing data base and are actual Individual Providers. Do not display outside of HCS, AAA, or DDA. 



		View Provider Details

		Clicking this button will take the user to the Provider One Provider screen. The user can access the Work Week Limit Tab from here.
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The WWL tab will display all requests and the Total OT hours approved.
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There are four tabs in the middle section of the screen. They are dynamic and are enabled and disabled depending on selections made: 
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Justification For Request: 


All requests to increase an IP’s WWL are processed through the IP Overtime screen in CARE. Use the following guidance for selections in the “Justification for Request” tab in CARE:

1) 30 day months


Select when a Client Specific Work Week Limit (CSWWL) request is made to enable a client to assign an individual provider the same number of hours in months with thirty days as are assigned in months with thirty-one days. See WAC 388-114-0080(d) for criteria. 


2) Actively contracting or hiring an additional provider

Select when a client is in the process of contracting or hiring an IP or agency provider. This means the IP has an appointment to contract, or has completed contracting and is awaiting contract-related requirements, or a client or CM has already contacted an agency and the agency has begun the process of setting up a new provider in the plan.  


3) Client is on New Freedom/Using budget


Select when a client is on New Freedom or VDHS and would like their IP to work (additional) overtime. Clients on New Freedom or VDHS do not require approval by the department to choose to allocate funds from their budget to pay for (additional) overtime unless the request exceeds an 80 hour WWL. Requests to exceed an 80 hour WWL must be determined by HQ

4) Emergent health/safety event -hours could not be flexed within the week/month


Select when there was an unexpected client health or safety need and the IP had to stay with the client either until the situation was stabilized, or the IP’s involvement was no longer necessary for the client’s health and safety, and schedule adjustments could not be made within the week (40 hour WWL) or the month to avoid the excess claim. 

5) Exhausted all provider resources


Select when a client has exhausted all provider resources and could not find an available qualified provider and needs an IP to work more than the IP’s WWL. (In Alternatives Explored where the provider resources are selected, if you do not select all of the resources, all resources were not exhausted.) 

6) No justification provided


Select when no other selections are appropriate because justification was not provided or the justification did not meet criteria in WAC 388-114-0080

7) Will make good faith effort to exhaust all provider resources


Select when the client is willing to exhaust all provider resources but has not had a chance to look yet (e.g. the client is new, a re-assessment resulted in an increase in hours, current provider quits, etc.)


If a local office approves an IP to exceed their work week limit based on the above criteria, the approval is considered temporary. The client is expected to continue to search for an additional available qualified provider. 


Important Note:  A client’s refusal to select another qualified provider is not a basis for approving an Individual Provider to exceed their work week limit.  A client who refuses to select an available qualified provider has the option of using their preferred IP up to the IP’s work week limit and not using the other hours they may be eligible to receive. If the client makes a decision to use fewer hours rather than hiring another provider, document this in a SER. 

There is a checkbox below the Emergent Health/Safety comment box to indicate when an Individual Provider has exceeded the client’s monthly benefit. The checkbox is only enabled when the Justification For Request value is:


· Emergent Health/safety event – hours could not be flexed within the week/month, or 


· No justification provided


When an Individual Provider has exceeded their WWL and exceeded the client’s monthly benefit level check the box. 
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Alternatives Explored: 


When ‘Exhausted all provider resources’ is selected on the Justification For Request tab, this screen is enabled. A selection is required in both of the following buckets:


· Provider resources were exhausted, and 


· Qualified provider couldn’t be found because


No Qualified Provider Comment: This comment box is only enabled when ‘No qualified provider to meet complex medical or behavioral needs’ is selected in the ‘Qualified provider couldn’t be found because’ bucket.  Document details about the client’s situation that has specifically made it difficult to find a provider. This should only be used AFTER the client has exhausted ALL provider resources and NO provider was found that was able to meet the client’s specific needs because the client’s specific situation is so medically fragile or behaviorally complex.  A comment is mandatory. If a comment is not entered, an error message will be displayed when the user tries to finalize the request:
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When the user clicks on ‘OK’, the screen will switch to the Alternatives Explored tab displaying red font on the Alternatives Explored tab and the No Qualified Provider Comment box cueing the user to add a comment. 
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Outcome:


The Outcome tab contains the following fields:

		Process Button

		Clicking on the ‘Process’ button will display the Change processing status window:
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When ‘Finalized’ is selected, the dropdown fields are enabled on the Outcome tab. 


Once the record is finalized the tabs will be locked from further editing. A CARE Warning Message will ask if the user wants to continue. 
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		History Button

		Clicking on the History button will display the Activity History so the user can view: 

· Extension Level- The table displays any extensions under the first column titled, Extension Levels. An initial request is marked with #1. If the request is extended by the CM, Field Approver or HQ each extension will be marked numerically. 

· Worker Name


· Processing Status changes (Request Entry, Pending Field Review, Pending Field Approval, Pending HQ Review, Pending HQ Approval, Finalized).

· Decision changes


· Decision Start and End dates


· Hours, and


· The date the action was entered


Click on the Cancel button to leave the screen. 



		Modify Decision Button

		A Finalized decision on the IP Overtime screen can be modified in some situations. The rules for modifying a decision are as follows:


1) Records in History cannot be modified. 

2) The ‘Modify Decision’ button is only enabled for workers with the same approval level or higher:


· A Case Manager can only modify a decision made by a Case Manager;


· Field Approvers can modify Field Approver decisions or Case Manager decisions; 


· HQ Approvers can modify all levels

3) If an initial request has not been extended, it can be modified by a worker based on the rule above. 


4) If a request has been extended, only the most current extension can be modified. For example:


· If a CM/CRM/SSS approves an initial request for one month then extends the request for an additional month, only the extended record can be modified. 

· If a CM/CRM/SSS approves a request for the current month and the next month then a supervisor (Field Approver) extends and approves an additional month, only the extension the supervisor approved can be modified. 


5) A record can only be modified within the parameters of the original request. For example, if the request was for Oct 30, 2016 to November 26, 2016 for 10 Additional OT hours, the user can’t change the dates to a date before Oct 30th or a date after Nov 26th, they can only shorten the timeframe. The same is true for the number of hours. The user can change the number of hours to less than 10 but can’t go over the initial request of 10 hours. If a longer time frame is requested the record can be extended. If more hours are requested, a second request can be made for the same time period. 

The ‘Modify Decision’ button can be accessed by:


· Highlighting the request in the IP Overtime Requests table


[image: image36.png]IP Overtime
Current History

IP Overtime Requests Extend

EI Start Sunday |End Saturday | Processing Status

Nelson, Danielle 0312612017 04/29/12017 Finalized
P 11052016 Finalized







· Clicking on the ‘Process/View’ button on the bottom right of the screen.

· Clicking on the ‘Outcome’ tab and the ‘Modify Decision’ button.
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Once the ‘Modify Decision’ button has been selected, the Decision, Start Sunday, End Saturday and Addtl Wkly OT Hrs fields will be enabled for changes.

The ‘Modify Decision’ button allows the user to change the following fields:

Decision


The decision can be changed to any one of the four options: Approved, Partially Approved, Denied, or Withdrawn. 


· If the decisions is changed from Approved to Partially Approved the Start and End dates and the Addtl Wkly


OT Hrs will be cleared. The user will need to enter values. 

· If the decision is changed from Approved or Partially Approved to Denied or Withdrawn the Start and End dates and the Addtl Wkly OT Hrs will be cleared and disabled.


Start Sunday date & End Saturday date


If the Decision is modified:


· To Approved: the start and end dates will auto populate from the request. 


· From Approved to Partially Approved: the start and end dates will be cleared and enabled for user input.


· To Denied or Withdrawn: the start and end dates will be cleared and disabled. 


Addtl Wkly OT Hrs


If the Decision is modified:


· To Approved: the Addtl Wkly OT Hrs will auto populate from the request. 


· From Approved to Partially Approved: the Addtl 


Wkly OT Hrs field will be cleared and enabled for user input.

· To Denied or Withdrawn: the Addtl Wkly OT Hrs will be cleared and disabled.








		Decision


This field is enabled after the Processing Status (accessed through the Process button) is changed to Finalized. The dropdown selections are: 
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		Based on the selection the following will occur:



		Approved

		Select ‘Approved’ when the entire date range and the full number of Additional Weekly Overtime Hours requested are being approved. When ‘Approved’ is selected the Decision Date, Start Sunday, End Saturday and Addtly Wkly OT Hrs will auto populate from the request. 

*Keep in mind the users rights related to timeframes and maximum hours. Request for timeframes and hours outside of the users rights have to be sent to a higher level for approval. The system will display a warning message if the user tries to approve a request outside their rights. 



		Partially Approved

		Select ‘Partially Approved’ when only part of the date range or number of Additional Weekly Overtime Hours requested are being approved. When ‘Partially Approved’ is selected the Decision Date will auto populate. The user will enter the Start Sunday, End Saturday and Addtly Wkly OT Hrs.



		Denied

		If the entire request is being denied because the client does not meet the criteria outlined in WAC, select Denied. 

All users can deny a request if the criteria is not met even if the request is outside of the users rights. 


The Request will move from the Current tab to the History tab. Modifications can’t be made once a request moves to History. 



		Withdrawn

		If the request is not going to be pursued, select Withdrawn. The Request will move from the Current tab to the History tab. Modifications can’t be made once a request moves to History.



		Decision Date

		Display only: System populated with the date the request was entered into the IP Overtime screen. 



		Start Sunday

		See information above under Decisions



		End Saturday

		



		Addtl Wkly OT Hrs

		



		Denial Reasons

		If Denied is selected in the Decision dropdown field, the Denial Reasons bucket will be enabled and is mandatory. The Denial Reasons bucket is dynamic and will have values based on the Justification for Request value selected. Select the appropriate option(s) from the list:

Displayed when Justification For Request is any value other than Emergent Health/Safety or 30 Day Months:
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Displayed when Justification For Request is Emergent Health/Safety
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Displayed when Justification For Request is 30 Day Months:
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Client:


The Client tab is display only and contains the following Demographic information:


· Last Name/First Name


· ADSA ID


· Date of Birth 


· Age


· Gender


· Case Manager: Name, Telephone, Email


· Processing Status


· Worker Name


· Processing Comment


· Process button


· History button


History Tab

The History tab displays records that have been:


· Withdrawn


· Denied


· Approved or Partially Approved that are 62 days past the End date. 


Records can be viewed by highlighting the record and clicking on the View button in the bottom right of the screen. 


Records that have moved to the History Tab can’t be modified.


Information from the new IP Overtime screen will be integrated into the existing WWL tab accessed through the Supports Screen Provider Search, or the Authorization Screen ‘View Provider Details’ button. The WWL tab is ‘view only’ for CARE users but approval information entered by CRM/CM/SSS will be displayed in the Approved Temporary Overtime section and will be included in the calculation in the Total OT Hrs Approved box. 


21 ProviderOne


20.1 Intent


This screen provides a link between CARE and ProviderOne so information between source systems, such as ACES, ACD, and CARE and exchange information. The link will also be used for authorization when ProviderOne –Phase 2 is complete. 


The ProviderOne screen is only available when an online connection is available. 


Link to/create in ProviderOne: Clicking on the “Link to/create in ProviderOne” button will display the ProviderOne Search screen.
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This button will only be enabled if the client does not have a ProviderOne ID in CARE. If the client has already been linked the button is disabled. 


This screen allows you to search ProviderOne to see if the client has an existing ProviderOne client record. It has many of the same features as noted above in the ProviderOne Search that follows the Client Management/Search Criteria path when a client is being added to CARE. 


The ‘Search Criteria’ allows you to search by: Last Name, First Name, Date of Birth (DOB), Social Security Number (SSN), ACES ID(must be nine digits) and/or ProviderOne Client ID. Clients that satisfy the search criteria entered will be listed in the Search Results.


The values entered in the Last Name, First Name and SSN search fields may be partials, e.g. you can enter a “K” in the First name field rather than “Katie” and a list of any first names starting with “K” will be displayed.


The search parameters are pre-populated with the values entered in CARE for the selected client. Selecting the “Clear” button will remove the data entered in the search parameter fields. If new values are entered, click on the “Search” button. 


Matching records will be displayed in the Search Results section of the screen.


Once the “Link to/create in ProviderOne” button is selected, the ProviderOne search will automatically begin. If the search takes longer than 1 minute, the search will be cancelled and the worker will be notified to refine the search.


Highlighting a line in the Search Results will allow you to use the ‘Details’ button at the bottom of the screen. The ‘Details’ button will display information stored in the ProviderOne client record (See the screen shot above under ProviderOne Search).  


If the automatic search does not produce the client you are looking for in the Search Results, you can enter information in additional search fields like ProviderOne Client ID.  In order to reduce search results or eliminate the possibility of “no match” based on a potential typo, delete all information and search by unique identifier such as SSN, ACES ID or ProviderOne ID. The ProviderOne ID, if entered, must be nine digits. “WA” will automatically be added to the end of the number, the format would be “000000000WA”. ACES ID, if entered, must be nine digits.

No Match/Create in P1 

If the search does not produce the client you are looking for in Search Results, the “No Match/Create in P1” button at the bottom left of the screen will be enabled.

When the “No Match/Create in P1” button is selected, Client information within CARE will be used in the corresponding fields to create the record in ProviderOne. 


Selecting this button can bring up Pop-Up Warning boxes asking for additional information (An Errors/Warnings list is included below). For example, if an address was not entered in Client Details, a warning box will be displayed noting:
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Link to ProviderOne client 

If the client you are looking for is listed in the Search Results, highlight the name and select “Link to ProviderOne client ”, at the bottom of the screen, in order to link the CARE client record with the ProviderOne client record.


IMPORTANT NOTE: It is very important that you ensure you are linking the correct records. If you are not sure, you can click on the Details button to check additional information. Once the records are linked, the user cannot unlink them.

Error Messages may be displayed noting:


· ProviderOne ID (000000000WA) is already linked to a client with ADSA ID (XXXXXX); or


· The client's last name, SSN and date of birth do not match between ProviderOne and CARE. The warning will advise the user to review and correct the CARE client data. (You may need to add the SSN number displayed in the Search Results to the Client Details screen. Check to make sure you have the correct client. 


After you have clicked on “Link to ProviderOne client” a comparison screen will be displayed showing information from the ProviderOne Client Record and the CARE Client Record. 


There are check boxes in front of each piece of information from the ProviderOne Client Record. Some of the screen functions include:


· Some checkboxes are disabled (Last Name and First name,) and you can’t uncheck them. 


· The ACES ID does not have a check box and can’t be altered. The ACES ID will be added automatically from ProviderOne. ProviderOne is the official source of this information.


· For those checkboxes that are enabled you can decide if you want that information transferred. If you want to transfer the information, check the box. If you don’t want the information transferred then leave the box unchecked. 


· ProviderOne does not track “Residence Type” (AHF, EARC, Own Home, etc…), add the information here to populate the Residence screen. ProviderOne does not have information regarding telephone type so make a selection in the “Phone Type” drop-down.


· If the user checks “Mailing same as residence”, the Mailing Address shown from ProviderOne will be ignored.


· By selecting the information stored in ProviderOne, you will not have to re-enter this information into CARE. Once you have verified that the information is correct and have selected the information that you want to transfer to CARE select ‘Accept’. 


· To back out of the ProviderOne record, click on “Cancel” and you will go back to the ProviderOne Search screen.


· A CARE client record cannot be linked to a P1 client record if the P1 ID exists for another CARE client.


When the SSN, DOB, Last Name, and First Name match, the ProviderOne Client ID will be updated in CARE and the blue “i” icon will be displayed in the tree next to the ProviderOne module. 
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The SSN, DOB, and Last Name must match in order to link a client to ProviderOne. If the SSN, DOB and Last Name match but the First Name does not match, a dialog box will be displayed asking the user to review the information and override if the client should be linked. 


When you select OK, a comparison screen will be displayed showing the ProviderOne and CARE client records. Provide the reason for overriding the ProviderOne Client record information in the Override Reason box and click on the Override button. This will link the records. If you don't want to override the information, select Cancel. Again, make sure you are linking the correct records. Once a link is made, the user will not be able to unlink the records. 


Update CARE from ProviderOne: Selecting this button will take the user to a side by side view of ProviderOne and CARE client record data. 
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This will allow the user to select which ProviderOne values to use in CARE. This button is only enabled if the client has a ProviderOne ID in CARE. If they have not been linked then the button is disabled. 
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Screen functions include:


· In the upper right corner, above the CARE Client Record, there is a display noting the last action. 


· There are check boxes in front of each piece of information from the ProviderOne Client Record. Those that have matching information in P1 and CARE are disabled.


· Some checkboxes are disabled and are “read only”.


· The ACES ID does not have a check box and can’t be altered. The ACES ID will be added automatically from ProviderOne. ProviderOne is the official source of this information.


· For those checkboxes that are enabled you can decide if you want that information transferred. If you do, check the box, if you don’t want the information transferred then leave the box unchecked.


· ProviderOne does not track “Residence Type” (AHF, EARC, Own Home, etc…), add the information here to populate the Residence screen. ProviderOne does not have information regarding telephone type so make a selection in the “Phone Type” drop-down.


· If the user checks “Mailing same as residence”, the Mailing Address shown from ProviderOne will be ignored.


· Selecting “View Errors” will take the user to the Error Details Message.


· Selecting “Accept” will update the CARE record with the data checked and return the user to the ProviderOne screen. 


· If the ProviderOne Phone is checked the corresponding Telephone Number Type will be updated in CARE when “Accept” is selected.


· If “CARE is Current” is checked no update from ProviderOne will be allowed.


· Checking “CARE is Current” will display a dialog box noting, “This action identifies CARE as having the most current data. Do you want to continue?” Selecting “Yes” will cancel the updates and the user will be returned to the ProviderOne screen. 


View ProviderOne Details: This button is only enabled if the client has a ProviderOne ID in CARE. If they have not been linked then the button is disabled. This is the only button that is available for a client that has been checked out. 
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Selecting this button will take the user to the ProviderOne Information screen.
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Last update from CARE: Display only. This displays the last time an update was sent from CARE to ProviderOne. In the following example, the Client Demographics screen was updated with information. After the update was complete, the “Update ProviderOne” button was selected. This pushed the new information to ProviderOne (rather than waiting for the automatic nightly update). The “Last update from CARE” display box was updated with the date and time, 7/11/11 09:23 PM.
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Update ProviderOne: This button is only enabled if the client has a ProviderOne ID in CARE. If they have not been linked then the button is disabled. Information that is updated in CARE is sent automatically to ProviderOne nightly. If the user wants to update CARE changes immediately (as in the example above), selecting this button will send the CARE changes to ProviderOne. An informational message pop-up box will be displayed letting the user know if the update request was successfully sent to ProviderOne. 
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ProviderOne Errors: Any errors or warnings that were received from the last update sent to ProviderOne will be displayed in this area of the screen. (The last update is indicated by the “Last Update from CARE” date displayed in the field in the upper right corner). 



22 Pre Transition & Sustainability

22.0.0 Nursing Facility Discharge Report FAQs

What steps should I take to ensure that my work is included in the monthly NFCM report?

Perform a Full assessment (indicated by all “green diamonds”) prior to the individual transitioning to the community, ensuring all necessary services are in place. Update the following fields in CARE at the time of discharge:


1. Discharge Date on the Nursing Facility Case Management screen. 


2. 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 residential and in-home settings.)


3. On the CARE Plan:


a. Program (only choose RCL if the client has been enrolled on the RCL Enrollment Screen)


b. Setting


4. Move the assessment to Current/ History


a. 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.  The transition will count for reporting purposes as soon as the assessment is moved to Current (CMs have until the 25th of the month following the discharge for the transition to be included in the most recent month’s report. After that, the information will be included in historical data only-but it will always count once the assessment moves to Current).


b. 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.


c. There may be clients who do not agree to an assessment who need some minor assistance to return to the community. These clients should be assisted and the transition can be included for local purposes, at the discretion of local leadership.


d. If a client is found to be either financially or functionally ineligible as part of the assessment process, but the case worker performed a full assessment (all “green diamonds”), the transition will count for reporting purposes.


What needs to occur for an RCL discharge to be included in the monthly NFCM report?


For an RCL discharge to be included, ensure the following:


1. The client meets all RCL eligibility criteria (90 consecutive day institutional stay, Medicaid 1+ day in the institution, etc. see the LTC Manual for more information)


2. The client has been enrolled in RCL in CARE


3. There is a discharge date on the RCL Enrollment Screen (in addition to the NFCM screen)


4. All other fields on the RCL Enrollment screen have been completed.


Note: RCL discharges that occur following a reinstitutionalization of greater than 30 days will be included in the monthly report only if the client was disenrolled following RCL policy (see the LTC manual for more information. 


Reminder: Once the client’s stay goes beyond 30 days in the institution, the Disenrollment Date is the admit date to the skilled nursing facility (clients get back all the days of institutionalization on their RCL clock when the stay is greater than 30 days. Clients who are in the institution for less than 30 days do not get disenrolled from RCL; their RCL clock continues uninterrupted. )


What should I do if a client in a SNF is discharging from one SNF to admit to another SNF?


Insert a discharge date on the NFCM screen and create a new line with a new Admit date, facility, etc.  Update the Residence screen to the new nursing facility. Ensure the Program/Setting continue to reflect Nursing Home Services/Nursing Facility.


What should I do if a client in a SNF is admitting to an acute care setting (hospital)?


Do not insert a Discharge Date on the NFCM screen.  Update the Residence screen to “Medical Hospital”.  When the individual returns to the SNF, update the NFCM screen with a new Admit date and update the Residence screen with the new information and start date. (A blank discharge date on the NFSM screen and a new admit date will indicate a break in the SNF stay due to a hospital admission.)


What should I do if a client in a SNF dies while in the SNF?


Do not insert a Discharge Date on the NFCM screen.   Following all procedures, inactivate the case choosing “Death” as the reason.  Include the Date of Death on the Status Detail screen.


What should I do if a client in a SNF is discharging from the SNF to jail?


Insert a discharge date on the NFCM screen. Update the Residence screen to “Correctional Facility”.  If there is an assessment in process, move it to history and inactivate the case.


What should I do if a client in a SNF is discharging from the SNF to a homeless shelter or a motel?


Insert a discharge date on the NFCM screen. Update the Residence screen to “Homeless”.  If the individual will be residing in a hotel, include the name of the hotel.


What if clients who choose to receive no personal care services at the time of discharge change their mind later and want services?


The assigned primary case worker can “copy and create” using the assessment in History to create a new assessment, updating as needed, to authorize the necessary services and provider. 


23 Nursing Facility Case Management


23.0 Intent


The purpose of this screen is to provide information pertaining to the client’s nursing facility admission and may assist with discharge planning. This screen keeps a history of Nursing Facility stays in the Nursing Facility Case Management History table at the top of the screen. 


It is important to use the features of the screen correctly. When documenting information regarding a new admission click on the “+” button to add a new record for that NF stay. If you are adding or changing incorrect information on a previous record, click on the Edit/View button to modify the record. Once the Edit/View or “+” button has been clicked, a new window will open so information can be entered. 


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


23.1 Process


23.1.0 Main Tab 


Admit Date:   Date client was admitted to facility. 


Nursing Facility Name:  Specify the nursing facility name. 


· Click on the ellipse button 


· Select a name from the list or narrow down your search using the filters. 


·  Filter the list by typing in a City or Zip code (partial words/numbers are accepted like “Ellen” for Ellensburg). This function will be helpful when there is a long list of homes/facilities. 


· Highlight the name and click on "Select”.


HMA:  Indicate if client requires a Housing Maintenance Allowance (HMA-formerly MIIE). 


The HMA is income the client can keep in order to maintain his/her residence during his/her 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 (6) 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 connections. 





See the LTC Manual for more information on HMA

Discharge Date

Date client was discharged. Information from this field is collected and used for a variety of reasons; including to track the “Core” NF discharges that are part of the monthly NFCM Report. For RCL clients: this information is not linked to the RCL Enroll/Disenroll screen; a discharge date must be filled out on both the NFCM Screen and on the RCL Enroll/Disenroll screen (in the Actual Discharge Date field).

Discharged To: Indicate where the client discharged to by selecting one of the following:


· Home and Community setting on paid services (paid services include personal care services like IP, Agency, AFH, AL, ARC, EARC etc.)

· Home and Community setting not on paid services

· Client died

· Acute Care (hospital)

· State Hospital (Western or Eastern State)

· Intra facility Transfer (SNF to SNF)

· Jail or other institution

· Homeless/ Shelter

This is a mandatory field if a Discharge Date has been entered. If a selection is not made from the dropdown list an error message will be displayed directing the user to make a selection in the “Discharged To” field. 


Once a selection has been made in the “Discharged To:” field, a pop up message will be displayed with the following message:
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Comment Box: Use to document any additional pertinent information. For example, if a client was transferred to the SNF from a hospital or other institution, document the initial institutional stay date. “Client was admitted to the hospital on January 15, 2015 and transferred to the SNF on January 22, 2015.    For RCL, this documents how the client meets the length of stay requirement if the length of stay in the SNF is not sufficient..


Delete: Use only when admittance was entered in error. Do not use in lieu of Discharge Date. 

23.1.1 NFLOC Tab


Answer questions until one is answered YES:


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


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


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


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


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

NFLOC date determined: This date will auto-populate to the date the screen is saved once the NFLOC has been determined.  


RCL Eligible: Indicate if the client is eligible for Roads to Community Living. 

RCL Eligibility criteria:

· 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 psychiatric hospitals with a continuous stay of 3 months or longer who are 21 and younger, or 65 and older.


AND each of the following:


· Receiving Medicaid-paid inpatient services immediately prior to discharge;


· Interested in moving to a qualified community setting (home, apartment, licensed residential setting with 4 or less unrelated individuals at the time of placement);


· On the day of discharge to begin the demonstration year, RCL participants must be functionally and financially eligible for, but are not required to receive, waiver or state plan services. 


If “YES” is selected for ‘RCL Eligible?’ an informational message will appear:
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Select “OK” to close the message screen


· If the client is eligible for RCL and is interested in returning to the community, enroll the client on the RCL Enroll/Disenroll screen.


· If the client is currently enrolled in RCL and the client has been (or is anticipated to be) in the nursing facility for greater than 30 days, disenroll the client using the date of admission to the facility as the Disenrollment date. This will stop the RCL clock in the “Days Left on RCL” field.


· If it is anticipated that client will be in the facility for a stay of less than 30 days, no action is necessary on the RCL screen.


Expected Discharge with 30 days?: Select “Yes” if it is likely the client will be discharged within about 30 days. Select “No” if it is likely the client will stay in the facility more than 30 days.


23.1.2 Barriers to Discharge Tab: 


This tab was disabled in February 2014. It maintains a historical record of entries made prior to Feb 25, 2014. You cannot enter information into this screen; it is only available for viewing historic entries. The screen was used in part to document goals. Goals are now documented on the Sustainability Goals screen.


24 RCL Enroll/Disenroll


24.0 Intent


The purpose of this screen is to collect and record Roads to Community Living enrollments and disenrollments for individuals transitioning from an institution to the community. This screen:


· Allows workers to track the RCL demonstration period of eligible clients,


· Maintains a history of enrollments and disenrollments,


· Track the number of days remaining on the program, and 


· Reminds workers when the demonstration period is expiring. 


The RCL Enroll/Disenroll screen can be entered both on and off line. 


The screen has two tabs:


· Main: This tab is used to document Enrollment and Discharge information.


· Disenroll: this tab is used to document Disenrollment information. 


24.1 Process


24.1.0 Main Tab


Clicking on the “Edit/View” or “+” button will open a new window so information can be entered.


Enrollment Detail: 


· Program: “RCL” or “Second RCL” will auto populate into the Program field based on previous enrollment records. 


· If there is no previous RCL enrollment, “RCL” will auto populate the field.


· If an individual has a previous record with a Disenrollment reason of “Has completed 365 day RCL participation period” then “Second RCL” will auto populate into this field. 


· CMS Classification: This field will populate after the Enrollment date is entered based on the following values: 


		Value

		Condition



		ID/DD

		Client has a current DD determination (regardless of any other criteria being met)



		Mental Health

		Current Residence Type equals Psychiatric Hospital on the Residence Screen (regardless of any other criteria being met)



		Elderly

		Client is 65 years or age or greater at time of enrollment



		Physically Disabled

		Enrollment date minus date of birth is less than 65 years AND is in LTC/HCS





Enrollment Date: The user will enter the date the client was enrolled on RCL. 


Discharge From Detail:


Institution Type: The type of institution the client is discharging from. 


· If Nursing Facility is selected, Initial Admit Date and Institution Name are prefilled from the most recent history record based on Admit date on the Nursing Facility (NFCM) screen.

· If there is a change (or transfer) of the facility name, the worker must update the NFCM screen. 

· If Nursing Facility is selected and there is no current record on the NFCM screen, the following message is displayed to prompt the user to go to the NFCM screen and document the information.
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· If Residential Habilitation Center (RHC) is selected, the Initial Admit date and Institution Name are prefilled from Residence Screen where Residence Type is RHC.

· If RHC is selected and there is no current record on the Residence screen, a message is displayed, similar to the one above, to prompt the user to go to the Residence screen and document the information. If residence information is currently only found on the Short-stay screen, it will need to be added to the Residence screen, ensuring that the Start date is the earliest date of continuous institutional stay. 

· If Mental Health Hospital is selected, use the Ellipsis button to select the name of the mental health hospital from the drop down.


· If Acute Care Hospital is selected, enter the name of the hospital in the Institution Name field. It will allow free form text when Acute Care Hospital is selected.  (Please  use the complete name of the hospital and avoid acronyms, when possible). 


· If Other is selected, enter the name of the Institution in the Institution Name field. It will allow free form text when Other is selected.  (Please use the complete name of the facility and avoid acronyms, when possible). 


Initial Admit Date: 


This is auto populated when Nursing Facility or RHC is entered as the Institution Type. For all other Institution Types, enter the earliest date of continuous institutional stay. For example, if a client was in an acute care hospital beginning 1/1/2014 but moved to a mental health hospital on 1/15/2014, enter the 1/1/2014 date as the Initial Admit Date). If using the calendar functionality by right clicking on the field, ensure the year is accurate. 


Institution Name: this field functions in a variety of ways depending on the Institution Type selected: 

		Institution Type selected

		Institution Name



		Acute Care Hospital

		The user types in the name of the hospital



		Mental Health Hospital

		The ellipse button will be enabled. A new window will open and the user will select the hospital name from drop down list. 



		Nursing Facility 

		The field will auto-populate with the name of the Nursing Facility listed on the NF Case Management screen. If a name was not entered on the NFCM screen, an error message will prompt the user to go to the NFCM screen and fill in the missing information. 



		Other

		The user types in the name of the institution



		RHC

		The field will auto-populate with the name of the RHC listed on the Residence screen. If a name was not entered on the Residence screen, an error message will prompt the user to go to the Residence screen and fill in the missing information.





Estimated Discharge Date: Using your professional judgment, enter the date the client is estimated to move from the institutional facility into the community. This date is used for scheduling the RCL Quality of Life Survey that is mandated by CMS and should be updated as needed. A tickler will be sent asking the worker to verify the date is still current when the Estimated Discharge Date is within 14 days.


Actual Discharge Date: Enter the date the client moved out of the institutional facility. This date should only be filled out AFTER the client has discharged.


Projected End Date: This is auto populated and is calculated by adding 365 days to the Actual Discharge Date. (The Actual Discharge Date is Day 1.) 


Days Left on RCL: Number of days remaining on the RCL program. An individual is allowed 365 days on the RCL program. The days left are carried forward for each new enrollment until 365 days have been reached. 


The field will auto-populate when an Actual Discharge Date is entered. The field will auto-update when changes are made that affect the number of days on the program. 


Discharged To: Choose the community-based living setting where the client moved. The dropdown options are: Apartment (individual lease, lockable access, etc.)


· Apartment in qualified assisted living


· Group home where 4 or fewer unrelated people reside


· Home owned by participant


· Home owned by a family member


* A home or apartment rented or leased is qualified housing.


NOTE: If the options in the drop down do not accurately reflect the discharge setting (for example the client is the 5th person in a group home (AFH), the client is not discharging to an RCL qualified setting and must be disenrolled.  Payments and authorizations will need to be corrected. Indicate “Chose an unqualified setting” as Disenrollment Reason on the Disenroll tab.


Receiving personal care services?; Indicate if client is receiving personal care services by marking Yes or No.  If client is not receiving personal care services but chooses to remain enrolled in RCL, all protocols in the LTC manual must be followed, including quarterly contact.


Client in ACES N05?:  N05 is the ACES group for adult clients who are newly eligible for Medicaid (also known as MAGI). This information can be found on ACES online.


24.1.1 Disenroll Tab


To enter information, highlight the line you want to edit and click on the edit button. 


Disenrollment Date: Enter the date the client was disenrolled from RCL. 


Disenrollment Reason:  Once a Disenrollment date has been entered, click on Enter or Tab on your keyboard to move down to the Disenrollment Reason box.  Select one of the following reasons from the dropdown menu:


· Chose an unqualified setting


· Died 


· Has completed 365 day RCL participation period


· Moved out of WA


· No longer wants RCL services


· Reinstitutionalized for greater than 30 days


Reinstitutionalized Reason:  If “Reinstitutionalized for greater than 30 days” was selected as the disenrollment reason, you must make a selection under 

Reinstitutionalized Reason:


· Acute care hospitalization followed by rehabilitation


· By request of participant or guardian


· Deterioration in cognitive functioning


· Deterioration in health


· Deterioration in mental health


· Loss of housing


· Loss of personal care giver


25 Sustainability Goals


25.0 Intent


The purpose of this screen is to document an individual’s goals.  It will allow users to:


· Track the progress of an individual’s goals;


· Maintain a history of goals identified;


· Record the tasks necessary to accomplish the goal;


· Record all of the tasks assigned to specific people involved in reaching the goals. Print out a hard copy of the goals which can  be used as a communication tool for all interested parties and to provide a checklist for the person responsible to ensure the goals are completed


· Document the number of units authorized to a provider for a specific task for paid services, such as a Community Choice Guide. 


The Sustainability Goals screen can be accessed both on and off line. The use of the screen is not restricted to RCL or nursing facility case management, but can be utilized by any program for case planning. 


The screen has two main tabs, Goals and Units by Provider. The Goals tab is divided into two separate sub-section tabs, Goal Detail and Tasks

25.1 Process


25.1.0 Goals Tab


To enter a new goal click on the “+” button in the upper right corner. 


Goal short description: Select a goal from the dropdown menu. If a specific goal is not in the dropdown menu, select “Other” and describe the goal in the Goal Description field.  


Goal description:  Describe the client's goal in detail.  Goal examples:  "Client would like to be able to move to an all-male AFH in Lewis County. He has a cat and needs a home that accepts pets.", "Client would like to be able to walk to the mailbox.", "Client would like to go back to work." This field has a spell check feature; click on the spell check icon in the upper right corner. The box can be displayed in a larger window by clicking on the Enlarge button in the upper right corner.


Status: Indicate the status of the goal. This should be updated as progress is made.  Each goal begins as “On-Going” and should be marked as “Completed” only after all tasks associated with the goal are finished. If a goal is no longer being pursued, it should be changed to “Withdrawn”. A goal is “On-hold” when it is not currently being actively worked on:


· Completed – If “Completed” is selected, a “Completion Date” must be entered. 


· On-going


· On hold


· Withdrawn


Create date: The system will autofill this field with the date the goal was added once the goal field has been completed and the user has exited the screen.

Target date: Identify the date the goal is expected to be complete. The date must be greater than the date entered or an error screen will be displayed when the user leaves the screen. This date should be adjusted as needed. A tickler will be sent if this date has passed without the goal being marked as complete.



Completion Date:  When the Status of the goal is marked as completed, the user must document the date the goal was completed.  

Last Modified: This field is auto-populated with the date the goal was last modified. 


Note: if you create a goal in error, clear each of the fields and leave the screen. When you come back to the screen the line will be deleted.  


25.1.1 Task Tab


The task tab is not enabled until a goal is entered. If you have more than one goal in the Goal Short Description table, at the top of the screen, highlight the goal you are working on so you can assign the task. 


To assign the task, click the “+” button in the upper right corner of the task table; this will enable the fields in the Task Details section. 


Each goal has a specific list of task to choose from in the dropdown menu. If the task you are looking for is not included, select “other” and describe it in the Task Description field. 


Task: 


Each goal has a specific list of tasks to choose from in the dropdown menu. 


For example, if the goal is “Move to a community setting”, the task list includes tasks such as “locate an AFH”, “Arrange move” and “Identify housing subsidy”,


If the task you are looking for is not included, select “Other” and describe it in the Task Description field. 


Task Description: Enter a detailed description of the selected task identified from the drop down.


Who Acts: Identify the name of the person assigned to the task. The dropdown list is populated from the Collateral Contacts screen. If the name is not in the dropdown, go to the Collateral Contact screen and add the information. 


Target Due Date: Enter the date the task is expected to be completed. 


25.1.2 Units by Provider Tab


This screen allows the user to assign a number of units to a provider to complete a task. For example, an individual on the Roads to Community Living program is preparing for discharge. The case manager has contacted a Community Choice Guide to assist with locating an Adult Family Home and once the individual has decide on a specific home the case manager would like the CCG to assist the client with arranging the deposit, lease, utilities. The case manager can assign a specific number of units for each task on this screen. 


The screen can be printed out so the case manager can give the CCG a copy of the goals, tasks and number of units assigned. 


Unit Detail: Select the person who is acting on the task. 


Unit: Enter the number of units that will be assigned to the person acting. This can be changed at any time if the task takes longer than expected. This is not an authorization; this is a way to communicate with the person who is acting on the task. 


Unit Type: Enter the unit type (each, hour, mile, visit…)


Print Function


The goals/tasks can be printed. 


· Highlight “Sustainability Goals” in the CARE navigation tree on the left of the screen. 


· Click on File on the menu bar at the top right of the screen. 


· Click “Print” and “Print Forms”


· In the Available Forms window, select “Sustainability Goals and Tasks Form” from the dropdown menu. 


· Click “Preview/Print”


· There are several printing options:

· Status:


· Completed, 


· On going, 


· On hold, 


· Withdrawn; or 


· All


· Who Acts – you can select the name of one individual, if you want to give a specific provider their list or you can select “All” if you want a list of everyone working on the goals. 


· The Goals Summary form can also be saved and provided to the contracted provider via encrypted email.

26 State Hospital/Hospital/E&T

26.0 Intent


The purpose of this screen is to document information pertaining to the client’s State Hospital (Eastern or Western State Hospital) or Local Psychiatric Facility admission, discharge and outcomes.

26.1 Process


The history of psychiatric hospital stays is displayed at the top of the screen in the Hospital History table. The table contains the following information:
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MAIN Tab:

Information displayed in the Hospital History table is entered in the Hospital Detail fields on the Main Tab:


		Field

		Description



		Facility

		Mandatory field-Select the facility where the client was admitted. There are three values in the dropdown menu:
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* Local Psychiatric Facility means a psychiatric treatment facility that is not state hospital (ESH/WSH) and/or a bed in a facility that is designated for psychiatric treatment. It could be an E&T or a community hospital bed designated for psych treatment.



		State Hospital Psychiatric Facility

		The following five questions that will display in a dialog box when ‘Local Psychiatric Facility’ is selected in the ‘Facility’ field:
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1) Psychiatric facility name: enter the name of the local psychiatric facility. For example, Mukilteo E&T.

2) Psychiatric facility type: select a facility type. Mandatory field. There are two values in the drop-down menu:


· Acute Care Hospital

· Psychiatric Facility/E&T

· 

· 

3) Is the client at the facility voluntarily? There are “Yes/No” values in the drop-down menu. Mandatory field.

4) Is the client currently detained through the Involuntary Treatment Act? There are “Yes/No” values in the drop-down menu. Mandatory field if the answer to question #3 is No.


5) Does the client have 90/180 day commitment order for further involuntary treatment? There are “Yes/No” values in the drop-down menu. Mandatory field if the answer to question #3 is No.


Rules follow:


· If the answer to question #3 is ‘Yes’ questions #4 and 5 are disabled.


· If ‘Local Psychiatric Facility’ is selected in the ‘Facility:’ field AND ‘Discharged with services’ is selected in the ‘Discharge status:’ field AND the answer to Question #3 is ‘No’ AND the answer to Question #4 or 5 is ‘Yes’, then DISPLAY ‘Yes’ in the ‘Diversion:’ field. (System auto-populates ‘No’ or ‘Yes”.)


· If ‘Local Psychiatric Facility’ is selected in the ‘Facility:’ field AND ‘Discharged with services’ is selected in the ‘Discharge status:’ field AND the answer to Question #3 is ‘Yes’, then DISPLAY ‘No’ in the ‘Diversion:’ field. (System auto-populates ‘No’ or ‘Yes”.)

· If ‘Local Psychiatric Facility’ is selected in the ‘Facility:’ field AND ‘Discharged without services’ is selected in the ‘Discharge status:’ field then DISPLAY ‘No’ in the ‘Diversion:’ field.


· If ‘Local Psychiatric Facility’ is selected in the ‘Facility:’ field AND ‘Discharged with services’ is selected in the ‘Discharge status:’ field AND the answer to Question #3 is ‘No’ AND the answer to Question #4 and 5 is ‘No’, then DISPLAY ‘No’ in the ‘Diversion:’ field.


· If the value is changed to other than ‘Local Psychiatric Facility’ in the ‘Facility:’ field, then DISPLAY a warning message with options ‘Yes’ and ‘No’. The warning message says:

“Values in the Diversion dialog box will be cleared if you select something other than ‘Local Psychiatric Facility’. Do you want to change the Facility type?”


· If “Yes” is selected, then clear all the selected values in the Diversion dialog box.


· If “No” is selected, then keep ‘Local Psychiatric Facility’ in the Facility field.


NOTE: If the user modifies any answers in the Diversion dialog box workflow, then the system will disable or auto-populate the ‘Diversion:’ field accordingly. 






		Diversion

		Verification of the diversion is required in order for a diversion to count. If it is not clear if the individual was detained inquire with the facility staff directly. Often there are signs (behaviors/diagnosis) that indicate the client is a danger to themselves, others, property, or is gravely disabled; verify with the facility staff. Obtain a copy of the court order from facility staff. The copy of the court order should be sent to DMS as Hotmail. 


The definition of a diversion is an individual with a 90 or 180 day commitment order for further involuntary treatment who is discharged from a local community psychiatric facility onto Home and Community Service Long Term Service and Supports (HCS LTSS); Or an individual who is detained through the Involuntary Treatment Act who is stabilized and discharged into HCS LTSS prior to the need to petition for a 90 or 180 day commitment order.



		BHO/MCO

		Mandatory field- Select the BHO (Behavioral Health Organization) or MCO (Managed Care Organization) where the client is enrolled. Select ‘Not yet assigned’ if the client is not yet enrolled any organization. This value can only be selected if the ‘Discharge Date’ field is blank. If a date is entered into the “Discharge Date’ field later, then ‘Not yet assigned’ value will be CLEARED from the ‘BHO/MCO’ field, and ‘BHO/MCO’ field will be REQUIRED.



		Admit Date

		Mandatory field- Enter the date the client was admitted to the State Hospital or Local Psychiatric Facility. 



		Date of Referral

		Mandatory field- Enter the date the hospital referred the client or the date the case manager was contacted regarding the psychiatric stay. 



