Adult Day Services


The purpose of this section is to explain what services are offered under the Adult Day Care and Adult Day Health program, how to determine eligibility for the programs, and the process for referring and coordinating with adult day service providers.
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Adult Day Services
What are Adult Day Services?

Individuals may receive services through an adult day care or adult day health program.

· Adult Day Care (ADC) is a supervised daytime program providing core services for adults with medical or disabling conditions that do not require the intervention or services of a registered nurse or licensed rehabilitative therapist acting under the supervision of the client’s authorizing practitioner. 

· Adult Day Health (ADH) is a supervised daytime program providing skilled nursing and/or rehabilitative therapy services in addition to the core services of adult day care. Adult day health services are appropriate for adults with medical or disabling conditions that require the intervention or services of a registered nurse or licensed rehabilitative therapist acting under the supervision of the client’s authorizing practitioner. 

What are the goals of the adult day service program?
An adult day services program is a community-based program with goals of meeting the needs of adults with impairments through individualized plans of care. Individuals attend a center on a regular basis and may receive a variety of skilled nursing, rehabilitative, social, assistance with activities of daily living and related support services. By supporting families and caregivers, an adult day services program enables the person to live in the community. 
Adult Day Services (ADC or ADH) are available to clients who are on the COPES or Roads to Community Living (RCL) Waivers.  Clients in this document refer to only COPES or RCL Waiver Clients.  There are other funding sources that the Area Agency Aging, AAA or the Adult Day Services Centers may be used to pay for client’s participation in this program who arenot eligible for COPES or Roads to Community Living.
Adult Day Care
What Services can COPES or RCL clients receive in an adult day care program?

Clients may receive the following core services in an adult day care program:

· Personal care services; 

· Social services on a consultation basis; 

· Routine health monitoring with consultation from a registered nurse; 

· General therapeutic activities; 

· General health education; 

· Nutritional meals and snacks; 

· Supervision and protection for clients who require it for their safety; 

· Assistance with arranging transportation to and from the program; 

· First aid and provisions for obtaining or providing care in an emergency. 

For more information on service requirements for adult day care providers, review WAC 388-71-0702 – 0776.
How do I, the case manager, determine eligibility for adult day care?
You will assess clients, using CARE, to determine whether they are eligible for adult day care. Clients are eligible for adult day care if they are eighteen or older and:

1. Enrolled in the  COPES waiver  or the  Roads to Community Living (RCL) program and 

2. Assessed as having an unmet need for one or more of the following core services:
· Personal Care Services;

· Routine health monitoring with consultation from a registered nurse; 

· General Therapeutic activities; or 

· Supervision and/or protection.

Clients are not eligible for adult day care if they:

1. Can independently perform or obtain the services provided at adult day care; 

2. Have unmet needs that can be met through the COPES or RCL  program more cost effectively without authorizing adult day care services; 

3. Have referred care needs that: 

a. Exceed the scope of authorized services that the adult day care center is able to provide; 

b. Can be met in a less structured care setting; or 

c. Are being met by paid or unpaid caregivers. 

4. Live in a nursing facility (NF), assisted living facility (ALF), adult family home (AFH), or other licensed institutional or residential facility; or 

5. Are not capable of participating safely in a group care setting. 

What are the potential funding sources available to clients that are not eligible for COPES or RCL funded adult day care?

If a client is not eligible for COPES or RCL-funded adult day care, the following funding sources may be available:

· Use of available respite funds at adult day centers that have appropriate respite contracts; 

· Use of Senior Citizens Services Act (SCSA) funds for eligible clients age 60 and over. Consult with the adult day center to access this fund source; 

· Use of unique grant or other fund sources an adult day center may have available. Consult with the adult day center to access these often limited fund sources; or 

· Use of private pay funds. 

How do I refer the client for adult day care services? 

