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[bookmark: _Toc39667080]Purpose
The purpose of this chapter is to clarify hospital assessment activities in order to ensure smooth transitions of those residing in a hospital to in-home, community residential settings, or to nursing home facilities. The goal and focus of hospital assessment activities is to:
· Proactively engage with individuals seeking long-term care services.
· Provide up to date information about Medicaid funded long term care options to hospital staff and individuals seeking these services.
· Assist hospital patients and their families in making informed decisions regarding home and community service options.
· Assist hospitals in working with Medicaid eligible patients to access long-term services and supports (LTSS) in order to avoid staying in the hospitals when they no longer need acute care services. 
· Prioritize the assessment of long-term care eligibility for individuals as soon as they are referred for services and anticipate transitioning from the hospital to a less restrictive setting.
· Expedite the authorization of long term services and supports.
· Develop rapport and supportive relationships with local hospital discharge planners and long-term service and support providers in the community.

[bookmark: _Toc39667081]Ask the Expert
The Program Manager for Acute Care Hospital Transitions is Grace Kiboneka. She can be contacted at (360) 725-3539 or grace.kiboneka@dshs.wa.gov 
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Background                                                                                                                                                                                                                                                                                                                                                                      

A majority of acute care hospital patients who are referred to the Department’s home and community services (HCS) division are new to long-term care services and will require a functional and/or financial eligibility determination. Ensuring timely transitions to services is essential in reducing the number of days patients spend in acute care settings when they no longer meet medical necessity. Aging and Long Term Support Administration must coordinate transitions with more than 50 acute care hospitals statewide. Successful transition planning involves strong collaboration and partnership with regional staff, hospitals, managed care organizations, providers, and communities, so as to provide appropriate services and community options that honor patient choice and reduce medical costs while increasing individual wellbeing, and quality of life. Completing hospital assessments and coordinating transitions planning involves a great deal of data collection, analysis and creative problem solving for systems of care to be better aligned and responsive to unique individual needs. 

[bookmark: _Toc518786844][bookmark: _Toc39667083][bookmark: _Toc525727013][bookmark: _Toc525727113][bookmark: _Toc528758280][bookmark: _Toc528759428][bookmark: _Toc528760023]Assessing and Transitioning Clients from the Hospital
[bookmark: _Toc34208025][bookmark: _Toc34209059][bookmark: _Toc34293923][bookmark: _Toc34398970][bookmark: _Toc35596322][bookmark: _Toc35596719][bookmark: _Toc37423374][bookmark: _Toc37426661][bookmark: _Toc37428981][bookmark: _Toc37758000][bookmark: _Toc37758399][bookmark: _Toc39667084]HCS hospital assessments for individuals eligible for Medicaid MUST follow policy established in Chapter 3  of the Long-term Care Manual. It is the goal of HCS that all hospital referrals for LTSS receive a hospital assessment unless a) the individual is discharged prior to an assessment being completed or 2) the individual refuses the assessment. In addition, the patient MUST meet conditions for conducting an HCS assessment in the hospital outlined in this chapter.  

[bookmark: _Toc39667085]What Conditions Must Be Met for HCS to Conduct a Hospital Assessment?
[bookmark: _Toc34208027][bookmark: _Toc34209061][bookmark: _Toc34293925][bookmark: _Toc34398972][bookmark: _Toc35596324][bookmark: _Toc35596721][bookmark: _Toc37423376][bookmark: _Toc37426663][bookmark: _Toc37428983][bookmark: _Toc37758002][bookmark: _Toc37758401][bookmark: _Toc39667086]In order for HCS to conduct and complete a hospital assessment, the individual in an in-patient setting must meet the following:
a. Medically stable—the individual at this point is close to baseline functioning and their immediate medical needs, treatments, and therapies have been achieved.  
b. Individual, guardian or legal decision maker is aware of the referral to HCS and agrees to be assessed. If the client lacks decision making capacity, they should still be assessed to determine program eligibility, but cannot be transitioned until a decision maker is in place.
c. Psychiatrically stable —the individual at this point is close to baseline functioning and their immediate psychiatric needs, treatments, and therapies have been achieved.
· Medically Stable individuals for example; are not in ICU, their conditions are predictable and stabilized.
· Psychiatrically stable individuals for example; don’t have physical or chemical restraints.
· If guardianship is not in place, HCS hospital case managers MUST consult with informal decision makers/collateral contacts and medical records to develop the plan of care if the client is unable to make their needs known. The case will stay pending until a guardian or a legal decision maker is in place. 



[bookmark: _Toc39667087]When is an Individual Not Ready for a Hospital Assessment?
a. When the individual declines to have an HCS hospital assessment done to explore LTSS options they might be eligible for and this is documented in CARE.
b. Not medically stable—the individual still needs acute care medical intervention and is not back to baseline functioning; immediate medical needs, treatments, and therapies are not yet in place.
c. Not psychiatrically stable---the individual continues to require in-patient psychiatric services and are not back to baseline functioning; immediate needs, treatments and therapies are not yet in place.
d. Combative and/or behaviorally compromised 
· If an individual is being held in an isolation room, they must be able to come out of the room for an assessment to occur. 
· For individuals who are in physical restraints, consult medical records, hospital staff, and informal decision makers/ collateral contacts before considering CARE assessment completion. Discuss with hospital staff on measures and approaches being taken to wean an individual off these restraints which will allow HCS to pursue transition options for less restrictive settings.


[bookmark: _Toc39667088]What Assessments Need to Be Prioritized Among Hospital Referrals?
Sometimes hospital staff will notify HCS of the need to prioritize certain referrals. For such cases, the assigned HCS hospital case manager will work with the hospital to determine the order of assessment. 

A hospital referral that is considered a priority over other hospital referrals may have the following conditions:
a. Active Medicaid client on long-term care services
b. APS is involved
c. Hospice is involved and they are requesting HCS to take the lead in finding a community setting  
d. Department of Correction referral requesting HCS to take lead in finding a community setting for a client who is medically complex
e. Individual’s planned hospital discharge is eminent; it is in a few days not weeks; and
f. The individual is able to consent to services or have a representative consent to services.