		Discharge Status

		Select the appropriate status from the following values:


· Active – Client determined “ready for discharge” by facility treatment team.


· Died before discharge – the client died prior to discharging from the State Hospital or Local Psychiatric Facility.


· Discharged with services – Discharged from the facility with HCS services (with an open authorization). This selection will enable the Discharge Date field. 


· Discharged without services – Discharged from the facility without HCS services due to client request (withdrew or declined) or functional/financial ineligibility. This selection will enable the Discharge Date field. 


· Inactive – Client determined financially and/or functionally ineligible for HCS services while in the facility or determined no longer ready for discharge by hospital treatment team.

· On Hold- Client has a medical and/or mental health treatment need that prevents active discharge planning. Discharge planning will resume once the treatment need is resolved.  



		Discharge Date

		Enter the date of discharge from the State Hospital or Local Psychiatric Facility.





Discharge Delay Reason Tab:


This tab provides reasons a discharge was delayed. This field is a multi-select field, and is mandatory ONLY when the ‘Discharge Date’ field is populated on the Main tab. Select all that apply: 


		Value

		Description/Example



		Awaiting Documentation

		Documents for discharge were delayed. For example, the physician had not signed discharge orders or the client had to attain ID prior to discharging to their setting. 



		Behavioral/Mental Health

		A mental health treatment need delayed discharge. For example, the client had an exacerbation of her condition resulting in aggressive behavior and became unstable causing a delay in discharge until a treatment plan was in place. 



		Guardianship

		The process for obtaining Guardianship took longer than anticipated causing a delay in discharge. For example, the Guardian has not yet consented to the discharge/discharge setting.



		Medical Condition

		A change in medical condition causing the client to be unstable. 



		Discharge Setting/Provider

		Finding a residential setting or in-home provider delayed discharge. For example, the contracting process for an IP took longer than anticipated. 



		Client Request

		The client is unsure about the discharge setting or needs some time before they agree to services. They may want to tour housing options. 



		Died prior to discharge

		The client died prior to being discharged from the psychiatric facility.



		Discharge was not delayed

		Make this selection if the discharge was not delayed



		Other

		Select “Other” if the values available do not explain the delay. Enter a comment to describe the reason for the delay. 





Outcome Tab:


Documentation of post discharge evaluations is entered on the Outcome tab. There are three required contacts within the first year after discharge. The first contact is made within the first 30 days following discharge. The Outcome values are as follows:


		Value

		Description/Example



		Changed HCS Settings

		The client has moved from the HCS setting at discharge to another HCS setting. For example, the client discharged to an AFH then moved to an ESF.



		Deceased

		Client died after discharge from the State Hospital or Local Psychiatric Facility.



		Detained in Community

		The client is detained (voluntarily or involuntarily) in jail, or a local Psychiatric Facility (i.e. Mukilteo E&T).



		Hospital, Acute Care

		The client is not currently in an HCS setting due to a hospital or acute care stay. This is usually due to a medical decline/ primary medical condition.



		No Longer HCS

		The client withdrew or declined HCS services or became ineligible.



		Other

		Select “Other” if the values available do not describe the outcome. Enter a comment to describe the situation. 



		Returned to State Hospital

		The client returned to a State Hospital.



		Stable in Setting/Interventions

		The client is stable in setting with or without current interventions in place. 



		Unstable in Setting, Intervention In Progress

		The client is unstable in setting with current and developing interventions process.





There are three ticklers associated with the Outcome Tab screen:

		Tickler Name

		Criteria



		30 Day Post-Discharge Evaluation Due

		Triggered 25 days after the discharge date



		Second Post-Discharge Evaluation Date

		Triggered 170 days after the discharge date.



		Third Post-Discharge Evaluation Date

		Triggered 355 days after the discharge date.





27 ETR/ETP


27.0 Intent


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


This screen will also document approval for the use of 9-codes for Non-ETR/ETPs in SSPS for W-2 providers. 9 codes are used in SSPS for payment of approved ETR/ETPs. They are also used for actions such as payment adjustments. This screen will be used to ensure that all 9-code authorizations, that are not ETR authorizations, receive approval before they are processed for payment. Approval for use of all 9-codes is required. 9 codes are not used in the ProviderOne system for 1099 providers. 


Non-ETR uses of 9 codes are approved (finalized) at the local level with Field Approval

27.1 Process


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

LTC ETR Types

		ETR Category

		ETR Type

		Waiver Type

		Outcome Value

		Approval Authority 



		Medicaid Personal Care (MPC)


Choose BHO/MCO only when BHO/MCO 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



		

		BHO/MCO - Hours (In-Home)

		N/A

		Hours

		HQ Approval


ETR Committee



		

		BHO/MCO - 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



		

		BHO/MCO -Hours

		N/A

		Hours

		HQ Approval


ETR Committee



		

		BHO/MCO -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 



		State Only

		Community Transition & Sustainability Services

		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)



		Shared Room in AL

		Shared Room in AL

		N/A

		N/A

		Field Approval


(Regional)





Complete all required fields and tabs.  Process the request to the next level of either Field Review or Field Approval based on local policy.  All ETRs require Field Approval. Some requests, such as Environmental Modifications or Specialized Medical Equipment are approved (finalized) at the local level (Field Approval).  Requests for additional hours or rate for Personal Care must receive Field Approval and then be finalized by the ETR Committee at HQ. 

If an ETR request for In-Home personal care services is denied at the field level and the client has requested a review by the ETR committee in Olympia (HQ). Field workers will submit the request for HQ’s review through CARE using the standard ETR Categories and Types and indicate if the client is requesting a HQ’s review by checking the “Client Requested ETR HQ Review” checkbox.
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If requesting additional hours or rate for in-home or residential care, it is important to document, in the Request Description, the number of hours or the rate generated by CARE at the time of the request.

27.2 Limitation Extension

The DB settlement  established a process called a “Limitation Extension,” allowing clients under age 21 to request additional hours of personal care services above those authorized by the CARE assessment and an ETR.   The settlement also provides for a fair hearing process to challenge the denial of a Limitation Extension.


Clients under the age of 21 or their representative may request more hours through the Limitation Extension process if a decision has been made on the client’s ETR or it has been more than 30 days since a client asked for an ETR and a decision has not been made.  


Relevant ETR Categories and Types are included in the ETR screens in CARE to reflect Limitation Extension requests; however, assessors will not be entering these requests in CARE at this time. Staff at HQ will be entering these requests into CARE after receiving requests and documentation from the client or client rep and/or CM/CRM. 

28 Planned Action Notices (PAN)


28.0 Intent


This section automates and stores Planned Action Notices, the Notice of Decision on Request for an In-Home Personal Care Exception to Rule and the Notice of Action Residential Rate Exception to Rule. ,

Planned Action Notice:


A Planned Action Notice (PAN) is sent to clients and their representative, if applicable, when ALTSA or DDA has made a decision regarding eligibility, service, or denial/termination of a provider. Refer to Decisions Requiring a PAN below. The PAN includes information regarding the planned action and the client's appeal rights (if any). PAN is available Online only. 


28.1 Process


28.1.0 Service PAN

1. Send a Service PAN to the client and attach a copy of the Service Summary the PCR/PCRC form (CARE Results are only attached if the Personal Care Results (PCR) or Personal Care Results Comparison (PCRC) form is not part of the PAN or if the client requests the CARE Results. See more information below on PCR/PCRC) when:  


· You perform the following assessments and approve the client for services:


· Initial


· Initial/Reapply


· Annual


· Significant change


· Interim, when there is a change in the level of service


· A client’s service is denied, reduced, or terminated

· A client’s service is approved or increased

· You are informed that an MPC client is not eligible for Categorically Needy Medical (CN).  The client is no longer eligible for MPC 


· The client changes programs, e.g. moved from CFC  to CFC + COPES It is determined the client is not functionally eligible for services


2.  Do not send a PAN when you receive notice from Financial that a client will be terminated from COPES. The notification from Financial informs the client that they are no longer eligible for financial and social services, and this meets the requirement for notification. 


Select the correct ACTION choice from the dropdown boxes:  


		Approved:  




		· Initial eligibility decisions


· Continued eligibility/services when there is no change


· Change from one program to another, e.g. MPC to CFC

· Adding a waiver service option






		Increased:  




		· Services/rate increased






		Withdrawn: 




		· Request for services was withdrawn by client (Service was never initiated or authorized) after assessment was initiated

Note:  The Department does not complete withdrawals for actions or changes in actions they have taken.  





		Denied:  




		· Initial functional eligibility


· Requested service/program

*Service was never initiated or authorized. If service has been initiated and authorized then select “Terminated.”





		Reduced:  




		· Services/program/hours/rate reduced






		Terminated:  




		· Services/program terminated








Complete: To, From, Units and Frequency for each Action/Service.  When choosing Approved, “From” is not a required field.  When choosing Deny, Terminate, Withdraw, “To”, “From”, “Units”, and “Frequency” are not required fields. 

*Use whole hours when indicating personal care hours on the PAN


Complete the Authority Tab with Reasons from the bucket selection.  You may also choose “Other” and write in comment box other reasons. Site the WAC authority by WAC number.  WAC text is not required. 

Planned Action Notice (PAN) for Services:  10-to-the-End


A. Reductions and Terminations: 


The department must provide AT LEAST 10-days’ notice when the amount of benefit is being reduced or terminated. 


Information about dates for reduction and termination PANs: 


(1) Date of Notice: 


· This is the date the PAN is completed in CARE.  [image: image59.png][ Appeal By Date NIA
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· The Date of Notice is auto-populated when the “Finalize PAN” button is selected. 


· Date-of-Notice=Mailing Date: Mail the PAN on the date printed in “Date of Notice” field.

(2) Appeal-by-Date: This is the date by which the client must request a hearing in order to receive continued benefits.  The Appeal-by-date is auto-populated for reductions and terminations. 


· This date is always the last day of the month in which the PAN is mailed, unless the PAN is sent less than ten days before the end of that month. 


· If there are fewer than ten days between the date the PAN is mailed and the last day of the month, the appeal-by-date is the last day of the following month.  


For example: 


If the PAN is mailed on July 10th (Date of Notice), the Appeal-by-date is July 31st (the last day of the month the PAN was mailed). 


If the PAN is mailed on July 23rd (Date of Notice) the Appeal-by-date is August 30th (because there are fewer than ten days between the date the PAN is mailed and the last day of the month).


(3) Effective Date: This is the date the change in the Action (i.e. termination, reduction, etc.) will become effective. The Effective Date is always the first day of the month following the Appeal-by-date for terminations and reductions in service. 


The Effective date will be auto-populated for reductions and terminations and it is not currently editable. 
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For example: 


If the Appeal-by-date is July 31st, the effective date that is auto-populated is August 1st.  


If the Appeal-by-date is August 30th, the effective date that is auto-populated is September 1st. 


Denials:


The effective date for denials is auto-populated and equals the date of notice (date PAN is finalized).


Important Note about Translations: If you need to edit the effective date to give you more time for translations, you will need to complete an amended PAN. An amended PAN is currently the only way to edit the dates on a reduction or termination PAN. An amended PAN is copied exactly from the original PAN so you should only need to edit the dates.


*You will be notified in the future when this work around is no longer necessary


“Send for Translation” checkbox: If the PAN will be sent to the vendor for translation, check the “Send for Translation” box. 


The system will validate the checkbox against the “Need to Translate Document?” field on the Client Details screen. If the two do not match a CARE Message will be displayed prompting the user to correct the discrepancy. The user will be unable to finalize the PAN until the two fields match. 


Additional example dates for Reductions and Terminations: 


When there are 10-days left in the month after the Date of Notice: 


The client had a reassessment on February 1st and CARE was moved to Current on February 10th. The PAN was completed and mailed on February 10th. 


Date of Notice:  February 10th (Auto-populated and not editable)


Date the PAN must be mailed: February 10th, (the same as the Date of Notice).


Appeal-by-Date: February 28th (Auto-populated and not editable)


Effective Date: March 1st (Auto-populated and not editable)


When there are NOT 10-days left in the month after the Date of Notice: 


The client had a reassessment on February 15th and CARE was moved to Current on February 23rd. The PAN was completed and mailed on February 23rdh. 


Date of Notice:  February 23rd (Auto-populated and not editable)


Date PAN must be mailed: February 23rd (same as the Date of Notice)


Appeal-by-Date: March 31st (Auto-populated and not editable)


Effective Date: April 1st (Auto-populated and not editable)


B. Approvals and Increases:


The department is required to send notice for approvals and increases but does not need to give 10-days’ notice. These actions can become effective immediately. 


(1) Date of Notice: (same as above)
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· The Date of Notice is auto-populated when the “Finalize PAN” button is selected. 




· Date-of-Notice=Mailing Date: Mail the PAN on the date printed as the Date of Notice.

(2) Appeal-by-Date: This date is not relevant for approvals and increases because it relates to continued benefits and a client would not have continued benefits for approvals or increases.


(3) Effective Date: This is the date the change in the Action (i.e. approval, increase) will become effective. The Effective Date can be immediate for these actions. For PANS which have no appeal-by-date (Approvals and Increases), the effective date is the date the PAN is mailed, which is the same date as the Date of Notice printed on the PAN. 


28.1.1 PCR/PCRC



Personal Care Results (PCR) and Personal Care Results Comparison (PCRC) Forms 


The intent of these forms is to help clients receiving personal care services better understand the Department’s determination of services for which they are eligible. This form will print with the related service PAN The form will be automatically produced and saved with the related Service PAN. Once the assessment has been moved to current, the form can be viewed: 


· As part of a Finalized Service PAN; 


· As part of a Pending Service PAN; and 


· Without creating a PAN, from the File/Print Forms menu (when the assessment is highlighted) 


The PCR will print information about a single assessment. It gives a summary of information from the assessment and details about each section considered in the process to determine hours and rates. The PCR form prints whenever a PCRC form does not print, for example:


· Initial and Initial/Reapply assessments


· Assessments created after a change in setting between residential and in-home


· When more than one Interim is created in the same day


The PCRC form compares two assessments to show the changes, when the criteria are not met to compare two assessments then the PCR form prints.


The intent of the PCRC form is to provide a side by side comparison of two assessments in order to explain the information that changed between two selected assessments that affected the classification group or hours. The PCRC will compare the related (Current) assessment and the previous assessment when printed with the service PAN. For example, if a client’s CPS did not change, the CPS section of the form would only print a brief explanation of what CPS means. If the client had a CPS score of 2 in the previous assessment and it changed to a CPS of 4 in the related assessment causing the client to move from the Clinically Complex group to the D group then the form would print the client specific information related to the CPS score. Additionally, the system will print a PCRC form if there were Status adjustment changes even if they did not change the hours. 


Both the PCR and PCRC include the following sections: 


· Introduction – This section gives a brief overview of the form and what we look at during an assessment. It may contain a statement related to Developmental Milestones (for DDA) if applicable. It also includes a Summary table noting hours or rate, Classification group, ADL score, Behavior Points score, CPS score, and if the client was eligible for the Mood and Behaviors group, Clinical Complexity group or the Exceptional Care group. A brief definition of the components in the table is provided. 


· ADLs There are two tables in this section that may print; the Mobility table and the ADL table. Both tables are dynamic and will print client specific information from the selected assessment(s). In the PCR form, the client will be able to see the Self Performance codes from the assessment. In the PCRC form, this provides a side by side comparison displaying only the changes between the two assessments. 


· Mood and Behaviors - this section gives a brief overview of Moods and Behaviors and what is considered in an assessment. Both methods of eligibility for the Mood and Behaviors group, a qualifying mood or behavior or the Behavior Points score are noted. 


· CPS –The CPS table includes the codes in the assessment(s) from Decision Making, Comprehension, and Recent Memory (pulled from MMSE Recall and the response to the Short Term Memory question) Eating, and the question related to Comatose. 


· Clinical Complexity - this section explains that Clinical Complexity is based on a combination of factors like a qualifying condition and/or specific help needed combined with a minimum ADL score, e.g.,


·  Frequently Incontinent; and


·  Individual Management code of Uses, has leakage, needs assistance; and 


·  an ADL score of at least 11 points.


The table prints “Yes” or “No” noting if the combination of condition/specific types of help and ADL score met the criteria in that assessment. 


· Exceptional Care – this section explains the two sets of criteria related to Exceptional Care. 


In-Home setting only: 


· Informal Support – this section provides a definition of what informal supports are and terms we use when discussing informal supports. Keep in mind that not all ADL/IADL codes are qualifying related to Informal Support. If the Self Performance code for an ADL or IADL did not require coding for Status or Assistance Available like Independent then the Self Performance code or “Not Applicable” will print on the form. 


· Environmental Adjustments – this section explains Add-on hours for Offsite Laundry, Wood or Pellet Supply and Living more than 45 minutes from essential services. The level of informal support, shared benefit, and/or age appropriate functioning provided are noted as they affect the number of hours generated. 


Keys 


There are notes at the end of each printed section informing the reader that there are Keys to provide additional information. Some Keys are attached, like the ADL key, and others are available on-line. The URL is noted. 


When is the form produced? 


The PCRC form will print when the following conditions are met: 


· There is a change in Classification Group and /or level for a client in either a Residential setting or In-home setting. For example, a client in a residential setting moves from B Med to C Med High. 


· There is a change in Personal Care hours for clients in an In-home setting. For example, a client was assessed last year with no informal supports and the client used wood as their only source of heat. This year the client moved and now has informal supports and no longer uses wood heat. The classification and/or level didn’t change just the amount of informal supports and add-on hours. 


· There is no change in Personal Care hours for a client in an In-home setting but there is a change in Status or Assistance Available which are used to calculate the informal support adjustment and/ or the environmental add-on hours. For example, last year the client had informal support assisting with Meal Prep (less than ¼ of the time) and no informal supports to help with housework. This year the client no longer has help with meals but does have assistance (less than ¼ of the time) with housework. The changes balanced out and ended up resulting in the same number of hours. 


The PCR form will print whenever the PCRC form doesn’t print. Examples include:


· Initial and Initial Reapply assessments


· Assessments completed for a change in setting between residential and in-home (a client moves from their own home to an AFH). 


· If the last two assessments compared do not differ in classification, hours/rates or there have been no changes in Status for clients with in-home personal care.


* If an NSA has been identified in the Contact Roles bucket on the Collateral Contacts screen, two forms will print, one for the client and one for the NSA. 


  


Assessment Selection: 


In the PCRC form the two assessments that are compared are titled as: 


· Previous assessment - this will default to the  most recently completed assessment that has an assessment date and moved to current date prior to the new or ‘Related Assessment’s date and moved to current date. The user can override the system selected assessments if the assessments meet the selection criteria. Those assessments meeting the criteria are displayed in the dropdown menu. If no assessments meet the criteria to generate a PCRC, then none will be displayed. 


· Related assessment – this is the most recently completed assessment that your PAN is based on. 


The assessment(s) must include personal care services. 


*New Freedom – The form is produced for clients that are on the New Freedom program however the CARE generated hours are displayed rather than the New Freedom Base Budget and there are references to “hours” throughout the form. Take the following steps: 


· Print the PAN and discard the comparison section that prints following the Hearing Rights section. 


· Print the CARE Results for the Related Assessment and mail to the client with the Service Summary and the first section of the PAN that includes the Planned Action, Appeal Rights, CM contact information and the Hearing Rights section. 


· Make a SER note stating that the PCRC was not mailed to the client because the client is on New Freedom. Note that the CARE Results were sent to the client with the first 4 pages of the PAN instead of the comparison section of the PAN. 


If a client has questions about the changes between the two assessments the CM can use the form for information about the changes that occurred (noting that the reference to “hours” do not apply) 


IMPORTANT NOTE: If the two assessments selected by the system are not the two assessments that should be compared then take the following steps:


The user can override the system selected assessments if the assessments meet the selection criteria. Those assessments meeting the criteria are displayed in the dropdown menu. If no assessments meet the criteria to generate a PCR/PCRC, then none will be displayed. 


If the correct assessments are not available to print the PCR/PCRC form:

· Print the PAN and discard the comparison section that prints following the Hearing Rights section. 


· Print the CARE Results for the Related Assessment and mail to the client with the Service Summary and the first section of the PAN that includes the Planned Action, Appeal Rights, CM contact information and the Hearing Rights section. 


· Make a SER note stating that the two assessments selected for the comparison form were not the two assessments that were supposed to be compared. Note that the CARE Results were sent to the client with the first 4 pages of the PAN instead of the comparison section of the PAN. 


Translations:


Translations are available through the same process used currently with PANs.  Case managers will send in for translation to the translation vendor through the secure email translation billing system. In the future for bilingual staff, PAN/PCR/PCRC templates will be made available at: http://adsaweb/CA/PANtemplates.htm.


IMPORTANT NOTE: If the two assessments selected by the system are not the two assessments that should be compared then take the following steps: 


· Create a PDF of the PAN.

· Select Print and under Print Range, select Pages 1-4 (the first 4 pages of the PAN that includes the Planned Action, Appeal Rights, CM contact information and the Hearing Rights without the PCRC section) 


· Save the PDF (this will save a copy of the first 4 pages of the PAN). 


· Follow the current process of filling out the Translation Billing Icon – LTC v 1.3 and select PAN, PCR/PCRC, CARE Results, Services Summary and any other documents you need to request. Attach the PDF to the email that is created and send to Dynamic Language. 

· Make a SER note stating that the two assessments selected for the comparison form were not the two assessments that were supposed to be compared. Note that the CARE Results were sent to the client with the first 4 pages of the PAN instead of the comparison section of the PAN. 


28.1.2 Planned Action Notice on Provider Actions


The electronic PAN provides you with the information that you need in order to complete an adequate PAN for the client when you are taking action on an Individual Provider (IP),  including:


· Denial of client’s choice of provider

· Denial of contract

· Denial of payment

· Termination of contract

· Ten day notice for inadequate performance/inability to deliver quality care

· Immediate if imminent jeopardy

· Summary suspension

Complete the Authority Tab with Reasons from the bucket selection.  You may also choose “Other” and write in comment box other reasons. Site the WAC authority by WAC number.  WAC text is not required. 


Details regarding IP denials/terminations are found in Chapter 7A of the LTC Manual, including information about the Individual Provider Notification letter.

28.1.3 Notice of Decision on Request for an In-Home Personal Care

Exception to Rule


The electronic Notice of Decision on Request for an In-Home Personal Care Exception to Rule (ETR) provides you with the information that you need in order to complete an adequate notice for clients when you are notifying them regarding ETR decision outcomes. This notice is only used for initial ETR request and for hours/amounts not previously approved through an ETR decision for in-home personal care assistance only. 


The notice communicates the following information:

· Approvals (the number of ETR hours/dollars with the begin and end dates).


· Denial of ETR request at the local level and the client’s ability to request a review of the ETR by the ETR committee in Olympia (HQ).


· Denial of the ETR by the ETR Committee in Olympia (HQ). 


· Reason for the denial


· WAC reference


· Notice that there are no administrative hearing rights for initial ETR request. 


The field “Related ETR/ETP” will display ETRs in the CARE system as well as the option “No Related ETR/ETP”. 
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“No Related ETR/ETP” is used when an ETR has not been entered into CARE. 


If the ETR was entered into CARE, the “Related ETR” will be selected from the drop-down list. 


The ETR Request Description must note the number of hours requested in the ETR. 
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If the ETR was denied, the Denial Reason is selected from a bucket. If the ETR was approved, this bucket is disabled. 


The Authority field will auto-populate with a statement regarding the reason for the denial based on the selected ETR Denial Reason. The Primary Case Manager and contact information will be auto-populated at the end of the form.

28.1.4 Notice of Action Residential Rate Exception to Rule


When Residential Personal Care ETR requests are initiated, Not initiated, or Denied, CMs send the following forms to the client: ‘Notice of Action Exception to Rule for AFH Daily Rates’  for AFH, and ‘Notice of Action Exception to Rule (Excluding AFH)’ for all other residential settings. 

The electronic Notice of Action Residential Rate Exception to Rule (ETR) provides you with the information that you need in order to complete an adequate notice for clients when you are notifying them regarding ETR decision outcomes. This notice is only used for initial ETR requests and for rates not previously approved through an ETR decision for residential personal care.  


The field “Related ETR/ETP” will display ETRs in the CARE system. If the ETR was entered into CARE, select the related ETR from the drop-down selection. If the ETR was not initiated, select “No Related ETR/ETP” from the drop-down selection.



Select a form ‘Notice of Action Exception to Rule for AFH Daily Rates’ for AFH, or ‘Notice of Action Exception to Rule (Excluding AFH)’ for all other residential settings.
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All fields will be pre-populated and read-only except for the Supervisor’s Name. Enter Supervisor’s Name. 

Once you click the “Finalize Notice” button, the form will be moved to the Finalized Pan table for historical read-only View.

Important Note: CARE will not allow these forms to be generated if the Related ETR/ETP assessment is pending.  When user attempts to complete this form while assessment is pending, an error message will be displayed noting: “Cannot Complete this form. Assessment must be Current to continue.”
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28.2 Translations


See the LTC Manual Chapter 15 or the On-line Resources for instructions on how to obtain translated documents. 

29 RAC Eligibility


29.0 Intent


RACs 


RACs (Recipient Aid Category) are programs a client is functionally eligible to receive.  RACs are selected in CARE and sent to ProviderOne.  ProviderOne uses RAC information to determine program eligibility.  RACs are at the program level and like any program; each RAC contains services which are allowable under the RAC. 


Before ProviderOne accepts a service Authorization - or makes a payment - the system will verify that the client has RAC or program eligibility for the service requested.  ProviderOne does this by checking the RAC Eligibility screen in CARE. 


RAC Eligibility Screen 


The purpose of the RAC Eligibility screen is to display all RACs the client is functionally eligible to receive and to allow the worker to either (1) edit a listed RAC or (2) add a new RAC*. 


NOTE:  There is no connection between ProviderOne and the client’s CARE assessment.  Because ProviderOne cannot see the client’s Assessment, it is not able to make a determination of the services or service amounts documented in the Assessment. 


Immediately preceding Go-Live, RACs will be added to CARE and sent to ProviderOne via a one-time conversion process; these are the functional RACs.  ProviderOne already stores financial RACs that are sent from ACES.  Some services require both functional and financial RACs in order to be approved. 


*MTPD RACs are viewable in CARE but are not entered by HCS staff. MTPD RACs will be entered by the AAA GetCare worker. 


30 APS/RCS/CPS

30.0 Intent

This screen displays details about Adult Protective Services (APS), Residential Care Services (RCS), or Child Protective Services (CPS) Intakes and Outcomes that come from a system called TIVA2 that is interfaced with CARE. If an Intake or Outcome record is created that identifies an active CARE client as a victim, a notification is sent through the TIVA2/CARE interface to notify the assigned Primary Case Manager (PCM) and all assigned Supervisors or an *IR Reviewer. Intake and Outcome files are received from TIVA2 on a nightly basis Monday through Friday and are recorded on this screen. The Outcome report is available for viewing as an HTML document when included. 

PCM, IR Reviewers and Supervisors receive a tickler when notifications are received. 


*The IR Reviewer Role will be granted to DDA QA managers and HCS/AAA JRPs. Workers with this role will receive APS / RCS / CPS Intake Notice ticklers and Outcome Notice ticklers for client’s in RUs the worker is assigned. If the worker is responsible for a Region, all RUs in the Region will be assigned. Ticklers are only sent to IR Reviewers when one or more of the following are met: 


· The worker has been assigned access to the Client’s Primary RU. 


· The client is a DDA No Paid Services Client 


· The client is being transferred from one R/U to another and does not have any Case Workers assigned. 


All fields, with the exception of one, are display-only; the worker will not be entering information.

*Restricted Files – If the TIVA2 system flags a file as “Restricted” the following will occur:


· Records received from TIVA2 with a restricted flag will not be displayed in CARE. 


· If the flag is received on an Outcome Record, the Intake Record will be removed from the Intake Notice list. 

· Records with a restricted flag will not be saved in the CARE Database and will not be available for reporting from CARE.

· CARE Ticklers for Intake and Outcome Records will not be sent if the record is restricted.

Mental Health:

If upon Intake or Outcome with APS/RCS/CPS, a client who is under the age of 21 had received mental health services within 3 months prior to the intake date, this checkbox will be flagged. This data will be provided in weekly ProviderOne interface to CARE. The flag is processed once Intake and/or Outcome records are received from TIVA2. If a client receives mental health services after the Outcome has been processed it will not be indicated here. 

Incorrect Client: 


In the event the Intake has been assigned to the wrong client, workers will check the “Incorrect Client” checkbox in the Intake Detail section. 

When a worker checks the “Incorrect Client” checkbox, a message is displayed: 


“You must notify the investigator, <investigator name>, of the incorrect client selection within 24 hours and document your contact in a SER”. 


Note: When merging clients all incidents assigned to either the ‘Kept Client’ or the ‘Deleted Client’ will be assigned to the ‘Kept Client’. 


Documentation of CM activity for Adult Protective Services (APS), Residential Care Services’ Complaint Resolution Unit (CRU), and Child Protective Services (CPS)

Document all mandatory reporting activity related to clients in the Service Episode Record (SER):


Keep all SER entries pertinent and succinct.


· Document any report to APS, CRU, or CPS that you make regarding the abuse, abandonment, neglect, self-neglect, or financial exploitation of one of your clients, or the abuse/neglect of a child related to your client’s case.


· If your report results in an open investigation by APS, CRU, or CPS, or if APS, CRU, or CPS notifies you of an open investigation on one of your clients, coordinate with the assigned investigator as appropriate.  Document all communications and coordination activities in the SER.


· Do not cut and paste emails or documents involving APS, CRU, or CPS information (e.g., an APS Outcome Report) into the SER.  Summarize activities and communications in the SER and document if you placed a printed email or document in the hard file (e.g., “Received the APS Outcome Report on this date.  See file.”).  


All APS, CRU, and CPS information is subject to confidentiality laws:


· Do not disclose the existence of an APS, RCS, or CPS report or investigation to anyone.


· Contact your public disclosure coordinator when:

· You receive a request for records or information about an APS, RCS, or CPS report or investigation.  Do not acknowledge the existence of an investigation.

· Your client requests to review his/her services record that contains documented APS, RCS, or CPS activity.  All APS, RCS, and CPS related information must be redacted.


31 MTPD


31.0 Intent

The purpose of the Medicaid Transformation Project Demonstration screen (MTPD) is to collect and record presumptive eligibility (PE) information for care receivers. This screen:

· Maintains a history of presumptive eligibility screenings


· Records and determines financial eligibility information for MAC and TSOA programs. 


· Records and determines Nursing Facility Level of Care (NFLOC) for MAC and TSOA programs


· Records the following:


· NFLOC Responders Name,


· Worker who completed the pre-screen


· Date the pre-screen was completed


· HCS worker confirming NFLOC


· NFLOC confirmation date


· Requested Service(s)/Provider(s) and comments


· Name of the receiving AAA office (RU)


31.1 Process


Presumptive eligibility (PE) may be gathered by an HCS worker in CARE or an AAA worker in GetCare. Confirmation of PE can only be completed by an HCS worker. An interface between CARE and GetCare has been developed to allow for the flow of information back and forth between the two systems. It also provides a path to ProviderOne through CARE so authorizations can be created in GetCare. 


To create a Presumptive Eligibility (PE) record, click on the “+” button at the top of the screen. To edit or view an existing record, highlight the line (record) then click on the “Edit/View” button. 
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		Column

		Description



		Type

		The Type is auto populated by CARE with text displaying:


· Confirm – if Presumptive Eligibility was completed in GetCare and needs to be confirmed by HCS. 


· Screening – if the Presumptive Eligibility was completed in CARE and already includes confirmation by HCS.



		Status

		Displays the status of the record:


· Complete – the record has been finalized, or


· Pending – the record is not confirmed/finalized.



		Created

		Displays the date the Presumptive Eligibility record was created in CARE or GetCare.



		Received

		Displays the date the record was received in CARE from GetCare. 





The Screen also displays the following information, all fields are display only: 
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		Field

		Description



		Age

		The age is calculated from the Date of Birth field on the Client Demographics screen in CARE. MTPD services are only available to clients 55 years old or greater. 



		WA Resident

		A value of “Yes” or “No” is displayed if the care receiver’s address on the Residence screen in CARE is in WA State. MTPD clients must live in WA State. 



		NFLOC Eligibility statement

		An eligibility statement is displayed noting if the care receiver meets eligibility:


· The care receiver does not meet NFLOC


· The care receiver meets NFLOC



		Pre-Screen Completed By: 

		The name of the AAA or HCS worker who completed the pre-screen



		Pre-Screen Completed:

		The date the pre-screen was finalized



		Pre-Screen worker phone: 

		The phone number of the worker who completed the pre-screen



		Pre-Screen worker email address: 

		The email address of the worker who completed the pre-screen



		NFLOC Confirmed By:




		The name of the HCS worker who confirmed NFLOC



		NFLOC Confirmed

		The date NFLOC was confirmed





31.2 Coding

When a PE record is created for a pre-screen or viewed, a dialog box is opened displaying three tabs:


· Program


· NFLOC


· Request/Comments

The NFLOC tab is not viewable until presumptive financial eligibility is confirmed. 


When a record is being confirmed by the HCS worker, only the NFLOC and Request/Comments tabs are available. The Program tab for presumptive eligibility is no longer viewable. 


The resource questions are dynamic based on marital status data on the client demographic screen, only one will be displayed- Single or Married.
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PROGRAM TAB: 

		Care Receiver Name

		Display Only: The care receiver’s name is auto populated from the Client Demographics screen in CARE.



		Age

		Display Only: Age is calculated from the “Date of Birth” field on the Client Demographics screen in CARE. MTPD services are only available to clients 55 years old or greater. 



		WA Resident?

		Display Only: A “Yes” or “No” value is displayed based on the information in the “State” field on the Residence screen. MTPD services are only available to Washington residents. 



		ACES ID

		Display Only: The ACES ID is pulled from the Client Demographics screen in CARE, if available. 



		ACES coverage group

		Mandatory field: Enter the care receiver’s ACES coverage group. The ACES coverage group can be found in ACES, ProviderOne Details in CARE, or Barcode. If the care receiver does not have an ACES coverage group select “None”. The value selected will auto populate the “Program Name” and “Meets eligibility” fields. 



		Program Name

		Display Only: The Program Name is based on the value selected in the “ACES coverage group” field. The system determines whether MAC or TSOA is displayed based on the coverage group entered. 



		Meets eligibility? 

		Display Only: The system will display a “Yes” or “No” based on the values selected in the MAC/TSOA area on the screen. For example, if the program is TSOA, information entered regarding income level will be taken into account to determine eligibility. The field begins with a default of “No” and will change to “Yes” if the client meets eligibility. 



		Is the Care Receiver’s gross income below Special Income Level (SIL) of $ 2,313?

		If the field is enabled, there are “Yes/No values in the dropdown menu. 


· If “Yes” is selected, the “Attested amount” field and the following question regarding resources will be enabled. The “Meet eligibility” field will display “No” until the “Attested amount” field and the resource questions are answered. 


· If “No” is selected, the rest of the screen is disabled and the “Meets eligibility” field will remain auto populated with “No”. 



		Attested amount

		If the field is enabled, enter the amount of income reported. 



		If single, are the single Care Receiver’s resources below $53,100? OR

If married, are the Married Care Receiver’s joint resources below $108,647?

		Mandatory field: This field is linked to the selection made in the Marital Status field on the Client Demographics screen. If the value indicates the care receiver is single (Divorced, Never Married, Unmarried Partner, and Widowed) the “If single,” question will be displayed. If the value indicates the client is married (Married or Separated), the “If married” question will be displayed. The user will select “Yes” or “No”. 


*See the table below for additional information on TSOA resources





		*TSOA Resource Information



		Definition of a resource


(WAC 182-512-0200)

		A resource is any cash, other personal property, or real property that an applicant, recipient or other financially responsible person:


· Owns


· Can convert to cash (if not already cash); and


· Has legal right to use for support and maintenance. 


Any asset that does not meet the criteria above is not a resource. 


Examples (most frequently seen): Checking accounts, stocks, bonds, annuities, pensions, vacation property, multiple cars, cash in a safe, and in a more technical sense: trust, contracts and loans. 



		Countable Resources

		A countable resource is something that:


a. Meets the definition of a resource;


b. Is not excluded as a resource; and 


c. Is available to convert into cash (if not already cash)



		Excludable Resources

		An excludable resource:


· The home, household goods, certain other property


· One vehicle used for transportation


· Life insurance up to $1,500, but the rule can get complex


· Other resources excluded by Federal law


Examples: The home, household goods, car, a burial plan or life insurance, and certain American Indian or Alaska Native resources. 



		Available Resources

		· A resource that ordinarily cannot be converted to cash within twenty working days is 


considered unavailable as long as a reasonable effort is being made to convert the resource to cash. 

· A person may provide evidence showing that a resource is unavailable. A resource is not counted if the person shows sufficient evidence that the resource is unavailable. 





If the client meets financial eligibility, the NFLOC tab will be enabled. If the client does not meet financial eligibility, the NFLOC tab will be disabled and the user will move to the Request/Comments tab to finalize the record. All documents notifying the care receiver and caregiver will be sent by the AAA GetCare worker. 


NFLOC TAB: 

This tab is designed to determine if the client meets Nursing Facility Level of Care based on WAC 388-106-0355. As noted above, it will only be enabled if the client meets financial eligibility on the Program tab. 
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		Field/Description



		Question #1:  Does the care receiver need daily care provided or supervised by a registered nurse (RN) or a Licensed practical nurse (LPN)?


The user selects “Yes” or “No” indicating whether the care receiver requires daily care provided or supervised by an RN or LPN. 


Daily care is indicated by a need for a least one of the following:


Wound/Skin Care


Ulcer Care


Dialysis


Management of IV Lines


Monitoring of an acute condition


Nebulizer


Oxygen Therapy


Radiation


Suctioning


Tracheostomy Care


Transfusions


Tube Feedings


Ventilator or 


Respirator


Application of Dressing


Application of Medication


Bowel Program


Enemas/


Irrigation


Intermittent Catheter


Intravenous Medications


IV Nutritional Support


Urinary Catheter Care


Blood Glucose Monitoring


Chemo


Therapy


Injections


Ostomy Care


Routine Lab Work


IMPORTANT: The care must be at least once a day and must be provided or supervised by a registered nurse (RN) or a licensed practical nurse (LPN) (Including a nurse from a Home Health Agency, Hospice, Clinic Practitioner’s office, Private Duty Nurse, or Nurse Delegation) 


*Definitions for the treatments above can be found in the Long Term Care Assessor’s Manual on the ALTSA webpage. 


If “Yes” is selected, the rest of the questions will be disabled as the care receiver meets NFLOC. 


If “No” is selected, the rest of the questions will be enabled to see if the care receiver meets NFLOC in another way. 


NOTE: If the user initially selects “No” for question #1 and answers some or all of questions #2 and/or #3, then changes the answer to question #1 to “Yes”, the answers to questions #2 and #3 will be cleared. If clearing the answers was not intended, selecting “Cancel” will restore the screen. 



		Question #2: In the last seven days, did the care receiver have a cognitive impairment and require supervision due to one (1) or more of the following?


Select all that apply:


Value


Examples


Disorientation


Disorientation to:


· Person


· Place, such as City, State, and County


· Time, such as day, month and year. 


Impaired Decision Making


Decisions regarding tasks or activities of daily living in the last 7 days. Decision making is:


· Moderately impaired, meaning decisions are poor and the care receiver (CR) is unaware of consequences. The CR requires reminders, cues, and supervision in planning, organizing and correcting daily routines, OR

· Severely impaired, meaning the CR never makes decisions or rarely makes decisions about activities of daily living. 


Memory Impairment


Short or long term memory problems: 


· Short term memory: the following may be evidence of short term memory loss:


· Forgets food cooking on the stove


· Doesn’t remember son visiting in the last week.


· Can’t remember what he/she had for breakfast.


           The following are NOT 


           good indicators of short 


           term memory loss:


· Report that memory isn’t what it used to be. 


· Has to write notes in order to remember appointments


· Can’t remember the doctor’s phone number. 


· Long term memory: The following may be evidence of long term memory loss:


· Doesn’t remember birthplace


· Doesn’t remember the names of his/her children


Wandering


Current (last 7 days) wandering within the residence or is exit seeking 


None Apply


If “None Apply” is selected, it must be the only selection listed in the “Selected” bucket. If “None Apply” is selected, you can’t have another selection, such as “Disorientation”. You will not be able to finalize the record if this occurs. 






		Question #3: In the last seven days, what level of assistance was provided and what support was provided to the care receiver with the following activities of daily living?


The screen displays a table with three columns:


· ADL


· Level of Assistance (Self Performance). The level of assistance must have occurred three or more times in the last seven days with the exception of:


·  Medication Management (no 7 day look back period),


· Bathing (Does require the rule of 3 times), and

· Turning and Repositioning (The rule of 3 times does not apply. Turning and Repositioning is a continuous, consistent program for changing the individual’s position and realigning the body). 


· Support Provided- the highest level of assistance provided, even if it only occurred one time in the last 7 days. 


Definitions for each ADL, Level of Assistance (Self Performance), Support Provided and Medication Management can be found in WAC 388-106-0010. 


http://apps.leg.wa.gov/wac/default.aspx?cite=388-106-0010

ADL


Description


Ambulating


Includes the WAC definitions for Walk in Room, Locomotion in Room and Locomotion Outside of immediate living environment including outdoors. 


Bathing


How the care receiver took a full body bath/shower, sponge bath, and transfers in/out of the tub/shower. 


Bed Mobility


How the care receiver moved to and from lying position, turned side to side, and positioned body while in bed, in a recliner, or other type of furniture. Bed mobility does not include lifting legs in and out of bed. This would be scored under Transfer. 

Eating


How the care receiver ate and drank, regardless of skill. Eating includes any method of receiving nutrition, e.g., by mouth, tube or through a vein. Eating does not include any set up help, e.g. bringing food to the care receiver or cutting it up in smaller pieces.


Medication Management


NOTE: Medication Management does not have a look back period. Assistance did not have to occur in the last seven days. 


The coding is based on the amount of assistance, if any, required to receive medications, over the counter preparations or herbal supplements. Code for the highest level of need even though an individual could, for example, be independent with oral meds taken four times a day but needs cueing with eye drops one time per day. 


See the definition of levels of assistance in the WAC definition under “Assistance with medication management” (use the link above) 


Medication Management does not have a Support Provided field. 


Toileting


Toileting is defined in WAC under Toilet Use. It is how the care receiver used the toilet room, commode, bedpan, or urinal, transferred on/off the toilet, cleanse, change pads, manage ostomy, or catheter, and adjust clothes. Toileting does not include emptying commode, ostomy bags, or catheter bags. 


Transferring


Transferring is defined in WAC under Transfer. Transferring is how the care receiver moved between surfaces, i.e., to/from bed, chair, wheelchair, standing position.  Transfer does not include movement to/from the bath, toilet or getting in and out of a vehicle. 


Turning and Repositioning


T/R


Includes a continuous, consistent program for changing the individual’s position & realigning the body. Example: Because client is quadriplegic and unable to change positions independently, the caregiver must turn the client every 2 hours to prevent skin breakdown. A client’s healthcare provider may recommend that client not be turned during the night. In this case the turning and repositioning program would be continuous except during nighttime sleep hours.  NOTE: Turning/repositioning would not be an appropriate selection for a client who may be mobile and weight bearing, but repositions independently while sitting and or lying down. It is an appropriate selection for immobile clients who reposition themselves in tilt chairs but need assistance when in bed. 