After assessing a client’s need for adult day care and the client determines they want to go to Adult Day Care Services, you will need to:

1. Develop a plan of care that documents the needed services and the number of days per week that the services are to be provided; 

2. Refer the client to a Medicaid-contracted day care center (AAAs directly designate adult day care providers through a waiver contract after the provider meets the contracting requirements). The center must respond within two (2) working days and notify you if the referral can be accepted for evaluation; 

3. Send the plan of care to the center within five (5) days after the client and/or representative has verbally agreed to the service plan or signed it. Note: If adult day care is the only COPES service used by the client, the adult day care provider must meet the needs that made the client eligible. 
4. Complete a HCS/AAA or DDD Planned Action Notice (PAN) indicating approval of Adult Day Service.
How do I review the negotiated care plan?
Once the center receives the department plan of care, the center will conduct an intake evaluation to assess its ability to meet the client’s needs. Within ten (10) working days of the initial date of client attendance at the center, the center must determine whether it can meet the client’s needs at its program. Within thirty (30) days of acceptance to the program, the center must develop a negotiated care plan signed by the client or representative. You review the negotiated care plan for: 

· Consistency with the client’s department plan of care; 

· Inclusion of all services assigned to adult day services listed in the client’s department plan of care; 

· Documentation of the client’s needs and services to meet those needs (when, how, and by whom); 

· Documentation of the client’s choices and preferences regarding care and services and how preferences will be accommodated; 

· Documentation of potential behavioral issues identified and how they will be managed; 

· Documentation of a contingency plan for responding to emergent care needs or other crises; 

If the negotiated care plan meets all the requirements then approve it by authorization of continuation of services. 

Limit the frequency of department-funded services to the number of days per week or hours per day as authorized in the department plan of care and Provider One (P1) Authorization. 

Your approval of the negotiated care plan is signified through continued authorization of services. Enter a Service Episode Record (SER) note in CARE documenting receipt and review of the initial and any annual Adult Day Care Negotiated Care Plans. Send the client either the initial Planned Action Notice or another one for ongoing adult day care approval.
Adult Day Care clients must be assessed at least annually for continued need and eligibility.

*Note: The center must report any changes in the client’s condition or unanticipated absences of more than three (3) consecutive days of scheduled service. You will need to follow-up with the client to determine if a significant change assessment is needed and whether the client continues to be eligible for services.
How do I authorize adult day care services?
If the client is going to split their CARE allocated caregiving hours for some in-home caregiving and some Adult Day Care then apply the following:

· For each hour of adult day care authorized, you will make a deduction of a ½ hour (30 minutes), up to a total of two hours per day of attendance, from the in-home caregiving hours allocated in CARE (WAC 388-106-0130(6)(c)).
If client is going to use all of the CARE allocated caregiving hours in an Adult Day Care Center then apply the following:

· Clients who are attending ADC under the waivers, and not receiving any in-home caregiving services, are authorized for ADC hours up to the total number of caregiving hours allocated by the CARE assessment.  Note:  the ½ hour rule stated above is not applicable, this is hour for hour.
Authorize adult day care services in P1, for up to one year; however, if the adult day care center does not satisfactorily develop the negotiated care plan or the client does not continue to meet eligibility or continue to attend the program, you will need to terminate the authorization. 
	P1 Codes

	Adult Day Care
	COPES
	RCL

	4 hours or more, use the daily code.
	S5102
(no modifier)
	S5102

(no modifier)

	Up to 4 hours, use the hourly code.
	S5100
(no modifier)
	S5100

(no modifier)


Refer to the P1 manual for further information. Click the link to find current rates for adult day care services. 

Note: Transportation to and from the program site is not reimbursed under the adult day care rate. 

Adult Day Health
What services can clients receive in an adult day health program?

Clients may receive the following services in an adult day health program:

· All core services listed under adult day care; 

· Skilled nursing services other than routine health monitoring (e.g. wound care, training on how to care for a catheter, care for an unstable medical condition); 

· At least one of the following skilled therapy services: 

· Physical therapy; 

· Occupational therapy; 

· Speech-language pathology; or 

· Audiology; and 

· Psychological or counseling services. 
· Assistance with arranging transportation to and from the program; 

For more information on service requirements for adult day health providers, review WAC 388-71-0702 - 0776  which describe Skilled Nursing and Skilled Rehabilitative Services.

What are skilled nursing services? 