[bookmark: _Toc39667089]What is the Role of HCS in Transitioning Clients to a Community Setting?
[bookmark: _Toc34208042][bookmark: _Toc34209076][bookmark: _Toc34293940][bookmark: _Toc34398986][bookmark: _Toc35596336][bookmark: _Toc35596733][bookmark: _Toc37423387][bookmark: _Toc37426674][bookmark: _Toc37428994][bookmark: _Toc37758013][bookmark: _Toc37758412][bookmark: _Toc39667090]HCS is responsible for initiating functional assessments and financial eligibility determination of referred Medicaid applicants who have indicated a preference for community-based (home or residential) LTSS services. 
[bookmark: _Toc34208043][bookmark: _Toc34209077][bookmark: _Toc34293941][bookmark: _Toc34398987][bookmark: _Toc35596337][bookmark: _Toc35596734][bookmark: _Toc37423388][bookmark: _Toc37426675][bookmark: _Toc37428995][bookmark: _Toc37758014][bookmark: _Toc37758413][bookmark: _Toc39667091]The HCS intake unit:
a. Receives and conducts an initial screening of the referral and/or long-term care service application (request for long-term care services).
b. Enters applicant in CARE within one working day following guidelines in Chapter 3 of the Long-term Care Manual. 
c. Assigns the case to the HCS hospital case manage, and 
d. Performs case transfers when appropriate.
1. For clients new to long-term care services, and those who will not return to a community setting within 30 days of being hospitalized; these referrals will be assigned to the HCS hospital unit. 
The HCS hospital case manager will:
1. Make an in-person contact with the client within two working days of receipt of referral as outlined in Chapter 3 of the Long-term Care Manual.
2. Triage cases to determine the appropriate time for an assessment.
3. Complete a full initial or significant change assessment in CARE to, determine care needs, and present appropriate service options to the client, family, and/or decision maker or guardian, and authorize personal care services within 30 days from the date of receipt of the referral. 
4. Provide information about long-term care services and supports to hospital staff, patients, and families.
5. Assist with developing multiple potential transitions plans into LTC care settings concurrently, including finding a provider.
6. Identify and address barriers to transition as early as possible.
7. Collaborate with hospital staff on discharge planning.
8. Coordinate with transitions of care planners at MCOs.
9. Submit Non Grant Medicaid Assistance applications for those who will benefit from Waiver services and do not meet the Aged/Blind/Disabled criteria to access a Waiver services. 
10. Utilize FAST TRACK for community services, if appropriate 
11. Submit transfer requests to HCS intake unit or direct supervisor for clients who will be receiving long-term care services in their homes for ongoing AAA case management as soon as the:
· Referrals for services are made
· Services are authorized
· Service plan is implemented
· Provider service contracts are arranged, if appropriate
· RAC are entered in CARE 
· ProviderOne authorization is “error free” and in CARE, 
· The client and provider have signed the service summary and returned it to the relevant HCS staff for review and signature.
· If FAST TRACK has been used, the Medicaid application has been submitted with the appropriate documentation to the local financial worker.
12. Likewise, follow above procedures outlined from 1(i) through (xi) for transferring client cases to an HCS Residential case manager for clients who will receive services in residential settings.
2. For hospital clients who are discharged from Acute care hospitals before an HCS hospital assessment and/or LTC service plan is in place; the HCS hospital case manager or supervisor will submit a transfer request for the individual to be followed up by the HCS in-home unit, or HCS residential unit to expedite assessment and/or set up of services for appropriate LTC community options. When these cases are transferred it should be noted that they were discharged from the hospital before assessment or service planning could be established and that these cases need to be expedited by the receiving teams.
3. For hospital clients who were receiving long-term care services in residential settings (AFH, AL, or ESF) prior to hospitalization and are expected to return to this setting upon discharge; unless the case was assigned to the HCS hospital case manager:   
i. The HCS residential case manager will conduct a significant change assessment when warranted based on the last assessment done on this client in the CARE. 
· Follow established protocol for assessing and updating CARE assessments to reflect any changes to the client’s care plan as outlined in Chapter 3 of the Long-term Care Manual.
· If an initial assessment was completed upon referral from the hospital, unless there are changes in client’s functional abilities, a new assessment may not be required. 
· A care plan needs to meet client’s needs at the time of transition.
· The residential case manager will authorize the service plan prior to transition; in addition,
· Provide information about long-term care services and supports to hospital staff, clients, and families.
· Assist with developing multiple transition plans into LTC care settings concurrently including finding a provider.
· Identify and address barriers to transition as early as possible.
· Collaborate with hospital staff on discharge planning.
· Coordinate with transitions of care planners at MCOs.
ii. Discuss options for MAC/TSOA if client declines HCS services
iii. When clients are not expected to return to their previous residential setting, the residential case manager will immediately staff the case with the hospital unit, create a hospitalization transfer SER with the following information, and transfer the case to an HCS hospital case manager;
· Hospital Name
· Admission date
· Current hospital social worker
· Barriers to returning to residential setting
· If the client cannot return to their previous residential setting, the residential case manager will transfer the case immediately to an HCS hospital case manager.
· If the HCS residential manager knows the client is planning to transition to a skilled nursing facility, or that an assessment is not needed prior to nursing facility admission; transfer the case immediately to the NFCM assigned to that facility once the client has been admitted to the facility.

[bookmark: _Toc39667092]What is the Role of AAA in Transitioning Clients Back to their Own Home?
AAAs are responsible for case managing clients returning to in-home services following a hospital stay.    
1. For clients who were receiving in-home services prior to hospitalization, who are expected to return to this setting upon discharge, the AAA and their case management subcontractors will:
i. Follow assessment procedures established under Chapter 3 of the Long-term Care Manual.
ii. Continue to case manage the clients who were on CFC/COPES/New Freedom/MAC/TSOA long-term care services prior to hospitalization and provide reassessments/service plan changes around the time of discharge. 
iii. Be responsible for conducting a significant change assessment.
2. For clients who were receiving in-home services prior to hospitalization and will not return to in-home services within 30 days of being hospitalized:
i. The AAA case manager will immediately staff client’s current status with HCS/ Hospital supervisor to consider transferring of case to appropriate staff. This should be done promptly to avoid delays.
ii. Create a hospitalization transfer SER with the following information:
· Hospital name
· Admission date
· Current hospital social worker
· Barriers to returning home
iii. Immediately transfer cases to HCS hospital case managers as soon as it is known that the client will not be returning to in-home services
iv. HCS hospital case manager will take over the case for all transition planning actions for clients transitioning from acute care hospitals.
3. AAA case managers determine the need to transfer vs. retain hospital referrals for transition, in addition:
i. Provide information about long-term care services and supports to hospital staff, clients, and families.
ii. Assist with developing multiple transition plans into LTC care settings concurrently including finding a provider.
iii. Identify and address barriers to transition as early as possible.
iv. Collaborate with hospital staff on discharge planning.
v. Coordinate with transitions of care planners at MCOs.
· If the client cannot return to in-home services, the AAA case manager will immediately transfer the case to an HCS hospital case manager.
· If the AAA staff know the client is planning to transition to a skilled nursing facility, or that an assessment is not needed prior to nursing facility admission; transfer the case immediately to the NFCM assigned to that facility once the client has been admitted to the facility.