Select “Yes” if the care receiver requires assistance with T/R. 


T/R does not have a Support Provided field. 

You must select a value in every dropdown. 

Coding Crosswalk – CARE and GetCare


CARE and GetCare had existing terms before the two systems were connected for MTD. We cross walked some of the language so users didn’t have to learn a new set of terms. When discussing a case with your MTD partner, the following crosswalk of terms may be helpful: 


NFLOC – Level of Assistance Crosswalk


CARE


GetCare


Independent


Independent

Supervision

Minimum

Limited

Moderate

Extensive

Maximum (Both Extensive and Total in CARE =Maximum in GetCare

Total

Maximum (Both Extensive and Total in CARE =Maximum in GetCare

Did not occur/No Provider

Did not occur/No Provider

Did not occur/Client not able

Did not occur/Client not able

Did not occur/Client declined

Did not occur/Client declined

Independent (CARE does not have the GetCare value of “Declined to State”. It is not part of the NFLOC eligibility criteria. If “Declined to State” is selected in GetCare, CARE will display “Independent”

Declined to State (This GetCare value does not count in NFLOC eligibility) 

NFLOC – Support Provided Codes


Highest level of support the individual received in each ADL over the last 7 days. Support Provided measures the highest level of support provided by caregivers over the last 7 days even if that level of support only occurred once. This is a different scale and is entirely separate from Level of Assistance coding. 

No setup or physical help from caregivers-The ADL occurred but the individual received no setup help or physical assistance with performing the activity

Setup help only – The individual is provided with materials or devices necessary to perform the activity of daily living independently.  The type of help characterized by providing the individual with articles, devices or preparation necessary for greater individual self-performance in an activity. This includes, but is not limited to, giving or holding out an item that the individual takes from the caregiver.


One person physical assist - the individual received physical assistance from no more than one person at least one time in the 7 day look back period

Two plus persons physical assist - the individual received physical assistance from two or more people at least one time in the 7 day look back period

Did not occur during the entire 7 days – When “Did not 


occur” is entered for an ADL Level of Assistance category, “Did not occur during entire 7 days” should be entered for the Support Provided code because the ADL did not occur.








REQUEST/COMMENTS TAB: 

This tab records and displays the following: 
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		Field

		Value/Description



		NFLOC Respondent First, MI, Last Name

		Screening: Enter the name of the person providing the information recorded on the NFLOC tab. This information may be useful if the AAA or HCS worker needs to contact the respondent. This field is required to finalize the record. 



		Vaccine Questions

		1. Has the care receiver received a Pneumonia vaccine?

2. Did the care received receive yearly dose of flu vaccine during most recent flu season?


Each question displays the following values: Yes, No and Unknown


These two questions are Mandatory before the MAC/TSOA Presumptive Eligibility (PE) is finalized and sent to GetCare.  The contents in the vaccine section will turn red if the user does not answer the vaccine question. 



		Eligibility statement

		An eligibility statement is displayed below the NFLOC Respondent “First Name” field. The statement will be one of the following:


· The care receiver does not meet NFLOC 


· The care receiver meets NFLOC



		Receiving AAA Office

		This dropdown contains the RU number and name for all AAA MTPD offices. Select the office where the record is being sent. When the HCS worker clicks on the “Finalize” button, the record will be sent to the Receiving AAA Office selected. This field is required to finalize the record. 



		Pre-Screen Completed By: 

		Display Only: The system will auto populate the name of the HCS or AAA worker who completed the pre-screen (Program, NFLOC (if required) and Requests/Comments tabs)



		Pre-Screen Completed Date:

		Display Only: The system will auto populate the date the pre-screen was finalized. 



		NFLOC Confirmed By: 

		Display Only: The system will auto populate the name of the HCS worker who confirmed the pre-screen. 



		NFLOC Confirmation:

		Display Only: The system will auto populate the date the HCS worker finalized the pre-screen. 



		AAA Worker Comments

		Comments entered by the AAA worker in GetCare will populate to this comment box. 



		Requested service(s) and provider(s)/ Comments

		Comments entered by the HCS worker in CARE will be entered here and will transmit to GetCare when a record is finalized.  








Voter Assistance: 


MTD - Voter Assistance in CARE for MTD PE screenings

ALTSA is required to offer voter assistance with:


· every initial application for services


· every assessment or reassessment for eligibility of services


· every time there is a change of address

Voter Assistance for Care Receivers on MTD will be documented in both CARE and GetCare. 


In CARE, HCS worker will offer Voter Assistance at intake. GetCare will document Voter Assistance from AAA workers at assessment/reassessments and when there is an address change.  


Clients must be informed of the following: 

· Department staff are required by the National Voter Registration Act of 1993 to offer clients assistance to register to vote. 


· If they register or decline to register it will not affect their services or the amount of their benefits. 


· The information will be kept confidential and only used for registration purposes. 


· If they feel someone has interfered with their right to register or to decline to register to vote, their right to privacy in deciding whether to register or apply to register to vote, or their right to choose their own political party or other political preference, they may file a complaint with: 

· Washington State Elections Office
PO Box 40229
Olympia, WA 98504-0229
1-800-448-4881 

		A Voter Assistance button has been added to the MTD Requests/Comments tab:
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When the user clicks on the Voter Assistance button a pop-up will be displayed with the Voter Assistance questions:
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Ask the voter registration questions in the order they appear and document the answers. 


On a CARE PE Screening completed by HCS, the Voter Assistance is Mandatory. If not completed, an error message is displayed:
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Voter Assistance (VA) is not mandatory in CARE when the HCS worker is confirming NFLOC but CARE does display the VA button in red.


When the VA questions are completed, the VA button displays in blue:
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Once the PE is finalized, the VA button is disabled and is displayed as grayed out:
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There is no connection between the Voter Assistance button on the MTD screen and the Residence screen. If VA is completed on the Residence screen and then a MTD PE record is opened, the VA button displays Red and is still mandatory for a new CARE screening.


Residence screen. If VA is completed on Residence screen and then a MTD PE record is opened, 


A history table is displayed on the screen noting the type, date, and outcome:
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The bottom of the Requests/Comments tab has four buttons: 


· Delete: If the record is still in Pending status, meaning it has not been finalized, it can be deleted if values on the Program and NFLOC tabs are cleared. When the user clicks on the “Delete” button, a pop box will be displayed asking the user if they want to delete the record. A second CARE informational message will be displayed if editable fields have to be cleared. Tabs with editable fields that need to be cleared will be in red font. The user will need to change the selected value to a blank/null value in order to delete the record. The “Delete” button is not enabled on confirmations. 


· Save: The record can be saved without finalizing. If the user clicks the “Save” button, the record will be saved in Pending status and will not be sent to the receiving office until finalized. 


· Finalize: When all the information has been entered, including a receiving AAA office, the user can finalize the record which will move it from “Pending” to “Complete” status. When the user clicks on the “Finalize” button, the record is transferred to the office selected in the Receiving AAA Office field. A CARE error message will be displayed if all required fields are not completed. The titles of the incomplete fields will change to red font. 


· Cancel: If the user clicks on the “Cancel” button, any information that was not previously saved will be cancelled. When the user clicks on the “Cancel” button, the system will cancel any new information entered and will switch back to the main MTPD screen. 


32 Assessment Main

32.0 Intent


To document the presenting problem or reason for the re/assessment and sources of information. This screen also documents Voter Assistance that is offered when a client is assessed for services (See Voter Assistance information under the Residence section (9) for more detailed information). The Plan Period for the assessment is display.

32.1 Process


To gather accurate and timely information from the client and other contacts, file review, and from the client representative to begin assessment and care planning.


32.2 Coding


32.2.0 Reason for assessment

State the reason for this assessment, documenting the client's or informant's perception of the problem. For reassessments, delete the old reason and enter the current reason/circumstances for the reassessment.  


32.2.1 Was client the primary source of information?  


Indicate whether the client provided most of the information contained in the assessment.

32.2.2 If no, why?  


Select the primary reason that the client was not the primary source of information contained in the assessment. If none of the listed responses fit, you may select “Other”. If the selection is inconsistent with information in the assessment, make a comment. Keep in mind that the client should always be your primary source of information unless they cannot participate because of physical or mental limitations. 

32.2.3 Is client comatose?

Select "Yes" if the client has a neurological diagnosis of coma or persistent vegetative state.

32.2.4 Other sources


Select the names of all who were a source of information for this assessment.  This pulls from the names you have entered into the Collateral Contacts screen.

32.2.5 Creation Date


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

32.2.6 Completion Date

Date the assessment was moved from Pending to Current. This date is auto-generated. If the assessment was moved from Pending to History without being moved to Current a date will not be displayed.

32.2.7 Assessment date  


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


32.2.8 Assessed Age


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

32.2.9 Place of assessment


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


32.2.10 Place of Assessment

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


32.2.11 Place of Assessment Name


Enter the name of the facility where assessment took place.

32.2.12 Primary CM at assessment creation:

System generated name of the Primary Case Manager at the time the assessment was created. 


32.2.13 Assessor:

CARE defaults to the current Primary Case Manager, but the field is editable to enter the name of the assessor if it is a case manager other than the Primary CM assigned. The information will print on the LTC Service Summary. 


32.2.14 Planned living arrangements


Indicate the client’s living arrangement: 


		Planned living arrangement

		Living Arrangement Code



		The client and his/her paid provider (including agency workers) live together in an in-home setting

		In-home: Lives with paid provider



		The client lives in an in-home setting where more than one client receiving ADSA-paid services.

		In-home: Multiclient household



		The client is living with a paid provider and in a multiclient household in an in-home setting

		In-home: Lives with Paid Provider/Multiclient



		The client does not live with the paid provider and is the only client receiving services in an in-home setting. 

		Other



		The client is resides in or is planning to receive services in an Adult Family Home.

		Residential: Adult Family Home (AFH)



		The client is resides in or is planning to receive services in an Assisted Living Facility (ALF).

		Residential: Assisted Living Facility (ALF)



		The client is resides in or is planning to receive services in an Extended Services Facility (ESF).

		Residential: Enhanced Services Facility (ESF)





Important information regarding the selection of Residential AFH, ALF, or ESF/: If the selection under ‘Living arrangements’ is changed from any of the other options to ‘Residential AFH, ALF, or ESF’ then mandatory fields (Self Performance, Support Provided, Status, Assistance Available, Paid Caregiver Escort vs. Transportation Provision, and Only source of heat, on the IADL screens will be cleared and disabled.     

A warning message will be displayed noting that information on those screens will be deleted. For example, if you initially select ‘Other’ (Doesn’t live with paid provider or in a Multiclient household) for ‘Planned living arrangements’ and change it to ‘Residential AFH, ALF, or ESF’ because the client was going to live in their own home but at some point decided on placement in an AFH, you will lose the mandatory info that you filled in. If they change their mind again and decided to stay in their home, you will no longer have this information. Strengths, Limitations, Preferences, and Caregiver instructions are available if needed. 

It is important to understand that if an assessment is completed (moved to current)  with the ‘Planned living arrangements’ selection of one of the three Residential settings  and the client changes their mind and decides to live in an in-home setting then an Interim assessment will have to be completed in order to fill out the IADL screens.

Community Integration: When the Assessment Main screen indicates a “Planned living arrangement other than “Residential Adult Family Home (AFH)” the Community Integration question on the Relationship/Interests screen will auto populate to “No.”  

When “Residential Adult Family Home (AFH)” is selected, under “Planned living arrangement”, the first question on the Relationship/Interest screen and the AFH Medical transportation question on the Transportation screen will be enabled. 


Adult Family Home (AFH) Evacuation Levels: 

When the “Planned living arrangement” value is “Residential – Adult Family Home (AFH)” the Adult Family Home (AFH) Evacuation Level field will be displayed and enabled.  This is a mandatory field and one of the two values must be selected:


· Assistance required: Resident is not physically or mentally capable of getting out of the house without assistance from another individual or mobility aids, or


· Independent: Resident is physically and mentally capable of safely getting out of the home without the assistance of another individual or the use of mobility aids. The department will consider a resident independent if capable of getting out of the home after one verbal cue

LTC Only: Plan Period Effective Date and Plan Period End Date: This fields are only visible on LTC assessments. The dates are auto populated when the assessment is moved to Current for Initial, Initial/Reapply, Significant Change, Annual or Interim assessments. It remains blank for other assessment types. This is the longest period of time services can be authorized from this assessment. The Plan Period “clock” will start again when a new face-to-face assessment is completed before the original Plan Period expires.  

· Plan Period Effective Date = the date the assessment was moved to Current


· Plan Period End Date is determined by whether the face-to-face assessment was moved to Current within 30 days of creation OR if it is an Interim assessment, the Plan Period End Date of the previously completed face-to-face assessment:


· If a face-to-face assessment was moved to Current within 30 days of the assessment date, the Plan Period End Date will be the last day of the “moved to Current” month, plus one year. Example: Assessment date 9/7/09, moved to Current 10/15/2009, =Plan Period End Date 10/31/2010


· If a face-to-face assessment was NOT moved to Current within 30 days of the assessment date, the Plan Period End Date will be the last day of the “Creation” month, plus one year. Example: Assessment date 9/17/09, moved to Current 10/20/2009, =Plan Period End Date 9/30/2010


· Interim assessments may only be copied from the most recent, completed DDA or LTC assessment and will inherit the same Plan Period End Date as the most recent, complete face-to-face assessment. 


Voter Assistance: The Department is required by the national Voter Registration Act of 1993 to offer clients assistance to register to vote. We must offer voter registration assistance with: 


· Every initial application for services


· Every assessment or reassessment for eligibility of services 


· Every time there is a change of address


When you click the plus button at the top right of the Residence screen panel the Residence Detail window will pop-up. On the bottom left will be a Voter Assistance button. If the voter registration questions have not been answered, the button will have a thin red circle. Once you have entered the required data, the button will have a wide blue circle. 


Click on the Voter Assistance button to open the window. There is a statement at the top of the screen that must be shared with the client noting: 


“Applying to register or declining to register to vote will not affect the services or amount of benefits that you will be provided by this agency”. 


Ask the voter registration questions in the order they appear and select the answer from the dropdown values in CARE. The system uses a “skip logic” which means it will stop the process automatically by disabling the rest of the questions once it has the final answer. You may only have to ask one question or all three. 


If a client reports a change of address and no home visit is planned, a voter registration packet must be mailed to the client. On the Voter Registration screen, select “no face to face contact – Packet Mailed” 


Monthly reports will be generated for the Secretary of State’s Office. 


Additional Voter Assistance Info


· Voter Registration Assistance is mandatory when adding a new Residence Address when the client’s calculated age is 18 years old or older and there is at least one Residence Address. The field is disabled for clients under 18 years old. 


· If there is at least one Residence Address and the client’s date of birth (DOB) is not entered, an error message will be displayed noting: DOB is required to determine client age for Voter Assistance. 


· HCS Only -The first Residence Address added will not require a response to Voter Assistance (often the first residence entry is done at intake over the phone) 


· The field remains modifiable on the most recent Residence record which is also editable. 


· If a Residence record is deleted, the related Voter Assistance History record is also deleted. 


· The field will default to N/A for Interim and IRR assessments.


· DDA only -If the Residence record is an RHC and the previous Residence record is the same RHC, the field will not be required. 


· Short Term Stay Residence records do not require this field. 


Offering Voter Registration Assistance


You must offer voter registration assistance with:


· Every initial application and assessment for services


· Every reassessment of eligibility for services


· Every change of address


CARE tool will automatically prompt you to offer this assistance


Inform clients 


· You are required by the National Voter Registration Act of 1993 to offer them assistance to register to vote. 

· If they register or decline to register it will not affect the services or the amount of the benefits they qualify for. 

· The information will be kept confidential and only used for registration purposes.

· If they feel someone has interfered with their right to register or to decline to register to vote, their right to privacy in deciding whether to register or in applying to register to vote, or their right to choose their own political party or other political preference, they may file a complaint with:



Washington State Elections Office


PO Box 40229


Olympia, WA 98504-0229


1-800-448-4881


This information is on the Client Rights and Responsibilities form.


Procedure


· Ask the voter registration questions in CARE in the order they appear and document the answers in CARE.

· Leave the agency based voter registration form in the client packets for all clients regardless of how they answer the questions.  This includes leaving the voter registration form in the client packet even if they decline the assistance offered.


· Do not ask or document the client’s party affiliation. 

Forms

The Agency Based Voter Registration Form (ABVR) in English and seven languages is at the following link: 


http://www.sos.wa.gov/elections/abvr/forms.aspx. You can also find these forms at:


 http://intra.altsa.dshs.wa.gov/hcs/translations/default.htm 


These forms are not the regular forms the Secretary of State Office has for the general public. 


*HCS and AAA staff must use the form that has the designation A1 – Agency – ALTSA on the bottom left hand corner


*DDA staff must use the form that has the designation A3 – Agency – DDA on the bottom left hand corner


Washington State Voter Registration Requirements

A person may register to vote if they are: 


· A citizen of the United States 


· A legal resident of Washington State


· At least 18 years old on election day


A person may not register to vote if they are:


· Convicted of a felony and incarcerated or under the supervision of the

 Department of Corrections.


· Declared mentally incompetent and ineligible to vote by a court. 

Environment


33 Environment


33.0 Intent


To identify environmental conditions that are hazardous, especially when the client has a health, safety or functional status that places her or him at risk.  One of the goals of ADSA programs is to maximize client independence.  The concerns selected on this screen will pull to the Environment screen in the care plan.  Features of the environment can represent hazards for mortality and injury, and risks for reduced functional performance.  By noting significant and clearly hazardous conditions in each circumstance, it is likely that accidents, especially falls, will be diminished.  The information also helps to identify potential environmental modifications that may make the client’s residence more accessible or adaptive equipment that can maximize independence.


This section addresses negative aspects or the:


· Condition of the home


· Location


· Accessibility


· Fire safety


33.1 Process


List any concerns observed during the assessment.  If the client is eligible for COPES, Environmental Modification funds may be used for minor adaptations.  See the Long Term Care manual for guidelines. 


33.2 Coding 


Select all that apply.  To review the list of environmental concerns, select ‘Yes’.  If none apply, select No and the screen will be disabled.  The assessor should initially select YES to review the various elements with the client prior to making a determination. *. If ‘Residential AFH/ALF/ESF’ is selected under ‘Living arrangements’ on the Assessment Main screen and the  ‘Environment Concerns’ question is filled in and not blank, the ‘Changes’ box is not mandatory.

Accessibility

· Access to home/rooms: Difficulty exiting or entering the home, unable to climb stairs.


· Barriers prevent access: Physical barriers in the house that prohibit client's access to areas of the home.


· Environmental modification (COPES waiver service): Select if the minor physical adaptation to the home:


· Ensures health, welfare, and safety


· Enables the client to function with greater independence 


· Has direct medical or remedial benefit to the client 


· Meets applicable state or local codes


· Home modification: Select if a modification is needed to accommodate the client's need (not a COPES waiver service).


Condition of home

· Lighting in evening (including inadequate or no lighting in living room, sleeping room, kitchen, toilet, corridor). Many clients have difficulty adapting to changes in lighting, are susceptible to glare, and generally require more lighting to see than may be available.  Having light switches easily accessible and as few sudden changes as possible from light to dark areas may prevent serious accidents.


· Flooring/carpeting.  Holes in floor, electric wires across the floors, scatter rugs.  Scatter rugs should be avoided and especially worn and hazardous flooring coverings should be repaired or replaced.  Discuss with the client the potential risks if any of these risks are present and available options to decrease the risk.


· Bathroom and toilet room (e.g., non-operating toilet, leaking pipes, no rails, slippery bathtub, outside toilet)


· Kitchen: Dangerous stove, inoperative refrigerator, infestation by rats or bugs.  Knobs for gas or electric stoves (and all other electrical appliances) should be easily operated and the “off” position clearly identified.  Because clients with cognitive impairments are likely to be at special risk for leaving the stove on, for example, special attention should be directed to caregivers about these hazards if the client is cognitively impaired.


· Heating and cooling:  Too hot in summer, too cold in winter, wood stove in a home with an asthmatic


· Clutter, filthy, animal and other feces, etc.


Fire safety

· Space heaters used, or any other fire hazards detected

· No smoke detectors: Many fire districts have programs that provide and install smoke detectors.

· Detectors don't work


· Fire hazards


Location

· Personal safety (e.g., fear of violence, safety problem in going to mailbox or visiting neighbors, heavy traffic in street). Some clients are unable to perform IADLs because of hazards in the neighborhood, which may range from traffic patterns precluding the client from walking to the store with ease to a high prevalence of violent crime.  


· Public transportation not close:  Public transportation not available within walking distance


· Emergency services not close:  Describe what the caregiver should do in case of fire, natural disaster, or medical emergency if emergency services cannot be accessed quickly.  (There are emergency and evacuation caregiver instructions in the Locomotion outside of room screen.) 


· Frequent power outages:  If power outages are common in client's area, describe what caregivers should do in case of power outage.  Does client have oxygen? Ventilator? Wood heat?  Is local power company aware that client cannot survive without electricity? (Some will arrange a generator during outages).  Who would be responsible for transporting client?  Ask the client where flashlights and batteries are kept and how frequently she/he checks them.


Medical 

34 Medical


34.0 Coding


34.0.0 How was medical information verified?


Information regarding the client’s diagnosis and treatments should be confirmed with the client’s healthcare provider whenever possible, especially when inconsistencies are noted. When this is done, note health care provider who confirmed the information. 


34.0.1 Pertinent history


Diagnoses and conditions that are no longer current and affecting the service planning received by the client should be listed under the history section.  It is not necessary to list information that is not pertinent to the client’s current functional status.


35 Medications


35.0 Intent


To:


· Identify medications, supplements or other products that are prescribed/recommended and used by the client.


· Determine the client or caregiver’s knowledge or awareness of medications/products/supplements.  These products may be self prescribed or prescribed by an authorizing practitioner. 


· Assist the assessor to further assess for physical or emotional problems the individual may have (e.g. as evidenced by use of PRN medications, prescriptions for psychoactive medications, or laxative misuse.) Research shows that individuals who use over 8-10 medications have a high probability of potential drug interactions; therefore it may be appropriate to consult with a nurse, practitioner, or pharmacist regarding potential interactions.   

35.1 Process



Ask the client/caregiver if you may look at all of the client’s medication bottles and packages.  Ask the client and/or caregiver why each medication is taken. If the client and/or caregiver are not sure, then (with the client’s permission) consult the client’s healthcare provider or, pharmacist. If the information is difficult to obtain or is not clear, then a referral to Nursing Services may be indicated. Without this information, the list of diagnoses may be incomplete.  Use the comments box to document medication that the client has available to him/her but the client has not used in the last 7 days.  If the client is in a facility, you will want to review the medication administration record as well as discuss with the client.  By involving the client with the documentation of medications, the assessor will be able to determine whether the client:  


· Knows where medication is kept.


· Knows why the medications are taken.


· Knows how medications are to be administered 


· Is able to see and read the labels.


· Understands label instructions.


· Is able to transfer, with or without assistance to obtain the medication.


· Is able to walk/locomote, with or without assistance to obtain the medication.     



Other questions to keep in mind:


· Does client use more than one pharmacy?


· Is there more than one prescribing physician? 


· Are medications being taken as prescribed?


· Do any medications need to be crushed or altered?


· Does the prescribing physician know about any herbal or home remedies the client is taking?


· Are the pills in appropriate containers (medbox or pharmacy container)?  Or are being stored according to label directions?

· Are the prescriptions current, expired or out of date?

Document any relevant information in the Comments box, or on other screens in CARE. i.e., if they have more than one pharmacy, record all pharmacies on the Collateral Contacts screen


35.2 Coding



List all medications taken/used by the client in the last 7 days.  Record the name of the medication from the container/Medication Administration Record (MAR). It is not a requirement to document the dosage (i.e. number of milligrams-mg; grams-gm; drops-gtts; ounces- oz; cubic centimeters-cc’s, etc.) and frequency but it may be helpful for care planning in some instances.  Non-prescribed medications or supplements must still be considered in coding self-administration in the Medication Management screen and Application of Medication in the Treatment screen. If coding of Self-Administration only applies to non-prescribed, over the counter medications or supplements, use the comment box to identify the medications for which coding is based, if not listed in the medication screen. If selecting Application of Medication in the Treatment screen applies only to non-prescribed or over the counter medication to treat a skin condition, use the comment box to identify the medication, if not listed in the medication screen. A medication (drug) is any compound that changes the chemical activity within the human body.  This information is in the dropdowns for Frequency and Route Codes: 


		FREQUENCY CODES 

		ROUTE CODES



		QD (once a day)

		Feeding Tube



		BID (2X daily)

		Inhalant



		TID (3X daily)

		Injections



		QID (4X daily)

		Intramuscular Injection



		5 or more / 24 hrs.

		IV (intravenous)



		2-3 times/week

		Oral



		QOD (every other day)

		Pump 



		4-5 times/week

		Rectal/Vaginal 



		HS (bedtime)

		Sublingual



		Weekly

		Topical (Applied to skin or mucous membranes- ointments, creams, or drops)



		Monthly

		Transdermal



		PRN (as needed)

		Other



		Other

		





Additionally, if the individual receives a long acting injectable medication on a regular basis, e.g. Vitamin B12, Haldol, or Prolixin, include in the medication list.


Select “Yes” from the Prescription dropdown list if the medication was prescribed or their primary care provider recommended they take an over the counter medication.  


Ask the client and/or caregiver why each medication is taken. If the client and/or caregiver are not sure, then (with the client’s permission) consult the client’s healthcare provider, pharmacist. If the information is difficult to obtain or is not clear, then a referral to Nursing Services may be indicated.  Without this information, the list of diagnoses may be incomplete.

Document any relevant information in the Comment box, or on other screens in CARE. i.e., if the client has more than one pharmacy, record all pharmacies on the Collateral Contacts screen.

36 Diagnosis


36.0 Intent


To document the presence of diseases/infections/conditions that relate to the client’s current functional status, cognitive status, mood or behavior status, treatments and therapies, or health status monitoring.  In general, these are conditions that impact the current plan of care.  Do not include conditions that have been resolved or no longer affect the individual's functioning or care plan.  

36.1 Process


36.1.0 Diagnosis


To obtain diagnostic information on the client through interviews with client, caregivers, and collateral contacts.  Validate the information obtained as needed with other appropriate collateral contacts.  Home health nurses, the client’s health care provider(s), adult day services, or health care provider records may also supply information.


If for example the client states he/she has high blood pressure and is on a medication that reduces blood pressure, this could be a validation of the diagnosis of high blood pressure.  If the client or collateral contacts cannot provide any information about the client’s diagnosis, consider a referral to nursing services or nurse oversight for a consultation or file review. (NOTE:  These reasons would also be listed on the Medication screen in answer to “Why taken?”).  If the client, physician, or informal supports has no knowledge of the client’s diagnosis or the client has no healthcare provider, then select “Debility NOS”. The diagnosis may be updated at the next assessment. This option should be used only as a last resort.


1. Example:  Mr. J had cancer 5 years ago.  He has had no reoccurrence or no effect caused by the cancer on his current functioning, cognition, health status monitoring need, or treatments or therapies.   Do not select Cancer because this is not currently impacting his functioning.


2. Example:  Three years ago Mr. R had a stroke that left him with right-sided weakness.  His gait is unsteady and he uses a quad cane for ambulation.  Type in the first few letters of Stroke and then search.  Select Stroke from the list.



Do not include information identifying HIV/AIDS or Sexually Transmitted Diseases unless the client has, in writing, specifically consented to the disclosure of such information.  


36.2 Coding


36.2.0 Diagnosis


The following diagnoses are listed in the Generic Search. To search generic lists, you can select a chapter or type the first few letters in the Diagnosis name and click search.  Always use the generic diagnosis when it is applicable, as the CARE Algorithm reads diagnoses only from the generic list. The advanced search contains the ICD-9 codes. An ICD-9 code is a billing code, used for Medicaid reimbursement, tied to a specific diagnosis or treatment. The assessor is not required to document diagnoses from the advanced search that do not impact care planning.  

Heart Diseases
Angina (chest pain) - Severe pain and a sensation of constriction about the heart.  Pain may also spread to the left shoulder, arm, jaw, and back.  The condition is caused by a relative deficiency of oxygen supply to the heart muscle.
Arteriosclerotic heart disease (ASHD) - Condition in which there is thickening, hardening, and loss of elasticity of the walls of arteries, which results in altered function of tissues and organs.
Congestive heart failure (CHF) - Inability of the heart to pump sufficient blood, characterized by water retention often resulting in edema, signs and symptoms of breathlessness, and confusion.
Cardiac dysrhythmias (irregular heartbeat) - Disorder of heart rate or heart rhythm.


Cerebrovascular Disease

Stroke, Cerebrovascular Disease - A vascular insult to the brain that may be caused by intracranial bleeding, cerebral thrombosis (clot), infarcting, embolus (undissolved matter in a vessel).


Circulatory Diseases

Deep vein thrombosis - The formation, development or existence of a blood clot in the deep venous system of the upper or lower extremities.


Hypertension (high blood pressure) - A condition in which an individual has a higher blood pressure than that judged to be normal.


Hypotension (low blood pressure) - Decrease of blood pressure below normal.


Peripheral vascular disease - Vascular disease of the lower extremities that can be of venous (veins) and/or arterial origin.


Transient Ischemic Attack (TIA) - A sudden, temporary, inadequate supply of blood to a localized area of the brain; often recurrent.
    


Congenital Conditions

Angelman Syndrome – A rare congenital condition that is characterized by intellectual disability, movement disorders, outbursts of laughter and seizures.


Chromosome anomalies – Syndromes associated with anomalies in the number and form of chromosomes.


Cri-du-chat – A rare congenital condition that is characterized by the distinctive high-pitched, cat-like cry. Other characteristics include moderate to serve intellectual disability, low muscle tone, low birth weight, feeding difficulties, small head, round face and widely set eyes.

Down Syndrome – A congenital condition that is characterized by moderate to severe intellectual disability, slanting eyes, a broad short skull, broad hands with short fingers.


Fragile X Syndrome – A congenital condition characterized by moderate to severe intellectual disability, by a long face and large ears, seizures, hyperactivity and language delays.


Hydrocephalus – An increase in the amount of cerebrospinal fluid in the ventricles of the brain, leading to their enlargement and swelling.


Klinefelter's Syndrome – A congenital condition in males characterized by a tall, feminine body build, including breasts.


Prader-Willi – A congenital condition characterized by feeding problems and poor weight gain in infancy, rapid weight gain between 1-6 years of age, global developmental delays before age 6, mild to moderate intellectual disability and an obsession with food.


Spina Bifida (with hydrocephalus) – A congenital condition where the backbone and sometimes the spinal canal do not close before birth. This can result in the spinal cord and its covering membranes (meninges) protruding from the infant's back and an increase in the amount of cerebrospinal fluid in the ventricles of the brain, leading to their enlargement and swelling. Symptoms include partial or complete paralysis of the legs, with partial or complete lack of sensation and may include loss of bladder or bowel control.


Spina Bifida (without hydrocephalus) - A congenital condition where the backbone and sometimes the spinal canal do not close before birth. This can result in the spinal cord and its covering membranes (meninges) protruding from the infant's back. Symptoms include partial or complete paralysis of the legs, with partial or complete lack of sensation and may include loss of bladder or bowel control.


Turner's Syndrome - A congenital condition of females characterized by underdeveloped and usually infertile ovaries and short stature.


Williams Syndrome – A rare congenital condition marked by excessive calcium in the blood in infants, heart defects, characteristic facial abnormalities and mild to moderate intellectual disability but with a high verbal aptitude.


Neurological Diseases

Alzheimer's disease - A form of progressive, chronic brain disease that can lead to confusion, memory loss, restlessness, perception problems, speech and gait disturbances, lack of orientation to time and place.


Mental Diseases


ADD (Attention Deficit Disorder) - A behavior disorder originating in childhood in which the essential features are signs of developmentally inappropriate inattention, impulsivity and hyperactivity. Although most individuals have symptoms of both inattention and hyperactivity-impulsivity, one or the other pattern may be predominant.


ADHD (Attention Deficit Hyperactivity Disorder) – A behavior disorder originating in childhood in which the essential features are signs of developmentally inappropriate inattention, impulsivity and hyperactivity. Although most individuals have symptoms of both inattention and hyperactivity-impulsivity, one or the other pattern may be predominant.


Anxiety disorder - A category of psychiatric diagnosis that includes panic disorder, obsessive-compulsive disorder, generalized anxiety disorder, and other.


Development Delay NOS (not otherwise specified) -   Disorders in which there is a delay in development based on that expected for a given age level or stage of development. These impairments originate before age 18, may be expected to continue indefinitely and constitute a substantial impairment.


Personality disorders - A large number of personality disorders are recognized.  Some of these are paranoid, schizoid, histrionic, narcissistic, antisocial, borderline, avoidant behavior, dependent behavior, compulsive, and passive-aggressive personality disorders.


Post traumatic stress disorder (PTSD) - The development of characteristic symptoms after a psychologically traumatic event that is generally outside the range of usual human experiences.


Psychoses


Asperger's Syndrome – A developmental condition resembling autism that is characterized by impaired social interaction, by restricted and repetitive behaviors and activities, and by normal language and cognitive development.


Autism – A syndrome appearing in childhood with symptoms of self-absorption, inaccessibility, aloneness, inability to relate, highly repetitive play and rage reactions if interrupted, predilection for rhythmical movements, and many language disturbances. An individual with this syndrome may be eligible for Developmental Disability services.


Aphasia - A speech or language disorder caused by disease or injury to the brain resulting in difficulty expressing thoughts (e.g., speaking, writing), which is expressive aphasia, or understanding spoken or written language which is receptive aphasia.


Bipolar disorder/manic depression - Severe alterations in mood that are usually episodic and recurrent and fluctuate between depression and mania.


Dementia other than Alzheimer's - Includes diagnoses of organic brain syndrome (OBS) or chronic brain syndrome (CBS), senility, senile dementia, multi-infarct dementia, and dementia related to neurological diseases other than Alzheimer's (e.g., Picks, Creutzfeld-Jacob, Huntington's disease, etc.)


Depression - An emotional state in which there are extreme feelings of sadness, lack of worth or emptiness.


Intellectual Disability- This is a condition that exist prior to age 18 resulting in significantly sub average general intellectual functioning and adaptive functioning as evidenced by a diagnosis of Intellectual Disability documented by a licensed psychologist or certified school psychologist.  These professionals would be expected to document this condition through the use of the Stanford-Binet (67 or less), Wechsler Intelligence Scale (69 or less) or Leiter International Performance Scale (69 or less) and show that this IQ score was not expected to improve with treatment, instruction, or skill acquisition. The assessor will want to learn if the individual has undergone this testing. The care providers or other individuals who know this person well may be aware if this testing has occurred. Check this box if testing has occurred and the results meet the above criteria. This can be a condition that would provide eligibility for Division of Developmental Disabilities services.  Determine if the individual is currently receiving services by asking questions of the care provider or others who know this individual well.  If this individual is not receiving services through the Division of Developmental Disabilities but could be eligible for such services, make a referral to the local DDA office.  If you wish to have more information regarding eligibility for Division of Developmental Disabilities services review WAC 388-825-030.


Pervasive Developmental Disorder – Severe distortion in the development of many basic psychological functions that are not normal for any stage in development. These distortions are manifested in sustained social impairment, speech abnormalities and peculiar motor movements.

Rett Syndrome -  An inherited disorder that causes the progressive loss of voluntary control of hand movements and communication skills, seizures, autistic behavior and other conditions from age 6-25 months onward.


Schizophrenia - A mental disorder in which the individual loses touch with reality, characterized by loss of contact with reality, hallucinations, delusions, abnormal thinking, and disrupted social functioning.


Endocrine


Diabetes IDDM - A chronic disorder of carbohydrate metabolism, characterized by abnormal amounts of sugar in the blood and urine and resulting from inadequate production or utilization of insulin. Insulin-dependent diabetes mellitus (IDDM), also known as type I. 


Diabetes NIDDM: A chronic disorder of carbohydrate metabolism, characterized by abnormal amounts of sugar in the blood and urine and resulting from inadequate production or utilization of insulin. Non-insulin- dependent diabetes (NIDDM), also known as type II diabetes.   


Gout - Hereditary metabolic disease that is a form of acute arthritis and is marked by inflammation of the joints.  Joints may be affected at any location, but gout usually begins in the knee or foot.


Hyperthyroidism - A condition caused by excessive secretion of the thyroid glands, which increases the basal metabolic rate, causing an increased demand for food to support this metabolic activity.


Hypothyroidism - A condition due to deficiency of the thyroid secretion, resulting in a slowing of body functions. Symptoms may be constipation, inability to tolerate cold and dry, scaly skin.


Obesity - A diagnosis employed only when the individual is from 20% to 30 % over average weight for his or her age, sex and height, resulting in an increased amount of fat on the body. 


Phenylketonuria (PKU) – A rare hereditary condition in which the amino acid phenylalanine is not properly metabolized. PKU causes severe intellectual disability if not treated. Symptoms include skin rashes, microcephaly (head size significantly below normal for age), tremors, seizures, hyperactivity, intellectual disability, delayed mental and social skills and light coloration.


Digestive Diseases


GERD (Gastroesophageal Reflux Disease) – This is when digestive (gastric) juices from the stomach flow backwards (reflux) to the esophagus. The primary symptom is heartburn.


Ulcerative colitis – Ulcerative colitis is a chronic, inflammatory ulcerative condition of the colon, with the most common symptom being bloody diarrhea. 


Crohn's Disease - Crohn's Disease is also characterized by chronic inflammation at various sites in the GI tract from the mouth to the anus and perianal area.  The most common symptoms are chronic diarrhea associated with abdominal pain, fever, and weight loss.


Irritable Bowel Syndrome (IBS) – This is a disturbance of intestinal function of unknown cause.  The individual has intermittent symptoms of abdominal discomfort, including cramping and altered bowel activity.  This syndrome does not produce fever or weight loss.  Symptoms are often initiated or exacerbated by mental or social stress. It is the most frequent gastrointestinal disorder.


Gastrointestinal Ulcers – Peptic or gastrointestinal ulcers are an erosion of the lining of the gastrointestinal tract.  The erosion is a result of the action of digestive secretions, i.e. hydrochloric acid and pepsin.  You may see a diagnosis of gastric ulcer (located in the stomach) or duodenal ulcer (located in the small intestine).  These are both peptic ulcers; duodenal ulcers account for about 80% of them.  Peptic ulcers can be acute or chronic.  When there is pain, it is typically described as burning, gnawing, or aching, but it can also be described as soreness or empty feeling or even hunger.  Generally, antacids or milk relieve the pain.


Infectious Diseases


Hepatitis – Hepatitis is inflammation of the liver.  It may be caused by a variety of agents, including viral infections, bacterial invasion, and physical or chemical agents.  It is caused by viruses, bacteria, alcohol or drug abuse, some medicines, or serious harm to the liver. There are five kinds of hepatitis: hepatitis A, hepatitis B, hepatitis C, hepatitis D, and hepatitis E. Clinically, it is usually accompanied by systemic signs including fever, jaundice, and an enlarged liver.  Other liver diseases, such as cirrhosis, should be chosen using the Advanced Search.


Polio, Post syndrome - A variety of musculo-skeletal symptoms and muscular atrophy that create new difficulties with activities of daily living 25 to 30 years after the original attack of polio.


TB (Tuberculosis) - An infectious disease caused by the tubercle bacillus, most commonly affects the respiratory system, but other parts of the body such as gastrointestinal and genitourinary tracts, bones, joints, nervous system, lymph nodes, and skin may become infected.


Musculoskeletal


Fibromyalgia – The fibromyalgia syndromes are a group of disorders characterized by achy pain and stiffness in soft tissues, including muscles, tendons (which attach muscles to bones), and ligaments (which attach bones to each other). The pain and stiffness (fibromyalgia) may occur throughout the body or may be restricted to certain locations.


Arthritis, Osteoarthritis - A chronic disease involving the joints, especially those bearing weight.  Characterized by joint pain, stiffness and impaired function.


Osteoporosis - A disease of the bone, where normal bone density is lost, when the body is not able to regulate the mineral content of the bone.  It may cause pain, especially in the lower back, frequent broken bones, and loss of body height.


Fracture, Pathological - Fracture of any bone due to weakening of the bone, usually as a result of a cancerous process. The weakened bone may fracture only with a slight injury or no injury.


Arthritis, Rheumatoid - A chronic systemic disease characterized by inflammatory changes in joints and related structures that result in crippling deformities, swelling, pain and stiffness.


Fracture


Fracture, hip - Includes any hip fracture that occurred at any time that continues to have a relationship to current status, treatment, monitoring, etc.  Hip fracture diagnoses also include femoral neck fracture, fractures of the trochanter, subcapital fractures.


Muscular dystrophy - A group of genetic diseases characterized by progressive weakness and degeneration of the muscles responsible for movement.


Fracture, Unspecified

Neurological


ALS -Amyotropic Lateral Sclerosis (also called Lou Gehrig's disease) - A syndrome marked by muscular weakness and atrophy (muscle wasting) with spasticity and hyperreflexia due to degeneration of motor neurons of the spinal cord and brain.


Cerebral palsy - Paralysis related to developmental brain defects or birth trauma.  


Hemiplegia - Paralysis/partial paralysis (temporary or permanent impairment of sensation, function, motion) of both limbs on one side of the body.  Usually caused by cerebral hemorrhage, thrombosis, embolism, or tumor. 


Impairment of the central nervous system –– A diagnosed impairment of the brain or spinal column resulting in physical disabilities and the need for one to one assistance with ADLs. (This may  not be a specific diagnosis that you will find listed in a facility record or medical chart.  The intent of this item is to identify those individuals who are or may be eligible for Division of Developmental Disabilities  services.  Eligibility under DDA also has an IQ requirement.) There are neurological or other conditions closely related to intellectual disability that require treatment similar to that required for individuals with intellectual disability. Eligibility criteria under these conditions are defined in WAC 388-825-030.  If an individual may meet these criteria, make a referral to the local DDA office for an eligibility determination.


Multiple Sclerosis – Chronic disease affecting the central nervous system with remission and relapses of weakness in coordination paresthesias (numbness, tingling), speech disturbances and visual disturbances.


Neuropathy - Any non-inflammatory disorder of the nerves.  May be caused by trauma, poor nutrition, alcoholism, diabetes, infection, etc.  Signs may include changes in sensation, pain, or paralysis/muscle wasting.


Paraplegia- Paralysis (temporary or permanent impairment of sensation, function, motion) of the lower part of the body, including both legs.  Usually caused by cerebral hemorrhage, thrombosis, embolism, tumor, or spinal cord injury.


Parkinson's Disease – A chronic nervous system disease characterized by a fine, slowly spreading tremor, muscular weakness and rigidity, and a peculiar gait.  Onset may be abrupt; but is generally insidious.  The first symptom is a fine tremor beginning in the hand or foot that may spread until it involves all extremities.


Quadriplegia - Paralysis (temporary or permanent impairment of sensation, function, motion) of all four limbs and usually the trunk.  Usually caused by cerebral hemorrhage, thrombosis, embolism, tumor, or spinal cord injury.


