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The purpose of this chapter is to clarify state hospital assessment activities to ensure smooth transition of individuals hospitalized in a psychiatric facility back to their home, community setting or nursing facility. The goal and focus of state hospital assessment activities is to:
· Provide current information to consumers seeking long-term care services. 
· Assist patients and their families to locate services of their choice to enable them to make informed choices. 
· Engage individuals as soon as they anticipate being discharged from the hospital back to the community to assess long-term care needs and to expedite the authorization of services.  
· Develop rapport and collegial relationships with local hospital discharge planners to accomplish this goal.
· Support transitions that increase success, stabilization, and optimal collaboration by working together with Managed Care Organizations (MCO) and Hospital Discharge planners to enable clients to fully access and utilize their medical benefits. 
· Work with Forensic Navigators and Forensic Evaluators to support individuals who meet criteria for HCS services under the Civil Transitions Program (5440 bill).
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For State Psychiatric Hospitals\Local Psychiatric Facilities- Each region has a State Hospital Discharge & Diversion (SHDD) Transitions Coordinator (TC) and Transition Specialist (TS). Statewide there is a Civil Transitions Program Manager who will assist with Individuals diverting from the state hospitals under the Civil Transitions Program as established by Senate Bill 5440 of 2023.

Region 1 Transition Coordinator: Pamela Young (360)789-4976 or Pamela.Young@dshs.wa.gov
Region 1 Transition Specialist: Jeff Rose (360) 742-2508 or  jeffrey.rose@dshs.wa.gov 
Region 2 Transition Coordinator: Sarah Miller (360) 742-1796 or sarah.miller2@dshs.wa.gov 
Region 2 Transition Specialist: Lisa Clarke (564) 669-4458 or lisa.clarke@dshs.wa.gov 
Region 3 Transition Coordinator: Latia Townsend (360) 999-0470 or latia.ray@dshs.wa.gov
Region 3 Transition Specialist: Briauna Hill (253) 732-3839 or Briauna.Hill@dshs.wa.gov
Civil Transitions Program Manager: Andréa Mckinney (360) 867-8247 andrea.mckinney@dshs.wa.gov  
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The mission of the Aging and Long-Term Support Administration (ALTSA) is to transform lives by promoting choice, independence, and safety through innovative services.  ALTSA works with Administrative Service Organizations (ASOs), Managed Care Organizations (MCOs), state hospitals and community providers when a state hospital identifies that an individual who is ready for discharge may have an unmet need for assistance with activities of daily living.   ALTSA offers a variety of settings in which personal care services can be tailored to meet each individual’s needs, goals and preferences. ALTSA also provides other services designed to support individuals to live in community-based settings, including their own homes or licensed community residential settings.  Since 2004, ALTSA has worked to respond to both the functional and behavioral support needs of clients through the progressive building and expansion of specialized, contracted services and long-term care setting choices.  Individuals served in ALTSA settings receive mental health services through the state’s ASOs and MCOs. The Trueblood Settlement establishes a plan for providing services to individuals involved in the criminal court system and for providing treatment to people when needed so they are less likely to become involved in the criminal court system. The Civil Transitions Program (CTP) recently developed a process for connecting individuals who have been found not restorable and not competent to stand trial due to an intellectual or developmental disability, dementia, or traumatic brain injury to available wraparound services and supports in community. When a referral is screened in, HCS will offer services to individuals, even those who are not traditionally eligible based on functional and financial criteria.
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	· State Hospital Discharge definition: An individual discharging from a state psychiatric hospital into HCS Long-Term Services and Supports (LTSS).
· Diversion definition: An individual with a 90- or 180-day commitment order for further involuntary treatment who is discharged from a local community psychiatric facility onto HCS LTSS; or an individual who is detained through the Involuntary Treatment Act who is stabilized and discharged into HCS LTSS prior to the need to petition for a 90- or 180-day commitment order. See HCS Role in Supporting a client’s return to a Community Setting.
· See HCS Role in Supporting a client’s return to a Community Setting
· Commitment orders must be verified and uploaded to DMS by Case Manager; court commitment paperwork, signed by a judge or commissioner, which documents that:
             the client is on a 90- or 180-day commitment order for further involuntary treatment,                   or the client is on a civil commitment detainment under the Involuntary Treatment                      Act (this includes 120-hour, 14-day, 90-day, 180 day, or Revoked 90/180 LRA.
· For additional services that are available for individuals that meet diversion criteria Case Managers can consider the following program: GOSH
 
· State Hospital Assessor: An HCS staff person who is assigned to assess individuals at the state hospital who have been identified ready for discharge ad may have an unmet need for assistance with activities of daily living. The assessor completes a CARE assessment in collaboration with the state hospital treatment team and ASO/MCO’s to assist with the individual transition planning and integration back into the community.
Chapter 71.05 RCW: Mental Illness
 
CTP Criteria – The individual must be found not competent to stand trial and not restorable due to intellectual or developmental disability, dementia, or traumatic brain injury. Individuals who meet the CTP criteria will be assessed for services regardless of functional or financial eligibility criteria.
Services - Clients who meet criteria, and have an immediate need for housing, a referral for housing services may be submitted without a CARE assessment or Medicaid application being submitted. Services will only be authorized for 6 months, and the 6-month timeframe will always start on the first day of the service authorization. 
Civil Transition Program Assessor - An HCS staff person is assigned to assess active or inactive clients in the community or jail.
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For information regarding the referral process from a hospital setting, refer to LTC Manual 4: Social Service Intake. 
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· When HCS receives an active client, the Civil Transitions Program Manager will email the assigned case manager and supervisor requesting contact be made with the client for a significant change assessment. If the client agrees to continue services, the case manager will assess for additional service needs and coordinate with current providers to determine if the client may return to the same residential facility or utilize the same in-home provider. If the client is determined to be financially and functionally eligible, the HCS Case Manager will continue with traditional services. If the client is determined not financially or functionally eligible, the HCS Case Manager will offer services from the Civil Transitions Program conditional service package. 
· When HCS receives a referral for an inactive or new client, the Civil Transitions Program Manager will send a referral to Regional Intake. The HCS Case Manager will contact the client to offer HCS services.  If the client is homeless or at risk for homelessness supportive housing can be offered prior to the CARE assessment being completed. If the client is financially and functionally eligible, the HCS Case manager will continue with traditional services. If the client is found not financially or functionally eligible, the HCS Case Manager will offer services from the conditional service package. The HCS Case Manager will connect with the Forensic Navigator to determine if the individual is eligible for any diversion, supportive housing, or case management programs as a Trueblood class member.  
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Once a CTP referral has been received by Intake, following the regular intake process, the referral will be entered and assigned to a case manager within two working days. The assigned case manager will contact the client to schedule an assessment within three working days from the day they receive the assignment in CARE. The case manager will make two attempts to reach the client by phone within three working days of assignment. If unable to reach the client, the case manager will mail a 10-day letter to the client, to the last known address. If there is no response after 10 days, the case will be inactivated. A strong effort will be made to start the functional assessment within seven days from the date of referral. The HCS assessor/case manager must complete the assessment within 30 days of the date of receipt of the referral. If the client is at risk of becoming homeless, they may receive Supportive Housing and Transition Services immediately.

ALTSA has partnered with the following agencies to assist with the Civil Transitions Program: 
1) Behavioral Health Administration (BHA) - Forensic Evaluators from BHA conduct an evaluation which results in an Evaluation Report that includes their opinion of competent, if not, are they restorable. The Forensic Evaluators from BHA divert forensically involved criminal defendants out of jail and inpatient treatment settings into community-based treatment settings by connecting individuals to additional supportive services in the community.  
2) Office of Forensic Mental Health Services (OFMHS) - OFMHS assists with transforming forensic mental health throughout WA by partnering with communities and law enforcement in areas such as mental health resources in jails, competency restoration, diversion programs, and community resources to better support people living with mental illnesses who encounter the criminal court system.  
3) Developmental Disabilities Administration (DDA) - 5440 referrals are submitted to HCS and DDA, both agencies review the referral information. If IDD is the primary diagnosis DDA will contact the client to offer services.
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The process identified in this section will need to be repeated at any time a new ITA or LRA is issued.  Please refer to Chapter 71.05 RCW for more information regarding the legislative process.  

1. Receive Referral:  When receiving a referral from a Local Psychiatric Facility (LPF) or Acute Care Hospital (ACH), the case manager will inquire about the individuals ITA status and determine if the client is detained or at the facility voluntarily prior to discharge planning.  
 