[bookmark: _Toc39667093]What is the Role of Nursing Facility Case Management in Transitioning clients back to Skilled Nursing Facilities?
For cases managed by NFCM; when the client is not expected to return to their previous NF setting, the NF case manager will;
1. Immediately staff the case with the hospital unit, 
2. Create a hospitalization transfer SER with the following information, and
i. Hospital Name
ii. Admission date
iii. Current hospital social worker
iv. Barriers to returning to SNF setting
3. Transfer the case to an HCS hospital case manager;
· If the client cannot return to their previous NF setting, the NF case manager will transfer the case immediately to an HCS hospital case manager.



[bookmark: _Toc39667094]What is the Role of Hospital Discharge Planners in Discharging Clients to a Community Setting?
Hospital discharge planners are responsible for sending HCS client referrals for LTC service assessment and Medicaid eligibility determination as soon as it is determined that the individual being hospitalized will need these services as part of the discharge plan. 

In addition to implementing the hospital’s coordination plan with the local office, discharge planners will:
a. Identify and communicate early on, barriers to discharging each individual that is being referred for LTC services 
b. Work with clients and families to create discharge plans, which may include setting up medical and mental health aftercare appointments and secure medical equipment for the client to use after discharge
c. Provide status updates, clinical info, & access to pertinent info effecting d/c planning 
d. Assist with locating community options.
e. Coordinate with AAA and DSHS staff concerning referrals for long-term care services and schedule assessments.

[bookmark: _Toc39667095]How is Coordination with Hospital Discharge Planners Done? 
HCS hospital unit supervisors or designated staff will regularly visit each hospital so that HCS’ presence is complementary to hospital discharge planning activities.  The goal of HCS is to maintain a positive working relationship with individuals and entities pertinent to the discharge planning process to ensure effective coordination and client outcomes. Barriers to transition individuals need to be identified and addressed early on in the transition plan process.  HCS designated staff will:
1. Communicate:
i. Clearly define and explain to discharge planner the role HCS/AAA has in assessing new clients and clients returning to the community. 
ii. Discuss all services including MAC/TSOA referrals with hospital discharge staff for discharge planning. 
iii. Develop a written hospital transition coordination plan between the local hospital(s) and Home and Community Services office to ensure these processes and activities are understood.  At a minimum, the following information shall be provided to the hospital discharge planner:
· Contact information for  the local office
· Contact information for specific staff including back-up staff assigned to the hospital (if available).
· Escalation contacts for the regions or designee outlined in appendix I. 
· Procedures for case staffing individual cases that may require multi-system resources and support to transition
iv. Encourage hospital discharge planners to refer individuals as soon as it becomes apparent that community-based services are needed. 
2. Provide the following forms and documents:
a. HCS referral (intake) form and procedures (see appendix II)
b. LTC application and procedures
c. Policies for LTC assessment outlined in this chapter 
d. A request for data needed from hospitals by HCS hospital case managers (see information under assessment data and reporting section of this chapter.) 
To AVOID delays with discharging individuals:
· Hospital staff, patients or family must submit the HCS Intake and Referral form, and long-term care services application. The application is available online at: https://www.washingtonconnection.org/home/ 
· Hospital staff will follow additional instructions documented in appendix III to Expedite Acute Care hospital Applications.
· Identify and address barriers for transitioning individuals early in the process and use the escalation path if there are concerns about HCS process or timeliness which includes escalating individual cases to HCS supervisors.



[bookmark: _Toc39667096]What is the Role of Medicaid Managed Care Organizations in Transitioning Clients to a Community Setting?
Managed Care Organizations (MCOs) are responsible for transitional care services which require them to work with appropriate staff at any hospital to implement safe, comprehensive discharge plan(s) that assures continued access for medically necessary covered services which will support the client’s recovery and prevent readmission.

MCOs also have a responsibility to work with HCS to coordinate services and assist in discharge planning to help ensure coordinated efforts. They are responsible for the following Activities to assist in discharge planning:
1. Arranging for DME approval and delivery
1. Assigning a PCP for the client to see post discharge
1. Assisting in finding community transition settings
1. Negotiating contracts with SNFs and paying for SNF stays that meet rehabilitative or skilled criteria
1. A written discharge plan, including scheduled follow-up appointments, provided to the Enrollee and all treating providers; Formal or informal caregivers shall be included in this process when requested by the Enrollee
1. Ensuring timely access to follow-up care post discharge and to identify and re-engage Enrollees who do not receive post discharge care;

MCOs have the following responsibilities after discharge:
1. Organizing post-discharge services, such as rehabilitative or skilled home care services, after-treatment services, and occupational and physical therapy service
1. Telephonic reinforcement of the discharge plan and problem-solving two (2) to three (3) business days following discharge
1. For Enrollees at high risk of re-hospitalization, the MCO ensures the Enrollee has an in-person assessment by the Enrollee’s PCP or Care Coordinator for post-discharge support within seven (7) calendar days of hospital discharge.  The assessment must include follow-up of: discharge instructions, assessment of environmental safety issues, medication reconciliation, an assessment of support network adequacy and services, and linkage to appropriate referrals;
1. Scheduling outpatient Behavioral Health and/or primary care visits within seven (7) calendar days of discharge and/or physical or mental health home health care services delivered within seven (7) calendar days of discharge;
1. Follow-up to ensure the Enrollee saw his/her provider; and
1. Planning that actively includes the patient and family caregivers and support network in assessing needs.
· Medicare Advantage plans also have a requirement to participate and implement transition care activities.


[bookmark: _Toc39667097]	
Who Else May Be Involved in Acute Care Hospital Transition Activities?
a. DDA case manager and/or DDA Nursing Care Consultant: 
· Triage referrals and determine functional eligibility by assessing the client’s care needs
· Assist with developing transition plan into long-term care settings
· Provide information about long-term care services and supports to hospital staff, clients, and families
· Coordinate with hospital staff on discharge
· Collaborates with HCS case manager when needed, develops clients care plans
b. DDA PASRR Team—for Pre-Admission Screening Residential Referral eligibility determination.
c. Other service providers authorized by HCS e.g. community choice guides, supportive housing provider etc.
d. Financial Eligibility Specialists—Determine client’s Medicaid financial eligibility.
e. Guardian: Participates in transition planning and decision making.· Coordination and/or transfer of client services between DDA and HCS may occur for several reasons. Follow instruction in chapter 7h of the long-term care manual appendix I for details.
· If the client needs services only provided through DDA (such as SOLA or Supportive Living) consult with DDA regional management prior to determining eligibility for LTSS.

[bookmark: _Toc39667098]
How are ETR Requests for Eligible Acute Care Hospital Clients Processed? 
[bookmark: _Toc34208065][bookmark: _Toc34209099][bookmark: _Toc34293963]Personal Care Exception to Rule (ETR):
1. ETRs are reviewed and decided based upon individualized needs for assistance with personal care and how those needs differ from the majority of clients in the same classification group.
2. ETR requests should include how additional funds requested through the ETR will be used by the provider to meet the client’s individual personal care needs.
3. ETRs can be denied at the local level if the CM/SSS does not think the client’s needs differ from the majority. If the request is denied locally, the client will receive documentation of this decision which includes contact information for the client to request a HQ ETR Review.  
4. Personal Care ETRs will be processed within seventy-two hours (72) of receipt by the Headquarters ETR Committee.
Follow the detailed ETR process outlined in Chapter 3 of the Long-term Care Manual. This chapter also addresses other types of ETR.