Maternal Conditions Affecting Fetus or Newborn

Fetal Alcohol Syndrome/ Fetal Alcohol Effect (FAS/FAE) – A highly variable group of birth defects including intellectual disability, deficient growth and malformation of the skull and face that tend to occur in the offspring of women who consume large amounts of alcohol during pregnancy.


Symptoms and Signs


Failure to thrive -   A condition in which an infant or child's weight gain and growth are far below usual for age.


Seizure disorder - A sudden, violent uncontrollable contraction of a group of muscles.  May occur in episodes.  Includes epilepsy.


Sleep Apnea Temporary - cessation of breathing while sleeping.    



Injuries


Traumatic Brain Injury (TBI) - Damage to the brain as a result of physical injury to the head.


Allergies (medications, food, environmental) - Any hypersensitivity caused by exposure to a particular allergen.  Includes agents (natural and artificial) to which the individual is susceptible for an allergic reaction, not only those to which he or she currently reacted to in the last 7 days.  Hyper-sensitivity reactions include but are not limited to itchy eyes, runny nose, sneezing, contact dermatitis, etc.



Respiratory


Asthma - A disease caused by increased responsiveness of the tracheobronchial tree to various stimuli resulting in constriction of the bronchial airways. Symptoms include coughing and wheezing.


Bronchitis, Chronic – Is a condition associated with prolonged exposure to nonspecific bronchial irritants.  The typical symptom is a chronic productive cough, which is a cough that brings up phlegm (or sputum), rather than a dry cough, which has no secretion. This condition is associated with cigarette smoking or can be due to exposure to allergens.


Emphysema – A chronic lung diseases caused by the enlargement of the tiny air sacs of the lungs and the destruction of their walls.  Clinically the individual may have breathlessness only during exertion, others may be breathless all the time.  


Chronic Obstructive Pulmonary Disease (COPD) - A persistent obstruction of the airways caused by emphysema or chronic bronchitis impairing the exchange of oxygen and carbon dioxide. The individual may have breathlessness at rest and on exertion, and may or may not produce sputum with coughing.


Pneumonia - This is inflammation of the lungs, most commonly of bacterial or viral origin.  Common symptoms are chills, high fever, pain in the chest, and a cough, which produces puss or often bloody mucus.  Mortality is high unless treated with an appropriate antibiotic.



Nervous System


Cataracts - A disease of the eye in which the lens loses its clearness.  A gray-white film can often be seen in the lens behind the pupil of one or both eyes, resulting in reduced visual acuity.


Epilepsy – A brain disorder involving repeated seizures of any type. Seizures are episodes of disturbed brain function that cause changes in attention and/or behavior.


Eye Diseases


Diabetic retinopathy - Any disorder of the retina occurring in diabetics resulting in progressive loss of vision.


Glaucoma - Disease to the eye, characterized by increased intraocular pressure.  It can lead to irreversible damage to optic nerve and progressive loss of vision.


Macular degeneration - Degeneration of the macular area of the retina of the eye and can lead to the loss of central vision.



Other


Amputation of upper limb- Includes loss of any part of upper extremity (fingers to shoulder) from disease or trauma.


Amputation of lower limb- Includes loss of any part of lower extremity (hip to toes) from disease or trauma.


Blood Diseases


Anemia - Reduction in the number of red blood cells.  Anemia is not a disease; it is a symptom of various diseases.


Malignant Neoplasm


Cancer - Any type of malignant neoplasm that is currently present without specification of site (e.g., being treated, monitored, causing complications). 


Explicit terminal prognosis – The physician has documented in the facility chart or told the client or family/others that the client is terminally ill with no more than 6 months to live.  This judgment should be substantiated with a well documented disease diagnosis and deteriorating clinical course.


Urinary Diseases


Renal failure – Abnormal kidney function in which the kidneys are unable to adequately excrete toxic substances from the body. The failure may be acute or chronic, with a sudden or gradual decline in function.


UTI (Urinary tract infection) - Infections of the urinary tract with microorganism.  Include chronic and acute infection(s).


Skin Diseases


Decubitus ulcer –Skin damage resulting from a lack of blood flow and from irritation to the skin over a bony prominence where the skin has been under pressure from a bed, wheelchair, cast, splint, or other hard object for a prolonged period of time.


36.2.1 Functional Limitations 


Provide a snapshot of the client’s functional limitations and symptoms resulting from the selected diagnoses that impact care delivery and service planning.


· Cannot raise arms


· Contractures


· General weakness


· Left sided weakness


· Limited fine motor control


· Limited range of motion


· Non-weight bearing


· Partial weight bearing


· Poor balance


· Poor hand/eye coordination


· Right-sided weakness


· Tremors


· Unsteady gait


· Weak grip


36.2.2 Indicators


Select all choices that apply to the client in the last 7 days (except for recurring infections in last 6 months). 


· Symptoms of Delirium:  The indicator list includes symptoms of delirium, an acute confused state, which develops rapidly, usually in a few days or even hours. This must represent a recent change in the client's normal functioning:

· Easily distracted


· Altered perception


· Disorganized speech


· Lethargy


· Mental function varies


Delirium is a serious problem, which can be treated.  It can be caused by infections, reactions to medications, an electrolyte imbalance or by the stress of a physical illness.  If client shows any of these signs, instruct the caregiver or others involved to make an immediate referral to a medical health professional.


· Breath sounds: The client is wheezing or rattling or has moist (crackling) breathing sounds.

· Angina pectoris:  Severe pain and pressure felt in the chest or around the heart.  Pain can typically radiate to the left shoulder and down the left arm.


· Dizziness/vertigo: The client experiences sensations of unsteadiness when she/he is turning, or that the surrounding area is whirling around.    


· Dry cough:  The client has a cough that does not produce sputum.


· Edema (swelling): Excessive accumulation of fluid in tissues, either localized or systemic (generalized).  Includes all types of edema (e.g., dependent, pulmonary, pitting).


· Fever: A fever is present when the client's temperature is 2.4 degrees fahrenheit greater than his/her baseline (normal) temperature.


· Headache:  Diffuse pain, acute or chronic, in different parts of the head.  Can be dull or aching.


· History of recurrent infections:  Client has had a history, in the last 6 months, of recurrent infections (e.g., UTI).


· Nausea: An unpleasant sensation before vomiting.


· Palpitations: Throbbing pulsation or fluttering of heart.


· Productive cough:  Cough that produces sputum.


· Shortness of breath at rest: Difficulty breathing (dyspnea) occurring at rest, or in response to illness or anxiety.


· Shortness of breath upon exertion:  Difficulty breathing (dyspnea) occurring with activity.


· Syncope(fainting):  Transient loss of consciousness, characterized by unresponsiveness and loss of postural tone with spontaneous recovery.


· Physical/mental function fluctuates:  Denotes the changing and variable nature of the client's condition.  


· Vomiting: Regurgitation of stomach contents; may be caused by any etiology (e.g., drug toxicity; influenza; psychogenic (of mental origin)


· None of these: Select if none of these apply to the client.


37 Seizures


37.0 Intent


This screen is used to document a client's history of seizures. (No look back limitations.)

37.1 Process


Does client have a history of seizures? If “No,” the balance of fields on screen, except for Comments, are disabled. If “Yes,” all fields, except Comments and Caregiver Instructions, are mandatory.

Information from this screen should be used in care planning and be reflected in a client's Individual Support Plan (DDA only). Values in this screen do not currently impact program service hours except for Supported Living (DDA only).


37.2 Coding


		Type of Seizures

		Description



		

		



		Absence (petit mal)

		Seizures (formerly called petit mal) cause staring, blinking, or twitching. They occur mainly in children, who are often mistaken to be daydreaming.



		Atonic (drop seizure)

		Seizures (formally called drop attacks) cause sudden loss of muscle tone. This type of seizure can literally cause a person to drop to the ground. Atonic seizures are considered convulsive seizures.



		Myoclonic (involuntary movement)

		Seizures cause limbs to jerk suddenly, and often happens just after walking.



		Partial (sensations)

		Seizures involve part of brain and may cause unusual feelings or sensations that can take many forms, such as sudden, unexplained feelings of joy, anger, sadness or nausea. It's not uncommon to hear, smell, taste, see, or feel things that are not real. During simple partial seizures, clients remain alert and aware or lose consciousness/have an altered state of consciousness. These seizures usually last from a few seconds to 1-2 minutes. Strange, repetitious behaviors such as blinks, twitches, mouth movements, or even walking in a circle occur. Throwing objects or striking walls or furniture, as if in anger or fear, may also occur.



		Tonic-clonic (grand mal)

		Seizures (formally called grand mal) cause the person to cry out, stiffen, and fall. Shaking and tongue-biting is common. Tonic-clonic seizures are considered convulsive seizures.



		Unknown

		Type and Seizure Duration fields are mandatory. Sometimes the type and/or duration are unknown. If the client is unsure of the type or duration, “Unknown” can be selected. If the client does not know the type or duration, very attempt should be made to obtain the information. 








ER visits/911 calls in past year (Seizures): Select the number of times the person had to seek medical attention for their seizures or for an injury resulting from a seizure. Include both visits to a primary care physician or an ER visit. Count 911 calls only if the paramedics had to do something after the 911 call to stabilize or treat the client. A 911 call resulting in no action or a physical visit from a paramedic without subsequent medical triage should not count toward the total. The constraint on the 911 call count is in place in case others unfamiliar with the client initiate a potentially unnecessary 911 call based on an incidental observation of a seizure occurring.

38 Medication Management


38.0 Intent


To identify the client’s functional abilities for self-administration of medications, the need for any professional assistance, for caregiver education, for administration of medication, assistance with medication administration or the delegation of medication administration.


38.1 Process


Select the level of medication assistance required by the client as determined by the assessment of the client’s functional and cognitive ability. 

38.2 Coding


38.2.0 Self-Administration of Medications


There exist four possible distinctions of an individual’s functional and cognitive ability with respect to their medication management.  Select the appropriate category.  Code for the highest level of need even though an individual could, for example, be independent with oral medications taken four times daily, but need cuing with eye drops taken one time daily.  In this example, select Assistance Required. 

Non-prescribed medications or supplements must still be considered in coding self-administration in the Medication Management screen and Application of Medication in the Treatment screen. Self-administration of medication means the client’s ability to manage their prescribed and over the counter medications. 

Note: Setting up a medi-set is not considered as part of the Self-Administration or coded in Status. 


The client’s level of ability is coded for the highest level of need and scored as:

· Independent: Client remembers to take medications as prescribed and manages own administration independently.


· Self directs: Client with functional disability that prevents them from performing a health-care function that he or she would normally do who chooses and is able to self-direct medication assistance or administration (as described below). 


· Assistance required:  Relates to the assistance provided by a non-licensed provider to facilitate the client's self-administration of a prescribed, over the counter, or herbal medication, supplement or product.  This includes reminding or coaching the client, handing the medication container to the client, opening the container, using an enabler to assist the client in getting the medication to their mouth, or placing the medication in the client's hand.  This assistance does not include assistance with intravenous medications or injectable medications.  The client must have awareness that they are taking medication and must be able to administer, apply or instill the medication, supplement or product.

· Must be administered:  Medication must be placed in the client's mouth, applied or instilled to the skin or mucous membrane. Administration must be performed by a licensed professional or be delegated by a Registered Nurse to a qualified caregiver (WAC 246-840-910). Administration may also be done by a family member (whether paid or unpaid) or an unpaid caregiver. 


· For the purposes of determining whether a person is a family member for medication administration or other skilled nursing tasks, the Dept. of Health definition of family will be used.  

RCW 70.127.010 (4) “Family” means individuals who are important to, and designated by, the patient or client and who need not be relatives. 

· Intravenous or injectable medication other than insulin injections may never be delegated.  Insulin injections may be given through the nurse delegation process or family as described above.


Frequency

Indicate how often the client requires assistance with medications as a whole: 

· Less than daily: Client does not require assistance every day e.g., the client may need to have their syringes filled or their pillbox filled weekly but is independent with the administration.


· Daily: The client requires assistance every day with one or more medications.


· 2 to 6 days /week: The client required assistance less than daily.


· Weekly: The client requires assistance with medications weekly. For example a client may have a weekly injection that requires administration, but is independent in oral medication administration.


· Every two weeks: The client requires assistance with or administration of a medication scheduled every two weeks.


· Monthly: The client requires assistance or administration of a medication monthly. This may commonly occur for clients, who receive injectable hormone replacement therapy or vitamin B12 for pernicious anemia, monthly. If injections were used or administered less than monthly it would be identified in the treatment section only and not coded in medication management.

The frequency may or may not be consistent with the highest level of need in ‘Self Administration of Medications.’ For example, a client may have an injection administered by a medical professional or family member monthly, and require assistance to take oral medications daily. In this scenario, the Self Administration of Medication would be “Must be administered” and the frequency would be “daily.”

In addition, if the client needs assistance to take medications outside of a regular caregiver schedule, consider care planning solutions that may include informal supports, assistive devices, medications dispensers, etc. 


Use the Comment box to describe any special instructions related to medication management. 

38.2.1 Status 


Refer to 65.0 of the manual for details on how to assess for status.


38.2.2 Assistance available


Refer to section 65.2 of the manual for directions on how to assess for assistance available. 


WAC 246-888 provides additional details of the definition of Medication Assistance in Community-Based Care Settings.

39 Treatments


39.0 Intent



To document any treatments, programs, or therapies that the individual has received in the last 14 days.  It also assists in identifying those treatments, therapies, or programs that are presently needed so that appropriate plans may be developed and recorded for these services. Some treatments may only be performed by a licensed professional or delegated by a registered nurse to a non-family paid caregiver. Nursing tasks that use sterile technique, injections, or nursing judgment may never be delegated. Only the delegating nurse can determine when delegation is possible in a specific situation. When in doubt, refer to a delegating nurse to evaluate. 

A family member or an unpaid caregiver may perform the treatment without delegation. For the purposes of determining whether a person is a family member for medication administration or other skilled nursing tasks, the Dept. of Health definition of family will be used.  

RCW 70.127.010 (4) “Family” means individuals who are important to, and designated by, the patient or client and who need not be relatives. 

A client who chooses to do so may self-direct an Individual Provider to perform any treatment per RCW 74.39.050 (Self-Directed Care). 

39.1 Coding


39.1.0 Treatment


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

· Application of dressings - with or without topical medications: Includes dressings moistened with saline (salt) or other   solutions, transparent dressings, or other absorbent dressings used to manage wounds. (The application or removal assistance with TED hose goes on the Dressing screen and does not require nurse delegation. The application of compression wraps or other mechanical pumps for treatment of lymph edema would be entered under compression wrapping/therapy) 

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

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


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


· Application of medication for current skin conditions – Does not include patches or drops -Includes ointments or medications used to treat a skin condition. Includes over the counter or prescribed medications.  This does NOT include patches or drops used to treat non-skin conditions, these are coded on the Medication screen. Routine preventive skin care on the Skin Screen is not included in treatments under Application of medications/ointments. 


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

· Delegation is not necessary for application of non-prescribed ointments or lotions for preventative care. A Nurse Delegation referral should be made for treatment of a current skin condition if the client is unable or unwilling to self-direct. .


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


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

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

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

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

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


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

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

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


· Compression Wrapping/therapy could be delegated. This could include wrapping legs/arms with ACE bandages or other devices used for compression therapy.


·  Since assisting clients with putting on and taking off compression garments, such as TED hose (anti-embolism stockings used after surgery or prolonged bed rest.) is not considered a skilled task, delegation is not necessary.  Assistance with TED hose should be documented under Dressing.


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


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

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

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


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


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


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


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

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


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

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

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

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

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

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

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

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


· Insulin injections given under the skin (subcutaneous) may be delegated to a caregiver who has completed all the training and registration requirements necessary for nurse delegation.  In addition, the caregiver must have completed the 3-hour class, “Nurse Delegation: Special Focus on Diabetes.”

Note: Insulin injections may be delivered in 3 ways


1. Syringe


2. Insulin pens


3. Insulin pumps

· By law, no other types of injections may be delegated.   


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


· Delegation is not necessary to measure intake and output.  


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

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

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

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

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


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

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

· Management of IV lines may not be delegated. 

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


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

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

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

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

· Oral Stimulation and/or Jaw Positioning - Oral stimulation of touching the lips to get an open mouth response is done for clients who have swallowing difficulties.  An ice cube can be run from the middle of the lips to the ends to solicit a response.  Jaw positioning assists in the swallow mechanism for clients with dysphagia.  Lifting the jaw to close the mouth assists with the swallowing of food. Delegation is not required. 

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

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

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

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


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

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

· Pacemaker – an artificial device for stimulating the heart muscle and regulating its contractions.

· Pressure Injury Care: Includes any intervention for treating a pressure injury  at any  stage. Examples include use of dressings, chemical or surgical debridement, wound irrigations, and hydrotherapy.


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

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


· Radiation therapy may not be delegated. 


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

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


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

· Special Isolation Procedures - In health care, isolation refers to various measures taken to prevent contagious diseases from being spread from a patient to other patients, health care workers, and visitors, or from others to a particular patient. Various forms of isolation exist, some of which contact procedures are modified, and others in which the patient is kept away from all others. Types of isolation are: Strict, Contact, Respiratory isolation, Blood and body fluids precautions Reverse isolation. Nurse Delegation is not required.

**Standard Precautions (Universal Precautions)


Standard Precautions represent the minimum infection prevention measures that apply to all patient care, regardless of suspected or confirmed infection status of the patient, in any setting where healthcare is delivered. These evidence-based practices are designed to both protect healthcare personnel and prevent the spread of infections among patients.  Delegation is not required.

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

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

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

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

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

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

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


· Transfusions may not be delegated. 


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


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

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


· Vagal Nerve Stimulator (VNS)- VNS is a treatment approach that can improve seizure control. The therapy includes a pacemaker-like device about the size of a half dollar. It is placed in the chest and neck, just under the skin. The device works continuously by sending small electrical impulses to the vagus nerve in the neck. These impulses then go to the brain to help prevent seizures when they start. One of the most unique aspects of this type of therapy is the role that a special magnet plays in the treatment. Although therapy delivers stimulation automatically, 24 hours a day, the magnet can be used to deliver extra stimulation. This is done by the caregiver passing the magnet over the chest area where the device is implanted. This treatment must be nurse delegated. 


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


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


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

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

· Delegation is not necessary to measure and report vital signs 

· Wound / skin care (Non-Pressure Related)- Measures used to treat open skin areas, lesions, or post-operative incisions to promote healing. (If the wound is a pressure injury, select Pressure Injury care)

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

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

Programs

· Adult Day Care- Provides supervised programs of less than 24 hours per day where frail and disabled adults can participate in social, educational, and recreational activities.  A Registered Nurse and Social Worker must also provide consultation regarding the individual’s participation in the program and assessment of the client’s overall wellbeing and need for additional services.  The program offers a rest to caregivers, by providing a safe alternative to home care.

· Adult Day Health (ADH)- A structured program that provides licensed rehabilitative and skilled nursing services, in an environment that also offers social work services and socialization for frail and disabled adults.  Each participant has a specialized service plan designed to individualize and assess for response to his or her program. The service plan is developed with the participation of the client to address particular needs. ADH is a COPES Waiver service. 

· Advanced Home Care Aide Pilot


· AFH Meaningful Day - A defined set of supports to engage eligible individuals in personalized meaningful activities intended to refocus behavior, improve health, and reduce challenging behaviors. AFH providers and the individual will work together to identify and coordinate activities based on the individual’s goals, interests, and abilities.

· Alcohol / drug treatment program- A comprehensive interdisciplinary program where interventions are designed specifically for the treatment of alcohol or drug addictions.

· Alzheimer’s / dementia special care unit- Any special section of a facility where staffing patterns and individual care interventions are designed specifically for cognitively impaired clients who may or may not have a specific diagnosis of Alzheimer’s disease.


· Behavior evaluation program (Functional Behavioral Assessment) - is a process for collecting data/information to help identify the PREDICTORS of challenging behaviors and the FUNCTIONS, or purpose of that behavior.  FBA is used as a generic term for the entire process, but really includes what some call an ecological or structural analysis, which is the assessment of setting events and antecedents.  Ecological or structural refer to those situations, events, conditions happening or impacting the person before and at the time of the display of the challenging behavior.  The “Functional” in FBA mainly applies to determining what the individual gets or avoids from displaying the behavior.

ALTSA: Clients referred to RSW must have one of the following treatments identified: 


· Behavior Management Plan, or


· Behavior Evaluation Program


· Behavior management plan (Positive Behavior Support)  - Positive behavior support is an approach to addressing challenging behavior that focuses on changing the physical and interpersonal environment and a person’s skill deficits so that the person is able to get their needs met without having to resort to challenging behavior. Positive behavior support is based on respect, dignity, and personal choice. It helps develop effective ways of meeting a client’s needs to reduce challenging behaviors. Different people will require different positive supports.

ALTSA: Clients referred to RSW must have one of the following treatments identified: 


· Behavior Management Plan, or


· Behavior Evaluation Program


An individual can be eligible for ECS when the Behavior Management Plan is


being provided by the local PACT mental health treatment services. If this is the


case, document this in CARE by selecting “Mental Health Therapy/Program under the Program section of the Treatment list. 


DDA: Positive behavior support must be emphasized in all services funded by DDA for persons with developmental disabilities.

· Cardiac rehabilitation- A multi-dimensional, medically supervised program designed for clients who suffer cardiac disease (e.g. heart attack, chest pain/angina, or following heart vessel bypass surgery, etc.).  The program (typically outpatient) teaches clients methods to modify their risk factors (diet, smoking, etc.), provides for an increase of the individual’s functional capacity through exercise (develops endurance, strength, flexibility), and instills confidence for the individual to resume normal life activities.


· Community Integration – Emphasizes development of personal relationships within the individual’s local community. For LTC, Community Integration is used for RCL Demonstration Services and WA Roads services. It can be assigned to contracted providers like Community Choice Guides.

NOTE: Community Integration for AFH providers to assist clients who want to get out in their local community does not need to be included here. It is captured in the assessment on the Relationship/Interest screen.

· Employment support—Usually DDA program.

· Hospice Care- A multi-disciplinary program for terminally ill clients where services are necessary for palliation (comfort measures) and management of terminal illness and related conditions.  This program may or may not be covered by Medicare hospice benefits.

· Mental health therapy/program - Clinical services provided by a licensed mental health specialist including individual psychotherapy, group therapy, or a regimen of medications.  DO NOT check this item for routine visits by a social worker or case manager

· Modify environment for behavior - Adaptation of the environment (milieu) focused on the individual’s mood/ behavior/ cognitive pattern.  Examples include placing a banner labeled “wet paint” across a closet door to keep an individual from repetitively emptying all the clothes out of the closet, or placing a bureau of old clothes in an alcove along a corridor to provide diversionary “props” for an individual who frequently stops wandering to rummage.  The latter diverts the client from rummaging through belongings in others rooms along the way.

· Respite Care- A program for providing relief for families or other unpaid caregivers of people with disabilities.  Both in-home and out-of-home care is available and is provided on an hourly and daily basis, including 24-hour care for several consecutive days.  Respite care workers provide supervision, companionship, and personal care services.

· Sensory Integration Training – A type of therapy usually done by a specially trained OT. It helps children with Sensory Integration Disorder or in come cases Autism. It is used for children who experience sensory overload. They are very easily over stimulated by combinations of noise, visual. Tactile and even odor sensations. This interferes with their ablility to function and learn in a school or other type of public environment. 

· Specialized School Program -

· Supportive Housing -  Supportive Housing Services include activities that 

provide assistance to eligible individuals to access and remain in housing with 

maximum independence in the community.

· Services that support an individual’s ability to prepare for and transition to housing, including direct and collateral services.


· Services to support individuals to maintain tenancy once housing is secured. 


· Activities that support collaborative efforts across public agencies and the private sector that assist in identifying and securing housing resources.

· Wellness Education Service-Monthly materials assist participants to obtain, process, and understand information needed to manage and prevent chronic conditions.  Wellness Education materials also assist participants to achieve community living goals by providing simple to understand information and specific action items to address wellness and safety needs identified in the person-centered planning process.  Topics may include strategies for engaging in the community, nutrition and diet,  adaptive exercise, falls prevention, strength and balance activities, locating and seeking medical care, developing a social network, self-direction of services, medication management, self-determination, achieving employment goals,  planning for emergencies, and creating effective back-up systems


Skilled Therapy 


The following cannot be self-directed without a written order from a healthcare professional. The client cannot self-direct a therapist. 

· Occupational Therapy- Defined therapy program designed to gain/regain skills that will assist an individual to reach a higher level of function regarding direct personal care and household activities (e.g. bathing, dressing, cooking, eating, etc.). OT services focus on small muscle, fine motor activities, as well as adaptive devices.  These services are provided by an occupational therapist (OT) or by a certified occupational therapy assistant (COTA) under the direction of an occupational therapist.


· Physical Therapy - The treatment of disorders with physical agents and methods, to assist in rehabilitating clients and restoring normal functioning following an illness or injury. PT services focus on large muscle groups, strengthening, endurance building, and adaptive equipment to improve mobility. These services are provided by a physical therapist or by a licensed physical therapy assistant (PTA) under the direction of a physical therapist.


· Respiratory therapy - Included are coughing, deep breathing, heated nebulizers, or aerosol treatments that are provided by a licensed Respiratory Therapist or qualified professional nurse.  In addition the nurse must have received specific training on the administration of respiratory treatments and procedures.


· Speech Therapy - The treatment of defects and disorders of the voice, of spoken and written communication and swallowing deficits.  These services are provided by a licensed speech language pathologist.


Rehabilitation/ Restorative Care


Definition of Range of motion: The extent or limit to which a part of the body can be moved around a joint (or a fixed point); the totality of movement a joint is capable of doing.  Range of motion exercise is a program of passive or active movements to maintain flexibility and useful motion in the joints of the body. 


· Passive Range of Motion - The individual is unable to move the joint and needs a caregiver to perform maintenance movements to each joint ONLY to the extent the joint is able to move.  (NOTE: Caregivers may NOT stretch the joint unless the task is self-directed.) A formal program needs to be first established by a qualified nurse (RN) or therapist.


· Active Range of Motion - Exercises performed by an individual to maintain their joint function to its optimal range (may be with cueing or reminders by caregivers).  A formal, active Range of Motion program needs to be first established by a qualified nurse (RN) or therapist.


· Splint or brace assistance- Assistance can be of 2 types: 


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


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


Rehab/Restorative Training 


Training and self care skill practice activities are part of a rehabilitative or restorative program established by a qualified therapist or nurse BUT provided by a caregiver that promotes the individual’s ability to adapt and adjust to living as independently and safely as possible.  This concept actively focuses on achieving and maintaining optimal physical, mental, and psychosocial functioning and preventing any decline of function.  In order for these activities to be selected, there must be: measurable objectives and interventions on the SP, caregivers must be trained in techniques that promote client involvement, programs must be periodically reevaluated by a nurse and time spent on each program must be at least 15 minutes a day.


· Amputation / prosthesis care - Activities used to improve or maintain the individual’s self-performance in putting on and removing a prosthesis, caring for the prosthesis, and providing appropriate hygiene at the site where the prosthesis attaches to the body (e.g. leg stump or eye socket).


· Bed mobility - Activities used to improve the individual’s self-performance in moving to and from a lying position, turning side to side, and positioning him or herself in bed.


· Client training/waiver: Services that 


· Teach clients a variety of independent living skills, including the use of special or adaptive equipment or medically related procedures, required to maintain them in a home and community setting.


· Achieve the therapeutic goals in the client’ service plan, such as adjustment to serious impairment; management of personal care needs; development of skills to deal with care providers.


· Are performed within the scope of practice of the contractor’s license and in compliance with professional rules, as defined by law or regulation; and


· Are provided in a manner consistent with protecting and promoting the client’s health and welfare, and appropriate to the client’s physical and psychological needs.


· Communication - Activities used to improve or maintain the individual’s performance in using newly acquired functional communication skills or assisting the individual in using residual communication skills and adaptive devices.


· Dressing or grooming - Activities used to improve or maintain the individual’s performance in dressing and undressing, bathing and washing, and performing other personal hygiene tasks.


· Eating or swallowing - Activities used to improve or maintain the individual’s performance in feeding oneself’ s food and fluids, or activities used to improve or maintain the individual’s ability to ingest nutrition and hydration by mouth.


· Instrumental Activities of Daily Living - Activities used to improve or maintain the individual’s self –performance in Meal Preparation, Ordinary Housework, Managing Finances, Telephone use, Essential Shopping, Transportation and Wood Supply.


· Medication Self-Administration - Activities used to improve or maintain the individual’s ability to manage and or administer their own medication (s).

· Skills Acquisition Training-Training for IADLs and limited ADLs to assist client to become more independent. Clients may use their personal care hours for training provided by an IP or Agency Provider. Client’s may not use their personal care hours for this training by a Home Health Agency, but may access their Annual Service Limit. All other medical benefits must be exhausted before using the Annual Service Limit to pay a Home Health Agency. 

· Transfer - Activities used to improve or maintain the individual’s self-performance in moving between surfaces or planes either with or without assistive devices (e.g. move from bed to chair, etc.).

· Walking - Activities used to improve or maintain the individual’s performance in walking, with or without assistive devices.

39.1.1 Received/Needs


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


39.1.2 Frequency/Provider


This is done so that the care plan will specifically indicate how the individual’s ongoing care needs will be met.

· Client - This refers to the individual we are assessing.  A client may be able to perform a treatment himself or herself.

· Family/informal supports - Informal supports can be neighbors or friends.

· IP/Agency -These are individual providers or individuals hired by the home care agencies to provide the personal care services ALTSA/DDA pays for through CHORE, CFC, New Freedom, RCL or Medicaid Personal Care

· Self-Directed Care (IP only) *- An individual client who has a functional impairment can direct their IP to perform a skilled task that they would normally be able to perform themselves if they did not have a functional impairment that prohibited them from doing so.

· Home Health Agency - This is a Medicare/Medicaid certified agency that provides skilled nursing observation and treatment and skilled OT, PT, Speech and Respiratory therapy to clients in their own home, AFH or Assisted Living Facility. 

· Hospice - An inter-disciplinary program of palliative care and supportive services that addresses the physical, spiritual, and social, and economic needs of terminally ill patients and their families. This care can be provided through a Home Health Agency, Hospice Agency, or a hospice center.

· Outpatient rehabilitation - This is a structured program where an individual will receive skilled nursing and other skilled therapies at a hospital, clinic or other outpatient setting.

· Mental Health - This is therapy given by a licensed mental health professional, such as a psychiatrist, psychologist, psychiatric nurse, or psychiatric social worker or case manager.

· Clinic/practitioner’s office - When a procedure or a treatment is performed in a clinic or office by the primary care provider or a member of their staff who is licensed or certified to perform the specific treatment or procedure 


· Private duty nursing - This is a specific program that is authorized by the Community Nurse Consultants that work for Home and Community Programs. Specific skilled nursing interventions need to occur for a continuous 4-hour period in order for a client to be considered for this option.  Only choose this option when you know that a client is receiving Private Duty Nursing services to meet a specific treatment need.

· Nurse Delegation - In private homes, Adult Family Homes, and in Assisted Living Facilities a RN can delegate specific nursing tasks to a certified or registered Nursing Assistant who has completed the required training. Examples of tasks that may be delegated include: Oral and topical medications and ointments; nose, ear, eye drops, and ointments; Dressing changes and catheterization using a clean technique; Suppositories, enemas, ostomy care; blood glucose monitoring and  Gastrostomy feedings in established and healed condition.

· Facility Nurse - This is the Assisted Living Facility staff person who is a Registered nurse (RN) or the Adult Family Home provider who is a registered nurse or include here the instance where an Adult Family home has hired a RN to provide a skilled task for a specific client. (Do not include home health staff in this category) 


· AFH/Assisted Living Facility staff - This is the unlicensed staff providing care in an AFH or an Assisted Living Facility setting. This can be a certified or registered Nursing Assistant.

· ADH/ADC

· Other (specify in comments)


40  Adult Day Health

40.0 Intent

This screen is used to determine whether clients are eligible for Adult Day Health.  


40.1 Process


Answer the questions on the screen.  All answers must be yes for the client to be eligible.  See LTC Manual Adult Day Health Chapter for full procedure.


41 Pain


41.0 Intent


To assess and document the client’s pain including factors such as: the site and intensity of pain, the frequency of the pain, any associated treatments and the impact of the pain on the individual’s functional or cognitive abilities.

Definition: “An unpleasant sensory or emotional experience associated with actual or potential tissue damage or described in terms of such damage” (International Association for the Study of Pain, 1979).  For our purpose, pain refers to any type of physical pain or discomfort in any part of the body.  Pain may be localized to one area, or may be more generalized.  It may be acute or chronic, continuous or intermittent (comes and goes), or occur at rest or with movement.


“Whatever the experiencing person says it is and exists whenever he/she says it does” (McCaffery, 1972)


41.1 Process


Ask the individual if he or she has experienced any pain in the last 7 days or if their pain is fully controlled by a regular, therapeutic method.  If so, take their word for it- pain is a subjective experience.  (If the individual is unable to verbally express whether pain exists, you will base your assessment on observations of the individual’s behavior, reports from the caregivers, and as needed, consultation with the primary care practitioner.  Refer to the “tips” at the end of this section for further information when assessing pain for clients with cognitive impairments). Ask the individual or appropriate caregivers, if the individual is unable to verbalize, specific questions related to particular physical location, intensity and duration of the pain as well as specific treatments for the pain


Pain should be considered when clients are not performing at their optimal level or are not doing what they usually do.  Consider how the pain impacts their daily functioning and code under Impact.  If the individual is experiencing new or acute pain in the last 7 days, immediate evaluation by a practitioner or primary care provider may be necessary to identify & treat the underlying cause.  Pain in the last 7 days could also be of a chronic nature- the assessor needs to ascertain that the highest possible level of relief or intervention is being provided for the individual.


41.2 Coding


Ask the individual to describe the pain in terms of frequency and intensity.  If you have difficulty determining the exact frequency or intensity of pain, code for the more severe level or pain.  Individuals having pain will usually require further evaluation to determine the cause and to find interventions that promote comfort.  We never want to miss an opportunity to relieve pain.  Code for the presence or absence of pain, regardless of pain management efforts.  Select yes from the drop down “Pain Identified” if the client is experiencing pain or if their pain is fully controlled by a regular, therapeutic method.  The assessor may select from the Pain list, the Pain Site and Score, but at a minimum the assessor must select ‘overall’ and score according to the client’s ‘overall’ assessment of pain.  If the client’s pain is fully controlled by a regular, therapeutic method (no pain in the last 7 days), select the site previously affected by pain. Consider how the pain impacts their daily functioning and code under Impact.


41.2.0 Frequency


Select from the drop down “Frequency with which the client complains of pain:” to determine from the individual or caregiver how often the client is experiencing pain.

41.2.1 Intensity


You will code the intensity of the pain using a 1-10 scale with 1 being the least intensive and a 10 being the most intensive.


Tips for assessment of pain in cognitively impaired older adults:


Assessment of pain in cognitively impaired older adults requires familiarity with the individual.  Ask the clients’ families or caregivers for cues that indicate expressions of pain.


The following are associated with expressions of pain in cognitively impaired older adults:

· Back pain: Localized or generalized pain in any part of the neck or back.


· Bone pain: Commonly occurs in cancer that has spread to other parts of the body (metastasis).  Pain is usually worse during movement but can be present at rest.  May be localized and tender but may also be quite vague.


· Feet

· Stomach pain: The client complains or shows evidence of pain or discomfort in the left quadrant of the abdomen.


· Chest pain while doing usual activities: The client experiences any type of pain in the chest area, which may be described as burning, stabbing, vague discomfort, etc. “Usual activities” are those that the client engages in normally.  For example, the client’s usual activities may be limited to minor participation in dressing and grooming, short walks from chair to bathroom.


· Soft tissue pain: Superficial or deep pain in any muscle or non-bony tissue.  Examples include abdominal cramping, rectal discomfort, calf pain, and wound pain.


· Incision pain: The client complains or shows evidence of pain at the site or a recent surgical incision.


· Hip pain: Pain localized to the hip area.  May occur at rest or with physical movement.


· Overall: Includes diffuse pain throughout the body.  Examples include general “aches and pains”, etc.


· Headache: The client regularly complains or shows evidence (clutching or rubbing the head) or a headache.


· Joint pain (other than hip pain): The client complains or shows evidence of discomfort in one or more joints either at rest or with physical movement.


· Other:  Include either localized or diffused pain of any other part of the body.  Examples include general “aches and pains”, etc.


41.2.2 Amy’s Guide* 


41.2.2.0 Verbal Expressions


· Crying when touched


· Hollering


· Volume of voice increasing or becoming shrill


· Becoming very quiet


· Yelling or shouting


· Swearing, calling names


· Talking without making sense


· Grunting


41.2.2.1 Behavioral Expressions


· Jumping when you touch a particular spot


· Increased confusion


· Pointing with hand to a particular spot


· Persistently wearing an item (e.g., slippers, hat)


· Not wanting to eat


· Forcing self back in chair or bed


· Rocking, shaking, or experiencing tremors


· Feeling grumpy


· Becoming limp


· Acting withdrawn


· Becoming agitated, increasing movement, feeling anxious or restless


· Having a temper tantrum, throwing things


· Pushing away or grabbing at you


· Acting like a child or baby


· Experiencing decreased concentration (e.g., “not fully there”), forgetting easily


· Having difficulty settling down or experiencing sleep disruption


· Hanging their heads, acting withdrawn or depressed, or having no expression


· Seeking beds or increased sleeping


41.2.2.2 Facial Expressions


· Facial grimacing (e.g., wincing, having a painful look)


· Closing their eyes 


· Wincing with touch


· Having a worried expression


41.2.2.3 Physical Expressions


· Becoming cold


· Becoming pale


· Becoming clammy


· Having a red or swollen body part


· Changing of color


· Increasing vital signs (e.g., blood pressure, pulse, respirations) (acute pain only)


41.3 Pain Management


Ask the client or caregiver what methods are used to relieve the pain. Pain management measures the effectiveness of the client’s method of pain relief, including medication, relaxation techniques, rest, activity, distraction, massage, heat, and others.  Try to determine pain management approaches or if additional professional consultation is warranted. 

Document a discussion about a referral with client if client suffers from pain daily scored at 4 or more and Pain Management is anything other than "Treated, full control". Pain will appear in the list of Critical Indicators on the Triggered Referral screen in the Care Plan section when the client’s pain meets the above criteria. You may document the discussion on the Pain screen or on the Triggered Referral screen.

Indicators


42 Indicators


42.0 Intent


This folder contains screens for Allergies, Indicators/Hospital, Foot, Skin, Skin Observation, Vitals/Preventative, and RN Comments. 


43 Health Indicators


43.0 Intent


· Help identify stability of client’s health related to factors such as weight loss or gain, self-rating of health, and frequency of hospitalization or emergency room care.  Significant unintended declines in weight can indicate failure to thrive, a symptom of a potentially serious medical problem, or poor nutritional intake due to physical, cognitive and social/economic factors.  Weight loss or gain secondary to appetite or swallowing may indicate a need to refer to nursing services.


· Assess the current plan.  


· Help identify a need for referral to nursing services, or other health care providers.

43.1 Process/Coding  


43.1.0 Weight Change


Weight loss/gain in percentages (e.g., 5% or more in last 30 days, or 10% or more in last 180 days). Code whether the weight change is intended or not.  Ask the individual or appropriate collateral contacts about weight changes over the last 30 and 180 days. 
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If the weight loss/gain quesiton is left blank, the printed copy of the Assessment Details will display “No” related to weigh loss and weight gain. 

Measurement:  If actual weight records are available, they should be used.  The following is a formula that can be used to calculate the percentage of change:  number of pounds of weight change divided by the usual weight.  


In the absence of actual weight records, a subjective estimate of weight change from the individual or caregiver can be used.  Identifying a particular time approximately 6 months previous (such as “compared to last New Year’s”) may help visualize this previous point in time.  You may be able to help the individual answer the question by asking “How much weight do you think you have lost?” and mentally compare this with the reported or your estimated current weight of the individual.  You can also ask, “Have you lost a lot of weight? Do you feel much thinner or weaker?” or “Your clothes seem very loose on you, were you much heavier six months ago?” “Do your clothes fit the same as they did 8 months ago? Are they looser, tighter or the same?” These possible questions begin to elicit useful information from the individual.

Has the client received a Pneumococcal (pneumonia) vaccine? Mandatory question for clients receiving Personal Care or DDA Waiver services. For healthy persons, the recommendation for pneumococcal vaccine is 1-2 doses between ages 19-64, and then one dose after age 65.

Did the client receive yearly does of flu vaccine during most recent flu season? Mandatory question for clients receiving Personal Care or DDA Waiver services.

In general you would rate your health as: 


Ask the individual: How is your health?  Would you say it is? 


· Excellent 


· Good 


· Fair  


· Poor 


· Unable to respond


This question is an excellent indicator of an individual’s health status. An individual’s perspective of their health can be a very good predictor of what their health status will be.


Height/Weight: Indicate height and weight of client. See metric conversion chart below. The BMI is calculated for children and adults using the following formula: BMI = (W(lbs)/H(in)2)(703). Refer to BMI for Age Percentile for children 2-20 chart which is age and gender specific.

BMI Status for Adults 21 years of age

		BMI

		Weight Status



		Below 18.5

		Underweight



		18.5 – 24.9

		Normal



		25.0 – 29.9

		Overweight



		30.0 and above

		Obese





43.1.1 Hospital 


· In the last six months:  Number of times admitted to the hospital with an overnight stay.  (Include overnight admits to evaluation and treatment centers).  Select the appropriate number (0 to 10) from the drop down list.  


· Number of times visited the emergency room without an overnight stay: Include managed care or HMO facilities/clinics that function as emergency rooms. For example: Include as an emergency room visit, a visit to an HMO facility or clinic in lieu of the ER for chest pain.  Do not include as an emergency room visit, a visit to an HMO facility or clinic for an ear infection or mild flu.  Select any number 0 to 10 from the drop down list.  NOTE:  If the individual went to the hospital or the emergency room more than 10 times, select the 10 and note it in the comment box.


43.1.2 Doctor Information


· Enter the month and year of the client’s last doctor visit. 


· Select the doctor’s name.  This pulls from the Collateral Contact Screen.


44 Allergies


44.0 Intent


This screen is designed to document a client's allergies from all sources.


44.1 Process


If “Does the client have allergies? = Yes, all fields on this screen are mandatory except Comments. If answer = No, then all fields on this screen are disabled, except for the Comment field.


Information from this screen should be used in care planning and be reflected in a client's Individual Support Plan (DDA only). Values in this screen do not currently impact program service hours.


44.2 Coding


		Question/Values

		Description



		Category

		



		Food

		Peanuts/other nuts, strawberries, milk, eggs, shellfish, tomatoes, soy products, diary, wheat, gluten, etc.



		Environmental

		Bee sting, cat/animal dander, dust mites, latex, perfume, mold, aerosols, chemicals, carpet glue, etc.



		Pollen/Seasonal

		Grasses, pollens, generalized hay fever



		Contact

		Nickel, latex, soaps, detergent, iodine, tape, etc.



		Medication 

		Penicillin, sulfa, codeine, aspirin, etc.