1. Complete or Update CARE Assessment: Following receipt of referral the case manager will complete a significant change assessment or new CARE assessment to determine financial and functional eligibility.  
1. 3. Request Current ITA Documents from LPF or ACH: The case manager will request documents from the LPF or ACH discharge planner or ITA coordinator.  It is important to emphasize that the ITA documents are required to confirm program eligibility before referrals can be made to specialty contract settings.
 Note: There is an order to the civil commitment process. 
a. Clients are usually brought in by a DCR who has authority to put them on a detainment hold for up to 120 hours or 5 days. 
Please look at the paperwork the hospital sends you.
· Look for the word “Order” in the paperwork
· If you don’t see the word “Order”, look for a DCR’s signature
· Look at the date everything was signed






1. Send ITA documents to the Regional Point of Contact:
0. Region 1: Jeff Rose at jeffrey.rose@dshs.wa.gov
0. Region 2:  Lisa Clarke at lisa.clarke@dshs.wa.gov
0. Region 3: Briauna Hill at Briauna.Hill@dshs.wa.gov
 
1. Upload ITA Documents to Data Management System (DMS):  The case manager will send ITA documents to Barcode.
 
1. Update State Hospital Screen: The case manager will complete the State Hospital Screen in the Client Details section of CARE upon the client’s transition from a LPF or ACH into a community setting (see example below). 
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Home and Community Services (HCS) provides case management by working with the client, hospital staff, HCS/AAA/DDA staff, family members/informal supports, the client’s physician/psychiatrist and community providers to assist clients in transitioning to and accessing services in the community.  HCS state hospital assessors are stationed at state hospitals & maintain regular communication with the hospital team. HCS staff assessing individuals in local psychiatric facilities should regularly visit each hospital so that HCS presence is complementary to the hospital discharge planning activities and beneficial to clients and discharge planners.  HCS should:
1.  Clearly define and explain to discharge planner the role HCS/AAA has in assessing Medicaid clients and assisting with the client’s return to the community.
2.   At a minimum, the following information shall be provided to the hospital discharge planner:
• Name, telephone, and fax number of the local office
• Name, telephone number, and work schedule of assigned staff and back-up staff
• Name and telephone number of HCS/AAA staff supervisor and Regional Administrator/Director
• Referral (intake) procedures, including procedures for back-up staff

3.  To ensure that there are no delays in discharge, case management staff should:
• Encourage hospital discharge planners to refer individuals to HCS for and assessment as soon as it becomes apparent that community-based services are needed and consented for (i.e. before admission if the need for long-term care services is known, upon admission or during the first day of admission) and provide information regarding a patient’s discharge status.	Comment by Butler, Tam (DSHS/ALTSA/HCS): YOu may wish to change the title to Pre-Transition Checklist.	Comment by Rose, Jeff (DSHS/ALTSA/HCS): Thank you Nick, I appreciate the assistance
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• Respond to referrals by the end of the next working day, or within the time frame the hospital needs, to ensure timely coordination of transition planning. 
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Purpose:  To streamline eligibility determination and transition planning activities for patients. Early engagement efforts with the client and healthcare / hospital staff and patients aids in identifying, connecting, and authorizing appropriate community-based services and resources. Early engagement supports the Person-Centered model in transition planning.

Home and Community Services (HCS) staff (State Hospital Headquarters, Regional State Hospital Supervisor, or Program Manager Staff) will collaborate with healthcare / hospital staff to identify those patients who may request or benefit from Long-Term Services and Supports.  Case Managers can support this partnership by developing an understanding of hospital referral and discharge polices to enhance early engagement with patients.  HCS staff should consider the following factors:  financial eligibility, clinical stability (a conversation with healthcare / hospital staff should take place where risk factors as well as medical complexities are documented in the CARE assessment), and the client’s preference in care settings. As with all transition planning and case management activities, the HCS assessor will discuss the variety of long-term services and supports the Department can offer in different care settings with the client.

 For medically complex discharges, and for all Triggered Nursing Referrals Case Managers can consider the following programs:
· Nursing Services (for all Nursing Triggered Referrals)
· Adult Day Health 
· Registered Nurse Delegation
· Private Duty Nursing 

[bookmark: _Toc1136388841][bookmark: _Toc1313470505][bookmark: _Toc1602452448][bookmark: _Toc2070911805][bookmark: _Toc920549349][bookmark: _Toc1651951186][bookmark: _Toc1605176130][bookmark: _Toc162953478]HCS Role in Supporting a Client’s Return to a Community Setting
HCS is responsible for completing assessments of referred Medicaid applicants who have indicated an interest in receiving home and community-based services. 

Assessments are conducted at: Acute care or general hospitals, evaluation and treatment centers; (E&T, single certification beds, specialty care, and local community psychiatric facility) and State Hospitals.

1. Prior to hospital discharge, Home and Community Staff will: 
a. Complete a full CARE Assessment, discussing care needs, and present appropriate service options to the client and/or the family. 
Utilize FAST TRACK  financial eligibility for community services, if necessary.  If FAST TRACK has been used, the HCS Staff will ensure that a Medicaid application has been submitted with the necessary documentation to the local financial worker.  
b. Authorize Services as outlined in the CARE Assessment
c. Follow Policy and Procedure when transferring the client case for ongoing case management.
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For information regarding HCS/AAA case management responsibilities and Case Transfer Guidelines for Institutional (Hospital, Nursing Facility, or ICF-MR) Settings refer to LTC Manual Chapter5.  
· For individuals discharging or diverting from a State Hospital who wish to live independently, see LTC Manual, Chapter 5b for more information on Governor’s Opportunity for Supportive Housing (GOSH) Services and other Supportive Housing resources. 


For information regarding HCS case management responsibilities for 1115 LTSS Presumptive Eligibility procedures for patients deferring or discharging from a Community Psychiatric Hospital or Acute Care Hospital or who have deferred or discharged from a Community Psychiatric Hospital or Acute Care Hospital within the last 30 days, and will or have returned to an in home setting refer to Chapter 30e 
Chapter 30e
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Hospitals may discharge patients to a nursing facility without prior authorization from HCS.  This includes discharges from the emergency rooms or other situations where the client is not officially admitted (e.g. observation stay).  For more information on how transitions from hospitals to the nursing facility are done see LTC Manual Chapter 9a. 

For Admissions into a Nursing Facility using Expanded Behavior Supports-see Chapter 10: NFCM and Relocation.
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For more information on discharges to transitional care units/rehab centers see LTC Manual Chapter 9a.

[bookmark: _Toc162953482]Assessment Data and reporting
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One measurement of Home and Community Services work relates specifically to actively assisting ALTSA clients relocate from state hospitals to home and community-based settings. The data to track the relocation of clients is now in CARE. With this data, the report will identify clients transitioning from state hospitals or local psychiatric hospitals to the community. The legislature will be following the progress of this program. ALTSA will provide pertinent data to the legislature. The State Hospital Report can be found in ADSA Reporting. Regional Administrators, Deputy Regional Administrators, Field Service Administrators, SHDD Program Managers, and SHDD Supervisors have access to this report. CTP clients will also be tracked in CARE under the State Hospital Screen. Discharge date and discharge status will be entered by the HCS case manager, this screen will be completed despite the eligibility outcome. CTP Conditional Services are available for 6 months, a financial and functional eligibility will be completed within the first 90 days. For those at risk for homelessness, housing services will be reviewed at six months with the ability to re-authorize for up to two years. Clients receiving conditional services will be case managed by HCS and not transferred to AAA. The CTP Program Manager will send a referral to Regional Intake. Once assigned, the HCS Case Manager will contact the client to review HCS services and offer CARE assessment. Financial eligibility is concurrently determined if the client submits a Medicaid application.
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Outcome tracking is used to track outcomes and identify overdue outcomes. The Data Collection and Reporting resources assigned to the project identify project performance measurements, criteria and targets. The Governor, the legislature and agency executives are closely monitoring the investment in the state’s behavioral health system. Analyzing outcomes can be used to improve services and supports and identify possible gaps in services and supports. The outcomes will be used to provide recommendations to legislature on best practices related to admission, transition from long-term involuntary inpatient treatment systems, and the stability and transitions to community based behavioral health services. 

Outcomes are tracked at 30 days, 6 months and 12 months after an individual’s transition. Case Managers receive ticklers in CARE at 30 days, 6 months and 12 months to update outcomes. When an individual discharges from a State Hospital onto HCS services or is diverted from a Local Psychiatric Facility (LPF) onto HCS services, stability of the individual at the setting should be determined. This is done by the Case Manager contacting the Provider via phone or in-person and checking in on how things are going with the individual. Document the conversation in an SER and update the Outcome on the State Hospital screen.  Ticklers for Outcomes are received in the CARE tool at 30 days, 6 months, and 12 months. Trainings on how to complete Outcomes are available to staff. You can contact the expert for your region for more information.  Targeted Case Management should be a consideration by the HCS and/or AAA Case Manager.  For a safe and sustainable plan of care see LTC Manual Chapter 3.    

Outcomes should be updated on the Outcome tab on the State Hospital screen: 30 days after discharge or diversion, 6 months after discharge or diversion (2nd Post Discharge) and 12 months after discharge or diversion (3rd Post Discharge.)  Outcomes should also be updated if there is a major change, including if the individual stops receiving HCS Services, returns to the State Hospital, or passes away.   


	Outcomes
	When to Use

	Deceased
	A client passes away

	Returned to State Hospital 
	A client is admitted to a State Hospital

	No Longer HCS
	A client stops receiving HCS service – no longer wants services, moves out of state, whereabouts unknown

	Detained in Community 
	A client is admitted to an E&T or hospital psych ward/bed for a behavioral health issue, or goes to jail

	Stable in Setting/Interventions
	A client is stable in their current HCS setting

	Unstable in Setting/Interventions in Progress
	A client is unstable in their current HCS setting

	Changed HCS Settings
	A client moves from one HCS setting to another HCS setting – for example moves from an AFH to an ALF

	Hospital, Acute Care
	A client is admitted to a hospital for a medical (non-behavioral health) issue 



[bookmark: _Toc162953485]Management of Complex Hospital Client Transitions
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The creation of Discharge Barrier Consult: Home and Community Services (HCS) and Behavioral Health Administration (BHA) determined there was a need for a cross systems staffing approach to transitioning individuals with complex needs from the state hospitals on to HCS long-term services and supports with the individual’s multi-disciplinary team. 

The purpose and scope of the Discharge Barrier Consult: The purpose of the Discharge Barrier Consult is to collaborate and determine appropriate statewide resources and supports for individuals transitioning from the state hospitals with an end goal of identifying barriers and risk and developing a comprehensive transition plan. The individual’s case is reviewed for barriers, needs, and risks. In addition to the aforementioned, the availability of resources in the community are discussed. 

The decision-making body at the Discharge Barrier Consult: The attendees of the consultation may consist of representatives from the individual’s multidisciplinary transition team. The team may include but is not limited to representatives from the Managed Care Organizations, Health Care Authority, Behavioral Health Administration HQ, the State Hospitals, and Aging and Long-term Support Administration. The Meeting is prompted by the HCS staff to include but not limited to the SHDD Assessor, SHDD Supervisor or Program Manager via email to the Transition Coordinator. The meeting is a standing meeting scheduled for every other Thursday of the month. The attendees staff cases, review barriers to transition, and work towards solutions. 