[bookmark: _Toc39667099]What are Some Examples of Frequent Barriers to Acute Care Hospital Client Assessment or Transition Planning?
1. Pending Guardianship: This occurs when hospital staff indicate the client is incompetent to make their own decisions and yet the same client has not been deemed incompetent by court of law.
2. Client refusing to receive HCS services 
3. Lack of family or social supports
4. [bookmark: _Toc34398995][bookmark: _Toc35596345][bookmark: _Toc35596742][bookmark: _Toc37426687][bookmark: _Toc37429007][bookmark: _Toc37758026][bookmark: _Toc37758425][bookmark: _Toc39667103]Bariatric
5. [bookmark: _Toc34398997][bookmark: _Toc35596346][bookmark: _Toc35596743][bookmark: _Toc37426688][bookmark: _Toc37429008][bookmark: _Toc37758027][bookmark: _Toc37758426][bookmark: _Toc39667104]Financial eligibility: Client is unable to provide required documents over a period of time, information that is needed for financial verification necessary to make financial eligibility determination.
6. [bookmark: _Toc34398998][bookmark: _Toc35596347][bookmark: _Toc35596744][bookmark: _Toc37426689][bookmark: _Toc37429009][bookmark: _Toc37758028][bookmark: _Toc37758427][bookmark: _Toc39667105]Client’s medical and psychological condition is not conducive for having an assessment
7. [bookmark: _Toc34398999][bookmark: _Toc35596348][bookmark: _Toc35596745][bookmark: _Toc37426690][bookmark: _Toc37429010][bookmark: _Toc37758029][bookmark: _Toc37758428][bookmark: _Toc39667106][bookmark: _Toc34399002]Lack of appropriate space to conduct assessments privately.
8. [bookmark: _Toc35596349][bookmark: _Toc35596746][bookmark: _Toc37426691][bookmark: _Toc37429011][bookmark: _Toc37758030][bookmark: _Toc37758429][bookmark: _Toc39667107]Lack of adequate documentation. 

[bookmark: _Toc39667108]When Would A Hospital Referral For Transition Be Inactivated?
[bookmark: _Toc39667109]Some individuals who are referred to access LTSS may not have a transition plan in place due to reasons such as; not being financially eligible for services, not being medically stable or psychiatrically stable, lack of guardianship in place among other barriers. Unless the client refused HCS services the HCS hospital case manager will;
1. [bookmark: _Toc39667110]Offer ongoing support to the client, family and /or representative by addressing concerns regarding care in community based settings
2. [bookmark: _Toc39667111]For medically complex individuals, consult with the HCS Community Nurse Consultant (CNC), AAA Registered Nurse case manager. 
3. [bookmark: _Toc39667112]Offer other services as Adult Day Health, Skilled Nursing, RN Delegation or Private Duty Nursing 
4. [bookmark: _Toc39667113]Continue to support all efforts towards reducing or eliminating barriers to a less restrictive setting. 
5. [bookmark: _Toc39667114]If after 6 months, the client has not made any progress towards transition planning:
i. [bookmark: _Toc39667115]Conduct a staffing with the unit supervisor to review the status of the case including what has been done, and
ii. [bookmark: _Toc39667116]May inactivate the client in CARE using the “No Current Discharge Plan” code.
6. [bookmark: _Toc39667117]For clients who refuse HCS services, the HCS hospital case manage will inactivate the case immediately, and update the acute care database. 


[bookmark: _Toc39667126]How are Transitions from Acute Care Hospitals to a Nursing Facility Done?
1. Hospitals may discharge patients to a nursing facility without prior authorization from HCS (refer to Chapter 10 of the Long-term Care Manual for NFCM relocation.) 
2. Hospital staff will facilitate the nursing facility admission from the hospital. 
3. The hospital discharge planner or nursing facility must still notify the HCS hospital case manager of pending admissions to SNFs in order to appropriately transfer cases to NFCMs.  
4. HCS staff will not have to complete initial CARE assessments for individuals (Medicaid and non-Medicaid) who have been identified as meeting the Pre-Admission Screening & Resident Review (PASRR) criteria prior to discharge from the hospital(refer to Chapter 10 of the Long-term Care  manual for details.)

[bookmark: _Toc39667127]How are Transitions From Acute Care Hospitals To Transitional Care Units/(In-Patient Rehab LTC Acute Care Centers) Done?
[bookmark: _Toc39667128]When an individual transitions to In-patient Rehabilitation (IPR) outside a hospital or Long-term acute care (LTAC), HCS considers that transition a hospital discharge. When the transition to IPR is located within a hospital, this is not considered a hospital discharge.  
1. [bookmark: _Toc34208050][bookmark: _Toc34209084][bookmark: _Toc34293948][bookmark: _Toc34399006][bookmark: _Toc35596353][bookmark: _Toc35596750][bookmark: _Toc37426695][bookmark: _Toc37429015][bookmark: _Toc37758034][bookmark: _Toc37758433][bookmark: _Toc39667129]Conduct a CARE assessment for clients who have applied for LTC services and are ready to transition to community settings.
2. [bookmark: _Toc39667130]If the client is transitioned to the transitional care setting prior to assessment, conduct the assessment at the transitional care setting.
3. [bookmark: _Toc39667131]Individuals in transitional care beds outside a hospital are no longer considered inpatient.

[bookmark: _Toc39667132]How are Regional Transfers for Clients in Acute Care Hospitals Done?
When a client is transferring to a different region while still in the hospital, the following should be done:
1. Conduct a case staffing with supervisor to confirm need for transfer 
2. HCS hospital case manager in charge of a transferring case must transfer the case in CARE and Barcode to the intake unit of the client’s destination region while the case is still open, OR
3. The supervisor at the region making the transfer may request intake at the destination region to assign the case or contact the intake supervisor to facilitate the transfer. 
4. When discharge is imminent and a CARE assessment has been conducted, the HCS hospital case manager may keep the case and put services in place before making the transfer.