Skilled nursing services are medically necessary services that a licensed nurse acting within the scope of her/his practice can provide or supervise. Authorizing practitioner orders must be obtained when required by applicable state practice laws for licensed nurses. An authorizing practitioner order is not necessary to start the client referral to ADH.
	Skilled nursing services include:
	Skilled nursing services do not include:

	· Skilled care and assessment of an unstable or unpredictable acute or chronic medical condition; and/or

· Skilled nursing tasks (such as medication administration, wound care, inserting or irrigating a catheter); and/or

· Time-limited training to teach the client and/or the client’s caregiver self-care for newly diagnosed, acute, or episodic medical conditions (examples include: self-administration of an injection, caring for a colostomy, and disease self-management); and/or

· Evaluation and management of a plan of care when skilled nursing oversight is needed to ensure that complex non-skilled care is achieving its purpose. 
	· Coaching or reminding the client; 

· Medication assistance when the client is capable of self-administration or is having this need met through paid or unpaid caregivers; 

· Continued teaching/training when it is apparent that the training should have achieved its purpose or that the client is unwilling or unable to be trained; 

· Group teaching/training or therapy where three or more clients are being simultaneously treated or trained by the nurse. 

· Routine monitoring of a medical condition that does not require frequent skilled nursing intervention or a change in the authorizing practitioner’s  treatment orders. 

· Core services that can be provided at an Adult Day Care Center. 


What are skilled rehabilitative therapy services? 

Skilled rehabilitative therapy services are medically necessary services provided by or under the direct or indirect supervision of a licensed physical, occupational, speech-language pathology, or audiology therapist acting within their scope of practice. Authorizing practitioner orders must be obtained when required by applicable state practice laws for licensed therapists.
	Skilled rehab therapy includes:
	Skilled rehab therapy does not include:

	· Assessing baseline functioning; 

· Providing one-to-one and group treatment to develop, restore or maintain functioning or slow decline or relieve pain; 

· Establishing a maintenance or restorative program with measurable treatment goals and written and oral instruction to assist the client in implementing the program; 

· Providing other medically necessary services that can only be provided by or under the direct or indirect supervision of a therapist acting within the therapist’s scope of practice; 

· Training or teaching the client and/or caregiver for management of care needs; 

· Evaluation and management of a plan of care when skilled therapist oversight is needed to ensure that complex non-skilled care is achieving its purpose. 
	· Reminding or coaching the client in tasks that are not essential to the skilled therapy or intervention in the client’s service plan; 

· Massage therapy; 

· Continued teaching or training when it is apparent that the training should have achieved its purpose or that the client is unwilling or unable to be trained; 

· Group therapy or training where the ratio of licensed therapists and assisting program staff to clients is inadequate to ensure that the group activity contributes to the individual client’s planned therapy goals and the complexity of the individual client’s need can be met. 

· Core services that can be provided by an Adult Day Care center such as general therapeutic activities and socialization activities. 


How do I determine eligibility for adult day health?
You will assess clients, using CARE and completing the ADH screen, to determine whether they are eligible for adult day health. Clients are eligible for adult day health if they are18 years old or older and:
1. Enrolled in the COPES waiver or RCL program, and
2. Assessed as having an unmet need for skilled nursing or skilled rehabilitative therapy and  there is a reasonable expectation that these services will improve, restore or maintain the client’s health status:

· In the case of a progressive disabling condition, will either restore or slow the decline of the client’s health and functional status or ease related pain or suffering; or 

· When the client is at risk for deteriorating health, deteriorating functional ability, or institutionalization; or
· When the client has a chronic or acute health condition that he or she is not able to safely manage due to a cognitive, physical, or other functional impairment; and 

3. Are assessed as having needs for personal care or other core services, whether or not those needs are otherwise met. 

Clients are not eligible for adult day health if they: 

1. Can independently perform or obtain the services provided at an adult day health center; or 

2. Have referred care needs that: 

· Exceed the scope of authorized services that the adult day health center is able to provide; 

· Do not need to be provided or supervised by a licensed nurse or therapist; 

· Can be met in a less structured care setting; or 

· In the case of skilled care needs, are being met by paid or unpaid caregivers; or 

3. Live in a nursing home or other institutional facility (Note: This does not include adult family homes or assisted living facility); or 

4. Are not capable of participating safely in a group care setting. 
A Note about authorizing practitioner orders:
Authorizing practitioner’s orders are helpful in evaluating the client’s skilled nursing or rehabilitative therapy needs; Authorizing practitioner’s orders are not necessary to initiate a referral to Adult Day Health services; Authorizing practitioner’s orders in and of themselves do not establish eligibility for Adult Day Health.  All other eligibility requirements outlined in this chapter must also be met. Authorizing practitioner orders must be obtained by the ADH when required by applicable state practice laws for licensed nurses and licensed therapists. The orders must also indicate how often the client is to be seen by the authorizing practitioner.  The ADH center is responsible for obtaining the authorizing practitioner’s ADH initial order and an updated one for continuation of skilled services as outlined in the WAC.  
Important Note: If you terminate a client’s adult day health services based on ineligibility, list the effective date of the termination on the Planned Action Notice as 10 days later than the date of mailing.