There are no criteria used to determine which HCS settings are approved or disapproved for individuals: The objective of the Discharge Barrier Consult is to develop a comprehensive plan with the intent of the individual transitioning with HCS services. No decisions are made concerning approval or disapproval of HCS services for qualified individuals. 
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	Who/ Where to Escalate
	What is involved and what needs to be done

	Who to escalate?
 
 
	Clients that face barriers to services related to a history of, but not limited to:
· Arson/fire setting behavior
· Murder history
· Rape history or any sexual aggression towards others
· Significant assaults
· Significant suicidal ideation or self-harm behavior
*DSHS form 10-234a must be completed.

	Escalation within Regional HCS
	· Send e-mail with the client’s name and reason for staffing to your supervisor, Program Manager, and Transition Coordinator. 
·  A Discharge Barrier Consult may be warranted. To request a consultation, ask your regional SHDD Transition Coordinator or Program Manager for instructions to submit a request.
· A jail-based restoration staffing may be warranted. To request a staffing send an email with the client’s name and reason for staffing to your supervisor and the Civil Transitions Program Manager. To request a consultation, ask your regional SHDD Transition Coordinator or Program Manager for instructions to submit a request.

	Escalation within ALTSA Headquarters (HQ)
	While many issues can address at the regional level by a supervisor, or Program Manager, it is necessary on occasion to escalate an issue to Headquarters.  Issues are escalated if they cannot be resolved at the lowest level. 
· The Supervisor or Program Manager may also bring the issue directly to the specific work team, e.g. Supervisor, Case Manager, 5440 Program Manager, Forensic Navigator, Forensic Evaluator, for resolution if the issue can’t be effectively addressed. In this case, if the issue is not resolved to the Supervisor or Program Manager’s satisfaction or if there are issues beyond the Supervisor’s control, the Supervisor or Program Manager will escalate the matter to the Regional Field Service Administrator or Deputy Regional Administrator and SHDD Administrator. If the SHDD Administrator cannot resolve the issue, then the issue will be escalated exclusively to the DSHS ALTSA Community Transition Office Chief.
· The DSHS ALTSA CLASS Office Chief, DSHS ALTSA HCS Director, and Governance will be the final level of escalation. 
· Identified issues may need escalation beyond HCS to Health Care Authority leadership, contact HCA Nursing Consultant, Public Health.
· The State Hospital Discharge and Diversion Administrator, Regional Administrator, Deputy Regional Administrator, and Field Service Administrator, is responsible to elevate risks and issues to DSHS ALTSA HCS Executive Leadership and prepare documentation needed to present to them for decision. 
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	Community Transition Services (CTS): CTS is money used to purchase one-time, set-up expenses necessary to help relocate clients discharging from a CMS approved institutional setting to a less restrictive setting (see WAC 388-106-0270) 

	Who is eligible for CTS?
	HCS/AAA clients who are receiving Medicaid long-term services who:
· Are discharging from an institution for mental disease (IMD), nursing facility, or intermediate care facility for individuals with intellectual disabilities (ICF-ID) to a home and community-based setting; and  
· Will be receiving Community First Choice (CFC) or Residential Support Waiver (RSW) services upon discharge

CTS funds must be considered before you use CTSS or WA RDs state funds.

	What is covered under Community Transition Services SA297?










CTS: Goods SA296?
HCS Only: You may utilize Kroger for purchasing Goods.  
	Services may include:
· First month’s rent, security deposits, safety deposits
· Utility set-up fees or deposits
· Health and safety assurances, such as pest eradication, allergen control, or non-recurring cleaning fees prior to occupancy
· Moving fees
· Community Choice Guiding (when leaving a Nursing Facility or State Hospital.  Use SA263 for CCG Services). If authorized pretransition, WA RDs would be appropriate funding source.
· This service includes the training of participants and caregivers, in the maintenance or upkeep of equipment purchased only under the service and does not duplicate training provided under other waiver services.


Goods may include:
· Furniture, essential furnishings, and basic items essential for basic living outside the institution
· The provision of goods that increase independence or substitute for human assistance to the extent that expenditures would have been made for the human assistances, such as purchasing a microwave. 

CTS cannot be used to authorize environmental modifications.  If a client transitioning from a congregate setting needs an environmental modification completed prior to discharge, that service must be accessed via COPES or CTSS depending on eligibility. 

	What is not covered under CTS?
	· Federal rules require that services do not include recreational or diversional items such as television, cable, or DVD players.
· CTS does not pay for items or services paid for by Medicaid or other programs and resources.  
· Community Transition Services may not be used to furnish or set up living arrangements that are owned or leased by an AFH, ARC, EARC, ESF or AL facility.

For eligible clients, the CTSS can be used in combination with CTS for items/services not covered under CTS.  

	How much can I spend?
	The amount that can be used for CTS is $2,500

Note:    CTSS ETRs are Local, CTS ETRs require a HQ approval.

	Do I need to use a contracted provider?
	If the DSHS payment system will pay directly for a service or item, a contract is required for all CTS providers.  
· Check to see if the provider has an existing contract for the service or goods that will be provided
· If there is not an existing contract, pursue the appropriate contract before services can be authorized. Providers must meet all other obligations associated with the contracting process such as background checks, Medicaid Provider Disclosure Statement and insurance requirements, when applicable.  
· For one-time payment for deposits or set up fees, the Special Considerations contract can be used.
· NOTE: 
1. A contract is not required if another payment mechanism is utilized. Options include:
a. Using a PCard (state issued credit card available to HCS staff); or 
b. Authorizing a contracted provider to pay for deposits and set-up fees directly and be reimbursed. 
i. Compensation to the contracted provider for issuing payment does not count towards the CTS $2,500 limit.   


	How do I authorize CTS?
	1. Perform a CARE assessment to determine/document the need and plan of care for the CTS.  CTS needs are often captured in the Treatment table as “Other” and/or in the Environment Screen (CARE Desktop) or Client Safety (Environment field in CARE Web).
2. The Sustainability Goals screen in CARE may be used as part of transition planning and as a communication tool with contracted providers.
3. Move the assessment to Current. The CTS provider may be used as the paid provider.
4. Document the extent of services provided and the cost in the SER; for NF discharges use Contact Code “NFCM.” 
5. Assign the applicable CFC RAC and authorize the items or services using the appropriate code(s). The total cannot exceed $850 without a HQ approved ETR.  For RSW clients, add RAC 3056 “RSW-CFC ancillary services.”
6. Submit a Social Services Packet Cover Sheet (DSHS Form 02-615)  to DMS with all invoices, receipts, etc. Include verification that the client received the goods or services.
7. Send the client a Planned Action Notice reflecting CTS.

	When do I authorize this service?
	This is solely for one-time payments to help a client establish a residence (no ongoing services/items). Only if the client has needs beyond what is covered under CTS can CTSS also be used. CTS funds can be accessed up to 30 days after discharge if the item/service is needed for a successful discharge and no other resource is available.  

When Community Transition Services are furnished to individuals returning to the community from an institutional setting, the service is not considered complete and may not be billed until the participant leaves the institution and is enrolled in the CFC or RSW program. 

You may use CTS each time the eligible client is discharged from a Nursing Facility or State Hospital. 

Additional information can be found in CFC Chapter 7b.

	Bathroom Equipment
	If it appears a client may meet HCA’s exceptional criteria for necessary bathroom equipment, the DME vendor must request an ETR from HCA for the item(s).

When it is apparent to the case manager that a client needing bathroom equipment does not meet HCA’s exceptional criteria, an ETR request must be submitted to HCS HQ following all procedures outlined in the Social Service Authorization Manual. 


	Are ETRs allowed for CTS?
	All CTS funds that exceed $2500 must have an ETR approval from the Community First Choice (CFC) Program Manager. Send CFC ETR requests by choosing “Pending HQ Approval” in processing status and Victoria Nuesca as the “Worker”.  Send a notification email to NuescVL@dshs.wa.gov with CTS ETR in the subject line. 



[bookmark: _Toc627870732][bookmark: _Toc1798693623][bookmark: _Toc1215346922][bookmark: _Toc1078176005][bookmark: _Toc472611562][bookmark: _Toc160219731][bookmark: _Toc6494248][bookmark: _Toc162953490]Community Transition or Sustainability Services (CTSS)
	Community Transition or Sustainability Services (CTSS):  CTSS are state funded non-recurring setup items or services necessary to assist individuals establish, resume or stabilize a home or community-based setting.  WAC 388-106-0950; 388-106-0955; 388-106-0960.  

	Who is eligible for CTSS? 
	You are eligible for community transition or stabilization services if you:
1. Meet eligibility criteria to receive long-term services and supports from home and community services.
2. Are transitioning from a hospital, nursing facility, licensed assisted living facility, enhanced services facility, or adult family home to your own home, or are living in the community and need stabilization services to remain there; and
3. Do not have other programs, services, or resources to assist you with these costs; and
4. Have needs beyond what is covered under the Community Transition Services (under CFC or RSW); or
5. Are not eligible for Community Transition Services (under CFC or RSW).

	What is covered under CTSS?
CTSS Goods SA290
CTSS Services SA291
	CTSS may include, but are not limited to:
1. Security deposits that are required to lease an apartment or home, including first month's rent.
2. Activities to assess need, arrange for, and procure necessary household furnishings.
3. Setup fees or deposits for utilities, including telephone, electricity, heating, water, and garbage.
4. Services necessary for your health and safety such as pest eradication and nonrecurring extreme cleaning.

	What is not covered under CTSS?
	CTSS does not pay for items or services paid for by other state programs or Community Transition Services.  CTSS does not include recreational or diversional items such as television, cable, or DVD players. 