[bookmark: _Toc39667133]How are Hospital Assessments for Clients Referred by Border Acute Care Hospitals from out of State Done?
[bookmark: _Toc39667134][bookmark: _Toc34208053][bookmark: _Toc34209087][bookmark: _Toc34293951][bookmark: _Toc34399009][bookmark: _Toc35596356][bookmark: _Toc35596753][bookmark: _Toc37426698][bookmark: _Toc37429018][bookmark: _Toc37758037][bookmark: _Toc37758436]HCS Hospital case managers are responsible for assessing out of state Washington residents in border acute care hospitals:
1. [bookmark: _Toc39667135]When the individual has submitted an application for Medicaid and has been referred for LTC services by a border acute care hospital,
2. [bookmark: _Toc39667136][bookmark: _Toc34208054][bookmark: _Toc34209088][bookmark: _Toc34293952][bookmark: _Toc34399010][bookmark: _Toc35596357][bookmark: _Toc35596754][bookmark: _Toc37426699][bookmark: _Toc37429019][bookmark: _Toc37758038][bookmark: _Toc37758437]When the individual is a Washington resident and is planning to return to the state, and
3. [bookmark: _Toc39667137]Follow procedures established in Chapter 3 of the Long-term Care Manual for CARE assessments.   

[bookmark: _Toc39667138][bookmark: _GoBack]


Assessment Data & Reporting
[bookmark: _Toc39667139]What Information Is Needed by HCS Hospital Case Managers To Conduct An Assessment? 
1. Information needed from hospitals 
· Submit a Complete financial application prior to the date of the assessment
i. PAPER: Hospitals, or clients residing in hospitals, will submit 18-005  application with an Acute Care Hospital coversheet (refer to Appendix III, Expedite Acute Hospital Applications including coversheet).
ii. [bookmark: _Toc34208058][bookmark: _Toc34209092][bookmark: _Toc34293956][bookmark: _Toc34399013]WaConn: Complete an application online at: https://www.washingtonconnection.org/home/.  When completing the application, the client/hospital representative are advised to indicate the name of the hospital on the address line and in the additional comment section of the application, state that the client currently resides in a hospital. 
· Client specific information needed from the hospital: In order to determine functional eligibility, establish the level of care, and develop a service plan for community providers, hospitals are requested to fax, email, or print and make available at the nurses’ station the following information for the HCS hospital case manager on the date of the assessment. This information is not on the Medicaid application and having it promptly assures timely completion of assessment:
i. Demographic /face sheet
ii. Progress notes from physicians, nursing, physical therapy, occupational therapy, speech and other therapies
iii. Admission notes on clients health, physical and psychiatric conditions
iv. List of current diagnosis
v. History & Physical (H&P)
vi. Current wound care notes including treatments
vii. Care Plan and/or Behavior Support Plan  (BSP) and/or Treatment plan when applicable
viii. Last 7 day medication administration records (MAR)
ix. Behaviors and interventions (i.e. client wanders needs to be redirected, yelling and screaming, assaultive behaviors)
x. Social work/ discharge planning notes including date of Medical clearance for discharge
xi. PT/OT/Speech notes
xii. Guardianship/ DPOA copy (if applicable)
xiii. Current Durable Medical Equipment (DME) used by client for the assessment (*hospital staff to coordinate any future need for DME post discharge)
xiv. Any information critical to a successful discharge plan

2. Notice of change of client condition
When there is a change in the client’s condition or the client discharges prior to the assessment, the hospital staff must notify the HCS hospital case manager immediately to appropriately utilize the assessment time slots. 

3. Considerations for patients in restraints
To speed up transitions into LTSS, hospitals are requested to transition individuals from restraints prior to assessment and maintain the individual without restraints for prospective providers. HCS current recommendation is for clients to be free of physical and chemical restraint for 3 days prior to assessment and any transition.

[bookmark: _Toc39667140]What Information Must Be Reported And Tracked For Hospital Referrals?
Ensuring timely access to LTC services for individuals referred by acute care hospitals is one of the key components of how ALTSA transforms lives. The ability to track hospital referrals statewide using standardized data allows ALTSA to record and tell a story of HCS transitions out of acute care hospitals and barriers to transition. 
1. The  Acute Care Hospital Tracking Database Procedure Manual outlines required information that needs to be reported about acute care hospital referrals and transition activities.
2. Designated staff at regional offices will follow instructions outlined in the Acute Care Hospital Tracking database manual to document and make necessary updates at least once a week on client progress in getting them transitioned out of acute care hospitals. 
The statewide reporting system for acute care hospital referrals allows HCS to track clients referred to HCS to transition out of the hospital in a coordinated way. It provides data on a statewide level that is used to respond to leadership, legislative, and constituent inquiries and identify potential policy and appropriation requests to address gaps.


[bookmark: _Toc39667141]Management of Complex Hospital Client Transitions
[bookmark: _Toc39667142]What is Length of Stay (LOS) in Acute Hospital Settings?
For HCS, Length of stay in acute care hospitals refers to the period a hospital patient continues to stay in the hospital from the date a hospital referral is made to HCS for that individual to access long-term care services. 

[bookmark: _Toc39667143]What Additional Transition Strategies Should Be Applied To Complex Client Referrals?
This process outlines strategies to be utilized when dealing with hospital clients whose transition to community settings is hindered by significant barriers making it more likely for the individual to remain in the hospital more than 30 days past the date of referral to HCS. For such individuals:
1. The initial CARE assessment will be completed within a week (7 days) from the date of referral or from the date the client is stable and predictable. 
2. When no community option is available for a client after 2 months (60 days) from the date of referral to HCS, additional contact requirements will be followed:
i. Face to face contact at the hospital every other month and documented in a SER. Document a SER if the client has had any care plan changes or document if care plan remains the same, what transition efforts are being made etc.
ii. Document contact conversations weekly that occur with the family, collaterals, and hospital staff.
iii. The hospital case manager will review the medical records and determine if the initial assessment no longer meets the client’s care needs and follow assessment and care planning policy outlined in Chapter 3 of the Long-term Care Manual.  
3. Complex case coordination and case staffing requirements for clients who are still hospitalized 90 days past referral:
i. Conduct case staffing with local office supervisor on a weekly basis. 
ii. Appointed staff at each regional HCS office will document and make necessary updates in the hospital database once a week and/or when transition to community settings occurs. 
iii.  Send at least weekly updates to local hospitals for coordination purposes per local policies and procedures.
iv.  Increase communication efforts with hospital discharge planners, community partners, and community choice guides to help assist with transition efforts.
v. Follow case staffing procedures established by local office, Region and HQ to provide additional support and resources for transition options.
Utilize Case Staffing Referral template Appendix II to document and submit case staffing requests.


[bookmark: _Toc39667144]
How is A Complex Hospital Client’s Transition Escalated?
The following table outlines when and how complex cases will be escalated
	Who/ when to Escalate
	What is involved and what needs to be done

	Escalation from HCS to Hospitals
	· Each hospital identifies how it would like issues to be escalated when they are not able to be resolved at the discharge planning level. 
· HCS will be provided with discharge planning /case manager lead contacts or other designees for each hospitals. 
· When there are difficulties in utilizing the identified escalation path, the HCS local office/regional designee will contact the Acute Hospital Program Manager in HCS.