What are the potential funding sources available to clients that are not eligible for COPES or RCL funded adult day health?

If a client is not eligible for COPES or RCL funded Adult Day Health, consider the following options:

· Use of available respite funds at adult day centers that have appropriate respite contracts; 

· Use of Adult Day Care services through COPES;

· Use of Senior Citizens Services Act (SCSA) funds for eligible clients age 60 and over. Consult with the adult day center to access this fund source; 

· Use of unique grant or other fund sources an adult day center may have available. Consult with the adult day center to access these often limited fund sources; or 

· Use of private pay funds. 

How does the COPES or RCL funded client get referred to adult day health services?
1. After assessing a client’s need for either skilled nursing, rehabilitative or both services, which could potentially be provided in an adult day health center, discuss with the client their options for obtaining the required care.  If the client determines they want to go to adult day health care for skilled clinical services, you will need to: 
a. Develop a plan of care that document’s the client’s unmet need(s) and the anticipated number of days per week that services is needed. 

b. Refer the client to the department-contracted adult day health center/s in their area for an intake/evaluation and development of a preliminary negotiated plan of care. 

c. Send the adult day health center the client’s plan of care within five (5) days after the client or the client’s representative has verbally agreed to the service plan or signed it. 

d. Complete a HCS/AAA or DDD Planned Action Notice (PAN) indicating approval of an Intake Evaluation and up to 10 paid service days for development of the negotiated care plan to be provided to the client. 
How do I review the negotiated care plan?
The center will notify you if they can meet the client’s needs and whether they agree to enroll the client in their program. Within this first 10 day evaluation period the center will develop a detailed preliminary negotiated care plan. Within thirty days of acceptance into the program, the center will develop and provide you with a completed final negotiated care plan. Note: The center may elect to develop a complete final negotiated care plan within the first 10 day evaluation period instead of a preliminary and then a final one.  Review the negotiated care plan for approval. The negotiated plan of care must:

· Be consistent with the client’s department plan of care; 

· Include all services assigned to adult day services requested in the client’s department plan of care; 

· Include authorized practitioner’s order(s) for skilled nursing and/or rehabilitative therapy services that require an order.  These orders are obtained by the ADH provider and updated by the authorizing practitioner for continuation of services; 

· Have documentation demonstrating the client has consented to follow-up with the primary authorizing practitioner; 

· Documentat the client’s needs as identified in the department plan of care; authorized services that will be provided to meet those needs; and when, how, and by whom those services will be provided; 

· Establish time specific, measurable individualized client goals not to exceed ninety (90) days from the date of signature of the negotiated care plan for accomplishing the goals of adult day health skilled services and/or discharging or transitioning the client to other appropriate settings or services; 

· Document the client’s choices and preferences concerning care and services and how those preferences will be accommodated; 

· Document potential behavioral issues and how they will be managed; 

· Document contingency plans for responding to a client’s emergent care needs and other crises; 
· Document a discharge and transfer plan; and
· Limit the frequency of department-funded services to the number of days authorized in the plan of care and on the HCS/AAA Planned Action Notice. 

Your approval of the negotiated care plan is signified through continued authorization of services. If the client will be enrolling (or continuing services) with the center, send the client another “HCS/AAA Planned Action Notice” for ongoing Adult Day Health services, and authorize payment for the provider in P1 for the number of days per week the client is eligible to attend. Enter a SER note in CARE to document receipt and review of the initial negotiated care plan and any quarterly annual reviews of the ADH negotiated care plans.

Note: The ADH provider must review each service and individualized client goals in the negotiated care plan every 90 days to determine if  skilled services are still required or more often if the client’s condition changes, or if the client is reassessed by the department for eligibility after a break in service of more than 30 days. 

The center must also report any changes in the client’s condition or unanticipated absences of more than three (3) consecutive days of scheduled service. You will need to follow-up with the client to determine if a significant change assessment is needed, and whether the client continues to be eligible for services.