	When do I need a provider contract?
	If the DSHS payment system will pay directly for a service or item, a contract is required for all CTSS providers.  
· Check to see if the provider has an existing contract for the service or goods that will be provided.
·  If there is not an existing contract, pursue the appropriate contract before authorizing services. Providers must also meet all other obligations associated with the contracting process such as background checks, Medicaid Provider Disclosure Statement, and insurance requirements, when applicable.  
· For one-time only payment for deposits or set up fees, the Special Considerations contract can be used.
· NOTE: 
1. A contract is not required if another payment mechanism is utilized. Options include:
a. Using a PCard (state issued credit card); or 
b. Authorizing a contracted individual transition services provider to pay for deposits and set-up fees directly and be reimbursed. 
i. Compensation to the contracted provider for issuing payment does not count towards the CTSS $$2,500 limit.   

	How do I authorize CTSS?
	You must:
1. Perform a CARE assessment to determine/document the need and plan of care for the CTSS.  CTSS needs are captured in the Treatment screen in CARE as “other” with a comment indicating the nature of the service in the comment box.  Assign the “Other” Treatment to the paid provider in the Care Plan Screen.
2. If the client will not be discharging with long-term care services, document the client need and reason for the allowance in the SER.
3. The Sustainability Goals screen in the Client Details section of CARE may be used as part of transition planning and as a communication tool with contracted providers.
4. Complete the Housing Modification Property Release Statement (DSHS Form 27-147) for all environmental modification authorizations if the client has a rental agreement or does not own the residence.
5. Document all costs in the SER under Contact Code “Admin.”
6. Authorize services and/or items using the appropriate code(s). The total cannot exceed $2,500 without local ETR. 
7. Submit a Social Services Packet Cover Sheet (DSHS Form 02-615) to DMS with all invoices, receipts, housing modification property release statement, etc. Include verification that the client received the goods or services. 
8. Send the client a Planned Action Notice for any CTSS. 

Note: The HCS social worker must coordinate and authorize CTSS for all DDA clients.

	When do I authorize this service?
	This is solely for one-time payments to help a client establish, resume or stabilize a residence (no ongoing services/items). CTSS funds can be accessed up to 30 days after discharge if the item/service is needed for a successful discharge and no other resource is available.     

You may use the CTSS each time the eligible client transitions from an institution or for each occurrence of instability that threatens the loss of the client’s continued living in the community.

	Bathroom Equipment
	If it appears a client may meet HCA’s exceptional criteria for necessary bathroom equipment, the DME vendor must request and ETR from HCA for the item(s).

When it is apparent to the case manager that a client needing bathroom equipment does not meet HCA’s exceptional criteria, an ETR request must be submitted to HCS HQ following all procedures outlined in the Social Service Authorization Manual. 


	Are ETRs allowed for the CTSS?
	Yes, all CTSS requests that exceed $850 must have a local office ETR approval.
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	Assistive Technology (AT):  These services should be considered for those clients who are eligible for assistive technology through RSW (known as CFC Ancillary Services) or CFC (see chapters for additional information).  Assistive Technology may be used to purchase adaptive/assistive items and devices.  Assistive technology is designed to:
1. Increase a person’s functional independence &/or substitute for caregiver assistance with an ADL, IADL or health related task.
2. Maximize a person’s health and safety.
3. Increase the likelihood that adults in institutional settings will transition to their own homes and communities.

Please see Chapter 7b: Community First Choice from the LTC Manual for more information on CFC Ancillary services that are offered to CFC and RSW recipients.
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	Roads to Community Living is an additional package of services created from the lessons learned and cost savings seen through the first year of the RCL project.  In 2009, Washington State legislature approved this additional funding to relocate adults from institutions. WA Roads services are available to assist with transition planning for clients who are not eligible through RCL and also as a resource for challenging or complex cases involving individuals who are currently living in the community, but who are at risk of losing their community setting. 
 
See the Roads to community Living Chapter 29 Chapter 5a in the LTC Manual for more information regarding eligibility and services offered.



[bookmark: _Toc1417413542][bookmark: _Toc1794459184][bookmark: _Toc1655422269][bookmark: _Toc1525252226][bookmark: _Toc1527946972][bookmark: _Toc307004330][bookmark: _Toc984318415][bookmark: _Toc162953493]Washington Roads
	Washington Roads is an additional package of services created from the lessons learned and cost savings seen through the first year of the RCL project.  In 2009, Washington State legislature approved this additional funding to relocate adults from institutions. WA Roads services are available to assist with transition planning for clients who are not eligible through RCL and also as a resource for challenging or complex cases involving individuals who are currently living in the community, but who are at risk of losing their community setting. 

See the WA Roads Chapter 5a in the LTC Manual for more information regarding eligibility and services offered. 
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	Who is eligible for CTP?
	Individual is referred to ALTSA from BHA starting December 1, 2023;
Individual is found not competent to stand trial and not restorable due to intellectual or development disability, dementia, or traumatic brain injury and your competency is not restorable
*Individuals meeting criteria may have an assigned Forensic Navigator through BHA, who is responsible to help the individual receive wraparound support. The HCS Case Manager will coordinate with this individual when assessing for services.


	Who can provide services?
	*Individual providers (IP’s) who provide services to clients in their own home.
*Home care agencies that provide services to clients in their own home. *Home care agencies must be licensed under RCW chapter 70.127.
*Providers who are contracted with the department to provide goods and services. 
*Durable medical equipment vendors and adult day providers that have a core provider agreement with Health Care Authority. 
*Supportive Housing providers as defined in WAC 388-106-1715.

Housing services: For individuals with an immediate need for housing, a referral for housing services may be submitted without a CARE assessment or Medicaid application being submitted. For more information see chapter 5b Housing Resources for ALTSA clients.


	Duration of Services?
	Regardless of whether a client is only functionally eligible, only financially eligible, or neither, services will only be authorized for 6 months. The 6-month timeframe will start on the first day of the service authorization.  
Exception: For those at risk of homelessness, housing services will be reviewed at six months with the ability to re-authorize for up to two years

	CTP Resources
	[image: ]





[bookmark: _Toc1519261817][bookmark: _Toc561133545][bookmark: _Toc1364304902][bookmark: _Toc1777186469][bookmark: _Toc245834237][bookmark: _Toc743798384][bookmark: _Toc1447370573][bookmark: _Toc162953495]State Funded Long-Term Care for Non-Citizens
If the Public Benefit Specialist (PBS) or Social and Health Program Specialist (SHPC) 2 assigned to the case identifies that an individual who is either diverting or transitioning from the state hospital is in need of a Long-Term Care Non-Citizens (LTC NC) slot, a referral should be made to SHDD Public Benefit Coordinator.  The Public Benefit Coordinator will make referrals to ALTSA HQ to place individuals on the LTC NC waitlist or to allocate the individual a slot.  Individuals enrolled in the LTC NC program can receive personal care services in their own home or residential setting.  See the HCBS Waiver LTC Chapter 7a eligibility section for financial eligibility criteria.
Medicaid manual link
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Once the PBS or SHPC 2 identifies an individual will require a NGMA for waiver services, they will send an email to the Public Benefit Coordinator to request an expedited decision with the Disability Determination Services (DDS) for any individual who is diverting or transitioning from the state hospital,  receiving treatment at a State Hospital-Residential Treatment Facility (SH-RTF) or who was recently transferred under court ordered civil commitment status from the state hospitals. The Public Benefit Coordinator will coordinator via email with a dedicated team at DDS and will coordinate efforts related to the process including, but not limited to, gathering additional medical evidence, coordinating directly with adjudicators and providing emailed NGMA decisions from DDS directly to the assigned PBS, SHPC 2 and/or the client’s Barcode Electronic Client Record (ECR). The Public Benefits Coordinator will review the NGMAs each month and provide averaging data and referral information to the regional partners. The Public Benefit Coordinator will also provide additional data upon request from regional or Headquarters leadership.

The NGMA process should occur concurrently with social services. All social services referrals, including, but not limited to, referrals for CSS or RSW services, should proceed while an expedited NGMA is pending a decision with DDS. A NGMA is required when an individual transitions with waiver services to the community, but transition planning efforts should not be paused while waiting for the NGMA decision.

The PBS and SHPC 2s will complete NGMA referrals for all individuals identified as not having a previous disability decision on file either in the Barcode ECR or by Social Security regardless of their functional eligibility. However, an expedited referral to the Public Benefit Coordinator is only needed when the individual will require waiver services upon their transition to the community. 

[bookmark: _Toc162953497]Hospital Transition Support Unit 
	 Hospital Transition Support Unit: The formulation of the HTSU Head Quarters (HQ) and regional teams were established in response to delays in state hospital transitions. ALTSA received additional funding to address the state hospital transition and diversion needs for individuals who have been determined financially and functionally eligible for Long Term Service Supports through increased staffing and service supports.  

	Behavioral Support Consultation/Training Request
	Each region has an assigned HTSU Behavior Support Trainer to offer a variety of supports for providers offering services to individuals who have transitioned from State Hospitals.  HTSU Behavior Supports include:
· In-person or webinar instructor led trainings
· Behavior support consultation and home-visits
· State Hospital transition support
 
See HTSU Provider Training Catalog HTSU Training 2024.pdf for detailed training and consultation services.  





To request Behavior Support Consultation and/or Training, complete and follow the instructions listed on DSHS 15-557.  Completed referral forms are to be sent to the SHDD Referral inbox: SHDDRef@dshs.wa.gov.

	State Hospital & Local Psychiatric Facility Transition Planning
	The Pre-Discharge Checklist is a tool to assist HCS hospital assessors in discharge planning and service delivery for individuals who are hospitalized in a state hospital or local psychiatric facility and transitioning into long-term care services in a community-based setting.  DSHS 20-331 is optional, assessor sends to DMS if completed as cold mail or file only.