	Escalation within HCS
	· Follow local office and regional escalation procedures with designated staff. At a minimum, follow the escalation steps outlined below. 
· You may consider using the Transition Escalation Screening Tool to determine if an individual’s case needs to be escalated for further support—(use of this TOOL—Appendix V is optional.)

	Clients at 60 days from date of referral
	· These cases should be staffed with a supervisor.

	Clients at 90 days from date of referral
	· These cases should be staffed at regional level by designated staff.
· Case staffing must be documented to include options explored and outcomes
· From the regional level, cases may be escalated to ALTSA Headquarters (HQ).
· Use the case staffing referral form (appendix IV) to document cases referred to HQ.

	Clients at 100 + days from date of referral
	· These cases will be staffed at HQ in collaboration with designated regional managers. In addition, HQ will staff:
· Special referrals from regions and hospitals
· Cases brought to the attention of the administration from external interest groups




[bookmark: _Toc39667145]Resources
[bookmark: _Toc525727014][bookmark: _Toc525727114][bookmark: _Toc528758281][bookmark: _Toc528759429][bookmark: _Toc528760024][bookmark: _Toc39667146]Related WACs and RCWs
WAC 388-106-0015 	What long-term care services does the department provide?

RCW.70.41.310	Long-term care—Program information to be provided to hospitals—Information on options to be provided to patients.

RCW.74.39A.040	Department assessment of and assistance to hospital patients in need of long-term care.
[bookmark: _Toc39667147][bookmark: _Toc525727015][bookmark: _Toc525727115][bookmark: _Toc528758282][bookmark: _Toc528759430][bookmark: _Toc528760025]Transition Resources
	Behavioral Health Personal Care (BHPC)
	Acute care hospital client referrals who meet the criteria for (BHPC), are handled in the same manner as all other BHPC requests. Please follow instructions in Chapter 7h Appendices, Appendix v of the Long-term Care Manual

	Behavioral Support Services
	Services are available to in patient clients under WA Roads. Client training is available through COPES and should be accessed through that program for all COPES eligible individuals. Individuals who are not eligible for COPES should receive this service through WA Roads. See Behavior Support Services H2019 

	Housing Maintenance Allowance (HMA)
	The HMA is income, up to 100% of the Federal Poverty Level, that the client can keep in order to maintain his/her residence during a NF or institutional stay. WAC 182-513-1380. For program detail see Chapter 10 of the Long-term care Manual

	State Funded Community Transition or Sustainability Services (CTSS or WA Roads)
	CTSS are non-recurring setup items or services necessary to assist individuals establish, resume or stabilize a home or community-based setting. WAC 388-106-0950, WAC 388-106-0955, WAC 388-106-0960. Refer to Chapter 05 of the Long-term Care Manual for details.

	Discharge Options-Desk Aid for Citizens vs. Non-citizens
	This is a desk tool used by Aging and Long Term Supports Administration (ALTSA) field staff that has all the medical coverage groups/programs in Washington and what Home and Community Service can be authorized under that medical program if functionally eligible.  



	Diversion Services
	An individual who is detained through the Involuntary Treatment Act who is stabilized and has long-term care needs, qualifies for diversion services. Refer to MH 19-042.

	Supportive Housing
	Service that supports individuals with complex needs secure community-based, affordable housing of their choice along with individualized support to assist the person with stabilization and self-identified goals. For ALTSA recipients, this service is available in two ways: Foundational Community Supports (FCS), or the Governor’s Opportunity for Supportive Housing (GOSH). Refer to Chapter 30d of the Long-term Care Manual for details.





[bookmark: _Toc525727016][bookmark: _Toc525727116][bookmark: _Toc528758283][bookmark: _Toc528759431][bookmark: _Toc528760026][bookmark: _Toc39667148]Glossary
	Word
	Definition

	Complex client escalation process
	Established process that requires multi-systems supports in the community to establish and sustain transitions to community settings. Such cases present significant medical, psychiatric and/ or criminal concerns that inhibit transitions to community settings. 
 

	Community settings
	Long-term care service options where clients can reside such as the client’s home, Adult Family Home, Assisted living facilities among others.


	Discharge plan
	A care plan developed for a client indicating where the client will transition to including the type of support/ services the client will need. This plan is created by the client, family, hospital discharge planner, and HCS or AAA staff. The client may seek to transition in different Long-term care service options including nursing homes.


	Diversion from acute care hospital
	An individual who is detained through the Involuntary Treatment Act who is stabilized and transitioned into home and community long-term care settings prior to the need to petition for a 90 or 180 day commitment order (see MB H19-042).


	Hospital assessment
	A CARE assessment to determine functional eligibility for long-term care services in community based settings.  


	Hospital discharge planners
	Designated staff who work with the client to create and implement a discharge plan. Discharge functions are usually carried out by social workers and Registered Nurses in hospitals. Managed care organizations and other insurance carriers including Medicare participate in transition care play and important role.


	Length of Stay
	For HCS, Length of stay in acute care hospitals refers to the period a hospital patient continues to stay in the hospital from the date a hospital referral is made to HCS for that individual to access long-term care services. 


	Medical necessity
	A determination by the attending hospital physician that the patient needs to remain in the hospital to receive medical care. A client who meets this definition is admitted under private health insurance, Medicare or Medicaid.

	Medically stable or predictable
	The patient at this point does not need acute care medical intervention, is close to baseline functioning and their immediate needs, treatments, and therapies have been achieved. In most cases stage the client can transition to community settings.


	Priority Cases
	Cases that the hospital request to handle as priority upon referral and meet the priority criteria, outlined in this chapter. For such cases HCS staff are required to conduct a 2 day face to face contact with a client and conduct an assessment within 7 days if conditions for conducting an assessment are met

	Psychiatrically stable
	The patient has been determined by a psychiatric provider usually a psychiatrist or psychiatric nurse in a hospital of psychiatric inpatient facility to on longer need in-patient hospitalization. The individual at this point is close to baseline functioning and their immediate medical psychiatric needs, treatments, and therapies have been achieved, evidenced by no use of physical or chemical restraints in the past 3 days prior to discharge.


	Referral
	Any request for service that is accompanied by a Medicaid application, or for a client with current Medicaid eligibility. A referral generates an intake.


	Swing Bed
	A hospital bed that can be utilized as a skilled nurse facility bed. 


[bookmark: _Toc525727017][bookmark: _Toc525727117][bookmark: _Toc528758284][bookmark: _Toc528759432][bookmark: _Toc528760027]
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[bookmark: _Toc39667151]Appendix I	HCS Region Escalation Contact Chart 
[bookmark: _Toc37674149][image: ]


[bookmark: _Toc39667152]Appendix II	DSHS Intake and Referral Form 10-570.pdf. 