How do I authorize adult day health services?
You will need to authorize P1 payment for the provider to conduct an intake evaluation and multidisciplinary assessment over a period of up to ten (10) paid service days. This evaluation allows the center to determine its ability to meet the client’s needs, and develop a preliminary care plan.
Once you have received, reviewed, approved the ADH negotiated care plan and the client maintains their eligibility for this program then approve P1 payment for the provider up to a year at a time.
You must reassess and re-authorize adult day health clients annually or sooner if there is a significant change or a break in service of more than thirty days. The adult day health center must inform you of any breaks in service so the client can be re-assessed for eligibility.

Note: You do not need to manually deduct in-home hours for ADH in CARE. However, you must account for the assistance provided by the ADH provider for each ADL task when coding status in the CARE Assessment.  Per WAC 388-106-130, the ADH provider is considered as “informal support”.  

In addition, you must determine whether services may be continued, adjusted, or terminated based on the quarterly reviews of a client’s adult day health care plan, which the adult day health program completes and forwards to you every 90 days. To complete this review, you may need to gather other information through face-to-face, collateral contacts, etc. 

When terminating Adult Family Home clients from ADH send a notification to the ADH provider as well as the AFH provider.

When considering termination of the ADH program, clients should be given the opportunity to transition from the current number of days to one or two days a week in order to provide a successful and effective transition.
	 P1 Codes

	Adult Day Health
	COPES
	RCL

	ADH Intake Evaluation may be reimbursed:

· At a daily rate for services provided; and 

· For a one-time-only initial intake evaluation rate (this rate includes the development of a negotiated care plan). 

· Authorized one time per provider/per client. There is no allowance for re-authorization of the Intake/Evaluation per client/per provider for any reason (e.g. client absence or change in condition) 

· This rate is also authorized for up to 10 units of service with the ADH Intake Evaluation (5202)
	S5102 CG modifier
	S5102 CG modifier

	ADH Daily Rate: 

· The daily rate is defined as a four hour day. 
	S5102 TG modifier
	S5102 TG modifier


Refer to the P1 manual for further information. Click the link to find current rates for adult day health services.

You are responsible for entering, authorizing, changing or terminating payments in P1 for adult day health services.
Assigning needs to the ADH provider

The ADH provider continues to be considered an “unpaid” provider in CARE and is listed in collateral contacts as an informal support for assignment of tasks on the CARE Supports screen. 
ADH is documented under the treatment screen with the provider type as ADH. 

Transferring an ADH case

For new in-home or ADH only clients, as soon as the adult day health center communicates that it will serve the client (usually within three (3) attendance days and potentially up to ten (10) attendance days), HCS should prepare to transfer the case to the AAA. Transfer the case to the AAA when you receive an acceptable preliminary negotiated service plan and complete the ongoing PAN and P1 authorization stating the number of days of attendance each week, the services to be provided (nursing or rehabilitative therapies), the name of the center and the period of time the authorization is effective (start and end date).

Questions or comments about this page? Email the LTC Manual Program Manager
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Assessment and Service Plan Flow:  ADC





· CM refers to ADC if client is COPES or RCL eligible and has an unmet need for core services ADC can provide, there is no other more cost-effective option than ADC and client desires to attend ADC.

· CM and client and/or client representative develop service plan that documents: needed services and # of days per week service is to be provided.

· CM refers client to COPES-contracted ADC center that can meet client’s needs (notifies ADC intake staff so follow-up can occur).


	· ADC ROLES
	· CM ROLES

	· Within 2 days of referral, ADC must respond and Notify CM of its ability to process and evaluate referral (if accepts).
	· Within 5 days of completing the service plan, CM gets a copy to ADC.

	
	

	· ADC schedules intake evaluation with client and/or client representative to assess ADC’s ability to meet needs as defined in service plan (if attending—evaluation time).
	

	
	

	· Within ten (10) working days of initial attendance date, ADC determines whether it can meet needs, how needs will be met, and whether to accept client into program (if enrolling).
	

	
	

	· Within 30 days of acceptance into program, ADC develops negotiated care plan signed by client and/or representative and ADC; care plan limits attendance days to number authorized by department service plan.
	· CM must review negotiated care plan for inclusion of services that are appropriate and authorized.