		Other

		Horse serum, specific immunizations, dye used in medical tests, etc.



		Substance 

		User entered text



		Reactions

		



		Hives/itching

		Raised, often itchy, red welts on surface of skin



		Sneezing

		



		Rash

		Changes in skin color and/or texture



		Headaches

		



		Mouth/face/eyes swell or itch

		



		Coughing

		



		Wheezing/trouble breathing

		



		Abdominal pain

		



		Nausea/vomiting

		



		Hallucinations

		



		Dizziness

		



		Heart palpitations

		Rapid heart beats



		Anaphylaxis (allergic shock)

		Sudden, severe allergic reaction to a substance. Symptoms can include wheezing, hives, itching, swelling of the face and lips, difficulty breathing, vomiting, a severe drop in blood pressure, loss of consciousness and cardiac arrest (heart stops). Clients often carry a syringe of epinephrine (adrenaline) to counteract the symptoms.



		Unknown

		Not known or not remembered what reaction is likely





45 Foot


45.0 Intent


The assessor is looking to identify any potential or actual problems that affect foot strength, balance, or comfort that in turn may impact the individual’s functional abilities that has occurred in the last 7 days.  The pain assessment may also reveal problems with the feet.


45.1 Coding


Select all that apply from the two tables, foot problem(s) and foot care needs.  NOTE: If the client has diabetes, poor circulation to the feet, or is taking blood thinning medication, the trimming of nails and callouses must be self-directed or done by a family member or health care professional unless trimming of nails is only done by filing. 


45.1.0 Foot Problems 


The client may have one or more foot problems.  These are listed separately:


· Corns


· Calluses 


· Bunions


· Hammer toes


· Overlapping toes


· Fungus


· Infection of the foot – Includes infections of the foot or toes, toe nails (e.g. cellulitis, purulent drainage, etc.).


· Open lesions of the foot – Includes open lesions of the foot or toes. Includes cuts, ulcers, and fissures.


Each of these may have a different status:


· Healing: Problem is improving either with or without treatment.


· Non-healing:  Problem not improving or worsening either with or without treatment.


· Deteriorating:  Problem is worsening either with or without treatment.


45.1.1 Foot Care 


Identify foot care needs and the status of those needs.  


· Diabetic foot care: Includes unskilled tasks such as keeping feet clean and dry, using tepid water to wash feet, drying feet well, especially between the toes, daily inspection of feet, toes and between toes for skin and nail changes (blisters, sores, swelling, redness or sore toenails), rubbing lotion on the feet (not between the toes), making sure client wears protective foot coverings (shoes or slippers), reporting to health care professionals any observed changes in skin or nails. 

· Nails trimmed during the last 90 days (includes filing nails to help keep nails smooth and clean in order to prevent nails from getting long and breaking/chipping) 

· Application ointment/lotions: Non prescription


· Foot soaks


· Dry bandage change


· Inserts


· Pads


· Protective booties


· Special shoes


· Toe separators


· None of these


For each item selected, the assessor will identify whether the client 


· Received the treatment in the last 7 days, or


· Needs the treatment if the item is to be continued, revised, or referred for evaluation, or


· Received and Needs the foot care treatment, if both of the above apply or


· Need Met, if the foot care will be provided by the client or other non-ADSA paid resource (informal caregiver, healthcare provider, etc.).


46 Skin


46.0 Intent


· Determine the condition of the individual’s skin and to identify any types of skin breakdown including pressure injuries.  


· Document any skin treatments for active conditions as well as any protective or preventative skin or foot care treatments the individual has received in the last 7 days.  


· Consider if general skin and foot care needs to continue, be revised or referred for evaluation.  

Rationale:  The skin is the largest organ of the body and the body’s first line of defense.  The health of the skin reflects the general health of the individual.  Skin can be damaged by mechanical forces (pressure, trauma, or surgery), chemical irritants, poor blood supply to an area (disease processes), allergic reactions, heat, or other causes.  


46.1 Process


General questions to pose to the individual / caregiver to identify potential skin problems:

· “Do you / caregiver have any concerns or problems with or about your skin or your feet that you would like to tell me about?”  (If yes)- “How are you addressing it?  Have you spoken with your health care provider about your concerns?  Is the problem being addressed by your physician?  Are you satisfied with the current plan to address your concerns? Or does the current skin care plan address your concerns?”


· To caregiver- “When you are assisting (the individual) with bathing / dressing, what have you noticed about the skin?  Have there been any changes in the skin condition over the last 7 days?”


· In addition, the pictures of the stages of skin breakdown over pressure points can be a valuable tool to use with the client and their formal/informal caregivers to help in identifying potential skin issues.


The assessor will utilize the following method(s) to verify what the individual’s actual skin condition was within the last 7 days:

1. Documentation of the skin condition from a facility chart/notes, or from facility discharge information/summary;


2. Reports of skin condition from professional (facility nurse, home health nurse, primary care provider);


3. Reports of skin condition from the individual, a credible family member or caregiver, and/or: 

4. Review list of Highest-Risk Indicators for Skin Breakdown Over Pressure Points and skin observation protocol located in Appendix A of the manual.  If the individual’s condition falls into any of the high risk categories for skin problems over pressure points, it is important for the assessor to determine that a facility nurse or other caregiver has looked at the client’s skin within the last seven days and can report to the assessor what the condition of the skin is.


46.1.0 Pressure Injuries

      Record the total number of current pressure injuries. 


      This field is dynamic:


· If the number entered is “0”, the Pressure Injury Stage(s) bucket is disabled and “Skin intact over all pressure points” is automatically displayed in the bucket.
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· If the number entered is 1 or greater, the Pressure Injury Stage(s) bucket is enabled. Users will click on the ellipse button,  [image: image80.png]



 to select the stage(s) of the pressure injuries.  “Skin intact over all pressure points” is no longer a value in the bucket because the user has indicated there is a pressure injury. 
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     If the value in the “Number of current pressure injuries” field is changed to or from 

   “0”, the following pop-up will be displayed:
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Definition:  A pressure injury is any skin lesion caused by pressure, friction or shearing, resulting in damage of underlying tissues.  Other terms used to indicate this condition include bed sores and decubitus ulcers.  


46.1.1 Pressure Injury Stage(s)
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Coding: While a staging or classification system is typically used to describe the severity of the skin breakdown, the assessor will utilize the following definitions to describe the tissue damage:


IMPORTANT NOTE:  The pressure points we are concerned with are:  Heels and outer ankle; Back of head, Elbows, Rim of ears, Hips, Shoulder blades, Ischial Tuberosity – pelvic – “seat bone,” Inside of knees, or Sacrum and Coccyx (tailbone area).


· Skin is intact over all pressure points.  


· Any area of persistent skin redness (without a break in the skin) that does not disappear when pressure is relieved.  (NOTE- For clients with darkly pigmented skin, the assessor may note the following:  when compared to adjacent skin or other parts of the body, there may be changes in skin temperature (warmth or coolness), tissue consistency (firm or boggy feel) and/or sensation (pain, itching).  The area may appear with persistent red, blue, or purple hues.  In medical records, these changes would be called a Stage I.


· Partial loss of skin layers that presents as an abrasion, blister, or shallow crater in the skin.  In the medical records, these changes would be called a Stage II pressure injury.


· A full thickness of skin is lost, exposing the underlying tissue, presents as a deep crater in the skin. In the documentation present in the medical record these changes would be called a Stage III pressure injury OR the underlying tissue is lost exposing muscle or bone.  In medical records, these changes would be called a stage IV pressure injury.

· Unable to see pressure injury due to scab (eschar) over injury. When eschar or scabs are present, a pressure injury cannot be accurately staged or described until the eschar or scab is removed.


46.1.2 Pressure Injury

1. Determine whether client had a pressure injury that was cured/resolved in last year.


46.1.3 Skin Care (for any skin problem)


Document client’s skin care needs and status.  Select all that apply to the client:

· Pressure relieving device(s) for chair or bed: For the chair this includes gel, air, or other cushioning placed on a chair or wheelchair. For the bed this includes air fluidized mattress, low air-loss therapy beds, flotation, and water or bubble mattresses.  Does not include egg crate cushions or mattresses.

· Turning/repositioning program- Includes a continuous, consistent program for changing the individual’s position & realigning the body. Example: Because client is quadriplegic and unable to change positions independently, the caregiver must turn the client every 2 hours to prevent skin breakdown. A client’s healthcare provider may recommend that client not be turned during the night. In this case the turning and repositioning program would be continuous except during nighttime sleep hours.  NOTE: Turning/repositioning would not be an appropriate selection for a client who is otherwise mobile and weight bearing, but repositions independently while sitting and or lying down. It is an appropriate selection for immobile clients who reposition themselves in tilt chairs and need assistance when in bed.


· Nutrition/hydration - Dietary measures received by the individual for the purpose of preventing or treating specific skin conditions- e.g. wheat-free diet to prevent allergic dermatitis, high calorie diet with added supplements to prevent skin breakdown, high protein supplements for wound healing. Vitamins used to manage a potential or active skin problem should be coded here.

· Other preventative or protective skin care- (other than to feet)-May include application of creams or bath soaks to prevent dryness, scaling, application of protective elbow pads (e.g. down, sheepskin, padded, quilted).  When this option is selected, the comment box must be used to describe the skin care needed.

· Dry bandage change - Changing dry bandages or dressings when professional judgment is not required.


· Application of ointment/lotion - Application of non-prescription ointments or lotions.

For each of the above selected, select "Received" if client received care in the last 7 days.  Select "Needs" if care is to be continued, revised, or referred for evaluation.  Select Received/Needs if client receives and still needs the care. Select "Need Met" if the skin care will be provided by the client or other non-ADSA paid resource (informal caregiver, healthcare provider, etc.).

46.1.4 Skin Problems (not related to damage from pressure)


Document the client’s skin problems and status of those problems.  Remember that skin problems documented in this section are NOT related to pressure points.  Select all that apply to client:

· Abrasions, skin tears, or cuts

· Bruises- skin discolorations (blue/black), changing to greenish brown or yellow; localized areas of swelling and tenderness.


· Burns-tissue injury (blisters, damage to tissue under skin) caused by exposure to heat, chemicals, electrical, or radioactive agents. (This category does not include first degree burns where there are only changes in the skin color).


· Open lesions- (other than ulcers, rashes, cuts); include lesions, abscesses, or any other lesions that do not fall into the other categories.  This open sore may develop because of an injury or due to other diseases such as syphilis.


· Rashes- (due to any cause)-Includes inflammation or eruption of the skin that may include change in color, spotting, blistering, etc. and have symptoms of itching, burning, or pain.  


· Skin folds/perineal rash- Rash that develops in skin folds and perineum related to moisture, heat, or skin to skin contact. There may be inflammation or eruption of the skin with a change in color, pain, drainage, or odor.


· Skin desensitized to pain/pressure- The client is unable to perceive sensations of pain or pressure-may be the result of a spinal cord injury, stroke, peripheral vascular disease or neuropathies.


· Surgical wounds- Includes healing and non-healing, open or closed surgical incisions, skin grafts or drainage sites on any part of the body.  The does not include healed surgical sites or stomas.


· Stasis ulcers- An open lesion, usually of the ankle or lower third of the lower extremities, caused by decreased blood flow from blood pooling in the legs; also referred to as a venous ulcer.  Include venous ulcers, in which the skin may appear reddish-brown, dry, but without any open areas.  


Skin problem status: Select status for each problem.


· Healing - Skin problem is improving either with or without treatment.


· Non-healing - Skin problem is not improving either with or without treatment.

· Chronic – Skin problem is persistent or recurrent.

· Deteriorating - Skin problem is worsening either with or without treatment.


47 Skin Observation


47.0 Intent


Used to note the locations of any abrasions, bruises, skin tears, burns, open lesions, rashes, ulcers, surgical wounds, and pressure or stasis ulcers.  A space for a short description will appear on the right of the screen as the assessor indicates an area of concern on the figure.  A longer description can be entered below the figure. 


See Exhibit A for Skin Observation Protocol.  


48 Vitals/Preventative


48.0 Intent 


Assessors will complete those elements of the nursing assessment measured, observed or reported on assessment date. Note baseline data when indicated. Additional nursing specific and functional measures may be located within elements of CARE based on the referring critical indicators.  Vital signs/nursing assessment data is measured when indicated and based on nursing judgment and experience.


Select all of the types of preventative care that pertain to this client.  Clients needing additional preventative care may be referred to a health care practitioner for education and consultation.


· Date: Enter date that preventative care took place.


· Temperature:  May be reported to or measured by the nurse.


· Blood sugar:  History or recording of blood sugars reported to the nurse by the client or caregiver. 


· Pulses:  May be reported to or measured by the nurse.


· Blood pressure:  May be reported to or measured by the nurse.


· Respiration rate:  May be reported to or measured by the nurse.


49 Comments


49.0 Intent


Use this screen to indicate teaching/interventions for referred critical indicators and follow-up needed by nursing services and/or case manager. 


Communication


Document client needs with telephone, vision, and speech/hearing within this folder.


50 Telephone


50.0 Intent


To assess how telephone calls were made or received (with assistive devices such as large numbers on telephone, amplification as needed.) 


51 Vision


51.0 Intent



To evaluate the individual’s ability to see close objects in adequate lighting, using the individual’s customary visual appliances (glasses and magnifying glass), if used for close vision.  To assess how vision impairment affects individual’s activities of daily living.


51.1 Process


· Ask client, family and/or care provider if there has been any change in usual vision patterns in the last seven days.  For example, is the individual still able to read newsprint, menus, greeting cards, etc?


· Ask the client about his or her visual abilities.


· Ask the client to look at regular-size print in a book or newspaper in adequate lighting, with visual appliances, if used.


· Be sensitive to the fact that some clients cannot read or are unable to read English.  If a client cannot read, ask them to name items in small pictures.


· If the client is unable to communicate or follow your directions for testing vision, observe his/her eye movements to see if their eyes seem to follow movement and objects.  This will help you in assessing whether the individual has any visual ability.


51.2 Coding


Definition: Adequate lighting is what is sufficient or comfortable for an individual with normal vision.


Select from the drop down “Ability to See” the choice that best describes the client’s current ability to see in adequate light and with glasses, if used.


· Adequate - Sees fine detail, including regular print in newspapers/books.


· Impaired - Sees large print, but not regular print in newspapers/books.


· Moderately impaired - Limited vision, not able to see newspaper headlines, but can identify objects.


· Highly impaired - Object identification in question, but eyes appear to follow objects (especially people walking by).


· Severely impaired - No vision or sees only light, colors or shapes; eyes do not appear to follow objects.  Choose severely impaired if client is comatose. 


Many clients with severe cognitive impairment are unable to participate in vision screening because they are unable to follow directions or are unable to tell you what they see.  However, many of these clients appear to track or follow moving objects in their environment with their eyes.  For clients who appear to do this, code, Highly Impaired.


Select Limitations that apply to client. 


· Left peripheral problem - Decreased peripheral vision (e.g., leaves food on one side of tray, difficulty traveling, bumps into people and objects, misjudges placement of chair when seating self).


· Right peripheral problem - See above


· Sees rings around lights - Sees rings or halos around lights.


· Sees flashes of light


· Sees “curtains” over eyes


· None of these - Select if client is comatose or if none of the above apply.


Select from the Equipment/Supplies table any Type of equipment the client uses or needs to assist with vision.  Also select the Status of that equipment and if the equipment is needed type in the Supplier where it can be obtained.


52 Speech/Hearing


52.0 Intent


To document how the client communicates and understands/hears language.


52.1 Process


Interact with the client.  Consult with family.


52.2 Coding


52.2.0 Comprehension: By client, others are… 


Determine the individual's ability to understand and comprehend information, whether communicated orally in his/her own language, by writing, in sign language, or Braille.  How does the client process and understand language.

· Understood- The client clearly comprehends the speaker’s messages and demonstrates comprehension by words or actions/behaviors.


· Usually understood- The client may miss some part or intent of the message but comprehends most of it.  The client may have periodic difficulties integrating information but generally demonstrates comprehension by responding in words or actions.


· Sometimes understood- The client demonstrates frequent difficulties integrating information, and responds adequately only to simple and direct questions or directions. When caregivers rephrase or simplify the messages and/or gestures, the client’s comprehension is enhanced.


· Rarely/never understood- The client demonstrates very limited ability to understand communication or caregiver has difficulty determining whether the client comprehends messages, based on verbal and nonverbal responses.  Or, the client can hear sounds but does not understand messages.  Choose Rarely/never understood if client is comatose.


52.2.1 Progression rate 


The client’s ability to express or understand information has changed as compared to status of 90 days ago (or since last assessment if less than 90 days.)  


· No change


· Improved


· Deteriorated


52.2.2 Ability to Hear


Identify how the individual hears with the appliance.


· Hears adequately-normal talk - Also hears TV and can use telephone.


· Minimal difficulty in noisy setting


· Hears in special situations only - Speaker has to adjust tonal quality and speak distinctly


· Highly impaired - Absence of useful hearing (select if client is comatose).

52.2.3 Progression rate 


The client’s ability hear information has changed as compared to status of 90 days ago (or since last assessment if less than 90 days.)  


· No change


· Improved


· Deteriorated

EXAMPLE:


 
In the last week, Mrs. K. has been wearing hearing aids in both ears.  With her hearing aids turned on she hears normal conversation, hears the television and is able to hear well on the telephone.  Without her hearing aids, Mrs. K. has difficulty hearing normal conversation, hearing the television and what is being said on the telephone.  Select “Hears adequately” Ability to Hear drop down.


52.2.4 Equipment/Supplies


Select from the Equipment/Supplies table any Type of equipment the client needs to assist with speech and hearing.  Also select the Status of that equipment and if the equipment is needed type in the Supplier where it can be obtained. Select Specialized Medical Equipment if an assistive device will be obtained with COPES waiver services and describe in the comment box.


Psych/Social


53 Psych/Social


53.0 Intent


The Psychological/Social assessment section is to assess the various components that will assist the assessor and the individual to identify current functional abilities and indicators of potential or existing service needs that may be impacted by the individual’s mental status, memory, behavioral patterns, indicators of depression and/or suicide, sleep patterns, existing and potential relationships and interests and decision making abilities.


· How was Psych/Social verified?: Indicate sources for the information in this section. Use the comment box to describe any conflicting information. 

· BHO/MCO enrolled?:  Indicate whether client is enrolled in a Behavioral Health Organization (BHO) or Managed Care Organization (MCO).

· BHO/MCO name: Enter the name of the BHO/MCO.


· BHO/MCO telephone:  Enter the phone number of the BHO/MCO.


· MMSE: Score of last Mini-Mental Status Exam will be displayed here.


· Depression: Prior to 11/15/2010-Score of CES-D Depression Symptoms Index. After 11/15/2010 – Score of PHQ-9 © 2005 Pfizer Inc. All rights reserved. 

· CPS: The Cognitive Performance Scale is made up of the following elements taken from this assessment:


· Whether or not client is comatose or in a persistent vegetative state


· Ability of client to feed her/himself


· Ability of client to make her/himself understood?


· Ability of the client to make daily decisions.


· Short-term memory?


The CPS score for this assessment cannot be displayed until these elements have been completed.
    


54 MMSE


54.0 Intent 


The Mini Mental Status Examination is a practical and recognized method for grading the cognitive state of clients for the CARE assessor. It estimates the severity of cognitive impairment at a given point in time. It can track changes in cognition, improved or worsened, over time and provides reliable, similar results when administered by different examiners. The Mini Mental Status Evaluation (MMSE) assesses six areas of cognitive functioning including orientation to time and place, attention/concentration, recall, language function, motor planning and perception. 

Keep in mind that the MMSE is not a diagnostic tool. It’s not a substitute for a neurological exam or formal mental status testing. It’s not a test of personality, mood or behavior function and it doesn’t by itself determine competence. The intent is not to diagnose but to assist in determining if problems exist that may impact functioning, service delivery, client participation or the need for additional referrals or medical assessments.


The tool also relies heavily on verbal response and reading and writing skills, therefore clients that are impaired in these areas may perform poorly even if they are cognitively intact.  The tool can be used with these individuals to establish a baseline to assess changes in cognitive performance over time.


54.1 Process


The assessor must first determine if the MMSE can be administered to the client using the guidelines below. After determining this, the assessor should explain to the client that he/she will be asked a set of questions. Some require verbal answers, and some will require written instructions. Also explain that you will not respond to the client’s answers during the questions.  Note any impairment that might affect the score in the Other Factor screen. If the client refuses to answer, score item with a “No” or “0” and proceed to the next item.


54.2 Coding


Can the MMSE be administered to the client?   

If Yes, answer the “Is client oriented to person” question then proceed to the next tab. 

If No, the MMSE screens will be disabled but the following questions will be enabled:


· “If no, why”,

· “Is the client oriented to time”

· “Is the client oriented to place”, and

· “Is the client oriented to person”



*If no, why?  The MMSE may be skipped only if the client has one or more of the following; however, it is recommended that the MMSE be administered for those who are legally blind. Identify reason for adjusted score in comment box. 

· Moderate to profound intellectual disability: Client's IQ is below 55.


· Non-verbal: Client cannot communicate verbally.


· Severe delirium/dementia:  Delirium is the temporary worsening in mental function.  Severe delirium may include hallucinations, confused and/or violent behavior, and unconsciousness.   Severe dementia is characterized by the progressive loss of all verbal and psychomotor abilities; the client eventually needs total assistance in all activities.


· Under 18: Client is under age of 18 at time of assessment. 

· Legally blind:  Client is not able to read large print.

· Client Refused – Every attempt should be made to administer the MMSE. Even a low score provides information. 

NOTE: If the client cannot take the MMSE for one of the reasons listed above, ask the client's informal support or caregiver to verify the following two orientation questions.


· Is the client oriented to place? Does the client know where he/she lives? Address? State? City? For DDA adults and children, does the client know difference between home, work, school, grandma’s house?

· Is the client oriented to time? Does the client know what day, month, and/or year it is?  Does he/she know the season? For DDA adults and children, does the client know that bedtime is at night or that school comes after breakfast?

Orientation to time: Ask the client "What is today's date?" because this is a familiar question. If the client doesn't answer completely, begin asking the most general first: "What is the season?" "What is the year", "What month is this?", etc. Even if the client does not provide the information, continue to ask every question. 


Orientation to place: Begin by asking "What is the name of the state in which you live?" continue with the other questions. 


Registration: Tell the client that you are going to name three objects, which she/he will need to remember. To ensure reliability across interviews, all persons should use the same three objects. In a slow and clear voice state the objects. Ask the client to repeat the objects. Score one for each repeated correctly. Enter the numbers of trials that were given in the space provided. 


Attention/Calculation 


Spelling "world" backwards: This tests the client's ability to perform a mental function. Tell the client to spell the word "world" backwards. If the client does not know how to spell world, spell it once correctly. If the client's first impulse is to spell "world" the correct way, allow the client to do this once and then reiterate the instruction to spell "world" backwards. Encourage the client to take her/his time, but do not allow them to write it down. Score one point for each correct letter in the correct order and place. For example: "DLORW" is worth 3 points because the letters "D", "L", and "W", are in the right place. A spelling like "D" "R" "O" "L""W" would equal 2 points. 


OR


Serial 7's: Ask the client to subtract 7 from 100 and keep subtracting seven from the answer from the previous subtraction until you tell them to stop. Have them do 5 subtractions and then tell them to stop. Score 1 point for each correct subtraction. Note that if an incident of subtraction is incorrect, but the subsequent subtraction from the incorrect number is correct, score 1 point for each correct subsequent subtraction. For example, if the client starts at 100 and says, “93, 85(incorrect), 78, 71, 64,” The total score would be 4. Even though 85 was incorrect, each subsequent subtraction from 85 was correct. 

Recall: This tests short-term recall of previously learned items. Ask the client if she/he can recall the 3 objects that you asked them to remember earlier. For each one recalled, score one. Skip recall if the client took 6 trials in the Registration item and client was still unable to remember the objects.


Naming: This item tests the client's ability to use words and to connect the appropriate word with its object. The client is asked to name 2 objects. In order to insure reliability across interviewers, the same objects should be used by all assessors. First show the client a pen and ask them "What is this?" Repeat with watch. Score 1 point for each correct answer to a total of 2 points. Scores can range from "0" to "2". If assessing a visually impaired client, choose 2 objects that are easily distinguishable by touch, which the pen and watch are. Place each object in their hand one at a time and ask them to name the object.


Repeat: This item tests the client's immediate recall ability, as well as their ability to use speech. Begin by telling the client "I am now going to tell you something, and I want you to repeat it after me". Then say "Repeat after me, 'No ifs, ands, or buts'". 


Command (part 1): This item attempts to determine whether the client can process a simple series of verbal requests. Begin by saying "I am now going to put a piece of paper in front of you". Then say "Take the paper in your (non-dominant) hand, fold it in half, and put it on the floor (or table). Score 1 point for each request followed correctly. 


Command (part 2): This tests the client's ability to follow a written command. On a piece of paper, written in sufficiently large letters so that the person being assessed can read it from a distance of a least 5 feet should be the following sentence: "Close your eyes".  Keep the lettering face down, so that the client does not see the request until you hand it to them. Then say to the client, "I am now going to hand you this piece of paper. I would like you to do exactly as it says". Then hand them the paper so that the client clearly sees the sentence "Close your eyes". Score 1 point if the client closes her/his eyes. For visually impaired clients, skip this question and enter score of "0". 


Write a sentence: This item test the ability of the client to communicate in writing. Again, using a blank piece of paper, hand the client the paper and then say "I would like you to write a sentence. Do you have any questions about what I would like you to do? If not, please write a sentence." Allow the client about 2 minutes to write a spontaneous sentence. The sentence must contain a subject and a verb and must make sense. Correct grammar and punctuation are not necessary. For example, "He done good" is a correct sentence. Score 1 point for correct sentence.


Copy design: This measures the client's capacity for integrating a visual cue and then reproducing it. On a piece of paper a figure showing 2 interlocking pentagons should be drawn. This demonstration should be large enough so that it is easily visible to the client. Hand the drawing to the client, along with an additional piece of paper. Say "This paper has a design on it. I would like you to look at that design and copy it onto the other piece of paper." All ten angles with two of them intersecting must be present to score 1 point. Tremor, that is the lines being straight, and rotation, that is the direction in which the copied design faces, do not figure into the score.

* CARE forms, the Print menu, includes the MMSE worksheet (DSHS 10-467). This barcoded form has a place for the client to complete the writing portions of the MMSE. 

NOTE: For the visually impaired, every attempt should be made to have them complete all exercises, except those which require sight to complete, following the visual command "Close your eyes" and drawing the picture. For the hearing impaired, every item should be completed by that person. If necessary, instructions can be written or signed to the person. For persons both visually and hearing impaired, if an interpreter is available and the applicant knows hand sign, then all the items except "Close your eyes" and the drawing should be completed. Whenever possible, and with the client’s permission, share the results with the client’s healthcare professional. 


54.2.0 Other Factors


Indicate if any of the following factors affected the client’s performance.

· Agnosia:  Loss or lessening of the ability to recognize familiar objects.


· Aphasia:  Loss or impairment of the power to use or comprehend words.


· ESL: (English is a second language)


· Illiteracy: Client cannot read or write.


· Learning disorder:  Client's trouble with math, reading, and/or writing significantly interferes with daily living.


· Motor skill disorder: The client has problems with skill carried out by small muscle groups.


55 Memory


55.0 Intent


The memory screen will record the client’s ability to remember events in their short and long term memory. 

55.1 Coding


55.1.0 Is there evidence of  short term memory loss:


Determine the client’s functional ability to remember events that occurred recently.  If the MMSE was administered and the client had difficulty with Registration and/or Recall, he/she may have a short-term memory problem. Follow up by asking the client to tell you about recent events that you may know or be able to verify, such as what he/she had for breakfast or when his/her daughter last visited.  

When evaluating an individual’s memory it is good to begin with an introductory question, such as: (Choose one)

· Have you had any difficulty concentrating or remembering what you read or watch on television?  


· Have you recently gotten lost or forgotten an important event?  Have you forgotten something you were cooking?


· Have you had any difficulty recalling people’s names? Where do you know them from?


· Have other people said to you that your memory is not as good as it was?


Less direct: Sometimes it helps to begin with an example such as “Many of my clients tell me that they have trouble with their memory.  They have trouble remembering names, appointments, what they read or watched on television, etc.  Does that ever happen to you?”  It will open the door for more questions about memory.  Many clients seem more willing to admit memory problems if they know that they are not the only ones with problems.


Note: For clients with limited communication skills, ask family members, caregivers or others who know the client well for examples that reflect whether the client’s short-term memory is intact.


After completing the assessment for short term memory and talking with others who know this client well (when needed to confirm what this client may have told you) make a determination about this client’s short term memory functioning in both these areas. Select either “recent memory is OK” or “recent memory problem”. 


55.1.1 Is there evidence of long-term memory loss (6 months


 Through their lilfetime):

The long term memory question will assist in the determination of the client’s functional capacity to remember long-past events.  Definition:  Long-term memory is memory that extends from 6 months ago up through the individual’s lifetime. 


Engage the client in conversation by saying, “I have always been fascinated by people’s life journey – how they got to where they are now.  Would you tell me about yours?” If this phrase is not typical of your presentation style adjust it, examples may include discussing a person’s history, background information, etc.  (Ask some of the following questions, if applicable, during the conversation.) 


· Where did you grow up?


· Are you married?


· Have you ever lived with anyone for a long period of time?


· What is your spouse’s/partner’s name?


· What are the names/birthdays/ages of your children?


· What kind of work did you do? Was it in the home or out of the home?


· What was your first job?


· What job were you doing when you retired?


The questions above will help you gather information about this individual and his/her past. If you question the content of the information provided by the individual or if the client has limited communications skills, attempt to confirm details through contact with family members or others who know this individual well.


From the process described above, make a determination about this client’s long-term memory.  If this client’s long-term memory is OK, select that item.  If there is evidence that he/she cannot remember his/her life history in much detail this is indicative of long-term memory problems and select that item. 


Select the types of assistance that work well for the client. Something that works for one client may agitate another.  Ask someone who knows the client well about assist types if the information cannot be gathered from the client.


56 Behavior


56.0 Intent


The intent of these items is to identify the symptom, frequency, and the alterability of the behavioral symptoms (in the last 7 days).  Document behavioral symptoms that cause distress to the client or are distressing or disruptive to others with whom the client comes in contact.  Focus on the client’s action not the reason for the behavior. Included here are behaviors potentially harmful to the individual or disruptive to others. Be objective about documenting behavioral symptoms.

It is often difficult to determine the meaning behind a particular behavioral symptom.  Therefore, it is important to start the assessment by recording any behavioral symptoms.  The fact that others may have become used to the behavior and minimized the client’s intent is not relevant.  Does the client manifest the behavioral symptom or not ― that is the test you should use in coding these items.  Code for the “what is”. The analysis of why the behavior occurred and the need for appropriate interventions will occur during the development of the service plan.


This section also documents behaviors that occurred over 7 days ago.  Even though a behavior is not presently occurring, it is important that the formal caregivers be aware of this history. 


Document if the client has had any mood or behavior symptoms. If the client has not had any behaviors that have caused him/herself distress or disruption to everyday activity select NO and the screen will be disabled. If unsure, select YES to view the contents of the list with the client. View with significant collateral contacts if necessary.


56.1 Process


Talk to and observe the individual.  Gather additional information from collateral contacts that know this individual well. Remember to take into account the entire 7 day period, 24 hours per day.


56.2 Coding


Coding targets specific behaviors, frequency of behavior and alterability of the current behavior. 


56.2.0 Symptoms


Symptoms of Distress

· Many incidences of uncontrollable crying, tearfulness – Numerous episodes of uncontrollable crying that occurred in the past 7 days.  Does not include age appropriate crying for young children. 

· Easily irritable/agitated requiring intervention- Annoyed, impatient, perturbed, to the point that this requires caregiver intervention/redirection. 


· Obsessive regarding own health or body functions – e.g. persistently seeks medical attention, obsessive concern with body functions. The assessor is seeking to determine extremes in behavior rather than regular concern over on-going health care or body function care that may be inadequately provided for.


· Non-health related repetitive anxious complaints or questions –- For example, persistently seek attention/reassurance regarding schedules, meals, laundry, clothing, relationship issues, etc. Individual may repetitively ask “Where do I go, what do I do?” when will she be here or may cry out for help. 


· Repetitive physical movement/pacing, hand wringing, fidgeting- also includes restlessness, “picking” at body, clothing etc.


· Unrealistic fears and suspicions– expresses fear of being abandoned, left alone, being with others.  There is no basis for this fear or belief.  Additional symptoms to consider in this category are: the individual is unwilling to be left alone, may follow caregiver or other significant individuals of importance to them, unwilling to let these individual’s out of their sight. This does not represent the concerns or fears a client may have about consistent service or replacement workers. Any fears or suspicions related by a client should be reviewed for potential referrals to protective services in the event they reflect a suspicion of caregiver abandonment, missing items, etc.

Other Symptoms


· Delusions – a fixed, false belief of any of the following types:


· Delusions of grandeur- a false belief that one’s own importance is greatly exaggerated;


· Paranoid/persecutory delusions- a false belief of being attacked, harassed, cheated, persecuted, poisoned or conspired against.


· Somatic delusions- the central theme of this type of delusion involves body functions or sensations. (E.g., the individual has a false belief related to the body such as believing that they have cancer despite exhaustive negative testing, or that they emit a foul odor from their skin or mouth, etc.)


· Jealous type delusions- the central theme of this type of delusion is the individual’s persistent belief that their spouse, partner or lover is unfaithful. This belief has no basis for truth and is arrived at without due cause.


· Religious delusions-persistent belief that he or she is God, Jesus Christ, other deities or a representative of a deity 

· Hallucinations – Sensory experiences that can’t be verified by anyone other than the person experiencing them.  Hallucinations may occur in all senses.


· Hearing (auditory hallucinations) voices that are familiar or unfamiliar that are perceived as distinct from the person’s own thoughts. Derogatory or threatening voices are especially common, two or more voices conversing with one another or voices maintaining a running commentary on the person’s thoughts or behavior. Auditory hallucinations are the most common.


· Seeing (visual hallucinations). Seeing objects or people that no one else can see.


· Feeling (tactile hallucinations).  Feeling strange sensations, odd feelings in the body or feeling that something is crawling on him/her.


· Tasting (gustatory hallucinations).  Client feels that there is a strange taste in their mouth e.g., metal, electricity, poisons, etc.


· Smelling (olfactory hallucinations). Client thinks there is a strange odor that cannot be accounted for, e.g., something burning, sewage, odd smells from their own body, dead spirits, etc.)


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


There are incidences where “hallucinations” are considered to be within the range of normal experiences.  For example, the religious experiences in certain cultural contexts or those that occur while falling asleep or waking up.  Isolated experiences of hearing ones name called or experiences like hearing humming in one’s head are also not considered to be hallucinations.


Many items can be misrepresented as delusions when the complaint is the result of a medical change or condition. Examples include: metal tastes in an individual’s mouth, undiagnosed conditions that impact well being and allergic reactions to medications, food or chemicals that result in unusual skin sensations. Utilize nursing resources and other medical/health care resources if you have concerns that experiences related may be medically based.

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


· Extreme/rapid mood swings – Mood swings that are so extreme, rapid and/or serious they disrupt the person’s everyday life. For example, the individual is observed to have periods of tearfulness alternating with laughter with or without a reason.  This includes those clients who have a documented cyclical behavioral pattern of either depressed or manic states.


Verbally agitated/aggressive


· Accuses others of stealing – False accusations that others have stolen items. This may occur when the individual has misplaced the item or wants items others have. This behavior may be associated with cognitive impairment, memory loss or dementia.  


· Inappropriate verbal noises causing distress to others– Disruptive sounds e.g. smacking lips, excessive noise, repetitive utterances that cause distress to others.  Some verbal noises may be the result of medications or side effects from past medications. 

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


· Uses offensive language – The individual uses foul, racist, sexist, etc…  language offensive to others. 


· Verbally abusive – threatens, demeans, curses at caregivers, family or others.


· Yelling/ screaming–Episodes of loud vocalizations (not directed at others) that are disruptive to the environment.  


Physically agitated/aggressive


· Assaultive (not during personal care) –The individual was physically abusive/ combative toward others. Examples include hitting, kicking, pushing, scratching, biting or any other behavior which could result in injury to others at times other than during the provision of personal care.  Breaks, throws items – Breaks and/or throws their own or other’s property. 


· Combative during personal care – During personal care, hits, shoves, scratches, bites, pinches, or engages in other behaviors which could result in injury to individuals.  


· Hiding Items - Conceals items from others.  The items can be the individual’s property or that which belongs to others.


· Hoarding– Storing up excessive amounts of food, medications, magazines, etc. which are well beyond one’s current needs. This item does not reflect the hobby an individual might have that involves collecting items such as stamps, records, coca cola items, etc. 


· Intimidating/threatening (no physical contact)– Individual attempts to force or deter someone else using threatening posture, gestures, making verbal threats, including threats of violence against others, or threatening stance with no physical contact. 


· Rummages takes belongings of others –without appropriate consent.  E.g. goes through someone else’s drawers, looks through or takes other’s mail. 


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


· Wanders/exit seeking – Wanders inside and is exit seeking or gets outside or off the property.

Wanders/not exit seeking:

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

Definition of Wandering: Wandering is the act of moving (walking or locomotion in a wheelchair) from place to place with or without a specified course or known direction. Wandering may or may not be aimless. The wandering resident may be oblivious to his or her physical or safety needs. The resident may have a purpose such as searching to find something, but he or she persists without knowing the exact direction or location of the object, person or place. The behavior may or may not be driven by confused thoughts or delusional ideas (e.g., when a resident believes she must find her mother, who staff know is deceased).

Inappropriate or unsafe behavior


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


· Eats non-edible substances/objects (Pica) (persistent for at least a month) – This is the persistent eating of nonnutritive substances for a period of at least one month.  There is no aversion to food.  This behavior must be developmentally inappropriate and not part of a culturally sanctioned practice. The eating of nonnutritive substances is an associated feature of other mental disorders e.g., pervasive developmental disorder, intellectual disability or brain disorder.


· Deliberate fire setting behaviors – Targets deliberate fire-setting behavior (individual has set fires or attempted to set fires in wastebaskets, on bed linens, drapes, etc.) This does not include the individual who is a careless smoker.


· Inappropriate toileting/menses activity (specify) – Includes smearing or throwing feces, urinating in inappropriate places, shredding sanitary napkins, smearing blood etc. 


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


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


· Law breaking activities – Or other problems that resulted in law enforcement involvement or place the individual at risk for law enforcement involvement (e.g., shoplifting, theft, trespassing, forgery, disturbing the peace, etc.).  It is not necessary when coding for this items that these be a criminal charge.  However, if an individual has a history of criminal activity with a charge(s), document this here; or because of diminished capacity (the prosecutor is unwilling to charge) and they have engaged in activities that would put them at risk for criminal charges or police involvement document this here. 

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


· Inappropriate Spitting –spits inappropriately e.g. on the floor, or at others etc.


· Disrupts household  at night when others are sleeping and requires intervention(s) – Includes being awake and calling out, but not getting up; also includes being awake and out of bed, moving around the house when others are sleeping, and disturbing the milieu. The assessor should explore if the individual has lived/worked on an awake/sleep schedule that may have included sleeping during the day and being awake at night. Document in the comment section, if applicable.


· Unsafe cooking – has left stove on, also includes evidence of burned pots/pans, burned food, fire in microwave, etc. 


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


56.2.1 Status


Select  “Within last 7 days” if behavior has occurred in the last 7 days. Select the appropriate frequency and alterability item.


 Select “Over 7 days ago” if behavior occurred in the last 5 years. There is a date box titled “Last Occurred” for Past behaviors. This field represents the month and year on which the behavior last occurred. It is only enabled when the Status for the behavior is Past. If Status is changed from Past to Current the date box is cleared. This is a mandatory field (it is not required for Interim assessments). The Last Occurred date will be copied on Copy and Create Assessment. 

For a Past behavior, document whether there is a current intervention. The Past behavior is either


· Addressed with current intervention – This means the behavior symptom is not presenting because there is an active intervention. A comment will be required to describe the intervention; or

· No intervention in place – This means the behavior symptom is not presenting and there is no active intervention. 

CM/SWs need to make sure that when they are reviewing the information on the screen during reassessments that they update the ‘Last Occurred’ date if needed. 

For example:

· In the August 2017 assessment the client reported many incidences of uncontrollable crying/tearfulness in June 2017 so the Last Occurred Date would have been 6/2017

· In the August 2018 assessment the client reported many incidences of uncontrollable crying/tearfulness in May 2018 so the Last Occurred date would have been 5/2018.

56.2.2 Frequency

When coding frequency of a behavior that occurred within the last 7 days, make a selection from the Frequency drop down section.  Document behavior symptom frequency in the last 7 days:


· Behavior of this type occurred on 1 to 3 days in the last seven days.


· Behavior of this type occurred on 4 to 6 days in the last seven days.


· Behavior of this type occurred daily.

56.2.3 Alterability


When coding for the alterability of a behavior that last occurred within the last 7 days, make a selection from the Alterability drop down box.  The intent is to describe whether any behavior symptom exhibited by the client was easily altered or represented significant challenges in managing the behavior. 


Easily altered means that the client was easily distracted from persisting in a behavior or his/her behavior symptom was easily channeled into other activities.  For example, a client who wanders into a noisy room and becomes very agitated and verbally abusive has easily altered behavior if he or she immediately stops the verbal abuse when a caregiver gently guides him or her to a quieter area or room.   


Behavior symptoms that are not easily altered are those that occur with a degree of intensity that is not responsive to the caregiver’s attempts to reduce the behavioral symptom through interventions, e.g. limit setting, diversion, adapting routines to the individual’s needs, environmental modification, individualized activities, comfort measures and when appropriate, drug treatment.  


56.2.4 Comment boxes

Personalized Interventions: It is important to use the Personalized Intervention field to provide caregivers with instructions on methods to decrease or respond to behaviors. This field is mandatory for behaviors that occurred:


· within the last 7 days, or


· last occurred over 7 days ago and are addressed with a current intervention.  

If a single intervention applies to multiple behaviors it may be documented as such in one field. Document which behaviors the intervention applies and describe the intervention. Because the Personalized Intervention field is mandatory for each behavior, the user will have to enter at least one character in the Personalized Intervention field for the other behaviors. For example, a period “.” can be entered or the user can write something like “See intervention under [name of behavior] to meet the requirement for those behaviors identified. 

Behavior Description: Document details about the behavior.  

57 Depression


57.0 Intent


To identify if the individual being assessed may have symptoms of depression. The assessor is not diagnosing depression but identifying elements that may highlight the need for a referral to a primary care provider or mental health professional for diagnosis and/or treatment.


Depression is very treatable. It is important that indicators of possible depression are identified so appropriate referrals and/or treatment can be recommended to the individual. Depression can impact an individual’s functional ability, overall health and need for services.


5%, or 15 million Americans suffer from Depression at any given time.  Three groups that deserve special attention when screening for depression are:  teens, the elderly, and people with chronic illness or developmentally disabled.