[bookmark: _Toc39667153]Appendix III	Expedited Acute Hospital Application chart and coversheet
[bookmark: _Toc35596374][bookmark: _Toc35596771][bookmark: _Toc37426716][bookmark: _Toc37429036][bookmark: _Toc37758054][bookmark: _Toc37758454][bookmark: _Toc39667154]This process should be used for Long-Term Service and Supports applications only
[bookmark: _Toc35596375][bookmark: _Toc35596772][bookmark: _Toc37426717][bookmark: _Toc37429037][bookmark: _Toc37758055][bookmark: _Toc37758455][bookmark: _Toc39667155]Region 1 
[bookmark: _Toc35596376][bookmark: _Toc35596773][bookmark: _Toc37426718][bookmark: _Toc37429038][bookmark: _Toc37758056][bookmark: _Toc37758456][bookmark: _Toc39667156]Pend Oreille, Stevens, Ferry Okanagan, Chelan, Douglas, Grant, Lincoln, Spokane, Adams, Whitman, Klickitat, Kittitas, Yakima, Benton, Franklin, Walla Walla, Columbia, Garfield and Asotin Counties

Submit 18-005 applications with an Acute Care Hospital coversheet (see below), or apply online at Washington Connection. 
Hospitals contact Social Services intake (by calling intake at 509-568-3767 or 1-866-323-9409, or  faxing the Intake and Referral form to 509-568-3772, etc.).
[bookmark: _Toc35596377][bookmark: _Toc35596774][bookmark: _Toc37426719][bookmark: _Toc37429039][bookmark: _Toc37758057][bookmark: _Toc37758457][bookmark: _Toc39667157]Region 2
[bookmark: _Toc35596378][bookmark: _Toc35596775][bookmark: _Toc37426720][bookmark: _Toc37429040][bookmark: _Toc37758058][bookmark: _Toc37758458][bookmark: _Toc39667158]King, Snohomish, Whatcom, Skagit, Island, and San Juan Counties


[bookmark: _Toc35596379][bookmark: _Toc35596776][bookmark: _Toc37426721][bookmark: _Toc37429041][bookmark: _Toc37758059][bookmark: _Toc37758459][bookmark: _Toc39667159]Paper: 
Hospitals, or clients residing in hospitals, will submit 18-005 applications with an Acute Care Hospital coversheet (see below). 
[bookmark: _Toc35596380][bookmark: _Toc35596777][bookmark: _Toc37426722][bookmark: _Toc37429042][bookmark: _Toc37758060][bookmark: _Toc37758460][bookmark: _Toc39667160]WaConn: 
Complete an application online at Washington Connection. When completing the application, the client/hospital representative should indicate the name of the hospital on the address line, and state that the client currently resides in a hospital in the additional comments section of the application. 
[bookmark: _Toc35596381][bookmark: _Toc35596778][bookmark: _Toc37426723][bookmark: _Toc37429043][bookmark: _Toc37758061][bookmark: _Toc37758461][bookmark: _Toc39667161]Region 3
[bookmark: _Toc35596382][bookmark: _Toc35596779][bookmark: _Toc37426724][bookmark: _Toc37429044][bookmark: _Toc37758062][bookmark: _Toc37758462][bookmark: _Toc39667162]Pierce, Kitsap, Thurston, Mason, Lewis, Grays Harbor, Pacific, Cowlitz, Clark, Clallam, Jefferson, Skamania and Wahkiakum Counties

[bookmark: _Toc35596383][bookmark: _Toc35596780][bookmark: _Toc37426725][bookmark: _Toc37429045][bookmark: _Toc37758063][bookmark: _Toc37758463][bookmark: _Toc39667163]Paper: 
Hospitals, or clients residing in hospitals, will submit 18-005 applications with an Acute Care Hospital coversheet (see below). 
[bookmark: _Toc35596384][bookmark: _Toc35596781][bookmark: _Toc37426726][bookmark: _Toc37429046][bookmark: _Toc37758464][bookmark: _Toc39667164]WaConn: 
Complete an application online at Washington Connection. When completing the application, the client/hospital representative should indicate the name of the hospital on the address line, and state that the client currently resides in a hospital in the additional comments section of the application. 

Hospital Application Referral Coversheet.
ATTENTION
IU staff. 

This is an
Acute Care Hospital Application for LTSS
and contains 
_____  pages
























[bookmark: _Toc39667165]Appendix IV	Transition Escalation Screening Tool (Optional)
Screening Tool: A Guide for Client Transition Escalation (Optional)
Revised March 2020

All individuals who meet criteria should be escalated for case staffing, first at the office level followed by regional case staffing as soon as possible, and when appropriate referred for statewide HQ case staffing. Determine if the individual does not have a reasonable discharge plan confirmed and meets any of the criteria identified below in section A and any of the additional items in section B.  If the individual does not have a reasonable discharge plan confirmed and has at least one of the criteria in A and at least one item from B, please escalate for case staffing. 

	
	Individual does not have a reasonable Transition plan confirmed AND



A) Mark all of the Complex Client Criteria that apply:
	
	Medically complex at D/C: wound care, dialysis, vent/trach
	
	Significant behavioral health condition (SPMI)

	
	Bariatric
	
	Substance Use Disorder (SUD) – history or current

	
	Traumatic Brain Injury (TBI)
	
	Alzheimer’s/dementia with behaviors

	
	Criminal history: sex offender, assaultive…
	
	Aggressive or inappropriate behaviors

	
	Homeless or cannot return to previous setting
	
	family or client disagree with plan/complex family dynamics




B) Mark all that apply:
	Medical Related
	Behavioral Health Related

	
	Current pressure ulcer requiring ulcer care
	
	Wandering with elopement risk

	
	Unstable diabetic on insulin
	
	Uncooperative during care

	
	Requires weight-bearing or physical assistance from 2 or more people
	
	Refuses care or placements

	
	Fall risk due to balance issues
	
	Has a behavioral plan in place

	
	Pronounced cognitive impairments that impact impulsivity and judgement
	
	Unable to follow a behavioral plan

	
	Requires awake staff overnight due to frequency of care needs at night (repositioning program, toileting, wound care or other treatments, etc.)
	
	Mental Health issues (especially personality disorders); in denial or receiving MH treatment

	
	Requires suctioning (with trach)
	
	Suicidal ideation or actions

	
	Long-term central line in place; on TPN, IV antibiotics
	
	Self-harming behaviors

	
	Ostomy/colostomy care/wound care
	
	Inappropriate sexualized behaviors towards others or public displays

	
	
	
	Up at night and requires intervention (disruptive/unsafe)

	
	
	
	Is overly demanding of time or attention, expects immediate action from others 

	
	
	
	Inappropriate toileting (outside of the toilet, on floors, etc.)