	
	

	· ADC keeps negotiated care plan in chart and offers copy to client and/or representative and provides copy to CM.
	· CM follows up with client and ADC and determines if any updates to the assessment, service plan and authorization are needed.

	
	

	· If client condition changes or client has unanticipated absences of more than three (3) scheduled attendance days, ADC notifies CM within one (1) week and reviews care plan to determine if it still meets client’s needs.
	· CM re-assesses and reauthorizes (or not) annually.


Tip:  When referring a client to ADC or ADH, please notify the intake staff at those facilities as well as the client and/or representative; this will ensure follow-through on the referral.

Specifics:  ADC Care Plan Requirements

(WAC 388-71-0718)

· The ADC Care Plan must:

· Be consistent with Department service plan.

· Include all services listed in Dept. service plan.

· Document needs and services to meet those needs (when, how, and by whom).

· Document client choices and preferences regarding care and services and how preferences are included in care plan.

· Document potential behavioral issues identified and how they will be managed.

· Document contingency plan for responding to emergent care needs or other crises.

· Be approved by CM.

Assessment and Service Plan Flow:  ADH





	CM refers to ADH if client has unmet need for skilled nursing or rehabilitative therapy, meets eligibility criteria and desires to attend ADH.

	CM and client and/or representative develop service plan that documents potential unmet needs and the number of days per week that services are needed.

	CM refers the client to a Department-contracted ADH for evaluation and development of a preliminary negotiated plan of care (notifies ADH intake staff so follow-up can occur).

	· ADH ROLES
	· CM ROLES

	· Within 2 days of referral, ADH must respond and notify CM of its ability to process and evaluate referral.                     (if referral accepted).
	· Within 5 days of completing the service plan, CM gets a copy to ADH.

	· ADH schedules intake evaluation with client and/or representative to assess ADH’s ability to meet needs as defined in service plan.                                                                                                                                                                   (if attending—evaluation time).
	

	· Within 10 paid service days, ADH must determine whether it can meet client’s needs, how those needs will be met, and whether to accept client into the program.    (if enrolling). 
	

	· Within 30 days of acceptance into program, ADH must work with client and/or representative to develop negotiated plan of care signed by the client and/or representative; copy must be offered to client and/or representative.
	· CM or department nursing services staff may follow up with the practitioner or other pertinent collateral contacts concerning client’s need for skilled services.

	· ADH must forward copy of care plan to CM along with any required practitioner orders required for skilled nursing and/or rehabilitative therapy; practitioner orders must indicate how often client is to be seen by practitioner; client must agree to follow-up with practitioner.
	· CM must review negotiated care plan for inclusion of services that are appropriate and authorized for client’s care needs.

	· ADH keeps care plan and required orders in chart and reviews each service in care plan every 90 days (or more often if condition changes.
	· CM must review a client’s continued eligibility every 90 days (when ADH sends care plan updates/progress).

	· If client condition changes or client has unanticipated absences of more than three (3) scheduled attendance days, ADH notifies CM within one (1) week and reviews care plan to determine if it still meets client’s needs.
	· CM follows up with client and ADH and determines if any updates to the assessment, service plan and authorization are needed.

	· If a break in service of more than 30 days occurs, ADH must review care plan and CM re-assesses for eligibility.
	· If a break in service of more than 30 days occurs, CM must re-assess for Eligibility.


Specifics:  ADH Care Plan Requirements

(WAC 388-71-0722)

· The ADH Care Plan must:  
· Be consistent with the Department-authorized service plan and include all services authorized in that service plan.

· Include authorized practitioner’s order(s) for skilled nursing and/ or rehabilitative therapy obtained by the ADH.

· Document that the client has consented to follow up with primary authorizing practitioner.

· Document client’s needs as identified in service plan, authorized services that will be provided to meet those needs, and when, how and by whom those services will be provided.

· Establish time specific, measurable individualized client goals not to exceed 90 days from date of signature of the negotiated care plan for accomplishing the goals of ADH skilled services and/or discharging or transitioning client to other appropriate settings or services.

· Document client’s choices and preferences concerning care and services and how those preferences will be accommodated.

· Document potential behavioral issues identified and how they will be managed.

· Document contingency plans for responding to a client’s emergent care needs and other crises.

· Be approved by CM.