CARE uses the Patient Health Questionnaire (PHQ), PHQ-2/PHQ-9, a validated depression screening tool to assist in the assessment process.  Using this assessment tool will aid in determining if the client you are assessing may have depressive symptoms, and would benefit from further evaluation and treatment by their primary health care provider. The PHQ-2 consists of the first two questions of the PHQ-9. If the score of the PHQ-2 is 3 or greater, the PHQ-9 will be enabled. If the score of the PHQ-2 is less than 3, the PHQ-9 remains disabled and the depression screen is complete.

57.1 Process


57.1.0 Client


· Begin this discussion by asking the individual one or more of following questions:


· How do you feel about life in general?


· How are your spirits generally?


· Do you find yourself avoiding being with people?  If yes, why is that?

· Then ask the individual if you can ask him/her some specific questions about how they have been feeling over the last two weeks?  If the individual you are assessing can read, give them an index card with the following responses on it.  Tell them to answer each question you ask them, using the following scale:


· Never or 1 day


· 2-6 days


· 7-11 days


· 12-14 days


· If they cannot read, you will have to repeat the scale to them after each question is asked, so they can make their choice.  Proceed by asking the following questions in the PHQ-2: 

Over the last 2 weeks, how often have you been bothered by any of the following problems?

· Little interest or pleasure in doing things


· Feeling down, depressed, or hopeless

CARE will calculate a score based on each selection. If after answering the first two questions, the score is 3 or greater, the rest of the questionnaire will enable (PHQ-9). Proceed by asking the following questions in the PHQ-9:

Over the last 2 weeks, how often have you been bothered by any of the following problems?

· Trouble falling or staying asleep, or sleeping too much


· Feeling tired or having little energy


· Poor appetite or overeating


· Feeling bad about yourself, or that you are a failure, or have let yourself or your family down


· Trouble concentrating on things, such as reading the newspaper or watching television


· Moving or speaking so slowly that other people could have noticed. Or the opposite-being so fidgety or restless that you have been moving around a lot more than usual


· Thoughts that you would be better off dead, or of hurting yourself in some way. 


A score of (10) or more indicates possible depression on the PHQ-9.  Discuss with this individual that from their responses to the questions you just asked, it appears they may be suffering from depression.  If needed, reassure him/her that Depression is a serious illness, not a moral weakness.  Inform him/her that there are many effective ways to treat depression.  Ask the individual if they are interested in a referral for diagnosis and/or treatment. The referral may be to the individual’s primary health care provider or a mental health professional. Discuss with the appropriate caregiver (family, AFH, Assisted Living Facility, etc.) if necessary.

When the client’s depression score is 10 or more, document your discussion about a referral in the assessment or on the Referral screen in the Care Plan section. 

If the client chooses to seek assistance for any problem identified then document on the Referral screen; include the date you referred the client and who is responsible to follow through.  


57.1.1 Surrogate


Surrogate Report of Depression Symptoms:  A surrogate report of Depressive Symptoms is to be used when the case manager concludes that a surrogate would be a more reliable reporter of the client’s mood and emotional state or when the client refuses to answer the questions. It may also be used when a client has Alzheimer’s disease* or other types of Dementia that has progressed to a point where the client cannot relate pertinent information.  Clients with these conditions are not able to reliably respond to the questions themselves in the PHQ-2/PHQ-9 depression screen above. Research has shown that family (or other primary) caregivers are reliable informants in reporting depressive symptoms.  


As an introduction to this issue, ask the family (or primary) caregiver if they have observed the individual you are assessing as having persistent sadness or crying, a sleep impairment or a change in their appetite. 


Then ask the caregiver if you can ask him/her some specific questions about how the individual they are caring for may have been feeling over the last two weeks?  Proceed by following the process below.


· If the caregiver can read, give them the index card with the following responses on it.  Telling them they are to answer each question you ask them, using the following scale: 


· Never or 1 day


· 2-6 days


· 7-11 days


· 12-14 days


· If they are unable to read, you will have to repeat the scale to them after each question is asked, so they can make their choice.


Unable to obtain: Select this category if the client is unable to respond and there is no surrogate who can accurately provide information regarding the client’s behaviors that may point to depression.


Here is some additional information regarding depression and the elderly and its impact on clients with chronic health problems.


The National Institute of Mental Health (NIMH) commissioned the Harris survey. The survey showed that: 


· Lack of energy, recurrent thoughts of death and difficulty concentrating were viewed by half of the medical providers polled as natural components of aging rather than symptoms of depression.


· Tragically, accordingly to data cited in a recent NIMH report, 70 % of elderly people who commit suicide visit their family doctors within a month of their death, and 39% have a medical encounter within one week of killing themselves, yet their depression remains undiagnosed and untreated.


· 25 % of elderly individuals experience periods of persistent sadness that lasts two weeks or longer and more than 20% report persistent thoughts of death and dying.


· 20% of clients in nursing home are depressed.


· More than ½ of the people polled, 75 years or older, believed that depression is a natural part of the aging process.  Additionally, 93% of all adults polled said they believed depression is a normal side effect for those suffering from a medical condition.  These individuals believed there was little that could be done to impact this. Depression is one of the most common and potentially dangerous complications of every chronic illness.  It is particularly common in those with: 


· Recent heart attacks


· Hospitalized cancer patients


· Recent stroke survivors


· People with multiple sclerosis


· Parkinson’s Disease and 


· Diabetes


· Depression caused by chronic illness often aggravates the illness, especially if the condition causes pain, fatigue or disruption in social life.  Depression makes pain hurt more.


· Depression impairs the immune system, which can hurt the body’s efforts to combat chronic illness.


58 Suicide  


58.0 Intent


Many of the clients we assess are experiencing some very difficult problems and are struggling with many issues.  It is important that we explore with them any thoughts they may be having or did have in the last 30 days regarding taking their life through suicide.


58.1 Process


Utilize one of these introductory questions to begin your initial inquiry with the client: (Ask one of these options as a question, not all of them together).


1. You have been telling me about many things you have been struggling with lately.  Have you recently said to yourself or others things like:


· Life is not worth living?


· I can’t take any more of this.


· Who needs this pain?


· Soon it will all be over.


· My situation is hopeless.


2. Then ask the client the following question: Have you thought of hurting yourself or taking your life in the last 30 days?  


· If the answer is No, the screen will be disabled.  If the answer to any question on this screen is Yes, discuss a referral to a mental health professional or to the client's primary healthcare provider. Document the referral on the Referral screen or document the client's refusal (in comments or on the Referral screen).


· If the answer is ‘yes’ to the first question, then the next set of questions is enabled. If this client has a plan and has the means to carry it out, do not leave the client alone.  Contact the local mental health professional and explain what the client has told you and that you are concerned for his/her safety. Document steps taken in the assessment or on the Referral screen in the Care Plan.

Note: The highest rate of completed suicide among all population groups is in older white men who become excessively depressed and drink heavily following the death of their spouse.

59 Sleep


59.0 Intent


The intent of the sleep pattern screen is to identify sleep patterns for care planning, care giving and potential care settings. 


59.1 Process


Select Yes or No to the question:  “Is  client satisfied with sleep quality?”


Definition: Sleep quality is defined as difficulty falling asleep, fewer or more hours of sleep than is usual for the individual, waking up too early and unable to fall back to sleep.


Care planning for sleep: The choices may be used to describe any problems or preferences that the client may have concerning their sleep habits. Select all the items that apply.

Is provider generally able to get 5 hours of sleep out of an 8 hour period?  Answer No if the primary caregiver is unable to get 5 hours of sleep in any 8-hour period during the day because of the care required by the client.  If the client wakes up frequently during the night, but does not need the assistance of a caregiver, answer “Yes”.


60 Relationships/Interests


60.0 Intent


The intent of the Relationship/Interests screen is to document:

· Indicators for Community Integration and Community Integration mileage reimbursement for an AFH provider,


· Important relationships, conflicts  or losses, and/or

·  Activity preferences of the client  

Both of these areas are important in care planning and in estimating how an individual may or may not adapt in various care giving settings or situations.


60.1 Coding



60.1.0 Community Integration


Community Integration (CI): CI is assistance by Adult Family Home (AFH) providers to help clients plan, get to and from, and participate in their local community. Community integration is specifically for clients who reside in an AFH or are planning to move to an AFH soon. 


The first question is:
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If the client lives in a Residential setting that is not an AFH, select “No”. The rest of the CI eligibility questions will be disabled.


If the client resides in an AFH or will be moving into one, Select “Yes”. A dialog box will be displayed with three additional CI eligibility questions and a transportation mileage reimbursement question. If the answer to any of the questions is “No”, the rest of the questions are disabled. For example, if you answer “No” to the first question, the second and third questions are disabled and the transportation question is disabled:
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The first question is asked to see if the client wants to participate in community activities. If the client is interested, select “Yes”. Selecting “Yes” will enable the second question. 
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The intent of the second question is to see if the client needs actual assistance with any part of the activity including planning, transportation, or participation: “Do you need assistance to plan, get to/from, or participate in community activities?” 


For example: A client may be able to ride the bus independently but may need assistance once at the activity. 


If the client needs assistance with any part of the activity, select “Yes”. Selecting “Yes” will enable the third question. 
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The third question pertains to informal support that may be available to help with any part of the activity including planning, transportation, or participation: “Do you have someone to help you plan, get to/from, or participate in community activities”. Some clients may have informal supports to assist with some or all of the activity. 


For example: A client may have a sibling that is willing to attend all sporting events with the client but is unable to provide transportation. In order for the client to participate, the AFH provider drives the client to and from the event and is paid through the rate for up to 4 hours per month for the time spent driving. 


If the client has informal support to help with all of the activity, select “Met”. 


If the client has informal support to help with part of the activity, select “Partially Met”


If the client doesn’t have any informal support to help with any part of the activity, select “Unmet”. 


If the client has an “Unmet” or “Partially Met” need for Community Integration, the “CI Eligibility” field on the Care Plan or DDA ISP screen will indicate the need:
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Selecting “Met” will disable the Transportation field because the provider will not be providing transportation to activities and therefore will not be eligible for mileage reimbursement. 


Selecting “Partially Met” or “Unmet” will enable the transportation mileage reimbursement question. 


The Transportation question is related to mileage reimbursement when an AFH provider transports a resident to travel within in the local community to participate in a Community Integration activity as identified in the service plan.  Community Integration mileage reimbursement may not be used for services already paid for by Medicaid such as medical or dental appointments, essential shopping, Adult Day Health, DDA Community Access or employment services.
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The AFH provider will not be eligible for CI mileage reimbursement if one of the following is selected: 


· “Actual transportation provided by another resource”, or


· “ There is NO Unmet need for either escort or transportation” 


The AFH provider is eligible for CI mileage reimbursement when there is an unmet transportation need indicated by the selection of: 


· “Paid caregiver to provide actual transportation in caregiver’s vehicle” 


AFH providers can claim up to 100 miles per month for CI mileage.  


When there is an unmet need for CI transportation, the “Unmet Transport” field on the LTC Care Plan screen or DDA ISP screen will note “Community Integration”
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Is the client interested in Supported Employment?: If the client is interested in exploring employment opportunities, select “Yes”. A report will query all interested clients. The client will be contacted by a Housing Specialist to discuss this service. 

60.1.1 Relationships


Document the client’s relationships.


· Close relationships with family and/or friends? Select yes if the client sees or hears from family and/or friends on a regular basis.


· Openly expressed conflict and/or anger with family, partner, friends, roommate or caregiver? If the client expresses any conflict or anger with the caregiver, encourage the client to speak with the caregiver directly. If the client is uncomfortable speaking with the caregiver directly, ask how you can be of help to resolve the issue. The Zarit Burden Interview in the Caregiver Status screen can be used to determine if stress is a factor. If conflict with anyone creates potential for abuse and neglect, document on the Legal Issues screen.


· Had a recent loss of family and/or friend? Indicate if a friend or relative has recently died.


· Other losses. Select all that apply from the bucket. If a loss is expressed that is not in bucket, include it in the comment box.


60.1.2 Average time involved in activities

Determine the proportion of available time that a client was actually involved in activity pursuits as an indication of his or her overall activity pattern.  This time refers to free time when the client was awake and was not involved in receiving nursing care, treatments, or engaged in ADL or IADL activities.


Include time spent pursuing independent activities such as reading or letter writing; social contacts such as visits and phone calls with family, other clients, staff and volunteers; recreational pursuits in a group, one-on-one or an individual basis and involvement in therapeutic recreation. Select the proportionate time that most closely fits. Consult with the individual, direct care staff, activity staff members, and family when necessary.


60.1.3 Interest/Activity and Status


Select all that apply.  Indicate the status, preferred time, and preferred setting for each item, whether the interest is current, past, or if the client is not participating at this time but is interested in doing so.  Discuss the screen questions with the individual to gain insight into the network and support system available to the client. Also explore various interests and the amount of time, a client may spend or want to spend in a particular activity. Definition of activity:  Any activity other than ADLs that an individual pursues in order to enhance a sense of well-being.  These include activities that provide greater self-esteem, pleasure, comfort, education, creativity, and success or financial/emotional independence.


Scenario 1


Mrs. Laura H. enjoys visiting with those around her.  She is functionally but not cognitively impaired. She is a lifelong Democrat and enjoys watching CNN and discussing politics.  Her son is a member of the Washington State Senate.  She is placed at an AFH where all the residents have dementia.  She becomes unhappy and depressed.


Scenario 2


Mrs. Laura H. enjoys visiting with those around her.  She is functionally but not cognitively impaired.  She is a lifelong Democrat and enjoys watching CNN and discussing politics.  Her son is a member of the Washington State Senate.  She is placed at an AL facility where she enjoys visiting with other clients at meals and in her and their apartments.  Mrs. H. is happy and enjoys her new home.


In either scenario, the assessor would check “talking/conversing, TV.  The assessor can write Enjoys Politics in the comment box.


61 Cognitive Performance

61.0 Intent


The intent of the Cognitive Performance screen is to document:

· the client’s ability to express or communicate requests, needs opinions, urgent problems, and social conversation,


· the client’s ability and actual performance in making everyday decisions about tasks or activities of daily living and 

· the client’s ability to supervise their care, and identify how the plan will be supervised or increased monitoring will occur if the client doesn’t have anyone to supervise the individual provider.

61.1 Process/Coding

61.1.0 Comprehension:

Choose the selection that best describes the client’s ability to be understood by those closest to them, using any means of communication: 


Document the individual’s ability to make self-understood, to express or communicate requests, needs, opinions, urgent problems, and social conversation, whether in speech, writing, sign language, symbols, or a combination of these, including use of a communication board or keyboard.  Interact with the individual.  Observe and listen to the individual’s efforts to communicate.  If possible, observe his or her interactions with family.  The question “Choose the selection that best describes the client’s ability…” is to be assessed looking at how individuals closest to the client are able to understand him/her.


Check all modes of expression used by individual to make needs known. Select one from the drop down choices that best describes the client's current ability to express or communicate requests, needs opinions, urgent problems, and social conversation.

· Understood - The client expresses ideas clearly.


· Usually understood - The client has difficulty finding the right words or finishing thoughts, resulting in delayed responses; or requires some prompting to make self-understood.


· Sometimes understood - The client has limited ability, but is able to express concrete requests regarding at least basic needs (e.g., food, drink, sleep, toilet, and etc.).


· Rarely/never understood - At best, understanding is limited to caregiver’s interpretation of client specific sounds or body language (e.g., indicated presence of pain or need to toilet).  This selection is the best choice if the client is comatose.

61.1.1
Decisions:

Code based on how the client made decisions related to tasks of daily living in the last 7 days.  Here are things we want you to consider when making a determination about how the client actually made decisions about their daily tasks of life:


· Did the client appropriately choose what clothes he/she will wear?


· Did the client know when to get up?


· Did the client know when to eat?


· Was the client able to use a clock or a calendar?


· Did the client seek information appropriately?


· Was the client aware of his/her own strengths and limitations?


· Could the client use a telephone or television?


· Did the client realize they needed to use assistive devices?


In order to be able to evaluate this, it is important to determine how the client made decisions about everyday tasks or activities of daily living.  Talk to the client first; it is also important to consult with caregivers, family, and other persons who know this client well or to review a facility record.  When talking to the client or others, the inquiry should focus on whether the client is actively making decisions, and not whether there is a belief that the client might be capable of doing so.  


61.2 Coding


61.2.0.0 Choose selection that best describes how the client made decisions related to tasks of daily living in the last 7 days:

· Independent - Decisions about the client’s daily routine were consistent and organized; reflecting the client’s lifestyle, choices, culture, and values.


· Difficulty in new situations (Modified independence) –The client had an organized daily routine, was able to make decisions in familiar situations, but experienced some difficulty in decision making when faced with new tasks or situations.


· Poor decisions/unaware of consequences (Moderately impaired) - Decisions were poor and the client required reminders, cues, and supervision in planning, organizing and correcting daily routines.  Clarification:  If client attempted to make decisions, although poorly, use this code.


· No/few decisions (Severely impaired) - Decision making was severely impaired; never or rarely made decisions.


If the client rarely or never made decisions, despite being provided with opportunities and appropriate cues, this item would be coded as "No/few decision".  If the client attempted to make decisions, although poorly, code "Poor decisions/unaware of consequences". 


________________________________________________________________


Example: If a client seems to have severe cognitive impairment and is non-verbal, but usually clamps his mouth shut when offered a bite of food, would the client be considered moderately or severely impaired? 


Example: If a client does not generally make conversation or make his needs known, but replies "yes" when asked if he would like to take a nap, would the client be considered moderately or severely impaired? 


These examples are similar in that the clients are primarily non-verbal and do not make their needs known, but they do make basic verbal or non-verbal responses to simple gestures or questions regarding care routines (comfort). More information about how they function in their environment is needed to definitely answer the questions. From the limited information provided about these clients, one would gather that their communication is only focused on very particular circumstances, in which case it would be regarded as "rarely/never" in the relative number of decisions a person could make during the course of a week, and this would be coded at 'Severely Impaired". The assessor should determine if the client would respond in a similar fashion to other requests made during the 7-day observation period. If such "decisions" are more frequent, the clients may only be moderately impaired or better. 


Example: Your client has an IQ of 70, lives with his parents, and has worked through supported employment for the last 5 years.  He has ridden the same bus since he started his job. Last week the schedule changed and he became so agitated that his mother had to drive him to work. Once he adjusted to the change, he was once again taking the bus by himself.

From the information in this brief description, this client appears to have difficulty making decisions in new settings (Modified Independence). He is able to ride the bus independently as long as he is picked up at the same place and time, but a change in schedule confuses him and he is no longer able to make the simple decisions necessary to get to work on his own. A routine must be re-established before he is once again independent.

_________________________________________________________________


61.2.1 Plan of Care Supervision


Is client is always able to supervise paid care provider?  Consider the client's ability to supervise their care. Consider whether the client can tell an individual provider how to meet the needs or whether he/she can notify someone when the needs are not being met.

When the Decision code is “poor decisions/unaware of consequences” or “No/few decisions” the selection for the question “Is client always able to supervise paid care provider?” defaults to “No”

If no, is there someone else who can supervise the paid care provider?  Develop a plan to identify how this supervision and/or monitoring will occur. When no informal support can be identified to meet this need, other options for care planning may include case manager arranges for:


· A reliable informal caregiver may be able to identify when problems with care exist.


· Authorize more than one provider to provide care so that there is an “additional set of eyes” in the client’s home.


· More frequent contact with the client.


· Periodic contact with other professionals.


Where possible, develop the service plan so that one provider is not relied upon to meet all of a client's needs. Consider authorization of home delivered meals, adult day care/health, combining agency and IP caregivers. 


Who will supervise?  Name of person who will supervise client's providers.  The dropdown menu is populated with names from the Collateral Contact screen with Contact Roles of:

		Backup Caregiver

		Representative/Protective Payee



		Durable Power of Atty/Healthcare

		Mental Health



		Durable Power of Atty/Financial

		Advocate



		Emergency Contact

		Primary Caregiver



		General Power of Atty

		Informal Decision Maker



		Guardian

		Foster Parent



		Informal Caregiver

		Informal Support/Less than weekly



		Referent

		Personal NSA





How will the plan be supervised or increased monitoring occur? If the client doesn’t have anyone to supervise the individual provider, this field is mandatory to document how the plan will be supervised or increased monitoring will occur.


Personal Elements

62 Goals


62.0 Intent


To document and track goals the client has.  


62.1 Process


Documenting and assisting clients to identify goals is an important part of person-centered service planning. If a client doesn’t explicitly state a goal, be creative and use your time during the assessment to recognize statements made by the client that identify goals and document them in the Goals Screen. An individual’s identified goals will print on the CARE Service Summary. 


Examples may be “I’d like to have the strength to walk to my mailbox” or “I’d like to be able to get together with my friends more often.”  A younger client may want to move to her/his own residence or get a GED or return to work. 


63 Legal Issues


63.0 Intent


To document any legal matters concerning the client.


63.1 Process


Establish an understanding of the potential issues, (e.g. are advanced care directives in place? is divorce proceeding? is there a no contact or protection order?). It is important to document or see documentation relating to each issue. In addition, “who” is an important element to document in order to promote proper care planning or continued understanding of protections or restrictions, as appropriate. 


Potential for Abuse or Neglect (click on ellipse button) to see multiple reasons for abuse and/or neglect potential. This is not an exhaustive list so you can type in comments as necessary.  You are encouraged to review the matrix below for additional cues and responses.


NOTE: If no potential for abuse or neglect is identified, select “Nothing reported or observed”. 


Cues for Possible Abandonment/Abuse/Neglect/Self-Neglect/Financial Exploitation


		Possible Cue




		Response



		· Client expresses, or there are signs, that he/she has been hurt or harmed recently.


· Client expresses, or there are signs, that he/she has been restrained or isolated.


· Client indicates he/she is forced to do unwanted things.


· Client expresses or shows fear of someone in close contact.


· Client indicates that someone calls him/her names and/or states that he/she is worthless.

		Explore situation with the client.  If you have reason to believe that abandonment, abuse, neglect, self-neglect, or financial exploitation occurred: 


If the client is in immediate danger, call 911


If the client is in medical distress, call 911


Immediately report suspected physical/sexual abuse/neglect/abandonment to APS/RCS


Immediately report suspected physical/sexual abuse to law enforcement


Employ case management activities to mitigate issues (e.g., change in services, referrals to other support services, etc.)


Coordinate with the appropriate entity (APS/RCS/Law Enforcement or other involved entity) to provide needed services






		· Client’s belongings/financial documents are missing.

		Explore situation with the client.  If you have reason to believe that exploitation or financial exploitation occurred: 


Immediately report suspected abandonment/abuse/neglect/self-neglect/financial exploitation to APS/RCS


Attempt to identify what belongings/financial documents are missing


If client lives in a residential facility, explore situation with owner/provider, if appropriate


Coordinate with the appropriate entity (APS/RCS/Law Enforcement or other entity), if involved, to provide needed services.


Employ case management activities to mitigate issues (e.g., change in services, referrals to other support services, etc.)






		· Client’s environment is filthy, inadequate, and may be hazardous.

		Explore situation with the client.  If you have reason to believe that abandonment, neglect, or self-neglect, occurred:


Explore client’s capacity to make the decision to remain in surroundings and his/her health and safety


Explore the need to provide case management activities to mitigate safety issues


If the client lives in a residential facility, speak to the owner/provider/staff as to the living conditions and client’s needs


If client’s judgment appears so impaired as to jeopardize his/her health and safety AND the client has a mental disorder, call the local County Designated Mental Health Professional office to request an investigation under the Involuntary Treatment Act


If the client does not fit the criteria under the Involuntary Commitment Act OR the client lives in a residential facility and the living conditions are contrary to the client’s health and safety, make an APS (community)/RCS (facility) report








Where to call for adults? Call Adult Protective Services:

Region 1: 1-800-459-0421     TTY – 509-568-3086
Region 2: 1-866-221-4909     TTY – 1-800-977-5456
Region 3: 1-877-734-6277     TTY – 1-800-672-7091


Where to call for adults who live in Adult Family Homes, Assisted Living Facilities, Group Homes, Supported Living homes & Nursing Homes? Call Complaint Resolution Unit (CRU) Statewide number: 1-800-562-6078 


Where to call for children? Call Child Protective Services:

Region 1: 1-800-557--9671


Region 2: 1-866-469-6879


Region 3: 1-866-280-6714


Region 4: 1-800-609-8764


Region 5: 1-800-422-7517


Region 6: 1-888-822-3541


Statewide: 1-866-363-4276


64 Alcohol


64.0 Intent


For our purposes, during the assessment of this issue we will consider if a client is at risk of having an alcohol problem or is in fact a problem drinker.  For individuals over the age of 65, the National Institute on Alcohol Abuse and Alcoholism offers the following recommendations for low risk drinking:


· No more than one drink per day


· Maximum of two drinks on any drinking occasion


· Somewhat lower limits for women


The National Institute set these limits to establish a safety zone for healthy older adults who drink.  Their goal is to foster sensible drinking that avoids health risks, while allowing older adults to obtain the beneficial effects that may accrue from alcohol.  These limits are set for healthy older adults, so the clients we are seeing usually have unstable medical problems and are taking many medications that may present a serious issue when alcohol is also consumed.  Regular drinking of relatively small amounts of alcohol can worsen certain medical conditions such as diabetes and hypertension.  Therefore, any client we are assessing who has significant health related problems and who is drinking alcohol in excess of the recommended amount above, is considered at risk for a problem or may already have an alcohol abuse problem.


Risk factors for alcohol abuse: 

· Gender:  Older men are much more likely to have alcohol related problems than women.  Men who drink have been found to be two to six times more likely to have medical problems than women who drink, although women who drink are more likely to develop cirrhosis of the liver.


· Loss of spouse:  Alcohol use/abuse is more prevalent among older adults who have been separated or divorced and among men who have been widowed.  The highest rate of completed suicide among all population groups is in older white men who become excessively depressed and drink heavily following the death of their spouse.

· Other losses:  The loss of family or friends, physical functioning or income all has a significant impact on alcohol abuse or misuse.


· Substance abuse earlier in life:  Research suggests that a previous drinking problem is the strongest indicator of a problem later in life.


· Mental status:  Depression appears to precipitate increased drinking, particularly among women.


· Family history:  If there is a history of alcohol abuse in the family, there is strong evidence that drinking behaviors are greatly influenced.


64.1 Process


Engage the client in a conversation about her/his patterns of alcohol use.   This information may be sensitive to the client or create uneasy feeling in the assessor.  Be sure to acknowledge these feelings.  Be prepared that talking to a collateral contact may unleash this individual’s simmering anger toward the client, which may be because of past and current alcohol related behavior.


64.2 Coding


Begin by asking:


· Do you currently drink alcohol beverages like beer, wine, or liquor?  If the answer is no, the screen can be skipped. If the answer yes, ask the next question:


· If yes, within the last year, has this drinking affected your job or family life and friendships or caused you a legal problem?  If Yes, the CAGE Questionnaire will be enabled.  The CAGE is a simple set of questions to determine if the client might have an alcohol misuse or abuse problem.*

Two or more “yes” answers are indicative of a problem. Document discussion of a referral to an alcohol counselor, treatment program, or healthcare provider in the assessment or on the Referral screen in the Care Plan. 

65 Substance Abuse


65.0 Intent


To determine if the client has a problem with substance abuse.  Many health care providers tend to overlook substance abuse and misuse in older adults because they mistake the symptoms for those of dementia or depression.

The use of sedatives, or other prescription drugs used to treat acute or chronic anxiety or insomnia (such as Lorazepam/Ativan) can have significant adverse effects when taken for extended periods of time.  Some of these effects are sedation, decreased attention, memory loss, impairment in cognitive function, problems with coordination, increased falls, and more auto accidents.

Older adults are more likely to hide their substance abuse, and less likely to seek professional help.  However, when an intervention is made, they are more likely to complete treatment and have outcomes that are as good if not better than the younger adult.  Many relatives of older clients are ashamed of the problem and choose not to address it.


65.1 Process


Ask the following questions:


· Are you presently using any street or illegal drugs, misusing/abusing prescribed medications, glue, inhalants, etc? If the answer is No, the screen will be disabled.

· If yes, within the last year, has this affected you job, family life, and friendships or caused you legal problems?  If yes, use the CAGE Questionnaire which is a simple set of questions to determine if the client might have an abuse problem.

Two or more “yes” answers are indicative of a problem. Document discussion of a referral to an alcohol counselor, treatment program, or healthcare provider in the assessment or on the Referral screen in the Care Plan. 

66 Tobacco


66.0 Intent


To identify the client’s pattern of use of smoking or chewing tobacco.  Some things to consider regarding tobacco use:

· Smoking is the major preventable cause of premature death in America; smoking is responsible for one out of five deaths (according to statistics from 1996).


· The trend in tobacco user shows decline with age, however, the problem remains with over 4 million adults 60 or older smoking in the United States.

· Research also shows that current cigarette smoking is also associated with an increased risk of losing mobility in both men and women.

· Smoking is a major risk factor for at least 6 of the 14 leading causes of death among individuals over 60 years and older; these causes are:


· Heart disease


· Cerebrovascular disease


· Chronic obstructive pulmonary disease (COPD)


· Pneumonia/influenza


· Lung cancer and colorectal cancer


66.1 Process


Ask the client directly if she/he smokes or chews tobacco (this includes electronic cigarettes), how often does she/he smoke or chew and how much.  Consult with caregivers or family members to gather additional information.  Reassure the client she/he is not being judged but this is simply a further effort to find out more about her/him. If the client uses electronic cigarettes make a comment noting this information.

Activities of Daily Living (ADL)


67 Activities of Daily Living (ADL)


67.0 Intent


Many clients that we serve are at risk of physical decline.  Most also have multiple chronic illnesses and are subject to a variety of other factors that can severely impact self-sufficiency.  For example, cognitive deficits can limit ability or willingness to initiate or participate in self-care or constrict understanding of the tasks required to complete ADLs.  A wide range of physical and neurological illnesses can adversely affect physical factors important to self-care such as stamina, muscle tone, balance, and bone strength.  Side effects of medications and other treatments can also contribute to needless loss of self-sufficiency.


Due to these many, possibly adverse influences, a client’s potential for maximum functionality is often greatly underestimated by family, caregivers, and the individual himself or herself.  Thus, all are candidates for care that focuses on maintaining and expanding self-involvement in ADLs.  Individualized service plans can be successfully developed only when the client’s self-performance has been accurately assessed and the amount and type of support being provided to the client by others has been evaluated.


67.1 Process


An individual’s ADL self-performance may vary from day to day, and even within a twenty-four hour period.  There are many possible reasons for these variations, including mood, medical condition, relationship issues (e.g., willing to take part in a task for a caregiver he or she likes), and medications.  The responsibility of the person completing the assessment, therefore, is to capture the total picture of the individual’s ADL self-performance over the seven day period, 24 hours a day – i.e., not only how the assessor sees the individual, but how the individual performs at other times (in the last 7 days) as well.


Therefore, it is important to gather information from multiple sources – i.e., interviews/discussion with the individual, caregivers, and family, and reviews of documentation, if any.  Ask questions pertaining to all aspects of the ADL activity definitions.  For example, when discussing Bed Mobility with a caregiver, be sure to inquire specifically how the individual moves to and from a lying position, how the individual turns from side to side, and how the individual positions himself or herself while in bed, recliner or other type of furniture where the client sleeps.  An individual can be independent in one aspect of Bed Mobility yet require extensive assistance in another aspect.  Since accurate coding is important as a basis for making decisions on the type and amount of care to be provided, be sure to consider each activity definition fully.


The best way to gather this information is through open-ended questions of the client and caregivers about what assistance for each ADL has actually occurred in the last seven days.

Record the individual’s self-performance in activities of daily living (i.e., what individual actually did for himself or herself and/or how much verbal or physical help was required by caregiver (s) during the last seven days.) Self-performance measures what the individual actually did (not what he or she might be capable of doing) within each ADL category over the last seven days according to a performance-based scale. Follow these guidelines.


1. In order to be able to promote the highest level of functioning among clients, you must first identify what the client actually does for himself or herself, noting when assistance is received and clarifying the types of assistance provided (verbal cueing, physical support, etc.)


2. The wording used in each coding option is intended to reflect real-world situations, where slight variations are common.  Where variations occur, the coding ensures that the client is not assigned to an excessively independent or dependent category.  For example, Independent, Supervision, Limited Assistance, and Extensive Assistance) permit one or two exceptions for the provision of heavier care.  This is clinically useful and increases the likelihood that assessors will code ADL Self Performance items consistently and accurately.


3. To evaluate an individual’s ADL Self-Performance, talk with the individual and the caregiver or review the clinical record if available, to ascertain what the individual does for himself or herself in each ADL activity as well as the type and level of caregiver assistance being provided.  As previously noted, be alert to differences in individual performance during the 24-hour period, and apply the ADL codes that capture these differences.  For example, an individual may be independent in Toilet Use during daylight hours but receive non-weight bearing physical assistance every evening.  In this case, the individual would be coded as needing (Limited Assistance) in Toilet Use.


4. For each ADL category, code the appropriate response for the individual’s actual performance during the past seven days.  In your evaluations, you will also need to consider the type of assistance known as “set-up help” (e.g., comb, brush, toothbrush, toothpaste have been laid out at the bathroom sink by the caregiver).  Set-up help is recorded under ADL Support Provided not in ADL self-performance.  But in evaluating the individual’s ADL Self-Performance, include set-up help within the context (Independent) For example: If an individual groomed independently once grooming items were set up for him, code (Independent) in Personal Hygiene.


67.2 Coding


67.2.0 Definitions– 

ADL Self-Performance - Measures what the individual actually did (not what he or she might be capable of doing) within each ADL category over the last seven days according to a performance-based scale.


Bed Mobility – How the client moved to and from a lying position, turned side to side, and positioned body while in bed, recliner or other type of furniture where the client slept. Bed mobility does not include lifting legs in and out of bed. This would be scored under Transfer. Important note: Bedfast and Chairfast are listed under Skin/Foot screen. These are important items in determining the client's care needs.

Transfer – How the client moved between surfaces – i.e., to/from bed, chair, wheelchair, standing position.  Exclude from this definition movement to/from bath, toilet or car, which is covered under Toilet Use, Bathing, and Transportation.


Walk in Room, Hallway and rest of Immediate Living Environment – How client walked between locations in his/her room and immediate living environment.  Immediate living environment is defined as areas adjacent to the client’s room.  In facilities such as an AL, EARC, ARC, or NF, this pertains to the hallway and close sitting areas.  In homes and AFHs, this pertains to areas within the house.


Locomotion in room and immediate living environment - How client moved between locations in his/her room and immediate living environment; if in a wheelchair, code for how self-sufficient once in wheelchair.


Locomotion outside of immediate living environment to include outdoors– If the client is in an AL, EARC, ARC, or NF, this item pertains to more distant areas set aside for dining, activities, etc.  This item also includes (for all settings) how the individual moved to and returned from a patio or porch, backyard, to the mailbox, to see the next door neighbor, or when out in the community (e.g. at medical appointments, essential shopping, etc.)

Dressing – How the client put on, fastened, and took off all items of clothing, including donning/removing a prosthesis and compression garments (TED hose).


Eating – How the client ate and drank, regardless of skill.  This includes intake of nourishment by other means (e.g., tube feeding, total parenteral nutrition or hyper alimentation).


Toilet Use – How the client used the toilet room, commode, bedpan, or urinal, transferred on/off toilet, cleanses, changes pad/brief, managed ostomy or catheter, and adjusted clothing (includes fastening, pulling up/down pants or undergarments if it is required for the toileting activity). Do not include emptying of bedpan, urinal, bedside commode, and catheter or ostomy bag. This type of set up assistance is coded in Support Provided.  Do not limit assessment to bathroom only. Elimination occurs in many settings.

Personal Hygiene – How client maintained personal hygiene, including combing hair, brushing teeth, shaving, applying makeup, washing/drying face, hands (includes nail care), and perineum (menses care). (Personal hygiene excludes baths and showers). NOTE: If client's hair was shampooed in the sink (at home, a beauty or barber shop), then include as a Personal Hygiene subtask. If client's hair was shampooed during bath, include in Bathing.


Bathing – how the individual took a full-body bath/shower, sponge bath, and transfers in/out of tub/shower.  

67.2.1 Coding ADL Self-Performance


1. With the exception of bathing, self-performance levels are defined as:

· Independent – No help or staff oversight 

· Supervision – Oversight (monitoring, standby), encouragement, or cueing 


· Limited Assistance – individual highly involved in activity, received physical help in guided maneuvering of limbs or other non-weight bearing assistance 

· Extensive Assistance – While the individual performed part of activity over last seven days, help of following type(s) was provided:


· Weight-bearing support 


· Full caregiver performance of activity during part (but not all) of the activity

· Total Dependence – Full caregiver performance of the activity during entire seven-day period.  Complete non-participation by the individual in all aspects of the ADL definition.  For example:  For an individual to be coded as totally dependent in Eating, he or she would be fed all food and liquids at all meals and snacks (including tube feeding delivered totally by caregiver), and never initiate any subtask of eating (e.g., picking up finger foods, giving self tube feeding or assisting with procedure) at any meal. A client who is highly involved in giving himself a tube feeding is not totally dependent and would not be coded as “Total”.

· Did not occur - The ADL did not occur during the entire 7-day period because:


· No provider available - Client would have accepted assistance with task if a caregiver had been available.


· Client not able - Client is not capable of task.


· Client declined – Client refused assistance with task.


NOTE:  Do not confuse “Did not occur” with the client not receiving assistance with the activity (independent). “Did not occur” means the ADL did not happen. For example, if “Did not occur” was coded for the ADL of Toileting, which means the client did not eliminate their bowels or bladder in the entire last 7 days. Therefore, you would never code Toileting as “Did not occur.”    

2. When coding self-performance, first determine if the client received help three times at any one level. If the client received help at least three times at one level, the self-performance code is scored at that level. 


For example, if the client received oversight three times, non-weight bearing help two times, and weight-bearing help two times, the self-performance level would be coded as Supervision because the client received help three times at that level. 

3. If the client did not receive help three times at any one level, but the client received help at least three times at various self-performance levels, only the three most dependent instances of help received are considered. The self-performance will be scored as the least-dependent level of those three instances. 

For example, if the client received oversight two times, non-weight bearing help two times, and weight-bearing help two times, the self-performance level would be coded as Limited Assistance because Limited Assistance was the least dependent level of the three most dependent instances of assistance received.

Keys to evaluating self-performance:


FIRST: Always code for the highest level of assistance that actually occurred three or more times in the last 7 days.  Code self performance with use of assistive devices.


SECOND: If physical assistance was provided three times, but not three times at any one level, then consider the three most dependent instances of assistance and code the least-dependent of the three instances. Summing the instances of assistance to total three will only ever result in a code of Supervision or Limited Assistance.  See combinations below:

		Oversight/ Encouragement or Cueing

		Guided maneuvering of limbs/Non-weight bearing assistance

		Weight-bearing assistance/Full CG Performance during part of the activity

		Self-performance Code



		1

		1

		1

		Supervision



		1

		0

		2

		Supervision



		1

		2

		0

		Supervision



		2

		1

		0

		Supervision



		2

		0

		1

		Supervision



		2

		1

		1

		Supervision



		2

		0

		2

		Supervision



		2

		2

		0

		Supervision



		0

		1

		2

		Limited Assistance



		0

		2

		1

		Limited Assistance



		0

		2

		2

		Limited Assistance



		1

		1

		2

		Limited Assistance



		1

		2

		1

		Limited Assistance



		1

		2

		2

		Limited Assistance



		2

		1

		2

		Limited Assistance



		2

		2

		1

		Limited Assistance



		2

		2

		2

		Limited Assistance





4. ADL Self Performance Codes for Bathing ONLY:


· Independent – No help provided


· Supervision – Oversight help only

· Physical help limited to transfer only

· Physical help in part of bathing activity

· Total dependence


· Activity itself did not occur during entire 7 days


67.2.2 ADL Support Provided


Record the type and highest level of support the individual received in each ADL activity over the last seven days.  ADL Support Provided measures the highest level of support provided by caregivers over the last seven days, even if that level of support only occurred once.  This is a different scale, and is entirely separate from the ADL Self-Performance assessment.

1. For each ADL category, code the maximum amount of support the individual received over the last seven days irrespective of frequency.  Be sure your evaluation considers 24 hours per day, including weekends.  


2. Code independently of the individual’s Self Performance evaluation.  For example, an individual could have been Independent in ADL Self-Performance in Transfer but received a one-person physical assist one or two times during the seven-day period.  Therefore, the ADL Self-Performance Coding for Transfer would be (Independent), and the ADL Support coding (One person physical assist).


3. Code using the following definitions:


· No setup or physical help from caregivers


· Setup help only – The individual is provided with materials or devices necessary to perform the activity of daily living independently.  The type of help characterized by providing the individual with articles, devices or preparation necessary for greater individual self-performance in an activity. This includes, but is not limited to, giving or holding out an item that the individual takes from the caregiver.


· One person physical assist - the individual received physical assistance from no more than one person at least one time in the 7 day look back period

· Two plus persons physical assist - the individual received physical assistance from two or more people at least one time in the 7 day look back period

· ADL Activity did not occur during the entire 7-days – When “did not occur” is entered for an ADL Support Provided category, “did not occur” should be entered for ADL Self-Performance in the same category.


4. Examples of Setup Help


· Bed mobility – handing the individual the bar on a trapeze.


· For transfer – giving the individual a transfer board or locking the wheels on a wheelchair for safe transfer.


· Walking – handing the individual a walker or cane.


· Wheeling – unlocking the brakes on the wheelchair or adjusting foot pedals to facilitate foot motion while wheeling.


· Dressing – retrieving clothes from closet and laying out on the individual’s bed, handing the individual a shirt.


· Eating – cutting meat and opening containers at meals; giving one food category at a time, bringing food to client (if client cannot eat unless food is brought to her/him).


· Toilet use – handing the individual a bedpan or placing articles necessary for changing ostomy appliance within reach.


· Personal hygiene – providing a washbasin and grooming articles.


· Bathing – placing bathing articles at tub side within the individual’s reach; handing the individual a towel upon completion of bath.


67.2.3 Guidelines for Assessing ADL Self-Performance and ADL Support

                                              Provided

· Self Performance and Support provided reflect actual level of involvement in self-care and the type and amount of support actually received during the last seven days. The assessor uses various sources of information, including their own observations, client reports, caregiver reports, medical records, and collateral contacts, to determine actual performance in the last 7 days.  For example: if the assessor views the client walking and transferring with no difficulty but the client reports needing weight bearing assistance, then the assessor would take into account  their observations, medical records, and other sources to determine what level of assistance was actually provided over the last 7 days. 


· Do not record your assessment of the individual’s capacity for involvement in self-care – or what you believe the individual might be able to do for himself or herself based on demonstrated skills or physical attributes.  If the assessor believes that the client does not need all of the assistance provided, then document the reasons why. For example, if an individual has had the assistance of two people to provide assistance to complete an ADL activity and the assessor is familiar with individuals with similar attributes who are successful in completing the ADL activity with less than two people, the assessor would determine how the client could achieve their highest possible level of functioning through discussions with the client, caregiver, informal supports or health care provider.  This may involve caregiver training, an OT/PT evaluation, or obtaining assistive devices.  If the interventions outlined by the assessor are successful, a reassessment of the client’s self-performance would reflect a higher level of functioning.