	
	
	
	Smokes and will not stop or wear patch 

	
	
	
	Reported they will continue to use substances when D/C 

	
Medical &/or Behavioral Related 
	
 Other Items

	
	Requires cuing or prompting to complete tasks
	
	Non-decisional – no informal decision maker or formal DPOA/guardian in place 

	
	Requires 1:1 supervision
	
	Cultural or language preferences

	
	Requires supervision for safety when going outside of home or facility
	
	Power wheelchair indoors

	
	Requires accompaniment to doctor or MH appointments, treatment centers (dialysis, methadone), or other health related appointments 
	
	Complex DME or environment modifications

	
	Unaware of own safety 
	
	

	
	Refuses to take medications or other prescribed treatments 
	
	

	
	Requires secure setting (limited egress) 
	
	

	
	Requires an individual room for some specific reason 
	
	
























[bookmark: _Toc39667166]Appendix V	Case Staffing Referral Template
	Acute Care Hospitals/Complex Case Staffing Referral Form

	Client Name:

	ACES ID:

	Current Hospital:

	Date of Admission/# of days:

	CARE Assessment Date:
	CARE Classification:

	HCS Region 3 Office:
|_| Aberdeen     |_| Bremerton |_| Centralia 
|_| Forks             |_| Kelso           |_| Long Bch      |_| Port Ang.      |_| Port Town. |_| Shelton     |_| South Bend  |_| Stevenson  |_| Tacoma        |_| Tumwater    |_| Vancouver
	Client Age/DOB:


	HCS SSS3/CNC:

	HCS Supervisor:


	Diagnoses (Medical and Psychiatric): 

	Recommended/Assessed level of care:

	Financial Status:

	|_| Medicare only |_| Medicaid only  |_| Dual


	Commitment status of client:
[bookmark: Check1]|_|  N/A (if medical client)           |_|  Voluntary                  |_| Civil Commitment: (circle one below, if known)
                                                                                                   14, 90, 180 days or Less Restrictive Order 

	MCO/BHO and Name of Contact 
(Liaison and/or Care Coordinator):

	MCO/BHO funded services that client will have (Ex: ETR, PACT, Behavior Support Services, SUD treatment, etc.):

	Barriers to community transition: 


	Current Behaviors:

	Options already explored:


	Does this client have a criminal history and/or violent behaviors:
|_| Yes   |_|  No   |_|  Unknown If Yes, please provide information:


	Prior Living Arrangement:  (Ex: With parents, rented room, couch surfing for past 2 years, AFH setting, etc..)

	Additional information:


	The below to be completed by committee at staffing

	Date of staffing:
	Client is: |_| Acute  |_| Complex  |_| Both  

	Recommendations/Notes:



image1.emf
Discharge Options  Desk Aid- Citizens vs. Non. Citizens.docx.pdf


Discharge Options Desk Aid- Citizens vs. Non. Citizens.docx.pdf
Discharge Options Desk Aid Citizens vs. Non Citizens

US Citizens
Status Financial Program Waiver CFC Nursing NGMA needed
(COPES, NF, Home
RSW)
Age 65+ Classic Medicaid Yes Yes Yes No
(Income above SSI
level)
Age 65+ Classic Medicaid Yes Yes Yes No
(Income at or below SSI
level)
Age 65 (non-dual) MAGI (NO5)* No Yes Yes No for CFC/Nursing Home
Yes for waiver
Age < 65 (hon-dual) Classic Medicaid Yes Yes Yes Yes
(if not already receiving disability
payments)
Age < 65 (dual) Classic Medicaid Yes Yes Yes No
(most duals are already eligible for
disability payments)
Age < 65 (SSI) Classic Medicaid Yes Yes Yes No

* Additional specialized services may be added if the client is moving to an EARC.






Non-citizens not yet met the 5-year bar/lawfully present (45 slot program or Medical Care Services (MCS) program)

Status Financial Program Waiver CFC State- State- State- NGMA needed
(COPES, funded funded funded in-
NF, Nursing residential | home
RSW) Home
Age 65+ State-funded slot No No Yes Yes Yes No
(Income above SSI (LO4/L24)
level) MCS No No Yes No (due No* No
(AO1/A05) to income
Age 65+ State-funded slot No No Yes Yes Yes No
(Income at or below | (L04/L24)
SSl level) MCS No No Yes (if Yes (if Yes No
(AO1/A05) income is | income is
< $41.62) | < $339
Age < 65 (hon-dual) | MAGI (N25) No No Yes No No No
Age < 65 (hon-dual) | State-funded slot No No Yes Yes Yes Yes
(LO4/L24)
Age < 65 (hon-dual) | MCS No No Yes (if Yes (if Yes No
(AO1/A05) income is | income is
< $41.62) | < $339

*An ETR may be used to provide in home services






Undocumented

Status Financial Program Waiver CFC State- State- State- NGMA needed
(COPES, funded funded funded in-
NF, Nursing residential | home
RSW) Home
Age 65+ State-funded slot No No Yes Yes Yes No
(Income above SSI (LO4/L24)
level)
Age 65+ State-funded slot No No Yes Yes Yes No
(Income at or below (LO4/L24)
SSi level)
Age < 65 MAGI (N25) No No Yes No No No
Age < 65 State-funded slot No No Yes Yes Yes Yes
(LO4/L24)
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Area and Counties Nursing Home Acute Care Hospital Psychiatric Hospital Regional Ad
3 5 Ry & Administrator Administrator =
Worth: Calom, Jefferson, | Jenmirer Wil Chrisine Costello Chrisine Costello Asavae Kara sells Debbie Wills
Kitsap, Pierce 3606649136 2534766613 2534766613 2534767283 3606649413 360-664.9095
Jennitermiler@dshs va gov | Chritine costello@shs wa.gov | Christne.costello@ashs wa gov_| Asia vue@dshs wa gov Kara sels@dshs wa.gov | Deborah wills@cshs.wa gov
Cantral Grays Rarbar, Masan, | Jennier Miler Trisha Woodward Trisha Woodward Trisna Woodward Kara Sels Deboie Wills
Thurston, Pacific, Lewis 3606649136 3606649414 3606649414 3606649414 3606649413 360-664.9095
Jennitermiler@dshs va gov | Patrica woodvard@dshs wa gov | Patrica woodward@dshs wa gov | Paticia woodvward@dshs.wa.gov | Kara sells@dshs.wa.gov | Deborah wills@cshs wa gov
South: Wankiakum, Cowlt, | Jennifer Miler Tami Mistreta Tami Mistreta Tami Mistreta Kara Sells Debpie Wills
Skamania, Clark 3606649136 3603979596 3603979596 3603979596 3606649413 360-664.9095

Jennifer miller@dshs va.gov

Tamra mistretta@dshs wa.gov

Tamra mistretta@dshs wa.gov

Tamra mistretta@dshs wa.gov

Kara sels@dshs wa.gov

Deborah wills@dshs wa gov.

Note: If a situation has been escalated to leadership within the hospital for resolution, it should also be escalated to regional leadership within HCS. Escalation may occur when the issue cannot
be resolved at a lower level o there is an especially complex client situation that needs a higher level of attention.
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