Case Sharing between HCS/AAA and DDDA
A DDA enrolled adult may choose to enroll in the COPES waiver to receive ADH services.  In most instances the individual will continue to be enrolled with DDA and may even be receiving a state funded service (e.g. employment/day program or SSP) from DDA while also receiving COPES waiver services.  This will require that the HCS/AAA case worker and the DDA case worker “share” the client record in CARE.  Please review the online tutorial (link below) for more information about completing this task.

http://adsaweb/CA/CaseSharing/
Rules and Policies

	WAC 388-106-0800
	What adult day care services may I receive?

	WAC 388-106-0805  
	Am I eligible for adult day care?

	WAC 388-106-0810  
	What adult day health services may I receive?

	WAC 388-106-0815  
	Am I eligible for adult day health?

	WAC 388-71-0702 through 0776 
	Adult Day Service Provider Requirements


FAQs on CARE and Adult Day Services

Follow these CARE guidelines, specific to adult day care and adult day health clients.

1. What CARE screens do I complete to authorize Adult Day Care?  For any clients receiving adult day care services, complete the:
· Treatment screen: Select adult day care from the treatment list. This must be selected so that you can assign treatments to the adult day care provider.
· Supports screen.  Assign the provider to the treatment need.
· P1 screen.   Authorize adult day care services using a daily or hourly code.  Don’t forget you will deduct ½ hour for every hour of adult day care authorized from the hours available for other paid providers. 

2. What CARE screens do I complete to authorize Adult Day Health? For any clients receiving Adult day Health, complete the:

· Treatment screen to document the need so you can assign the treatment.

· ADH screen to assist in determine eligibility.
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Care Plan screen:

· To authorize ADH only– Select COPES in the Client is eligible for dropdown on the Care Plan screen Select ADH for the Recommended/Planned settings.

· To authorize COPES or RCL services and ADH –select COPES or RCL in the Client is eligible for dropdown on the Care Plan screen. Then select in home or residential care setting.
· Supports screen:  Assign the ADH treatment need to the ADH provider on the Supports screen.  Be sure to complete Provider’s Schedule section.
3. What do I do when the number of days per week the service is needed changes? If the client’s needs have already been identified in the assessment and only the number of days needs to change, the change can be documented in CARE by completing an Interim Assessment on a new HCS/AAA/ Planned Action Notice  for the client and correction of the P1 payment authorization. The frequency change is documented on the Treatment screen as well as the Supports screen. This creates a new Service Summary for the client’s review and signature.  However, if the plan of care no longer meets the client’s needs, a new assessment must occur.

4. What if a client exchanges in-home hours for adult day care services? A change in provider can be done without a new assessment. The change would need to be documented in CARE and authorizations updated to reflect the change.  The response would be the same if a client wanted to change the particular adult day center he/she attends. For each hour of adult day care authorized, ½ hour must be deducted from the personal care authorization.

5. What if a client requests adult day services between assessments?  If the need that qualifies the client for adult day care or adult day health is already identified in the assessment, a new assessment would not be required; instead, a re-assignment of the need in CARE would be adequate along with an updated authorization.  However, if the client has a new need, not identified in the assessment, a significant change re-assessment would be necessary.

6. My client is changing from adult day care to adult day health, what do I do?  If a change in service is occurring for a new need (e.g. an adult day care client has a new diagnosis of diabetes) not identified in the current assessment, then a re-assessment is necessary. If it is not a new need (e.g. a client who has been attending adult day care two times per week and has been receiving outpatient occupational therapy that has just been discontinued), no assessment is necessary; you could reassign the need for occupational therapy to a new provider within CARE along with authorization adjustments in P1 and the PAN.

Note:  Any change in service level or number of days of service requires a new, updated authorization, regardless of whether or not a new assessment is required.

For more information about adult day services regulations or process contact: 
Danette Delo, Performance Improvement Unit Manager 
Home & Community Services Programs
Aging & Long Term Support Administration 

Phone:  360-725-2526

Fax:  260-438-8633

Email:    Danette.Delo@dshs.wa.gov. 



For a list of adult day service providers in your area, visit our intranet site: go to HCS and Adult Day Health on the right side of the screen and click on list.

Referral from ADC to Department for services





New client to Department





CASE MANAGER (CM) ASSESSES





CASE MANAGER (CM) ASSESSES


Client’s need for ADH services within the department’s normal time frames for initial eligibility assessments (if new) or reassessment (if already a client)





Referral from ADH to Department for services





New client to Department
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