	Individuals with Complex Behaviors
	For individuals with challenging behaviors (i.e., assaultive, property destruction, self-injurious, challenging sexualized behaviors, history of arson, and/or history or criminal activity), the assigned case manager or assessor will complete DSHS 10-234a to include in the residential provider referral packet.  

	Public Benefits Coordination
	The HTSU Public Benefit Coordinator is available to provide the following pre and/or post transition assistance for an individual transitioning from a state hospital: 
· Establishment of a payee
· All social security related matters
· Coordination with the financial department
· Assistance with immigration document acquisition and/or naturalization
· Any other public benefit related matters 

For public benefits supports contact: TBD 
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	State Hospital IRT referrals
	Client can be functionally or financially eligible for MPC, CFC, CFC+Copes or RSW. Clients must be transitioning from a state hospital to an AFH or ALF (clients transitioning to GOSH and In-home settings are not eligible for IRT services). HCS assessor will:
· Send referrals via email to the IRT provider in your region and include the MCO liaison.
· Work with the Transition Coordinator to help coordinate in-hospital or virtual visits for the IRT team to interview clients at ESH/WSH.
· Coordinate with the local MCO liaison for approval and post discharge care coordination for clients receiving RSW services and IRT supports.


	Diversion IRT referrals
	Client can be functionally or financially eligible for MPC, CFC, CFC+Copes or RSW. Individuals must meet diversion criteria to be eligible for IRT services and transitioning into to an AFH or ALF in Spokane County (clients transitioning to GOSH and In-home settings are not eligible for IRT) Diversion criteria, client must be under an involuntary psychiatric civil commitment (72 hr., 14-day, 90-day, 180-day) at a local psychiatric facility. HCS assessor will:
· Send the referral with ITA civil commitment paperwork to the Transition Specialist. Once the client’s status as a diversion is verified, HCS regional case manager can send a valid referral to the IRT provider in your region and include MCO liaison.
· Help facilitate in-person or virtual interview with client at local psychiatric facility as needed.




[bookmark: _Toc162953499]Rules and Policy
	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 Medicaid eligible individuals – Requirements.


	WAC 388-106-0355
	Eligibility requirements for nursing facility level of care.

	MB 00-45
	Hospital Assessments.
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	· Included Information related to Strategic Measures and State Hospital Report. 
· [bookmark: _Toc1003730614][bookmark: _Toc285771539][bookmark: _Toc895025636][bookmark: _Toc589241090][bookmark: _Toc1000808143][bookmark: _Toc1642428461][bookmark: _Toc98085420]Added Hospital Admissions and Discharge Planning: From a Community Setting (HCS/AAA Responsibilities).

· Added SHDD Resource section. 
· Added hyperlinks to referenced chapters. 
· Added State Hospital Assessor definition.

· Added chart to instruct which Outcome drop-down to use. 
· Updated Fast Track link.
· Updated Region 2 Transition Coordinator contact details.

· Added Region 2 Transition Coordinator- Bret Anderson
· Updated SHDD Training Catalog Hyperlink and document attachment. 


· Updated Region 3 Transition Coordinator name and contact details.

· Updated hyperlinks throughout the chapter and added SHDD webpage link to state hospital resource section.  
· Added Public Benefits Coordination to the State Hospital & Diversion resources table.
· Added link to the SHDD Website.
· Updates to the escalation process.  

· Added Involuntary Treatment Act (ITA): Confirming ITA Status & Case Manager Process
· Added Roads to Community Living information
· Updated contact information in State Funded Long-Term Care for Non-Citizens section.

· Added Escalation Process for complex cases. 



· Added Civil Commitment Process & removed CARE screenshot image. 
· Added Support for Complex Cases document to resource section.

· Update to Transition Coordinator contact information and added Transition Specialist contact details. 
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		AGING AND LONG-TERM SUPPORT ADMINISTRATION

HOME AND COMMUNITY SERVICES (HCS)

HCS Behavior Support Consultation and/or Training Request

		



		

		

		DATE

[bookmark: Text1]     



		Client Information



		CLIENT’S NAME

     

		CLIENT’S DATE OF BIRTH

     

		CLIENT’S ACES ID

     



		ASSIGNED CASE MANAGER’S NAME

     

		CASE MANAGER’S TELEPHONE NUMBER / EMAIL

     



		STATE HOSPITAL (WSH / ESH) / ENT / HOSPITAL SOCIAL WORKER’S NAME

     

		(WSH / ESH) / ENT / HOSPITAL  SW’S TELEPHONE NUMBER / EMAIL

     



		MCO / BHO LIAISON’S NAME

     

		MCO / BHO LIAISON’S TELEPHONE NUMBER / EMAIL

     



		Provider Information



		FACILITY NAME

     



		PROVIDER’S NAME

     



		PROVIDER PHONE NUMBER (CELL PHONE IF AVAILABLE)

     

		PROVIDER EMAIL ADDRESS

     



		Support Consultation and/or Training Request Information



		SPECIFIC PRESENTING ISSUE(S), IF CASE SPECIFIC (EXAMPLES:  LEAVING SUPERVISION WITHOUT NOTIFYING PROVIDER, REFUSING CARE / MEDICATIONS, YELLING AT OR THREATENING STAFF / HOUSEMATES, ETC.)

Current behaviors, legal status, past offenses, sex offender status, including known triggers and interventions, if possible.

     



		SERVICE BEING REQUESTED, IF NOT CASE SPECIFIC

Consultation, training, etc., if not case specific.

     



		[bookmark: Check3][bookmark: Check4]Client will D/C with CR/LR:  |_|  Yes    |_|  No

If yes, include details (e.g. contact information, specific conditions, etc.):       



		ECS CLIENT / CONTRACT

[bookmark: Check1][bookmark: Check2]|_|  Yes     |_|  No

		SBS CLIENT / CONTRACT

|_|  Yes     |_|  No



		CLIENT WILL HAVE DOC / ORCS AT D/C	IF YES, INCLUDE DETAILS (E.G. CONTACT INFORMATION, APPROVAL STATUS, ETC.)

|_|  Yes     |_|  No	     



		CLIENT WILL D/C WITH PACT	IF YES, INCLUDE DETAILS (E.G. CONTACT INFORMATION, APPROVAL STATUS, ETC.)

|_|  Yes     |_|  No	     



		MENTAL HEALTH PRESCRIBER

     



		For HCS Behavior Support Trainer Use ONLY



		HCS REGIONAL BEHAVIORAL SUPPORT TRAINER

     



		CONSULTATION DATE AND TIME

     



		TYPE OF CONSULTATION PROVIDED

     



		TRAINING DATE AND TIME

     



		TYPE OF TRAINING PROVIDED

     







HCS BEHAVIOR SUPPORT CONSULTATION AND/OR TRAINING REQUEST	Page 2 of 2

DSHS 15-557 (REV. 03/2020) 

		Instructions for Completion of HCS Behavior Support Consultation and/or Training Request Form (DSHS 15-557)

Purpose: 

You should use this form when you request the DSHS State Hospital Discharge and Diversion Team (SHDD), Behavior Support trainer to complete a Pre-Discharge consultation from Western / Eastern State Hospital with the receiving facility (Adult Family Home, Assisted Living, Enhanced Services Facility and Skilled Nursing Facilities). 

You may also use this form to request a client specific consultation for clients and providers whom are experiencing behavioral challenges in a HCS facility.

For non-case specific training requests, please detail facility and type of training being requested. 

Use: You may fill out this form electronically or by hand.  Use the tab key on a computer to move between fields. 

A separate form must be completed for each referral.

Parts of Form: 

CLIENT INFORMATION: 

· Complete this section ensuring State Hospital / MCO / BHO details are included for Pre-discharge consultations. 

PROVIDER INFORMATION: 

· Ensure this section includes the full details of the Provider information as facilities can have the same name. 

SUPPORT CONSULTATION and/or TRAINING REQUEST INFORMATION: 

· Cross reference the details listed on the CARE assessment and detail specific presenting issues pertaining to the need for consultation. 

· If NOT case specific, add training requests. 

· Copy of Conditional Release (CR) / Lesser Restrictive Order (LR) can be added (ensure all emails are confidential).

· Expanded Community Service (ECS) / Specialized Behavior Support (SBS) – check which are planned or currently received programs

· Department of Corrections (DOC) / Offender Re-Entry Community Safety Program (ORCS) details to be completed if client is part of these programs.

· Program of Assertive Outreach Treatment (PACT) information included if used.

· Name of Mental Health prescriber to be used / is used in the community. 

Forward completed referral form to SHDDRef@dshs.wa.gov.  Include the Region and type of request (consultation / training) in the subject line.  E.g. “Region 1 Consultation client specific”.  An automatic response will be sent and the SHDD / Regional Behavior Support Trainer will be in contact in two business days. 

HCS BEHAVIOR SUPPORT TRAINER USE

Forms to be completed collated and reviewed by SHDD team.







image1.png

Washingion Stafe
'ﬂ Y Department of Social
7 & Health Services

Transforming lives







image4.emf
Individual with  Complex Behaviors.docx


Individual with Complex Behaviors.docx
		[image: Transforming Lives]

		AGING AND LONG-TERM SUPPORT ADMINISTRATION

Individual with Complex Behaviors

		CLIENT’S NAME

[bookmark: Text3]     



		

		

		CLIENT ACES ID NUMBER

     

		REGION

 



		MENTAL HEALTH DIAGNOSIS

|_|  Yes     |_|  No 

Principle diagnosis:

     



Current presentation in Section 1.  



Information can be obtained from, conversation with Psychiatrist, Nurse, Medical Physician, Social Worker, Mental Health Professional, Counselor, or Certified Peer Specialist.