· Engage, when possible, caregivers who have cared for the individual over the last seven days in discussions regarding the individual’s ADL functional performance.  Remind caregivers that the focus is on the last seven days only.  To clarify your own understanding and observations about each ADL activity (bed mobility, locomotion, transfer, etc.), ask probing questions, beginning with the general and proceeding to the more specific.

· Always use the comment boxes to provide an explanation when the ‘Self-Performance’ and/or ‘Support provided’ selection may not be reflective of the client’s ongoing needs. For example, the client may have been in the hospital for the assessment and the hospital has a policy that requires two people to provide assistance for certain ADLs; however, the client will not require assistance from two people outside of the hospital.  Because assistance from two people is what actually occurred in the last 7 days, ‘Two- person physical assist’ would be selected in the ‘Support provided’ field. Because CARE is also a care planning tool, a notation must be made in the comment box explaining this inconsistency and that once in the community, the client does not require assistance from two people to complete the ADL activity. 


		Here is a typical conversation between the Assessor and a caregiver regarding an individual’s Bed Mobility assessment:


Assessor: “Describe to me how Mrs. L positions herself in bed.  By that I mean, once she is in bed, how does she move from sitting up to lying down, lying down to sitting up, turning side to side, and positioning herself?”


Caregiver:  “She can lay down and sit up by herself, but I help her turn on her side.”


Assessor:  “She lays down and sits up without any verbal instructions or physical help?”


Caregiver:  “No, I have to remind her to use her trapeze every time.  But once I tell her how to do things, she can do it herself.”


Assessor:  “How do you help her turn side to side?”


Caregiver:  “She can help turn herself by grabbing onto her side rail. I tell her what to do.  But she needs me to lift her bottom and guide her legs into a good position.”


Assessor:   “Do you lift her by yourself or does someone help you?”


Caregiver:  “I do it by myself.”


Assessor: “How many days during the last week did you give this type of help?”


Caregiver:  “Everyday.”





Bed Mobility was similar over the twenty-four hour period; Mrs. L would receive an ADL Self-Performance Code of (Extensive Assistance) and an ADL Support Provided Code of (one person physical assist).  Now review the first two exchanges in the conversation between the assessor and caregiver.  If the assessor did not probe further, he or she would not have received enough information to make an accurate assessment of either the individual’s skills or the caregiver’s actual assistance, or whether the current plan of care was being implemented.


Exercise


The examples that follow clarify coding for both Self-Performance and Support.  The answers appear to the right of the individual descriptions.  Cover the answers, read and score the example, and then compare your answers with those provided.


		Locomotion in room and immediate living environment:  How client moved between locations in his/her room and immediate living environment.  If in a wheelchair, code for how self-sufficient once in wheelchair. (If the client does not use a wheelchair, then code will be same as Walk in Room and it will not be necessary to record Strengths, Limitations, Preferences, or Caregiver Instructions on both screens).



		Coding Examples: ADL Self-Performance and Support 

		Self Performance

		Support



		Individual ambulated slowly in the hallway of the assisted living facility daily pushing a wheelchair for support, stopping to rest every 15-20 feet. She has good safety awareness and has never fallen.  Caregivers felt she was reliable enough to be on her own.




		Independent

		No setup



		Individual walked independently within the AFH, socializing with others.  Because she can become afraid at night, she received contact guard of one caregiver to walk her to the bathroom at least twice every night.




		Limited

		One person



		The Individual walked with supervision daily due to dizziness. She also had non-weight assistance twice and weight bearing assistance once

		Supervision


(The code is Supervision because the client received help three times at any one level)

		One person



		Individual walked without assistance most days in the last 7 days. She had hip pain and had supervision assistance once, non-weight bearing assistance twice and weight bearing assistance once. 

		Limited


(Physical assistance was provided three times, but not three times at any one level, the three most dependent instances of assistance are counted. The code is based on the least-dependent of the three instances)

		One person





		Locomotion Outside Room If the client is in an AL, EARC, ARC, or NF, this item pertains to more distant areas set aside for dining, activities, etc.  This item also includes (for all settings) how the individual moved to and returns from a patio or porch, backyard, to the mailbox, to see the next door neighbor, etc. Do not select “Did not occur/Client unable” unless the client is physically unable to leave the residence.



		Coding Examples: ADL Self-Performance and Support 

		Self Performance

		Support



		Individual wheels herself to the main dining room of the assisted living facility for breakfast and lunch.  However by the evening meal she is tired and a caregiver pushes her there and back.




		Extensive

		One person



		An individual residing in an adult family home walks with a cane to the mailbox every day at 2 pm.  He received no set up or physical help in the last 7 days.




		Independent

		No setup






*Important note: The Locomotion Outside Room screen contains caregiver instructions for Emergency plans.  Address evacuation and back-up plans here. 


		Walk In Room: How individual walked between locations in his/her room and immediate living environment.  Immediate living environment is defined as areas adjacent to the individual’s room.  In facilities such as an AL, EARC, ARC, or NF, this pertains to the hallway and close sitting areas.  In homes and AFHs, this pertains to areas within the house.



		Coding Examples: ADL Self-Performance and Support 

		Self Performance

		Support



		Individual walked independently during the day and received non-weight bearing physical help of 1 person for getting to the bathroom room at night 3 times in the last week.





		Limited

		One person



		Individual did not walk but wheeled self independently in own room.




		Did not occur

		Did not occur



		Individual walked with supervision due to dizziness daily. She also had non-weight assistance twice and weight bearing assistance once

		Supervision


(The code is Supervision because the client received help three times at any one level)

		One person



		Individual walked without assistance most days in the last 7 days. She had hip pain 3 days and had supervision assistance once, non-weight bearing assistance twice and weight bearing assistance once. 

		Limited


(Physical assistance was provided three times, but not three times at any one level, the three most dependent instances of assistance are counted. The code is based on the least-dependent of the three instances)

		One person



		A timid, fearful individual is usually physically independent in walking.  During the last week she was very anxious and fearful of falling, and therefore received reassurance and encouragement from someone walking next to her while walking back to her room from meals in the dining room of the AFH.




		Supervision

		No setup



		Individual walked twice daily 4-6 feet in the hallway outside his room of the AL facility.  He received weight-bearing assistance of 1 person for each walk.




		Extensive

		One person





		Bed Mobility:  How client moved to and from lying position, turned side to side, and positioned body while in bed, in a recliner, or other type of furniture the resident slept in, rather than a bed. Bed mobility does not include lifting legs in and out of bed. This would be scored under Transfer. Important note: Bedfast and Chairfast are listed under Skin/Foot screen. These are important items in determining the client's care needs.



		Coding Examples: ADL Self-Performance and Support 

		Self Performance

		Support



		Individual received supervision and verbal cueing for using a trapeze for all bed mobility.  On two occasions when arms were fatigued, he received heavier physical assistance of two persons.




		Supervision

		Two plus persons



		The individual was independent most of the time in the last 7 days but received verbal cueing to position two times and had weight bearing assistance once. 

		Supervision


(Assistance was provided three times, but not three times at any one level, the three most dependent instances of assistance are counted. The code is based on the least-dependent of the three instances)

		One person 



		Individual independently turned on his left side whenever he wanted.  Because of left-sided weakness he received physical weight bearing help of 2 persons to turn to his right side or sit up in bed.




		Extensive

		Two plus persons





Bedfast or Chairfast all or most of the time (in Limitations):  Determine if the individual has a physical health or mental condition that restricts the individual’s functioning.  For care planning purposes, this information is useful for identifying clients who are at risk of developing physical and functional problems associated with restricted mobility, as well as cognitive, mood, and behavior impairment related to social isolation.  Select Chairfast if the client is wheelchair dependent when not in bed or recliner. Select Bedfast if client is confined primarily to bed or recliner. Both may be selected.


		Transfers - How the individual moved between surfaces – i.e., to/from bed, chair, wheelchair, standing position.  Exclude from this definition movement to/from bath or toilet or to/from car, which is covered under Toilet Use and Bathing.



		Coding Examples: ADL Self-Performance and Support 

		Self Performance

		Support



		Dan is able to move independently in and out of armchairs, but his caregiver provides weight bearing assistance each day to get him in and out of bed.




		Extensive

		One person



		The Individual was able to transfer without assistance most of the time but had cueing once, non-weight bearing assistance once and weight bearing assistance twice in the last seven days to get out of his recliner 

		Limited


(Assistance was provided three times, but not three times at any one level, the three most dependent instances of assistance are counted. The code is based on the least-dependent of the three instances, Limited)

		One person



		Once the caregiver correctly positioned the wheelchair in place and locked the wheels, the individual transferred independently to and from the bed.




		Independent

		Setup only





		Toilet Use - How the individual used the toilet room, commode, bedpan, or urinal, transferred on/off toilet, cleansed, changed pad/brief, managed ostomy or catheter, and adjusted clothing (includes fastening, pulling up/down pants or undergarments if it is required for the toileting activity). Do not limit assessment to bathroom use only. Elimination occurs in many settings and includes the above-mentioned activities. Toilet use focuses on whether or not elimination occurs, rather than the process. 



		Coding Examples: ADL Self-Performance and Support 

		Self Performance

		Support



		In the toilet room individual is independent.  As a safety measure, the caregiver stays just outside the door, checking with her periodically.




		Supervision

		No setup



		In order to complete the toileting activity, the caregiver has to unbutton the individual’s pants. Once her pants are unbuttoned she can complete the rest of the toileting activity

		Limited

		One person



		When awake, individual was toileted every two hours with minor assistance of one person for all toileting activities (e.g., contact guard for transfers to/from toilet, drying hands, zipping/buttoning pants).  She required total care of one caregiver several times each night after incontinence episodes.




		Extensive

		One person



		The individual has quadriplegia and is bedbound. He does not use a toilet or commode. He is unable to participate in any way with his catheter care or bowel program.

		Total

		One person





		Eating - How the individual ate and drank, regardless of skill.  Includes intake of nourishment by other means (e.g., tube feeding, total parenteral nutrition or hyper alimentation). NOTE: Bringing food to client is coded in Support Provided.



		Coding Examples: ADL Self-Performance and Support 

		Self Performance

		Support



		Cognitively impaired individual ate independently when given one food item at a time and monitored to assure adequate intake of each item.




		Supervision

		Setup only



		Individual ate with supervision due to choking. Her caregiver sat beside her at every meal.  She also had non-weight assistance twice and full caregiver performance of a sub task once

		Supervision


(The code is Supervision because the client received help three times at any one level)

		One person



		Individual fed self with caregiver monitoring at breakfast and lunch but tired later in day.  She was fed totally by caregiver at supper meal.




		Extensive

		One Person



		Client could feed self only after the caregiver helped him “spear” food with fork and place fork in client’s hand. The only other assistance he received was cuing.  

		Limited

		One person





Eating Limitation Definitions:


· Mouth pain – Any pain or discomfort associated with any part of the mouth, regardless of cause.  Clinical manifestations include favoring one side of the mouth while eating, refusing to eat, refusing food or fluids of certain temperatures (hot or cold) or textures, complaining of sores.


· Chewing Problem – Inability to chew food easily and without pain or difficulties, regardless of cause (e.g., individual uses ill-fitting dentures, or has a neurologically impaired chewing mechanism, or has temporomandibular joint (TMJ) or jaw pain, or a painful tooth).



· Current swallowing problem – Dysphagia (difficulty in swallowing). Clinical manifestations include frequent choking and coughing when eating or drinking, holding food in mouth for prolonged periods of time or excessive drooling.


		Bathing:  How the individual took a full body bath, shower, or sponge bath, including transfers in and out of the tub or shower.  Bathing is the only ADL activity for which the ADL Self-Performance codes differ because of the frequency with which the bathing activity is carried out during a one-week period.  Assuming that the average frequency of bathing during a seven-day period would be one or two baths, the coding for the other ADL Self-Performance items, which permits one or two exceptions of heavier care, would result in the inaccurate classification of almost all clients as “Independent” for Bathing.


If a residential facility has a policy that all clients are supervised when bathing (i.e., they are never left alone while in the bathroom for a bath or shower, regardless of client capability), it is appropriate to code as “supervision”, even if the supervision is precautionary.



		Examples: ADL Self-Performance and Support

		Self Performance

		Support*



		Individual received verbal cueing and encouragement to take twice-weekly showers.  Once caregiver walked individual to bathroom, he bathed himself with periodic oversight.




		Supervision

		No setup



		On Monday caregiver helped transfer client to tub and washed his legs.  On Thursday, individual had physical help of one caregiver to get into tub but washed himself completely.




		Physical help

		One person





		Dressing - How the individual put on, fastened, and took off all items of clothing, including donning/removing a prosthesis.  Dressing includes putting on and changing pajamas, and housedresses.



		Coding Examples: ADL Self-Performance and Support 

		Self Performance

		Support



		The Individual was able to dress without assistance most of the time but had cueing once, non-weight bearing assistance once and full caregiver performance of a sub task once due to an acute illness in the last 7 days

		Supervision


(Assistance was provided three times, but not three times at any one level, the three most dependent instances of assistance are counted. The code is based on the least-dependent of the three instances, supervision)

		One person



		Individual is totally independent in dressing herself except for her TED stockings.  Caregiver applied the TED stockings each AM and removed them at bedtime.

		Extensive

		One person



		The Individual was able to dress without physical assistance most of the time but had supervision daily due to dementia. She required step by step cueing to complete the task of dressing. She also had non-weight assistance once and full caregiver performance of a sub task twice

		Supervision


(The code is Supervision because the client received help three times at any one level)

		One person



		A 325-pound individual received total care by two caregivers in dressing.  He did not participate by putting arms through sleeves, lifting legs into shoes, etc.




		Total

		Two plus person



		A client begins to button his shirt but because of arthritis pain each morning this week, the caregiver has had to finish the task. The client was able to perform all other dressing independently

		Limited

		One person





		Personal Hygiene - How the individual maintained personal hygiene, including combing hair, brushing teeth, and applying makeup, and washing/drying face hands, and perineum.  Exclude from this definition personal hygiene is baths and showers, which is covered under Bathing. NOTE: If client’s hair was shampooed in the sink (at home, a beauty or barber shop), then include as a Personal Hygiene subtask. If client’s hair was shampooed during bath, include in Bathing.



		Coding Examples: ADL Self-Performance and Support 

		Self Performance

		Support



		After the caregiver placed paste on the brush and began the task, the client would finish brushing his teeth.  The only other assistance received was cuing. 

		Limited

		One person



		Individual shaves self with an electric razor, washes his face and hands, brushes his teeth, and combs his hair.  Because he is losing his sight, caregiver stands-by to hand grooming articles to him, and return articles to their proper location.

		Supervision

		Setup



		Individual required total daily help combing her long hair and arranging it in a bun.  Otherwise she was independent in personal hygiene.

		Extensive

		One person





67.2.4 ADL Support Provided

65.2.2 ADL Ongoing Level of Support

Ongoing Level of Support (Looking Forward): This field is dynamic and will only be displayed when Support Provided has been coded as ‘Two person physical assist’. Whereas Self Performance and Support Provided are coded based on the look back period, Ongoing Level of Support, looks forward to capture whether the client will need one or two person assistance on an ongoing consistent basis. This field will assist in providing clarification when the Support Provided code is not reflective of the client’s ongoing consistent need for assistance. 


Because the ‘Support Provided’ code is based on the highest level of assistance even if it only occurred one time in the look back period, there are times when that code does not reflect the ongoing consistent need. The information will be used when developing plans of care for both in-home and residential settings. 


For example, the client may have been in the hospital for the assessment and the hospital has a policy that requires two people to provide assistance for certain ADLs; however, the client will not require assistance from two people outside of the hospital.  Because assistance from two people is what actually occurred in the last 7 days, ‘Two- person physical assist’ would be selected in the ‘Support Provided’ field. Ongoing Level of Support will document and communicate the ongoing need. 


Assessing the need for Ongoing Level of Support

When an individual has had assistance by two people in the look back period, thereby resulting in a support provided code of ‘two person physical assist,’ it is important to utilize clinical expertise and judgement to determine whether or not two people are required for the individual to complete an ADL as the plan continues into the future. A caregiver suggesting that two-person assist will be necessary is not strong enough evidence on its own. It is important to consider all person-centered solutions to assist the individual to be more independent. Assist the client to consider options such as equipment or referrals to professionals, such as an OT/PT who can provide suggestions and solutions or caregiver training, as an alternative to requiring a second person be present to assist the individual with the ADL. 


Determining in the plan of care that two people will be necessary for a person to complete an ADL should be the last tool selected, in the toolbox of potential solutions, to assist the individual for the specific activity. 


When ‘Ongoing Level of Support’ has been coded as ‘Two person physical assist’, it will trigger a safety indicator on the Triggered Referrals screen. It is important to discuss these referral options with the client in order to support them in becoming more independent. 

If the ongoing level of support is a two person physical assist because it is required for the client to complete an ADL, the assessor will discuss a referral to address safety issues and/or how the client could possibly achieve a higher level of independence and/or functioning. This may involve:


· Caregiver training, 


· OT/PT evaluation, or 


· Assistive devices

Instrumental Activities of Daily Living (IADL)


68 Instrumental Activities of Daily Living (IADL)


68.0 Intent


The intent of these items is to examine the areas of function that are most commonly associated with independent living. 

68.1 Process


The individual is questioned directly (if possible) about his or her performance of normal activities around the home or in the community in the last 30 days.  You may also talk to family members if they are available and facility staff.  You should also use your own observations as you are gathering information.


If a client is planning to receive services in a residential setting and the selection of “Residential AFH/ALF/ESF” is selected on the Assessment Main screen under “Living arrangements” the following screens are not mandatory: Transportation, Essential Shopping, Wood Supply, Housework and Meal Preparation. The mandatory fields (Self Performance, Support Provided, Status, Assistance Available, Paid Caregiver Escort vs. Transportation Provision, and Only source of heat, on the IADL screens will be cleared and disabled.  Strengths, Limitations, Preferences, and Caregiver instructions are available if needed.

68.2 Coding


68.2.0 Self Performance


Code for level of self-performance in the last 30 days.


· Independent – Client received no help, set up or supervision


· Assistance – Client received any type of assistance, including setup and/or supervision, or activity was fully performed by others


· Activity did not occur – Activity did not occur in the last 30 days

68.2.1 Difficulty Code 


This box will document how difficult it is (or would be) for the client to do the activity on her/his own. For those involved in activities ask:  How difficult was it (or would it be) for individual to do activity on their own.  This may be a judgment call by the assessor for the individual may never have done this activity (e.g., never cooked a meal or never managed finances him/herself). This is not a mandatory selection to complete the screen

· No difficulty


· Some difficulty: The client needs some help, is very slow or fatigues easily.


· Great difficulty: little or no involvement in the activity is possible by the client.


68.2.2 IADL Tasks



· Meal Preparation - How meals were prepared (e.g., planning meals, cooking, assembling ingredients, setting out food and utensils. NOTE: This task may not be authorized only to plan meals or clean up after meals. Client must need assistance with actual meal preparation. Sub-Tasks include meal planning (if combined with actual meal preparation), preparing ingredients for cooking, re-heating meals, operating kitchen appliances, throwing out spoiled food, and cleaning up after a meal in combination with meal preparation. Set-up includes cueing or reminding to prepare meals/snacks, taking items from shelves, opening cans/bottles and packaged foods, and assembling ingredients for cooking. 

Note: If a client is only fed through tube feedings and meal preparation is strictly opening cans, the Self Performance code would be Assistance if the client is unable to participate. 


· Transportation - How the client traveled by vehicle to a healthcare provider in the local area to obtain diagnosis or treatment and includes driving vehicle or traveling as a passenger. Sub-Tasks include driving to/from appointment, accompanying client if provider is not driving (does not include need for translation), using public transportation, transferring in/out of car. Set-up includes cueing or reminding client about medical appointment, making appointment, making arrangements for transportation, and placing assistive device into/out of vehicle. 

Paid Caregiver Escort vs. Transportation Provision, Choose One: This question seeks clarification about a caregiver’s potential need to provide transportation in addition to providing the caregiver escort to medical appointments. Select appropriate answers from the following: 

		There is NO unmet need for either escort or transportation 

		This means the client has no unmet needs related to transportation to healthcare appointments. This will NOT a trigger the in-home transportation mileage algorithm or the AFH Medical Mileage reimbursement in the Unmet Transport field on the LTC Care Plan screen or the DDA ISP screen.* 



		There is a need for paid caregiver to provide actual transportation 

		 This means that the individual provider or AFH provider is driving their own vehicle to take the client to healthcare appointments. This will trigger the in-home transportation mileage algorithm or the AFH Medical Mileage reimbursement in the Unmet Transport field on the LTC Care Plan screen or the DDA ISP screen.* 



		Actual transportation provided by another resource 

		 This means that even though the caregiver may or may not escort the client to healthcare appointments, the paid caregiver is not providing transportation in the paid caregiver's private vehicle. Transportation is being provided by another resource. This will NOT a trigger for the in-home transportation mileage algorithm or the AFH Medical Mileage reimbursement in the Unmet Transport field on the LTC Care Plan screen or the DDA ISP screen.* 





*The In-home Transportation algorithm is also triggered by any Unmet need for Essential Shopping. 

· Essential Shopping - How shopping (including transportation) was performed for food and household items (e.g., selecting items, managing money). Shopping is limited to brief, occasional trips in the local area to shop for food, medical necessities, and household items required specifically for the client's health, maintenance, or well-being.  Sub-Tasks include providing transportation to/from store, selecting items, placing items in cart, pushing cart or carrying basket, transporting purchased items from store to vehicle to home, putting items away, and assisting with car transfers. Set-up includes cueing or reminding to purchase food, prescriptions, household items; making a list of needed items; making transportation arrangements to/from store; placing assistive device into or out of vehicle. Does the client live more than 45 minutes from essential services?: Select Yes if the client lives more than 45 minutes from a supermarket; otherwise, select No. 

*The In-home Transportation algorithm is triggered by any Unmet need for Essential Shopping. 

· Wood Supply - How wood or pellets were supplied (e.g. splitting, stacking, or carrying wood/pellets) when you use wood/pellets as the sole source of fuel for heating and/or cooking. Sub-Tasks include splitting wood/kindling, stacking wood, and carrying wood/pellets inside. Set-up includes cueing or reminding to order wood/pellet supply, cueing or reminding to split/stack wood, and arranging for resupply of wood or pellets. Yes/no question whether wood is the only source of heat for this individual.  If yes fill out the screen to document how client is able to get necessary wood supply for heat and/or cooking.


· Housework- How ordinary work around the house was performed (e.g., doing dishes, dusting, making bed, tidying up, laundry). These are tasks required to maintain the client in a safe and healthy environment. Assistance with ordinary housework is limited to those areas of the home which are used by the client. It does not include yard work or cleaning up after other household members or guests. Sub-Tasks include cleaning kitchen and appliances, cleaning bathroom and other rooms used by client, vacuuming, dusting, taking out garbage, changing linens, and laundry. Set-up includes cueing or reminding client to do housework, set-up of laundry supplies, bringing laundry to client to be folded, and setting up cleaning supplies. 

· Does client use off site laundry?:  Select ‘yes’ from the drop down list if the client’s laundry facilities are not in the client’s residence and the paid provider must stay with the laundry while it is being washed and dried.

· Finances - How bills were paid, checkbook was balanced, and household expenses were managed.  ALTSA cannot pay for any assistance with managing finances. Sub-Tasks include balancing the checkbook, paying bills, budgeting expenses, using an ATM machine, and completing financial paperwork. Examples of Set-up include organizing bills/bank statements and cueing or reminding to pay bills.


· Pet Care- Formal supports cannot be paid to provide pet care; use this screen to identify who will care for client's pets and to identify any problems concerning the pet(s).

Shopping Example: 


Mrs. Q does not do her shopping.  Her daughter visits every Sunday, gets the list from her mother, and does the shopping.  Mrs. Q, while appreciating her daughter, feels she would have no difficulty doing the shopping on her own.  


Because of lack of skills and experience in performing some activities, some clients may not perform an activity, but would be capable of doing so with the proper training.  Therefore, it is important to identify the distinction between physical capability and non-performance for reasons not related to health problems.  For example some males may never have learned to cook and some females may never have handled financial matters.  For some activities, the individual may perform the activity independently at times, but receive or require assistance at other times.  First determine whether the individual performed the activity.


Transportation Examples:


When scoring for Transportation, it does not depend upon the client's ability to drive, but on the need for assistance. For example, code:


· Independent, if a client drove without assistance OR if client did not drive, but used other modes of transportation independently.


· Limited, if the client sometimes traveled without assistance. 


· Extensive, if the client needed someone to accompany him/her to assist with driving, or transfers, etc. 


· Total, only if the client did not participate at all in the task. In other words, the client was not involved in planning the trip and required a total assist with transfer, driving, etc.


· NOTE: If client needs to be accompanied to appointment due to Extensive or Total need in Locomotion outside of room and Transfer, Status may be coded as Unmet if transportation is provided by non-ADSA paid resource.


ADL/IADL Common Elements

69 ADL/IADL Status


69.0 Intent


To document the available degree of informal support and shared benefit (Shared benefit only applies to the following IADLs: Meal Preparation, Essential Shopping, Wood Supply and Housework).  Assessing status means you look at how the client’s need is going to be met looking forward, rather than looking at what has actually happened in the past.  Status indicates future availability of support.


69.1 Process


· Use clinical judgment to determine an individualized assessment of each ADL/IADL, considering any informal support that may be available. There are no automatic “Mets” or “Unmets”; determinations are based on an individualized assessment of each client and whether the informal support is willing and able to provide the care on an ongoing basis looking forward.

· 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.  

· You may consider a family member, or a household member who had a relationship with the client that pre-existed their employment relationship, if they are willing and able to provide a task unpaid.

· The definition for family member includes, but is not limited to, a parent, child, sibling, aunt, uncle, cousin, grandparent, grandchild, grandniece, or grandnephew, or such relative when related by marriage. 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 or another client living in the same household.  If so, you may consider shared benefit when determining Status. (Shared benefit requires a different determination than the informal support determination. See Shared Benefit section below)

· Do not consider assistance with ADLs that 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. 



69.2 Coding


· Coding Definitions:

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

· (For the IADLs of Meal Preparation, Essential Shopping, Wood Supply and Housework only) Shared Benefit: The client and their paid caregiver both share in the benefit of the task being performed, or two or more clients in a multi-client household benefit from the same task being performed. 


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


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


· Declines:  Client does not want assistance with task.


Informal supports are any resources available to fully or partially meet the client’s need for assistance with a particular task.  Examples of informal support resources may include:  family members, household members (unless they were hired to care for client and did not have a previous relationship with them), church groups, neighbors, home health, congregate meal site, and other paid services that meet some of an individual's need for personal care services, including adult day health. 

Shared Benefit: (Applies to the IADLs of Meal Preparation, Essential Shopping, Wood Supply and Housework only) The client and their paid caregiver both share in the benefit of the task being performed, or two or more clients in a multi-client household benefit from the same task being performed. When Shared Benefit is chosen, the assessor must identify the level of assistance available (refer to Assistance Available section).

Examples of Shared Benefit:


· When a client and caregiver live together and the caregiver is vacuuming the living room, both benefit from the task being performed. In a case like this, the CM must take into consideration the benefit of performing the task to both the client and the caregiver. 

· When a client shares living space and food preparation with another client in a multi-client home.  A paid provider(s) prepares a meal that will be shared by both clients or cleans a room that is used by both clients.  Both clients benefit from the single tasks being completed. In a case like this, the CM must take into consideration the shared benefit to both the clients when the task is performed. 


NOTE: 

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

· Adult Day Care and Home Delivered Meals are not counted as informal supports.  Instead there is an hour deduction taken from the CARE hours. (See Care Plan Tab)


Assistance Available


Indicate amount of assistance that will be available through informal support (ADLs/IADLs) and/or shared benefit (IADLs only) for the task. 

· Less than ¼ of the time: Informal supports or shared benefits will assist up to ¼ of the time.


· ¼ - ½ of the time: Informal supports or shared benefits will assist from ¼ to ½ of the time.


· Over ½ - ¾ of the time:  Informal supports or shared benefits will assist ½ up to ¾ of the time.


· Over ¾ of the time: Informal supports or shared benefits will assist more than ¾ of the time but not all of the time.


The chart below is available on the help screen of CARE.  The chart can assist the assessor in determining the correct percentage of assistance available.  To use the chart, the assessor asks the client and/or collateral contacts about the average number of times each particular task happens during the day or week and the number of those times that the task can be met by informal supports or if there is some degree of shared benefit.  Where the two intersect is the percentage of the time that needs to be used to determine the appropriate level of assistance available.  If the task happens more frequently than 20, both numbers can be divided by 2 to determine the percentage.




[image: image92.emf]NUMBER OF TIMES TASK IS MET INFORMALLY


1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20


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%


NUMBER OF TIMES TASK IS REQUIRED




70 Equipment


Select from list the items that the client has and items that would maximize the client’s independence.  Indicate the status for each item.  Use text field to identify supplier if known. If client uses or needs an item not on the list, select "Other" and describe in Comments. If Specialized Medical Equipment is selected, describe in Comments (it will pull to assigned needs bucket).  If client is eligible for PERS, select the unit and/or installation here; they will pull to assigned needs bucket.


71 Comment boxes 


Comment boxes:  If the strengths, limitations, or preference lists do not adequately describe the client's needs, then the comment box must be used to provide a clear description of the client's needs. For each identified need, adequate caregiver instructions must be provided. Use the comment box to add those that are not listed or to personalize those selected. 


Note:  An explanation of the coding is NOT required unless the information on this screen is inconsistent with other information in the assessment.


Emergency plan should include:


An evacuation plan: In CARE, select standard language on the Locomotion Outside of Room screen under Caregiver instructions, using the comment box to add client specific information if necessary. 

· Back-up plan of care: If lack of immediate care would pose a serious threat to the health and welfare of the client, a backup caregiver must be identified on the Collateral Contact screen.  Standard backup plans are listed on the Locomotion Outside of Room screen, under Caregiver Instructions (use the comment box to add client specific information). 

Other ADL Related Screens

72 Falls


72.0 Intent


To document history of falls within the last 30 days and within 31-180 days and history of hip fracture or other fracture with in the last 180 days due to falls.  There are also items to determine the individual’s risk of future falls or injuries.  Falls are a common cause of morbidity and mortality in this population.  Clients who have sustained at least one fall or a near fall are at risk of future falls. Serious injury results from 6 to 10 percent of falls, with hip fractures accounting for approximately one half of all serious injuries.


72.1 Process


Indicate when and where the fall occurred as well as the consequence of each fall. If client has fallen more than 6 times in the last 6 months, use the table for the 6 falls with the most serious consequences and use the comment box to indicate how often client has been falling.


72.2 Coding


If the client has not fallen within the last 6 months (180 days), then answer No and proceed to the next screen.  If the answer is Yes, then indicate where the client fell, when they fell, and the consequences of each fall. Repeat for each fall in the last 6 months. If the client cannot remember details about falling, then ask the caregiver or other sources.  If the site cannot be verified, then select Unknown from the list.  If the client cannot remember when she fell, then record her estimation.


73 Bladder/Bowel


73.0 Intent


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


73.1 Process


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


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

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

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

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

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

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

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


73.2 Coding


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


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

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

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

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

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

Select one response to describe the level of bladder continence and one response to describe the level of bowel continence for the client over the last 14 days. Code for the actual continence pattern.


		EXAMPLES OF BLADDER CONTROL CODING



		Mr. Q. was taken to the toilet after every meal, before bed, and once during the night.  He was never found wet. 

		Continent



		Mr. R. had an indwelling catheter in place during the entire 14-day assessment period. He was never found wet and is considered continent.

		Continent



		Although she is generally continent of urine, every once in a while (about once in 2 weeks) Mrs. T. doesn’t make it to the bathroom to urinate in time after receiving her daily diuretic pill.  

		Usually Continent



		Mrs. A has less than daily episodes of urinary incontinence, particularly late in the day when she is tired.

		Occasionally Incontinent



		Mr. S is comatose.  He wears an external (condom) catheter to protect his skin from contact with urine.  This catheter has been difficult for caregivers to manage as it keeps slipping off.  They have tried several different brands without success.  During the last 14 days, Mr. S has been found wet at least twice daily on the day shift

		Frequently Incontinent



		Mrs. U is terminally ill with end-stage Alzheimer’s disease.  She is very frail and has stiff, painful contractures of all extremities. She is primarily bedfast on a special water mattress, and is turned and repositioned hourly for comfort. She is not toileted and is incontinent of urine for all episodes.

		Incontinent, multiple daily episodes





Additional Information:


There are primarily 4 different types of urinary incontinence.  This information is being made available to help you realize that depending on the diagnosis made by the health care provider, different methods may be used to manage the incontinence based on the type or combination of types of incontinence an individual may be experiencing.


1. Stress Incontinence, this is the involuntary leaking of urine during physical exertion.  This can occur during exercise, coughing, sneezing, laughing or other body movements that put pressure on the bladder.  This occurs most often in women of all ages.  An individual should see their health care provider for treatment because Pelvic Muscle (Kegel) Exercises, Medications or other bladder retraining programs and incontinence supplies may be used to manage this issue.


2. Urge Incontinence refers to the sudden desire to void and the inability of the bladder to hold urine long enough for an individual to reach a toilet.  It is often associated with conditions such as stroke, senile dementia, Parkinson’s disease, and multiple sclerosis, but it can also occur in otherwise normal elderly persons. An individual should see their health care provider for treatment because medications, bladder retraining programs, regular toileting plans, the use of incontinence supplies or specific surgical procedures may be used to manage this issue.


3. Overflow Incontinence, this is the involuntary leaking of urine associated with an over distended bladder.  This means that the bladder is retaining urine that then overflows. This condition is characterized by a constant loss of small amounts of urine either periodically or continuously in the presence of a distended bladder.  This is observed in clients with an obstructing prostate gland or the loss of normal contraction of the bladder in some people with diabetes or other disease processes which impact bladder function.  An individual should see their health care provider for treatment.  Surgical procedures can positively impact this condition as well as intermittent catheterizations, the use of incontinence supplies, and sometimes indwelling urethral or supra-pubic catheter drainage.


4. Functional Incontinence is observed in clients with normal bladder function.  This becomes a problem for those clients who have an inability to comprehend the need to void or communicate the sense of urgency or imminence of voiding.  Functional incontinence is typically seen in clients with severe dementia, a closed head injury or in some instances a stroke.  Many people with normal urine control may have difficulty reaching a toilet in time because of arthritis or other crippling disorders.  For an individual who is not able to reach a toilet in time to avoid wetting, every effort should be made to develop a plan to assist this individual in managing this issue more effectively.  Some care planning options may be using a bedside commode or urinal, a scheduled toileting plan, a bladder retraining program or external condom catheter and incontinence supplies.


		Examples of Bowel Control Coding:  



		Mr. S. has a colostomy and there has not been any leakage of stool onto his skin in the last 14 days.

		Continent



		Mrs. F. had some diarrhea this past week and had “an accident”.  This was an unusual event for her; she was fine the week before.

		Usually Continent





Appliances and Programs Used in Last 14 Days, select all that apply:

· Any scheduled toileting plan—An individualized plan whereby caregivers at scheduled times each day either take the individual to the toilet room, or give the individual a urinal, or remind the individual to go to the toilet.  This includes habit training and or prompted voiding based on specific cues given by that individual. This item also includes bladder retraining programs.  These are programs where the individual is taught to consciously delay urinating (voiding) or resist the urgency to void.  Clients are encouraged to void on a schedule rather than according to their urge to void. This form of training is used to manage urinary incontinence due to bladder instability.

· Did not use toilet room, bedside commode, urinal or bed pan – Individual never used any of these items during the last 14 days.

· External (condom) catheter—A urinary collection appliance worn over the penis.

· Pads/briefs used—any type of absorbent, disposable or reusable undergarment or item, whether worn by the individual (e.g. adult brief or diaper) or placed on the bed or chair for protection for incontinence.  Does not include the routine use of pads on beds when an individual is never or rarely incontinent.

Progression Rate:  For both bladder and bowel, compare status of 90 days ago (or since last assessment if less than 90 days).  Has there been no change, improvement, or deterioration?


Bowel Pattern:  In the last 14 days, select all that apply:  Constipation, diarrhea, regular, fecal impaction, or none of these.

Individual Management:  Individual’s management of bowel and bladder supplies or appliances (pads, briefs, ostomy, catheter) in last 14 days.  * Select one


· Does not need or use: Individual doesn’t need or use supplies or appliances.

· Uses independently:  Individual uses supplies or appliances independently.

· Uses, assistance w/ supplies, no incontinence:  Individual uses supplies or appliances, requires assistance with the supplies or appliances, but was not incontinent. Select only when client used supplies, had assistance with the supplies, but had no incontinence episodes in the last 14 days.  Very rare.

· Uses, needs assistance, has incontinence: Individual uses supplies or appliances, has leakage onto skin with such, necessitating cleansing/assistance.

· Does not use, has leakage onto skin:  Individual does not use supplies or appliances, and has leakage onto the skin.

Please remember that you are to complete each item of this section so as to thoroughly assess an individual’s pattern of bowel and bladder control, the use of appliances or programs used to assist and manage the incontinence, and the individual’s ability to manage the use of incontinence supplies or appliances.  Remember to consider this information and include it in your care planning.


74 Nutritional/Oral


74.0 Intent


To record any specific oral or nutritional problems, conditions and risk factors present in the last 7 days that affects or could affect the individual’s health or functional status.


74.1 Process


Ask the individual about difficulties in these areas.  Consult with caregivers, family if necessary.


74.2 Coding


Nutritional Problems:  Select all that apply.  If none apply, select None of these.

· Anorexia nervosa - is the unyielding pursuit of thinness. An individual refuses to maintain normal body weight and generally weighs 85% or less than what is generally accepted for her/his height and age. In addition, anorexia nervosa often includes depression, irritability, withdrawal, and peculiar behaviors such as compulsive rituals, strange eating habits, and division of foods into "good/safe" and "bad/dangerous" categories. 

· Appetite change – this includes an increase or decrease in appetite. 

· Binge eating disorder - is a disorder that includes eating frequently and repeatedly often secretly and with little enjoyment of the food. The individual is often ashamed and feels very guilty about this behavior. 

· Bulimia nervosa - is a disorder that includes dieting, binging and purging. An individual suffering from Bulimia nervosa often feels out of control while eating and may vomit, misuse laxatives, excessively exercise or fast to get rid of calories. 

· Complains about the taste of many foods – The sense of taste can change as a result of health conditions or medications. Also, complaints can be culturally based – e.g., someone used to eating spicy foods may find facility or home delivered meals bland. 

· Insufficient fluid intake/last 3 days; did NOT consume all/almost all liquids provided during the last three (3) days - Liquids can include water, juices, coffee, gelatins, and soups.

· Leaves 25% or more of food uneaten at most meals - Eats less than 75% of food (even when substitutes are offered) at least 2 out of 3 meals a day.

· Overeating - Overeating not followed by purging and resulting in continued weight gain.

· Regular or repetitive complaints of hunger – On most days (at least 2 out of 3), individual asks for more food or repetitively complains of feeling hungry (even after eating a meal). The assessor would also question the general serving amounts provided.

· Oral/Dental Problems - Select any that apply. Select none of these if the client has none of the problems in the list.

Special Diet/Nutritional Approaches:  Review the treatment/therapies help screens for additional information on nutritional approaches, as appropriate or necessary to meet any of the nutritional needs that have been identified in this screen. Select all that apply.  If no conditions apply, select None of these.


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

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

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

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

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

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

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

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

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

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

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


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


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

· 1 ounce = 30 cc

· 8 ounces = 240cc

· 1 pint = 500 cc

· 1 quart = 1000 cc

The Special Diet questions are mandatory when either IV nutritional support or Tube feedings has been selected on the Treatment screen.  If the two questions are answered but IV nutritional support or Tube feedings was not selected on the Treatment screen, the system will display the following message:
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The user will need to return the Treatment screen to add the treatment then go back to the Nutritional/Oral screen and answer the two special doet questions. This will ensure the correct classification group has been generated.

75 Functional Status


75.0 Intent


To monitor the client’s overall progress over time.  Document changes in overall self-sufficiency as compared to status of 90 days ago (or since last assessment if less than 90 days).


75.1 Coding


Improved, deteriorated, no change.

In a typical week, during the last 30 days, indicate the number of days the client usually went out of the house or building in which client lives (no matter for how short a time period):  Select one.

Improvement potential in IADLs/ADLs:  Select all that apply.  Select None of these if none in the list apply to the client.

Task segmentation for ADLs?  for IADLs?  Task segmentation provides the client with directions or cueing (verbal and/or physical) for performing each separate step in an ADL activity. 


Does not easily adjust to change in routine?  Does the client become agitated or confused when the daily routine is changed?
Care Plan


Care Plan 


76 Care Plan Tab

76.0 Intent


To display the results of the eligibility and payment methodology algorithms based on the assessor’s assessment data.  The level of care for residential settings and the hours or budget (New Freedom) for in-home care generated by CARE will determine the maximum payment authorized without an approved ETR or specialized rate.  These levels will be shown on the Care Plan Tab in the Care Plan screen.  


Clinical Categories/Level of Care is determined by:  The rate and level methodology is determined by a computer algorithm that evaluates the information entered into the CARE tool using the following four criteria:


1. Cognitive performance;


2. Clinical complexity;


3. Mood/behaviors; and


4. Activities of daily living (ADL).


Cognitive performance is determined by using the cognitive performance scale (CPS) and assigning a score.  The score assigns ranges from zero to six with six being very severely impaired.  Examples of the data elements that determine the score are as follows:


· Short term memory

·  Self‑performance in eating

· Ability to make self understood

· Ability to make decisions regarding ADLs

· Comatose or in a persistent vegetative state

Clinical complexity is determined by those client characteristics that take more or less care time.  Examples of the data elements that determine clinical complexity are as follows: 


· Diagnoses, in combination with an ADL score

· Skin problems receiving treatment

· Skilled nursing needs

Mood/behaviors are determined by those symptoms that take more or less care time.  


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

76.1 Process


Client is eligible for:  The eligibility algorithm indicates the client is functionally eligible for the programs in this list.  Select the appropriate program considering client choice, program eligibility and financial eligibility.   

IMPORTANT NOTE: 


To be eligible for the COPES waiver a client must receive a COPES service every month. COPES services that are generally provided monthly include:


Wellness Education


Home delivered meals


Adult Day Health


Adult Day Care


If the client will be receiving a COPES service, ensure the service is in the assessment before moving it to current (or create an interim to add it), and create an authorization.  


If the client will not be receiving a COPES service, and is financially eligible to be on CFC only, change the program on the Care Plan screen to CFC, remove the COPES RAC, and notify financial using form 14-443 of the change. 

If the client will not be receiving a monthly COPES service, and is not financially eligible to be on CFC without a monthly COPES service, follow the proper steps to terminate all CFC services.


If you are unsure what program the client should be on, please consult with your Supervisor or JRP.



Living situation:


· Recommended: The assessor may indicate the setting that he/she would recommend for the client. If different than the “Client Chosen/ Planned” setting, explain in a SER. 

Client Chosen/Planned: Indicate the setting chosen by the client or their representative. Residential Care Settings:  There are six payment levels within CARE for care provided in community based settings including Adult Family Homes, Assisted Living, ARCs and EARCs.  There will be seventeen payment levels beginning 7/1/08.  The payment levels are determined by the clinical category groups as described above.  The CARE tool will generate a level of care for the client.  That level of care is the maximum payment that can be paid for services in any community based residential setting. If New Freedom is the selection in the ‘Client is eligible for’ drop down, then the only value for Living Situation/Planned is “In-home”, residential settings will not be displayed. 