		CLINICAL IMPRESSIONS

RISK ASSESSMENT Completed by Hospital or Behavioral Health Provider

[bookmark: Check17][bookmark: Check18][bookmark: Check19]|_|  Yes     |_|  No     |_|  NA

Date:       



		

		INDIVIDUAL CRISIS PLAN

Document within CARE the expected date Crisis Plan is to be received by provider.

|_|  Yes     |_|  No     |_|  NA



		

		MEDICATION AND MEDICAL CONDITIONS MONITORING

Is the individual taking medication as directed and agreeable to medical treatment(s):

|_|  Yes     |_|  No     |_|  NA

Last medication review:       



		

		COORDINATED BEHAVIOR SUPPORT AND TEAM MEETINGS ESTABLISHED

Complete a comment within CARE in Treatment List:  Type Programs:  Behavior Management Plan detailing the plan. Refer to WAC: 388-107: 388-106-0336 |_|  Yes     |_|  No     |_|  NA



		Section 1.	Check one or all that apply (documentation must be present in file)



			HISTORY OF OCCURRENCE
Current presentation and behaviors that increase risk of behavioral crisis.  	INDICATE FREQUENCY AS

	DAILY, WEEKLY, OR MONTHLY

Check all relevant boxes below.	30/60/90 DAYS	1–2 YEARS	3-5+ YEARS



		[bookmark: Check11]|_|	Assaultive (significant aggression or physical abuse toward others) 

	Violent Mood Swings, Unpredictable / Impulsive

Describe / clarify (please list any charges related to this behavior):
     

		

			|_|	|_|	|_|



		

		Frequency:       



		|_|	Destructive (significant property destruction which puts self or others at risk)

Describe / clarify (please list any charges related to this behavior):
     

		

			|_|	|_|	|_|





		

		Frequency:       



		|_|	Self-Injurious (suicidal behavior; significant self-injury, danger to self).

Describe / clarify (please list any charges related to this behavior):
     

		

			|_|	|_|	|_|



		

		Frequency:       



		|_|	History of felony and/or misdemeanor type behavior.  May or may not have been charged (shoplifting, theft, trespassing, buying liquor for minors, forgery, malicious mischief, motor vehicle citations, disturbing the peace, harm to animals, stalking, etc.).  Citations or related accusations against any population.

Describe  / clarify (please list any charges related to this behavior):

     

		

			|_|	|_|	|_|



		

		Frequency:       



		|_|	Challenging Sexualized Behavior

Describe / clarify (please list any charges related to this behavior):
     

		

			|_|	|_|	|_|



		

		Frequency:       



		|_|	History of arson.

Describe / clarify (please list any charges related to this behavior):
     



		

			|_|	|_|	|_|



		

		Frequency:       



		LEGAL STATUS

|_|  Current charge pending; if checked, specify:       	

|_|  Not Guilty by Reason of Insanity (NGRI)

|_|  Current Less Restrictive Alternative (LRA) (attach copy of court order)

|_|  Conditional release (attach conditions of release)

|_|  Current incarceration status; projected release date:       	

[bookmark: Check22]|_|  Early release

|_|  Convictions

|_|  DOC supervision

[bookmark: Check23]|_|  Registered Offender Notifications (specify):       	  |_|  NA



		CASE MIX COMPLETED

Document findings within CARE under Relationships / Interests within comments in Electronic Case Record (ECR).

|_|  Yes     |_|  No     |_|  NA

	

STAFFING PLAN COMPLETED

Plan must be provided and kept in the provider file and Electronic Case Records (ECR) and documented with the CARE assessment.

|_|  Yes     |_|  No     |_|  NA

	

Emergency situations of Individual – see definition section:  |_|  Yes     |_|  No     |_|  NA

     



		Section 2.	(Only complete if agency requires)     Addendum



		INFORMATION VERIFICATION BY:

[bookmark: Check15]|_| Police report	|_| Court records     |_| Psychiatrist, Nurse

|_| Medical Physician

|_| Social Worker

|_| Mental Health Professional

|_| Counselor 

|_| Certified Peer Specialist.

|_| Self-report	|_| Parent / guardian	

|_| Psycho-sexual assessment

|_| Other (specify):       

		CURRENT DAY PROGRAM

|_| Employment	|_| School

|_| Community access	|_| None

|_| Other       



		CURRENT RESIDENCE (SEE STAFF INSTRUCTIONS)

[bookmark: Check16]|_|  AFH	|_|  AL	|_|  ARC	|_|  CFH    |_|  CH	|_|  CPRS  |_|  DOC   |_|  EARC  |_|  ESF    |_|  ESH     |_|  GH/GTH  |_|  ICF/ID 
|_| JR	|_|  SL	|_|  WSH	|_|  Own home	|_|  Parent / relative home	

|_|  Other (specify):       



		SPECIFY OTHER CURRENT SERVICES (E.G., THERAPIES, COUNSELING, MPC, CFC, CFC+COPES, RSW, ETC.)

     



		This form was completed based on available information.



		CASE MANAGER’S SIGNATURE	DATE

	     



		I have reviewed all information for Name, and upon acceptance of said individual will incorporate the information received to develop Name’s negotiated care plan or person-centered service plan pursuant to WAC: For detailed information regarding Adult Family Home Negotiated Care Plan refer to (WAC 388-76-10355 through 388-76-10385; Assisted Living Negotiated Service Agreement (WAC 388-78A-2130 through 388-78A-2160); and Person-centered service plan for Enhanced Service Facility (WAC 388-107-0110 through 388-107-0130) 



		PROVIDER’S SIGNATURE	DATE

	     



		DISTRIBUTION:  Client Electronic Case Record     Provider
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INDIVIDUAL WITH COMPLEX BEHAVIORS	Page 2 of 4

DSHS 10-234A (REV. 05/2019) 



		Instructions for Individual with Complex Behaviors

This form must be part of the client’s referral packet provided to residential providers.

Copies will be kept in the: 

· Client record; and

· Client file maintained by the residential program.

Case manager/social worker responsibilities: 

· Provide the forms/copies to the residential provider; and

Keep the client information on the form current. Form to be reviewed at the annual CARE assessment and anytime an Interim or Significant Change is done. The form should be updated accordingly based on necessary changes. Input an SER addressing the current status of the form and indicate if additional/updated signatures were obtained.

Residential provider responsibilities: 

· Maintain the client files; 

· Ensure the safety of all clients; and

· Inform DSHS of any change of condition with regard to the person’s complex behaviors.

Instructions:

Mental Health Diagnosis:  A mental condition detailed in the Diagnostic and Statistical Manual of Mental Disorders.  Indicate only “Yes”, “No”, or “NA”. 

Principal Diagnosis:  Clinical diagnosis, a focus for treatment. Information to be obtained from a medical doctor who treats mental illnesses, Psychiatrist, Psychologist or licensed counselor.  Current Presentation:  How are the individual’s thoughts and perceptions currently?  Summarize behaviors. Indicate current status of relationships with others to include interactions healthy and unhealthy. 

Individual Crisis Plan:  A plan that identifies and addresses ways to prevent escalation and intensifying behaviors that are challenging in addition to outlining supports needed when an individual is in crisis. Indicate only “Yes”, “No” or “NA”. 

Medication Monitoring:  In medicine, compliance (also adherence, capacitance) describes the degree to which a patient correctly follows medical advice.  Most commonly, it refers to medication or drug compliance, but it can also apply to other situations such as medical device use, self-care, self-directed exercises, or therapy sessions.  Indicate only “Yes”, “No”, or “NA”. 

Medical Condition:  Includes mental illnesses, any illness, injury, or disease.  

Coordinated Behavior Support and Team Meetings:  Meetings to discuss individual support needs as to deliver quality care.  Indicate only “Yes”, “No”, or “NA”. Copy of scheduled meetings to be placed in individual’s Electronic Case Record. 

Risk Assessment: The Risk Assessment is completed by the Hospital or Behavioral Health Provider. Documentation of who completed the assessment, and the outcome should be documented within comments in the Psych/Social section. Place a copy in the individual’s Electronic Case Record.

Case Mix:  Consideration of adequate resources completed. The allocation of resources to care for all residents of the facility has been assessed.  Indicate only “Yes”, “No”, or “NA”. A copy must be placed in the individual’s Electronic Case Record.  For Example: There are five residents in the home four of which have bipolar personality, or mood disorders, and one with schizophrenia. All are redirectable, and take medications as directed. Caregiver will need to note any incidents between residents to include frequency in addition to noting the caregiver to resident ratio.       

Staffing Plan:  A plan developed to ensure the appropriate human resources with the necessary skills are available.  This plan       should indicate type of supervision (e.g. line of site, arm’s length) Indicate only “Yes”, “No”, or “NA”.  Documented within “Psych/Social” screen within comments section and indicate Staffing Plan.  May need to refer Provider to specific sections within “Behavior,” “Suicide,” or “Depression” comments section. A copy of the plan to be placed in the individual’s Electronic Case Record.

Emergency Situation:  An incident in which immediate attention or aid was needed for the Individual due to the individual’s behavior that resulted in local authorities or a Designated Crisis Responder being called and the individual being detained in the community. Describe / Clarify:  This section includes specific details of the situation, everyone involved limiting some details as related to HIPAA and the outcome associated with the situation or incident.   



		RESIDENCE TYPES:

AFH	Adult Family Home

AL	Assisted Living

ARC	Adult Residential Care facility licensed as an Assisted Living facility

CFH	Children’s Foster Home

CH	Companion Home (contracted with DDA)

CPRS	Community Protection Residential Services (Supported Living)

DOC	Department of Corrections

EARC	Enhanced ARC facility

ESF	Enhanced Services Facility

ESH	Eastern State Hospital

GH	Group Home (contracted with DDA) with an Assisted Living license

GTH	Group Training Home

ICF/ID 	Intermediate Care Facility for Individuals with Intellectual Disabilities

JRA	Juvenile rehabilitation facility

SL	Supported Living Services

WSH	Western State Hospital



SIGNATURES:

Case Manager’s signature:  Signature of the staff completing the form.

	Provider’s Signature:  Signature of Provider willing to accept Individual for admission.
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		AGING AND LONG-TERM SUPPORT ADMNISTRATION (ALTSA)

HOME AND COMMUNITY SERVICES (HCS)

State Hospital Discharge and Diversion Pre-Discharge Checklist

		CLIENT’S NAME

[bookmark: Text1]     



		

		

		ACES ID

     

		PROVIDERONE ID

     



		Instructions:	The following checklist is completed by the assigned Assessor / case manager, is specific to State Hospital work, and does not replace existing checklists or policy.



		ASSIGNED ASSESSOR / CASE MANAGER’S NAME

     

		PHONE NUMBER (WITH AREA CODE)

     



		Completed

		Task



		[bookmark: Check3]|_|

		After referral received, discharge social worker emailed to schedule CARE assessment.

|_|  cc ASO / MCO Liaison 



		[bookmark: Check4]|_|

[bookmark: Check5]|_|  N/A

		Client has Legal Representation or Decision Maker:

[bookmark: Check10][bookmark: Check11][bookmark: Check12][bookmark: Check13]|_|  Guardian     |_|  DPOA     |_|  Payee     |_|  If state hospital is payee, community payee has been identified



		|_|

		Client has a WA State ID.



		|_|

		Does client currently exhibit or have a history of one or more of the following behaviors?  |_|  Yes    |_|  No

If yes, check all that apply and complete the Complex Case Protocol Checklist below.

|_|	Assaultive (significant aggression or physical abuse toward others) Violent Mood Swings, Unpredictable/Impulsive

|_|	Destructive (significant property destruction which puts self or others at risk) 

|_|	Self-Injurious (suicidal behavior; significant self-injury, danger to self)

|_|	History of felony and/or misdemeanor-type behavior.  May or may not have been charged (shoplifting, theft, trespassing, buying liquor for minors, forgery, malicious mischief, motor vehicle citations, disturbing the peace, harm to animals, stalking, etc.)  Citations or related accusations against any population.

|_|	Challenging Sexualized Behavior 

[bookmark: Check8]|_|	History of Arson 



		|_|

		CARE assessment completed.  State Hospital Screen in CARE activated (enter Facility, Diversion Criteria if at Local Psychiatric Facility (LPF), assigned ASO / MCO, Admit Date, Referral Date).



		|_|

		Completed assessment emailed to Discharge social worker (at State Hospital or LPF).

[bookmark: Check7]|_|  cc BHO / MCO Liaison



		|_|

		[bookmark: Dropdown1]Client’s choice of transition setting (select AFH, ALF, ESF, In-Home, SNF, SH):  



		|_|  N/A

		Supportive Housing (only if Supportive Housing is the identified location of choice from above drop-down menu. 

|_|	Assessment sent to regional Supportive Housing Program Manager:       

[bookmark: Check14]|_|	Client has been accepted by Supportive Housing Provider (name of provider):       

[bookmark: Check15]|_|	Name of caregiver, individual provider or agency:       

|_|	Caregiving set up at time of discharge.

[bookmark: Check16]|_|	Pre-discharge Care Conference (with HCS, WSH, MCO, and community providers).

|_|	Step down (interim housing option (e.g. Residential Treatment Facility, Transitional Housing, Group Home, AFH) that allows a person to discharge or divert from a State Hospital and more actively participate in a search for permanent housing).



		|_|

|_|  N/A

		Provider completed face-to-face in-hospital visit with client at State Hospital or Local Psychiatric Facility. 



		|_|

|_|  N/A

		Completed follow-up with provider after in-hospital visit with client to determine if a client pre-discharge visit to setting needs to be scheduled.



		|_|

|_|  N/A

		Discharge social worker emailed to request a Pre-Transition Visit and date confirmed.

[bookmark: Check9][bookmark: Check17]|_|  cc BHO/MCO Liaison     |_|  cc Transition Coordinator for ESF, SDCP Plus, or EARC with CSS contract.



		|_|

		Both the client and provider have agreed to move forward with transition to the community setting; barriers and potential concerns related to this transition have been identified and resolved.



		|_|

|_|  N/A

		Coordinate with the HCS residential CM/SSS assigned to the facility.  For details refer to LTC Manual Chapter 5.



		|_|

		Planned discharge date:       

Actual discharge date:       



		|_|

|_|  N/A

		The CARE assessment has been updated to include any changes related to assaults, behavior, medical, etc., including accurate / appropriate interventions.



		|_|

|_|  N/A

		Client’s comprehensive legal history is updated on the legal screen and in CARE plan (e.g., No Contact Order, HB 11-14 status, community notifications, RSO, etc.).  If done in CARE web, add legal history in comments section.



		|_|

|_|  N/A

		Client has a current civil commitment designation of “HB 11-14.”

	Date packet will be submitted to PSRP:       	Date approved by PSRP:       	



		|_|

|_|  N/A

		Less Restrictive Alternative (LRA) Order and/or Conditional Release (CR) information is documented in the CARE assessment details (e.g., length of Order – 90 / 180 Day, expiration date, mental health provider, specific conditions of release, and the name of monitoring agency if known).



		|_|

|_|  N/A

		DOC supervision conditions and related information is documented in the CARE assessment details (e.g., assisted outpatient) and DOC Community Corrections Officer contact information is added to the collateral contact screen.



		|_|

|_|  N/A

		The Collateral Contact Screen is updated to include all collateral contacts.  This includes the full name, email address, and phone number of all listed parties.



		|_|

|_|  N/A

		Referrals completed for additional wrap around services and supports (e.g., PACT, Peer Bridger, Supportive Employment, etc.)



		|_|

|_|  N/A

		CCG, Goods and Services items, and/or Durable Medical Equipment (DME) have been addressed:  Institutional Transitions programs (e.g., CTS for people discharging on CFC or RSW).



		|_|

		When discharge is confirmed, the State Hospital and Residence screens are updated in CARE. 



		|_|

|_|  N/A

		[bookmark: Check18]|_|	Client is a registered sex offender.  

[bookmark: Check19]|_|	Date client will register as sex offender:       

[bookmark: Check20]|_|	Person identified to transport client to register after discharge:       



		Complex Case Protocol Checklist



		Instructions:	The following checklist is completed by the assigned Case Manager.  The SHDD Program Manager and Transition Coordinator will ensure the checklist is completed.



		ASSIGNED CASE MANAGER’S NAME (IF NOT PROVIDED ABOVE)

     

.

		PHONE NUMBER (WITH AREA CODE)

     



		Completed

		Task

		Owner



		|_|

|_|  N/A

		Discharge review (6358) requested.  If yes, Discharge Summary Review (6358) completed by SHDD / HTSU HQ Team.

		Behavioral Support Trainer



		|_|

		RCS pre-discharge technical visit completed.

[bookmark: Check6]|_|  Provider declined

		RCS BQIC



		|_|

		Complex Case Protocol referral or Discharge Barriers Consult completed.  Option to request a Behavior Support Consultation (15-557).

		HCS Assessor /

HQ Team



		|_|

		DSHS form 10-234A Individual with Complex Behaviors completed and signed.

		HCS Assessor



		|_|

		Staffing plan completed indicating type of supervision needed (e.g., line of site, arm’s length) and the schedule of supervision.  Staffing plan documented in the CARE assessment in comments section.

		Provider

HCS Assessor



		|_|

|_|  N/A

		Activity plan completed by provider and included in CARE assessment in comments section.

		Provider



		|_|

|_|  N/A

		Case mix completed (allocation of resources to care for all residents in the facility has been assessed with HCS Assessor, Residential Case Manager, and Provider).

		HCS Assessor



		|_|

|_|  N/A

		Provider training options discussed (e.g., The Residential Guide to Challenging Behaviors, Therapeutic Options, DDA specialization)  Behavior Support Consultation (15-557) provided.

		SHDD Behavior Support Trainer



		|_|

		Confirmed all Pre-Discharge Checklist and Complex Case Protocol Checklist items completed.

		Transition Coordinator / Transition Specialist
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SHDD vs CBHC .docx
Support for complex cases



Did you know there are regional assigned HQ Community Behavioral Health Coordinators (CBHS) and State Hospital and Diversion (SHDD) teams that can provide support for complex cases? 

HQ State Hospital Discharge and Diversion (SHDD) team Community Behavioral Health Coordinators vs Transition Coordinators/Behavior Support trainers

Who are the Transition Coordinators and Behavior Support Trainers?

Transition Coordinators and Behavior Support Trainers are part of the HQ State Hospital Discharge and Diversion team.  

The HQ State Hospital Discharge and Diversion team is composed of Transition coordinators, Transition Specialist and Behavioral Support Trainers. Each region has an assigned Transition Coordinator, Transition Specialist and Behavior Support trainer to provide support on complex cases. 

· .  The Transition Coordinators provide support for all clients hospitalized at a state hospital clients. They are also the primary point of contact for all specialty contract referrals (CSS, ESF and SDCP+)/consultations.  

· , as well as clients that meet diversion criteria.  Transition Specialists act as a liaison for diversion client’s in acute care and local psychiatric facilities and coordinate and collaborate with the judicial system on all show case hearings.

· Behavior Support Trainers offer a variety of supports for residential providers that are supporting individuals who have transitioned from state hospitals.  The trainers also offer pre-discharge consultations for state hospital clients and residential providers.

TS to reach out to CM when there is known legal involvement to share information and establish plan. 

Who are the Community Behavioral Health Coordinators (CBHC) and what do they do?

CBHCs are part of the HQ integration team. They , and each region has a CBHC assigned to assist with connecting regional staff to the Managed Care Organizations (MCOs) , Dual Eligible Special Needs Plan (DSNP) for both physical and behavioral health sides of the house and relationship building with our MCO partners.  They play a key role in coordination on BHPC requests and assist on complex cases in the regions and with our AAA partners.  