· In Home:  There are seventeen payment levels within CARE for care provided in in-home settings.  The payment levels are determined by the clinical category groups as described above.  There are then adjustments made to the base hours of the clinical category based on the factors described below.  The hours generated by the CARE tool are the maximum number of hours that can be paid for services prior to accounting for client choice, program limits, cost effectiveness and client health and safety.  Authorizations that exceed the maximum number of hours generated by the CARE tool require an approved Exception to Rule (ETR). If ‘Residential AFH/ALF/ESF’ is selected under ‘Living arrangements’ the choice of “In-Home” is not available for Living Situation/Planned. 

The in-home algorithm includes adjustments to the maximum hours of each clinical category based on the following data elements:


1. Status boxes in ADL and IADL screens.  Status measures the assistance available to meet the client’s needs.  Assistance available is defined in the ADL/IADL Status section of this manual.


2. Home and community programs (HCP) services may not replace other available resources the department identified when completing CARE.  The hours will be adjusted to account for tasks that are either fully or partially met by other available resources.  These resources may be unpaid or paid for by other state or community sources.


3. Environment as indicated on three IADL screens, such as whether the client:


· Uses laundry facilities out of home; and/or


· Uses wood or pellet stove as sole source of heat and/or;


· Lives greater than 45 minutes from essential services.



Living arrangement:  The department will adjust payments to a personal care provider for household tasks (e.g., essential shopping, meal preparation, housekeeping, and wood supply) if there is a shared benefit as defined in WAC 388-106-0010. 

Classification: This will display the clinical grouping that the client falls into based upon clinical complexity, Cognitive Performance Scale (CPS), moods/behaviors, and ADL score. 

Monthly Hours: The maximum number of hours that may be authorized for this client. If the client is on CFC, these hours may be used for any combination of personal care, skills acquisition training, and/or relief care.  If an ALTSA client is also on COPES, hours may also be used for Adult Day Care (There is a deduction of 1/2 hour for each hour authorized), orCOPES/OAA funded Home Delivered Meals (deduction of 1 meal = one ½ hour).


Monthly ¼ hours: This calculation is the conversion of the maximum monthly hours into ¼ hour units. 

Daily rate:  For clients who choose a Residential setting.  The daily rate is determined by the client’s classification, facility type, and facility location.  If the client is eligible for Community Integration as indicated by “Unmet” or “Partially Met” displayed in the “CI Eligibility” field, the Daily Rate will include the CI rate.

Mileage can be authorized for…: System displays In-Home, Community Integration, Medical or blank based on the transportation algorithm. This field indicates if mileage reimbursement can be paid to an Individual Provider(s) when the client is in an In-Home setting or an AFH Provider when the client resides in an AFH or will be moving into an AFH soon.


· “In-Home” is displayed when the assessment indicates the client needs assistance with shopping and the status is not coded as met and/or the assessment indicates the client needs assistance with transportation for medical services and the status is not coded as met and it is indicated in the transportation screen that the paid caregiver will provide transportation in the caregiver’s vehicle. This field indicates, if the client chooses an IP to perform some or all of their in-home hours, mileage may be authorized to an IP (up to 100 miles per month). 


· “Community Integration” is displayed when the assessment indicates that the client who either lives in an AFH or will be moving to an AFH is interested in participating in community activities and the client’s need to plan, get to/from, and/or participate in the community activity is not fully met by somebody other than the AFH provider. This indicates the AFH provider is eligible for mileage reimbursement when providing transportation for community integration activities (up to 100 miles per month)


· “Medical” is displayed when the client’s assessment indicates they reside in an AFH and the transportation screen indicates that the paid caregiver will provide transportation in the caregiver’s vehicle. This indicates the AFH provider is eligible for mileage reimbursement when providing transportation for medical appointments (up to 50 miles per month). 

· “Community Integration & Medical” is displayed when both the “Community Integration” and “Medical” mileage criteria described above are indicated in the assessment. This indicates the AFH provider is eligible for both Community Integration and Medical mileage reimbursement, or


· The field may be blank indicating mileage for the situations described above may not be authorized. 

NOTE: For In-Home settings, if the Transportation screen status is unmet or partially met and the Paid Caregiver Escort vs. Transportation Provision selection is “Paid caregiver to provide actual transportation in caregiver’s vehicle” OR the Essential Shopping screen status is unmet or partially met, then “Unmet Transport” status is In-Home on the Care Plan screen. 

If “Unmet Transport” status is “In-Home” then transportation reimbursement up to a total of 100 miles per client may be authorized to an individual provider(s) if the IP is driving their own personal vehicle. 

In both In-Home and AFH settings, this service shall not replace nor be a substitute for the Medicaid brokered transportation. This service is in addition to the brokered transportation to medical services available to the client through the use of the client’s Medical Identification Card.

CI Eligibility: The Community Integration (CI) Eligibility field indicates if a client, who resides in an AFH or will be moving into an AFH, is eligible for CI. If the client is eligible the field will display “Unmet” or “Partially Met”.  If the client is not eligible the field will display “Met” or will be blank. 

When New Freedom is selected under “Client is eligible for” the following will be displayed:

Monthly Budget: This amount is calculated by CARE by using the following algorithm: (Monthly Personal Care Hours * IP Rate * 7% deduction) + Non-personal care supports). This algorithm is updated when components-rates change in July every year. 

Max PC Hours: The maximum number of personal care (PC) hours available to the client based on their budget divided by a set average IP rate, including cost for mileage reimbursement is displayed in the “Maximum PC Hours” field. 


Client Chosen PC Hours: The user will enter the number of personal care (PC) hours the client has chosen to use monthly. This field can be edited on Current and Pending assessments. The number of hours entered must be less than or equal to the number of hours displayed in the “Max PC Hours” field and does not differentiate between IP or Agency hours. 


Participant may only change the number of personal care hours in the following situations:


· prior to the month of service,


· mid-month with a significant change assessment, or 

· when a new ETR has been approved. 


Chosen Hours/Week

Calculates the “chosen Hrs/Month” into a weekly amount using the following calculation: 


(Chosen Monthly Hours) ÷ 29 (days) × 7 (days). Result is rounded up to the nearest ¼ hour.

Prior to the month of service, a participant may purchase additional PC hours using their savings. That purchase will be authorized by the Care Consultant in SSPS or ProviderOne, but reflected in the portal, not the Care Plan screen. 


Remaining Balance: The system will subtract the amount allocated for personal care hours from the monthly budget and display the remaining budget. Any time the “Client Chosen PC Hours” field is modified, the remaining budget will be recalculated. 


When authorizing under the MPC or CHORE program, personal care hours may be provided by an Individual Provider or contracted Home Care Agency.  When authorizing under the CFC program, these hours may be used for personal care, relief care, and or skills acquisition provided by an Individual Provider or contracted Home Care Agency

In MPC and CHORE, the case manager will assist the client to develop a care plan authorizing personal care services within the hour allocation generated by the CARE tool.  Factors that must be considered in care planning include cost effectiveness of the care plan, client health and safety and established program limits.


In CFC, the case manager will assist the client to develop a care plan authorizing as appropriate, personal care services to include any combination of personal care, relief care, and/or skills acquisition training. Also authorizing as appropriate, PERS, Nurse Delegation, Community Transition Services, and Assistive Technology.  Factors that must be considered in care planning include, cost effectiveness of the care plan, client health and safety and established program limits.  The hours generated by the in-home algorithm are the maximum number of hours that can be authorized for any combination of personal care, relief care, and skills acquisition services,

If a client is also eligible for COPES and wishes to receive a COPES waiver service,   the case manager will assist the client to develop a care plan authorizing as appropriate, private duty nursing, home delivered meals and adult day care within the hour allocation generated by the CARE tool.  Factors that must be considered in care planning include eligibility for waiver services, cost effectiveness of the care plan, client health and safety and established program limits.  The hours generated by the in-home algorithm are the maximum number of hours that can be authorized for any combination of personal care services, private duty nursing, home delivered meals, and adult day care.  Use the hours generated by CARE as follows, deduct:

· One hour for each hour of private duty nursing services authorized

· One half-hour for each unit (meal) of home delivered meals authorized. (15 hours/month if daily meals)

· One half hour for each hour of adult day care authorized

Document and calculate these deductions in the CFC Personal Care Tab in the Care Plan screen


If the client needs services provided by COPES waiver services not listed above, these authorizations can be done outside of the maximum hours generated by the CARE tool.  These services include:


· Community Choice Guide


· Community Support: Goods and Services


· Environmental modifications

· Skilled nursing;

· Specialized medical equipment

· Client Support Training

· Transportation services

Has CM discussed with client/rep all program and service options; the option of receiving care (from an IP or agency provider) in own home and in all residential settings?”


CM should select ‘yes’ after having this required discussion with the client. This discussion and the documentation of the discussion are minimum standard requirements. The discussion is intended to make sure clients are aware of all of their options before making an informed choice about who they would like to receive their care from, and in what setting. 

Does client have a need for NSA:  (Necessary supplemental accommodation plan) Describe accommodation plan if the client has a special need (mental, neurological, physical or sensory impairment) that prevents her/him from getting program benefits in the same way that an unimpaired person would get them. E.g., Who will handle the application and eligibility process if client is not able? Should staff only communicate in writing because client has a hearing impairment?   NSA description: Refer to the Long Term Care Manual for guidelines. Add the name and address of the NSA to the Collateral Contacts screen with the Contact Role of Personal NSA and include a complete mailing address for the NSA.

77 In-home Adjustments Tab


77.0 Intent


Provide the ability for Case Managers to track adjustments to personal care hours for appropriate COPES Waiver Services and/or Private Duty Nursing and for additional personal care hours if a client has an HQ approved personal care ETR or Limitation Extension.  

The In-Home Adjustments Tab is enabled when the planned setting selected is in-home. If the setting is changed to anything other than in-home, the data on this tab will be cleared and the tab disabled. 


77.1 Process

Personal Care Adjustments Calculator

If a client is receiving personal care in their home adjustments must be documented in this table, calculated and will print on the service summary. 


1) When CFC, New Freedom, or RCL is selected in “Client is eligible for” the following selections will be available in the Personal Care Adjustments Table:


· HQ Approved Limitation Extension


· HQ Approved Personal Care ETR


· Private Duty Nursing


2) When CFC+COPES is selected in “Client is eligible for” the following selections will be available in the Personal Care Adjustments Table:


· Adult Day Care


· Home Delivered Meals


· HQ Approved Limitation Extension


· HQ Approved Personal Care ETR


· Private Duty Nursing


After making the appropriate selection(s) manually enter the number of hours adjusted in the “Hour Adjustment” column. For adjustments based on Home Delivered Meals, Adult Day Care, and PDN, you must manually calculate according to policy and enter that number into the Hour Adjustment column. Hours entered in each row are calculated and visible in the “Adjusted Hours” box on the right hand side of the screen. Adjustments identified here will be visible on the CARE Service Summary. If there are no hour adjustments, leave the calculator blank. When the calculator is left blank, no adjustments are indicated on the CARE Service Summary. 


Generally, if one of these items is added to a plan of care in the middle of the plan year it would likely require an interim or significant change assessment. If the adjusted amounts only need editing, and there has been no change in the plan or significant change in the client’s condition, this table may be edited without opening a new assessment. If there is a change in the number of adjusted hours after the table is edited, follow the policy in Chapter 3 under the heading, “Getting Approval on the Plan of Care.”


78 Triggered Referrals

78.0 Intent


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

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


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

78.1 Coding


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

Nursing Referral Indicators include the following:


· Unstable/potentially unstable diagnosis 

· Caregiver training required 

· Medication regimen affecting plan of care 

· Nutritional status affecting plan of care 

· Immobility risks affecting plan of care 

· Past or present skin breakdown 

· Skin Observation Protocol**

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


· Pain

· Depression

· Suicide

· Alcohol/Substance Abuse

Safety Indicator: The Safety Indicator is triggered when the “Ongoing Level of Support” field is coded as ‘Two person physical assist’. Discuss this referral with the client to address safety issues and/or how the client could possibly achieve a higher level of independence and/or functioning. This may be a referral to Nursing Services or a Non-Nursing referral like for an OT/PT evaluation, Assistive Device or Caregiver Training. 


These fields are required for each Triggered Referral:  


Refer:  Mandatory field: Yes/No based on whether a referral was made to either Nursing Services for a Nursing Referral Indicator or another provider for Non-Nursing Triggered Referrals.  A yes answer will generate a 30 day Tickler for follow up.  
* This may be marked “No” for Interim Assessments if the Triggered Referrals screen was completed at the previous face to face assessment.


Did the CM make an ALTSA/DDA Nursing Referral?: This field is enabled and mandatory when the “Refer” field is coded as “Yes”. The dropdown values are Yes/No. 

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

Date of referral:  Mandatory when the “Refer” field is coded as “Yes”. Enter referral date

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


** Note:  If Skin Observation Protocol appears in this list, the client has been identified as having a high risk for skin breakdown related to pressure.  Follow the procedures outlined in Chapter 24 of the Long Term Care Program Manual when a Nursing Services referral and the Protocols for Skin Observation for other actions required by the case manager.  If the client appears to be at imminent risk related to skin breakdown over pressure points, refer to the protocol for suggested actions and consult with your supervisor. Documentation in assessment is required if protocol is triggered. If client refuses observation, note on the Service Summary.


Skin Observation Protocol:


If Skin Observation Protocol is listed on the Triggered Referral screen the assessor must refer to the Skin Observation Protocols contained in Chapter 24 in the Long Term Care Manual.  

PREVENTION PLAN FOR SKIN BREAKDOWN OVER PRESSURE POINTS


Caregiver instructions will automatically print in assessment details if the skin protocol is triggered and the client falls into any of the following categories:


For Clients Who are Primarily Bedfast


Do’s:


· Look at the client’s skin at least once a day for changes in color or temperature (warmth or coolness), rashes, sores, odor or pain.  Pay special attention to the pressure points. 

· Assist the client to change position at least every 2 hours

· Use pillows or other cushioning to:

· Keep bony pressure points from direct contact with the bed


· Raise the heels off the bed. 


· Keep the knees and ankles from directly touching one another. 


· When the client is lying on their side, avoid placing them directly on the hipbone.

· Raise the head of the bed only as much as necessary for comfort and only as long as necessary for eating, grooming, toileting, etc.  Raising the foot of the bed at the same time helps keep the client from sliding down to the bottom of the bed.

· Lift; don’t drag clients unable to assist during transfers or positioning.

· Use special pressure reducing equipment when available.

dont's:


· Do not use donut-type devices purchased at the drug store. These cause more pressure rather than reducing pressure.

· Do not use heat lamps, hair dryers, or “potions” that could dry out the skin.

Report to the appropriate person when:


· The client you are caring for develops changes in their skin, develops swelling, or if you are unsure of how to provide care, 

· If you notice that the heels turn hard and black or purple and soft, contact the case manager and health care professional immediately, or

· You are unsure of how to provide care, or if special equipment is needed.

For Clients Who Are Primarily Chairfast


Do’s:


· Look at the client’s skin at least once a day for changes in color or temperature (warmth or coolness), rashes, sores, odor or pain.  See diagram on pressure points and pay special attention to those areas. 

· Assist the client to change position at least every hour if unable to shift their own weight.

· Ask or help the client to shift their weight in the chair every 15 minutes for 15 seconds.

· Use cushions, pillows or other pressure reducing devices to protect pressure points from hard surfaces.

· Position the client in the chair for good posture and equal pressure over bony points.

Don’ts:


· Do not use donut type cushions in a chair. These cause more pressure rather than reducing the pressure. 

Report the following changes to the appropriate person(s) when:


· The client you are caring for has skin changes such as redness, swelling, heat or pain, or a break in the skin over a pressure point; or

· You are unsure of how to provide care. 

Preventing Problems with The Skin


Do’s:


· Look at the skin at least once a day for changes in color or temperature (warmth or coolness), rashes, sores, odor or pain.  Pay special attention to the pressure points. 

· Use mild soap (avoid soaps labeled “antibacterial” or “antimicrobial”). Use warm (not hot) water. Rinse and dry well (pat, don’t rub). 

· Lubricate dry skin with moisturizing creams or ointments (such as Eucerin or Aquaphor).   

· Use cushion or towel on the shower chair to help prevent bare skin from tearing;

· Protect bare skin during all transfers.

Don’ts:


· Do not rub the skin over the bony pressure points 

Report to the appropriate person:


· The client gets worse in their ability to shift weight, turn, transfer, etc. 

· You feel that using special equipment will help you transfer the client more safely and easily; or

· There are problems or changes in the client’s skin such as redness, swelling, a break in the skin, tear or pain over a pressure point; or

· You are unsure of how to provide care.

Management of Bowel and Bladder Supplies


Do’s:


· Follow the toileting schedule on the service plan

· If the client is unable to control their urine or stool, use incontinence products of the client’s choice and assist with changing the product as soon as it is wet or soiled. 

· Gently cleanse or bathe as soon as the client needs it to keep their skin clean, and free from urine and stool. 

· Apply a thin layer of one of the following waterproof creams or protective barriers: zinc oxide, A&D ointment, Destin, Bag Balm, or Balmex to protect the skin from wetness. 

Don’ts:


· If at all possible, don’t use “blue pads” (disposable waterproof under-pads). They hold the moisture on the skin. A preferred and more skin “friendly” alternative is a waterproof cloth pad that can be laundered and reused.

Report to the appropriate person when:


· You are not sure what incontinent products or barrier creams to use. The case manager may make a referral to have a nurse talk with the client and caregiver.

Eating Problems:


Do’s:


· Follow the service plan for instruction on any special diet (food and fluids), or food and fluid preferences. 

· If the client has lost weight, or has a change in their eating habits, ask the client about the reason for the changes.

· Offer small, frequent meals to the client if their appetite is poor.  If their diet allows, encourage the client to eat foods high in protein (milk, eggs, meat, cheese, etc.)

· Avoid beverages and foods with caffeine such as coffee, soda, and chocolate. Caffeine can irritate the bladder.

· Offer plenty of water to the client. It will dilute the urine and reduce irritation to the skin and the bladder. 

Report the following changes to the appropriate person(s) when:


· The client has a major change involving weight gain or loss, appetite changes; or

· There are new or worsening changes in the skin such as redness, swelling, a break in the skin, heat or pain over a pressure point; or

· You are unsure how to provide care.

Resources: 


This chart is designed to serve as tool for a case manager to help refer a client to an Evidence Based Program that would improve quality and health outcomes.

		Diagnosis

		Examples

		Programs

		Source



		Heart Disease

		Chest Pain, Arteriosclerotic Heart Disease, Congestive Heart Failure, Cardiac Dysrhythmias

		CDSMP, EW, EF

		CDSMP: https://livingwell.doh.wa.gov/


EF and EW: www.projectenhance.org



		Cerebrovascular Disease

		Stroke, Cerebrovascular Disease

		CDSMP, EW, EF

		



		Circulatory Disease

		Deep Vein Thrombosis, Hypertension, Hypotension, Peripheral Vascular Disease, Transient Ischemic Attack

		CDSMP, EW, EF

		



		Neurological Disease

		Alzheimer’s Disease

		STAR-C, MCWS

		https://livingwell.doh.wa.gov/



		Mental Health conditions

		Depression

		PEARLS, EW

		PEARLS: http://www.eblcprograms.org/evidence-based/map-of-programs/


EW: www.projectenhance.org



		Endocrine

		Diabetes IDDM, Diabetes NIDDM, Gout

		DSMP, CDSMP, EW, EF

		https://livingwell.doh.wa.gov/


EW/EF/KingCounty: https://soundgenerations.org/health-wellness/wellness/  






		Musculoskeletal

		Fibromyalgia, Arthritis, Osteoporosis, Fracture Pathological

		CPSMP, MOB, Tai-Ji-Quan, SAIL, EW, EF

		



		Respiratory

		Asthma, Bronchitis, Emphysema, Chronic Obstructive Pulmonary Disease

		CDSMP, EW, EF

		



		Malignant Neoplasm

		Cancer

		CDSMP, CPSMP, EW, EF

		



		Urinary Disease

		Renal Failure

		CDSMP, EW, EF

		



		OTHER

		Programs

		Source



		Evidence Based Program to assist family care givers.


Care-givers can attend any of the above listed EBPs with or without the care receiver.

		PTC

		https://livingwell.doh.wa.gov/

King County: https://soundgenerations.org/health-wellness/wellness/  


And see each AAA








CDSMP: Chronic Disease Self-Management Program   


MCWS: Memory Care and Wellness Services 



STAR-C: Staff Training in Assisted-living Residence-Caregivers

DSMP: Diabetes Self-Management Program                  


PTC: Powerful Tools for Caregivers 




EF: EnhanceFitness


EW: EnhanceWellness 



 


MOB: Matter of Balance






SAIL: Stay Active and Independent for Life

 


PEARLS: Program to Encourage Active and Rewarding Lives 


79 Supports


79.0 Intent 


To assign a provider to each task identified in the assessment and to document a schedule when the client identifies a preferred schedule.  Met needs will be assigned to an unpaid caregiver (taken from the collateral contact screen).  Partially met needs will be assigned both an unpaid and paid caregiver, and unmet needs will be assigned to paid caregivers. Shared benefit only needs to be assigned to the paid provider involved in the task.  

79.1 Coding


1. Select the provider type that will meet each need. 

Online: When you are online, you will be able to select a paid provider from ProviderOne provider database, a community resource from the resource database, or a person or agency from the Collateral Contact screen. CARE PRACTICE NOTE: Paid Providers come from the Provider One testing data base and are actual Individual Providers. Do not display outside of HCS, AAA, or DDA.

· Paid provider: Select the ID Type and enter the associated ID number or the provider's name and city and click on Search.  Highlight the provider's name in the provider list and click on OK.  The name will appear in the Provider list on the Supports screen.  


· Resource: Select County and/or type of resource.  Resources will appear below in the Resource list; click on Details for more information.  Highlight selection and click OK to add to provider list on Supports screen.


· Contacts:  Select the name of person or organization that will meet need.  Click OK to add name to provider list on Supports screen.

Offline: To add a provider when you are offline click on the plus sign.  You will be able to add the provider's name on the Offline Placeholder tab. Click “Ok” at the bottom of the screen and the Supports screen will come back into view. “Placeholder” will be listed in the Paid/Unpaid column and the provider’s name in the Provider column. The provider’s schedule and assigned tasks can be documented. When the worker returns to the office and is back online they can use the “S” (Swap) button, in the upper right corner, to bring up the “Search for Provider” tab. The “Search for Provider” tab is only available online. Enter the provider number or the provider's name and city and click on Search.  Highlight the provider's name in the provider list and click on OK.  The name will appear in the provider list on the Supports screen.   CARE will return to the Supports screen and will replace the placeholder name with the provider information from the online provider data base information. The Paid/Unpaid column will be updated replacing “Placeholder” with “Paid”. The schedule and assigned tasks that were created under the Placeholder will remain. 

IMPORTANT NOTE

CARE will not allow the assessment to move to current with a “Placeholder Name” retained in the Care Plan. If the worker forgets to swap the provider, an Error Message will be returned.


2. Select the tasks to be assigned to each provider.  ADLs and IADLs will be labeled with the following:


· U: The need is unmet and at least one paid provider will need to be assigned.


· P: The need is partially met and at least one paid and one unpaid (Resource or Contact) will need to be assigned. An exception to this is for multi-client households.  In cases where no informal support is being provided, but Status is partially met due to multi-client household policy, no unpaid provider needs to be assigned.

· S: When there is a Shared benefit (only applies to IADLs), the task only needs to be assigned to the paid provider. 


· M: The need is met by a Resource or Contact (not paid by ALTSA/DDA).

· Any task with status code of “Client Declines” will not be displayed on the Supports Screen in the Unassigned Tasks bucket. For example, if a client declines assistance with bathing, it doesn’t need to be assigned. If the client changes their mind and will accept assistance with bathing, a new assessment should be completed because it may affect the client’s benefit.


IMPORTANT NOTE: Individual Providers identified in the plan must have at least one task assigned in order to be payable by IPOne.

3. Non-ADL/IADL tasks will not be labeled with U/P/M.  These tasks should also be assigned to either the paid providers performing the task or other providers as documented by provider type selected on the CARE Treatment screen.  You may assign skilled nursing tasks to paid IPs if they meet the Department of Health definition of family or the client is self-directing the task.  Do not assign any skilled task to the IP as an unpaid support.   

Foot Care and Skin Care tasks for assignment are based on the Status code (Received, Need Met, Needs, and Needs/Received). These tasks will be listed in the Supports Screen according to the rules listed in the following table: [image: image94.png]Non ADL Task | Status Code’ Assignment on Support screen
1. Skin Care and | Received Doesn’t show on Support screen in Options bucket
2. Foot Care
Need Met Unpaid Provider (Non-ALTSA/DDA paid resource)
Needs ‘At least one Paid provider (ALTSA/DDA paid resource). An informal
(Unpaid) provided can be assigned as well but the task must be
assigned to at least one Paid resource.
Needs/Received | At least one Paid provider (ALTSA/DDA paid resource). An informal

(Unpaid) provided can be assigned as well but the task must be
assigned to at least one Paid resource.







4. Client’s Preferred schedule: This schedule table will only be displayed when the Client Chosen/Planned Living Situation on the Care Plan screen = In Home or ADH (Adult Day Health).  Have a discussion with the client about their preferred schedule for personal care. If the client has a preference for the day(s) of the week and time of day, enter it in the table. Enter the general schedule the client prefers regardless of whether the client has one or more providers.  


5. The Swap button:  Use this button to change providers when exchanging one provider for another.  First, terminate the payment for the previous provider and authorize payment the new provider, then select the provider on the Supports screen, and click the S button.  Search for the new provider and click OK. The new provider's name will appear in place of the terminated provider in the list and will be assigned the same tasks as the terminated provider.


6. To delete a provider:  

· End date the service authorization

· Highlight the name in the provider list and click on the minus sign.

· The tasks assigned to the terminated provider will need to be reassigned.   


80 Environment Plan


80.0 Intent


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

81 Equipment


81.0 Intent


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

Appendix A—ETR/ETP Quick Guide
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It is important to have the conversation with the family IP to ensure they are willing to provide unpaid care and understand that answering yes means the client will be eligible for fewer hours of care. If the family/household member is not willing and able to provide unpaid informal support, then that IP should not be considered as informal support under Status. They may still choose to provide additional care to their family member, but it will not be accounted for in Status.  This is different that Shared Benefit, which will be coded according to what is happening.   















*The Family Caregiver Support Program provides services to unpaid caregivers.  The caregiver may be caring for a family member or friend (18 years and older) with a disability.  Grandparents and other older relatives raising children may also be eligible for this program.  Services may include information and assistance, caregiver training, support groups, counseling, respite care and/or help in obtaining adaptive equipment.  Most services are provided free of charge.  Financial eligibility for services, such as respite care, is based on the care recipient's monthly income and is assessed on a sliding fee basis.



* Client is prevented by a functional disability from performing a manual function related to a healthcare task that would otherwise be performed for herself/himself. The task would be prescribed and usually performed by a licensed healthcare professional. The client under self-directed care would be able to direct and supervise a paid unlicensed individual provider to perform those tasks for them in their own home. There is no task list associated with self-directed care and the client is able to self-direct medication assistance and administration. Self-directed care tasks will be documented on the Treatment screen; include the name of the health care provider that is working with the client as well as a description of the task being self-directed, including whom, what, and when.



* This guide is for assessment of pain in cognitively impaired older adults or in those clients who temporarily have altered mental status or who do not communicate clearly.  It is dedicated to Amy McAuley, clinical Nurse Specialist, Gerontology, Vancouver Hospital and Health Sciences Centre, Vancouver, British Columbia, Canada, who was one of the original researchers and who died on October 11, 1996.



* 30% of individuals who have Alzheimer’s disease also suffer with major depression.  Many of these individuals have symptoms that cause significant distress and dysfunction to both the individual and the caregiver.











*For Support Provided, code for the maximum amount of support provided. These codes do not change for the bathing activity.



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


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


						1			100%


						2			50%			100%


						3			33%			67%			100%


						4			25%			50%			75%			100%


						5			20%			40%			60%			80%			100%


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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






For All LTC ETR Requests
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5. A pop up box will appear.



6. See specific ETR types on the following chart for details to complete this Pop-up box.  Click OK when complete.
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LTC ETR Types


			ETR Category


			ETR Type


			Waiver Type


			Outcome Value





			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 


			NA


			Hours





			


			Personal Care - Residential


			NA


			Rate





			


			RSN - Hours (In-Home)


			NA


			Hours





			


			RSN - Rate (Residential)


			NA


			Rate





			Waiver Personal Care



(COPES, New Freedom)


			Personal Care – In Home


			COPES, New Freedom


			Hours





			


			Personal Care - Residential


			COPES


			Rate





			ETR Category


			ETR Type


			Waiver Type


			Outcome Value





			Waiver Services



(Ancillary Services for COPES recipients) 


			Environmental Modifications


			COPES


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





			


			Special Medical Equip and Supplies


			COPES


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





			


			Transportation Services


			COPES


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





			


			Community Transition Services


			COPES


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





			


			Skilled Nursing – Rate or Hours


			COPES


			Rate or Hours (treat Hours as RN visits)





			


			Client Training – Rate or Hours


			COPES


			Rate or Hours





			State Only


			Residential Discharge Allowance>$816


			NA


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





			


			Chore Spouse Provider (to exceed GAU)


			NA


			NA





			


			Chore Hours


			NA


			Hours





			PDN (Private Duty Nursing)


			Private Duty Nursing >16 hrs/day


			NA


			Hours





			Bedhold (initiated by Bedhold Unit only)


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


			NA


			NA





			Social Leave


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


			NA


			NA





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


			Other



(associated assessment is not required)


			NA


			All fields enabled








7. Enter Date Range –Either Plan Period or Custom 



a. If Custom, enter Start and End date 



8. Type of ETR will auto-populated based on your selection in #6



9. WAC(s) Referenced:  will auto-populate based on ETR type selected in #6.  This box is changeable.  The ellipse button next to it will take you to a table of links to the various WACs where you can read the WAC references. 


10. Enter Rate/Units/Quantity in the enabled fields (appropriate fields will enable based on type of ETR requested.  If Other is selected all fields will be enabled, you will choose the field(s) that best meets your need):



a. Hours:  Enter the ADDITIONAL number of Hours that are being requested 



b. Rate:  Enter the ADDITIONAL daily $ amount or Unit cost being requested



c. Units:  Enter the Unit type



d. Quantity:  Enter the number of ADDITIONAL Units being requested



e. Total:  Auto-populates for certain types of ETRs



f. Waiver:  Auto-populates if client is on a waiver based on the type of ETR you selected in #6


To Complete the ETR:



1. Add text to the Request Description tab: “Specific nature of the request” list the number of hours/daily rate generated by CARE and the additional amount the assessor believes is necessary to meet the client’s care needs.  Include any specific information about paid and unpaid support persons, schedules, and any gaps in service you are proposing to address through the ETR request.



2. Add text to the Justification for Request tab:  list the clinical characteristics/specific client needs that support the request.


3. Add text to the Alternatives Explored tab:  detailing other options tried or explored such as splitting shifts.


4. The Client and Assmt. Tabs are auto-populated and read only.



5. The Processing Comments box is available to give specific messages to the Reviewers and Approvers, such as the urgency of request, or RSN Transmittal information.  Most comments will be removed before the ETR is finalized. 
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To print an ETR: (This is not required, but could be requested for Fair Hearing, etc.)


1. Select the ETR you wish to print in the Table.


[image: image5.png]=101.X]

Eile Action Administration Help

prior Approva | Hstory| e
- # Tickler Inbox -
B e o Pror tprovs <o |[F],
il e e o o
# Transfer In Request Entry 03/25/2008 00/00/0000

3 SOLA R4, Joseph
M Client Details
=) DDD Case Management
# County ReferraliAuth

| IS Prior Approval Detail

O Medically Intensive ﬁw :









2. Select File/Print/Print Request
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3. A PDF document will appear.    Choose File/Print to print. 


To Start an ETR:




Once in CARE, bring client into view.




Check to see if you are on the client’s team (Overview panel).




Open the ETR/ETP panel in Client Details Folder.




Click the + to open a new request.  









Click Process and Change Processing Status from Request Entry to the appropriate next level (Field Review or Field Approval.)




Choose appropriate reviewer from the Worker Drop down box.




Click Ok on the processing status box




Click Ok on the bottom of the request box.  Don’t forget this step and cancel later by mistake!




Your ETR has now been sent to the next level for approval.



















March 27, 2008
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HCS AAA JRP CONTACTS .docx
		HCS/AAA JRP List



		Region

		Division/Office

		Reporting Units

		Name

		Email

		Phone



		1

		HCS North & South



		101, 102, 104, 105, 106, 107, 108, 109, 111, 112, 113, 121,122, 123, 124, 126, 127, 173

		Joannie Hansen

		hanseje@dshs.wa.gov

		509-568-3715



		

		

		

		Linda Garcia

		garcils@dshs.wa.gov

		509-225-4429



		

		

		

		Misty Zamora

		zamormm@dshs.wa.gov

		509-839-7215



		

		Confederated Tribes/Colville AAA (PSA 12)

		077

		Laura Pakootas

		laura.pakootas.aaa@colvilletribes.com

		509-634-2757



		

		

		

		Larry Robinette

		Larry.Robinette.aaa@colvilletribes.com

		509-634-2759



		

		ALTCEW (PSA 11)



		41, 42, 43, 76

		Pamela Rollins

		rollipk@dshs.wa.gov 

		509-458-2509



		

		

		

		Jennifer Lichorobiec

		lichojm@dshs.wa.gov 

		509-458-2509



		

		

		

		Katie Mesaros

		katie.mesaros@dshs.wa.gov

		509-458-2509



		

		AACCW (PSA 8)

		53, 54, 90

		Debbie Peterson

		peterd@dshs.wa.gov

		509-886-0700 x 406



		

		SEWA ALTC (PSA 9)

		91, 92, 95, 96, 97, 98, 99

		Corrie Blythe

		blythcm@dshs.wa.gov 

		509-965-0105



		

		

		

		Jackie Klingele

		klingja@dshs.wa.gov

		509-469-0500



		

		Yakama Nation AAA (PSA 10)

		153

		Rhonda Haffner

		Rhonda_Haffner@Yakama.com

		509-865-7164 x 6243



		2 

		HCS North

		132, 147

		Chris Janasz

		r2hcssstraining@dshs.wa.gov

		360-651-6813



		

		

		

		Anna Mitchell

		r2hcssstraining@dshs.wa.gov

		360-429-2947



		

		

		

		Katie Eaves (JRP Facilitator)

		r2hcssstraining@dshs.wa.gov

		425-977-6567



		

		

		

		Terri Brown

		r2hcssstraining@dshs.wa.gov

		360-429-2952



		

		Snohomish LTC & Aging (PSA 3)

		69

		Judy Trapp

		judy.trapp@co.snohomish.wa.us 

		425-388-7359



		

		NWRC (PSA 2)

		67, 68, 154, 155, 156, 157

		Rosann Pauley

		paulerm@dshs.wa.gov

		360-676-6749



		

		

		

		Jessica Wight

		wightjI@dshs.wa.gov 

		360-676-6749



		

		

		

		Katie Zimmerman

		zimmekl@dshs.wa.gov 

		360-676-6749



		

		

		

		Shawn Devine

		devinse@dshs.wa.gov 

		360-428-1301



		

		

		

		Amanda McDade

		mcdadac@dshs.wa.gov

		360-676-6749



		

		HCS South



		132, 147

		Wayna Franklin

		r2hcssstraining@dshs.wa.gov

		206-341-7699



		

		

		

		Kevin Roach

		r2hcssstraining@dshs.wa.gov

		206-341-7770



		

		

		36, 37, 70, 71, 73, 74

		Caroline Bacon

		caroline.bacon@seattle.gov

		206-390-9466



		

		Aging and Disability Services (PSA 4)

		

		Antonia Derramas

		antonia.derramas@seattle.gov

		206-233-3805



		

		

		

		Brittani Shelley

		brittani.shelley@seattle.gov

		206-684-0597



		

		

		

		Theresa Tanoury*

		theresa.tanoury@seattle.gov 

		206-684-0659



		

		

		

		G deCastro

		gdc@acrs.org

		



		

		

		

		Hilary Cross

		hilary.cross@seattle.gov 

		206-615-1952



		

		

		

		[bookmark: _GoBack]Amanda Bates

		amanda.bates@seattle.gov

		206-684-0677



		

		

		

		Vivian Chan (CISC)

		vivianc@cisc-seattle.org 

		206-624-5633



		

		

		

		Kevin Li (CISC)

		kevinl@cisc-seattle.org

		206-779-9712



		

		

		

		Olga Nikitina (CISC)

		olgan@cisc-seattle.org

		425-326-9497



		

		

		

		Sandy Yang (ACRS)

		sandyy@acrs.org

		206-695-7524



		

		

		

		Insook Kim (ACRS)

		insookk@acrs.org

		206-695-7531



		

		

		

		Rimi Afroze (Neighborhood House)

		rimia@nhwa.org

		206-832-6803



		

		

		

		Nora Andermeier (Life Long)

		noraa@lifelong.org

		425-375-2998



		

		

		

		Jessica Herzer (Lifelong)

		jessicah@lifelong.org 

		425-375-2981



		3 

		HCS North

		151-157, 169-171

		Linda Milton

		miltolm@dshs.wa.gov 

		253-476-7186



		

		

		

		Eva Robinett

		robinem@dshs.wa.gov

		253-476-7236



		

		Kitsap ALTC (PSA 13)



		78

		Adeanna Hume

		ahume@co.kitsap.wa.us

		360-337-5700



		

		

		

		Rochal Roach-George

		rroach@co.kitsap.wa.us

		360-337-5700



		

		

		

		Stacey Smith

		sasmith@co.kitsap.wa.us 

		360-337-5624



		

		Pierce ALTC (PSA 5)

		75

		Kim Peterson (JRP Facilitator)

		Kpeter2@co.pierce.wa.us

		253-798-3794



		

		HCS South

		139, 161-168, 172-173

		Tari Romo

		romota@dshs.wa.gov

		360-397-9503



		

		

		

		Kady Conley

		duggaki@dshs.wa.gov

		360-664-9286



		

		

		

		Stephanie VanPelt

		vanpesl@dshs.wa.gov

		360-664-9427



		

		Olympic AAA (PSA 1)

		61-66

		Joshua Reed

		joshua.reed@dshs.wa.gov 

		360-379-4430



		

		LMT AAA (PSA 6)

		81, 82, 84

		Jemma Williamson

		jemma.williamson@dshs.wa.gov

		360-664-3162 x 131



		

		AAADSW (PSA 7)

		31, 34, 86, 87, 88

		Whitney McMillin

		OswalWN@dshs.wa.gov

		360-992-4073



		

		

		

		Samantha Waldbauer

		waldbsl@dshs.wa.gov

		360-735-5750
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DDA Who to Contact for Assistance

DDA Specialists 

		Quality Control and Compliance Coordinators (QCC)

WAC, PAN, PCSP and Policy Experts/DDA CARE Academy Trainers 



		Region

		QCC

		E-mail

		Phone



		1 Spokane

		Kris Russell

		Kristine.Russell@dshs.wa.gov

		509-329-2877



		1 Yakima

		Loren Gomez

		Loren.Gomez@dshs.wa.gov

		509-225-7960



		2 Everett

		Brian Haskins

		Brian.Haskins@dshs.wa.gov

		425-740-6428



		2 Seattle

		Kristy Abernethy 

		Kristy.Abernethy@dshs.wa.gov

		206-568-5675



		3 Tacoma

		Rachel Buckles

		rachel.buckles@dshs.wa.gov

		253-404-5582



		3 Tumwater

		Rosie Search

		rosie.search@dshs.wa.gov

		360-725-4301



		CARE Joint Requirement Planners (JRP)

DDA Assessment/CARE Application and SIS experts/DDA CARE Academy Trainers



		Region

		Name 

		E-mail

		Phone



		1 Spokane

		Dan Marshall

		Daniel.Marshall@dshs.wa.gov

		509-329-2849



		1 Yakima

		Mark Bennett

		Mark.Bennett@dshs.wa.gov

		509-225-7998



		2 Everett

		Greg Killingsworth

		Greg.Killingsworth@dshs.wa.gov

		425-740-6427



		2 Seattle

		Michelle Sturdevant

		Michelle.Sturdevant-case@dshs.wa.gov

		206-568-5671



		2 Seattle

		Erin Fatland

		Erin.Fatland@dshs.wa.gov

		253-372-5806 



		3 Tacoma

		Barbara Beck

		Barbara.Beck@dshs.wa.gov

		253-404-5501



		3 Vancouver

		Blaise Sciurba

		Blaise.Sciurba@dshs.wa.gov

		360-480-2250



		DDA Personal Care Specialists/CFC Assessment and Policy Experts

DDA CARE Academy Trainers 



		Region

		Name 

		E-mail

		Phone



		1 Spokane

		Jason Widhalm

		jason.widhalm@dshs.wa.gov

		509-329-2951



		1 Kennewick

		Cindi Abbott

		Cindi.Abbott@dshs.wa.gov

		509-585-8059



		2 Everett

		Teri Curtis

		teri.curtis@dshs.wa.gov

		425-740-6421



		2 Seattle

		Heather Tremaine

		Heather.Tremaine@dshs.wa.gov

		206-568-5532



		3 Tacoma

		Teri O’Donnell

		Teresa.Odonnell@dshs.wa.gov

		253-404-5804



		3 Vancouver

		Darin Stangel

		Darin.Stangel@dshs.wa.gov

		360-993-7890



		DDA Social Service Payment Specialists

ProviderOne and IP1 Payment System Experts



		Region

		Name 

		E-mail

		Phone



		Region 1

		Robin Rosman

		Robin.Rosman@dshs.wa.gov

		509-329-2902



		Region 1

		Diane Bonin

		diane.bonin@dshs.wa.gov

		509-374-2116



		Region 2

		Suzanne Taloa-Hickey

		suzanne.taloa-hickey@dshs.wa.gov

		206-568-5636



		Region 2

		Thomas Lee

		Thomas.Lee@dshs.wa.gov

		425-977-6587 



		Region 3

		Amy Hoogendoorn

		Amy.Hoogendoorn@dshs.wa.gov 

		360-501-2486



		Region 3

		Nicole Jensen

		nicole.jensen@dshs.wa.gov

		360-993-6957



		HQ



		Joshua Church, ProviderOne

		joshua.church@dshs.wa.gov

		360-407-1503



		HQ 

		Lori Shepherd W2/IP Provider Payment Specialist 

		Lori.Shepherd@dshs.wa.gov

		360-407-1509



		HQ Training Unit CARE Specialists

DDA CARE Academy Trainers



		Region

		Name 

		E-mail

		Phone



		HQ

		Juan Garza

		juan.garza@dshs.wa.gov

		360-407-1517



		HQ

		Laquita Kabre

		laquita.kabre@dshs.wa.gov

		360-407-1516



		HQ

		Erin Jayne

		erin.jayne@dshs.wa.gov

		360-819-0664
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