Who do I contact for assistance with complex cases and Managed Care coordination?



		Scenarios  

		CBHC

		SHDD – Transition Coordinator (TC)

		SHDD- Behavior Support Trainer

		 Transition Specialist

		 Escalation path 



		Client is currently in a State Hospital and is discharge planning

		NO

		YESYes

		Yes, Behavior support trainers can complete both Pre-discharge assistance and post-discharge follow up with staff and providers. 

		 NO

		1. Supervisor

2. PM

3. SHDD

See Escalation Process in Ch 9b 



		Client is currently in an acute care hospital bed (not NOT a psychiatric bed)

		Yes

		NONO

		NNOO

		 NO

		1. Supervisor

2. Regional complex case staffing

3. PM or FSA

4. HQ





		Client is in an acute hospital, but in a psych bed (single-bed certification, ITA)

		Yes, primary contact for MCO coordination. 

CBHC will pull TS in when staffing with MCOs / region.



		CBHC will pull TC in when staffing

NOPoint of Contact for court for ITA clients.

		Yes, via 15-557 referral form sent to SHDDRef@dshs.wa.gov 

		TS is lead for cross-systems staffing, will include CBHC in staffing. 

Point of Contact for court for ITA clients.

TS to support regional CMs by coordinating communication, staffing’s and specialty referrals with TC.

		



		Client is in an acute hospital and is determined eligible for CSS, SDCP+, ESF

		Yes, primary contact for MCO coordination.

		Only for specialty contract referrals/consultations.  CBHC will pull TC in when staffing.  

		NO  

		TS is lead for single-bed certification or ITA clients ONLY.  

		1. Supervisor

2. Regional complex case staffing

3. PM or FSA

4. HQ





		Client is in a community psychiatric hospital

		Yes, primary contact for MCO coordination.

		Only for specialty contract referrals/consultations.  CBHC will pull TC in when staffing.  

Point of contact for court for ITA clients.

		Yes, via 15-557 referral form sent to SHDDRef@dshs.wa.gov



Can send referral when case is assigned and can tell it will be complex or when discharge planning.  Earlier referral is better for complex cases.  

		CBHC will pull TS in when staffing.  

Point of contact for court for ITA clients.

TS to support regional CMs by coordinating communication, staffing’s and specialty referrals with TC

		






*Diversion definition: An individual with a 90- or 180-day commitment order for further involuntary treatment who is discharged from a local community psychiatric facility onto HCS LTSS; or an individual who is detained through the Involuntary Treatment Act who is stabilized and discharged into HCS LTSS prior to the need to petition for a 90- or 180-day commitment order.

For case escalation of complex cases that are not currently in a State Hospital.

· Region 1 – Complex case staffing held every Tuesday at 9:00am

· Region 2 – Complex case staffing held every Thursday at 9:00am

· Region 3- Complex case staffing held every Thursday at 9:00am

· HQ – cases can be escalated to HQ from one of the 3 regional staffing’s, as well as the via a request through regional PMs and FSAs.  Every Friday at 10:30am. 

For case escalation of complex cases that are currently in a State Hospital.  See LTC 9b 







How do I request assistance on a complex case from the SHDD team or a CHBC?

· Community Behavioral Health Coordinators

· Each region has their own process for staffing complex cases.  Please contact your regions CBHC for information on how to refer your case to be staffed and/or escalated.

· Region 1 – Sarah Rogala Sarah.Rogala2@dshs.wa.gov

· Region 2 – Laura Botero Laura.Botero@dshs.wa.gov 

· Region 3- Genevieve Boyle Genevieve.Boyle@dshs.wa.gov 



· State Hospital Discharge and Diversion – Transition Specialist

· Region 1 – Jeffrey Rose jeffrey.rose@dshs.wa.gov 

· Region 2 – Lisa Clarke   lisa.clarke@dshs.wa.gov  

· Region 3 – Briauna Hill briauna.hill@dshs.wa.gov



· State Hospital Discharge and Diversion – Transition Coordinators

· 

· Region 1 – Pam Young pamela.young@dshs.wa.gov

· Region 2 – Sarah Miller sarah.miller@dshs.wa.gov 

· Region 3 – Latia Townsend latia.ray@dshs.wa.gov

· Region 1 – Amy Tabino amy.tabino@dshs.wa.gov 

· Region 2 – Bret Anderson bret.anderson@dshs.wa.gov 

· Region 3 - Latia Townsend latia.ray@dshs.wa.gov



· State Hospital Discharge and Diversion – Behavior Support Trainers

· Each region’s Behavior support trainer can offer information, resources and/or provider and staff training opportunities. Please complete the referral form 15-557 available on Form picker and send to SHDDRef@dshs.wa.gov 

· Region 1 – Nick Mehrnoosh nicholas.mehrnoosh@dshs.wa.govAshley Beckley ashley.beckley@dshs.wa.gov 

· Region 2 – Tam Butler tamara.butler@dshs.wa.gov 

· Region 3- Lauren Demayo lauren.demayo1@dshs.wa.govMegan Lee-Hutchinson megan.lee-hutchinson@dshs.wa.gov 

Please visit the SHDD website https://www.dshs.wa.gov/altsa/residential-care-services/state-hospital-discharge-and-diversion-team for further details, forms and training opportunities. 	
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Trueblood Overview
Onboarding

The Trueblood v. DSHS lawsuit challenged unconstitutional delays in competency evaluation and restoration services for
individuals detained in city and county jails. The Trueblood Contempt Settlement Agreement establishes a plan for
providing services to persons involved in the criminal court system and for providing treatment to people when needed
so they are less likely to become involved in the criminal court system. The Trueblood Contempt Settlement Agreement

includes a plan for phasing in programs and services:

e Phase 1: Pierce, Southwest and Spokane regions (July 1, 2019 through June 30, 2021)
e  Phase 2: King region (July 1, 2021 through June 30, 2023)
e Phase 3: To be determined (July 1, 2023 through June 30, 2025)

Trueblood et al v, Washington State DSHS Website
Please review this site, the FAQs, milestones from
the first year, and the element one pagers to learn
more in-depth information:
https://www.dshs.wa.gov/bha/trueblood-et-al-v-
washington-state-dshs

Contempt Settlement Agreement Overview for
Class Members

Settlement Agreement Overview for Class Members
video. This was shared with class members around
the state following the presentation of the
agreement to the court as part of the class member
notice process:
https://www.youtube.com/watch?v=CleuKLXbH2g
&feature=youtu.be

Settlement of Contempt

Please review the Trueblood Settlement of
Contempt Agreement:
https://www.dshs.wa.gov/sites/default/files/BHSIA
/FMHS/Trueblood/2018Trueblood/599 1 Amende
dAgreement.pdf

Governance Structure
e Executive Committee (decision-making)
o Parties from the Trueblood lawsuit
O State agencies responsible for
implementation
o Peer member
e General Advisory Committee
o Executive Committee plus key stakeholder
and partner entities
O  Provides community feedback, flags
implementation issues, reviews data and
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outcomes, and makes recommendations to
the Executive Committee.
o Meets quarterly.

Final Implementation Plan, Phase 1

Please review the Trueblood final implementation
plan for phase 1:
https://www.dshs.wa.gov/sites/default/files/BHSIA
/FMHS/Trueblood/2019Trueblood/679 1 ExhibitA

FinalPlan.pdf
The Implementation Plan outlines the following for

each Agreement element:
1. Assigned owner

2. Statewide vs. regional
3. Requirements from the Agreement
4. Education and outreach
5. Action plan and timeline
Elements

Click on the link for each element one pager
1. Crisis Intervention Training
Crisis Triage and Stabilization Enhancements
Enhanced Peer Support
Forensic Evaluations
Forensic HARPS
Forensic Navigators
Forensic PATH
Jail Technical Assistance
Mobile Crisis Response
. Outpatient Competency Restoration Program
. Washington Association of Sheriffs and Police
Chiefs
12. Workforce Development
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Project Managers Contact Information

Transforming lives

dshs.wa.gov/bha/trueblood-et-al-v-washington-state-dshs
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https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/029%20-%2020%20CIT%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/003%20-%2021%20Crisis%20Triage%20and%20Stabilization%20Enhancement%20One%20Page.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2020Trueblood/Enhanced%20Peer%20Support%20One%20Pager%20v2.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2020Trueblood/Forensic%20Evaluators%20One%20Pager%20v2.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2020Trueblood/Forensic%20HARPS%20One%20Pager%20v2.pdf

file:///C:/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/005%20-%2021%20FN%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/002%20-%2021%20FPATH%20One%20Pager...pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/002%20-%2021%20FPATH%20One%20Pager...pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/009%20-%2021%20JTA%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/009%20-%2021%20JTA%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/028%20-%2020%20MCR%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/028%20-%2020%20MCR%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/007%20-%2021%20OCRP%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/004%20-%2021%20WASPC%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/004%20-%2021%20WASPC%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/010%20-%2021%20WFD%20One%20Pager.pdf

https://www.dshs.wa.gov/sites/default/files/BHSIA/FMHS/Trueblood/2021Trueblood/010%20-%2021%20WFD%20One%20Pager.pdf



Aura MacArthur
aura.macarthur@dshs.wa.gov, (360) 522-6026

Josh Waguespack
josh.waguespack@dshs.wa.gov, (360) 763-2509

Jessica Alves
jessica.alves@dshs.wa.gov, (360) 764-0771

Lisa La Rue
lisa.larue@dshs.wa.gov, (360) 338-5567

Charles Gilman
charles.gilman@dshs.wa.gov, (360) 522-2306
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PBS FINANCIAL/SOCIAL SERVICE COMMUNICATION REFERENCE GUIDE


		What PBS Financial Needs from SW/NCC

		What SW/NCC Needs from PBS Financial



		For All Placements: Use DSHS 14-443

· Case Manager contact information


For NF Placement:  Use DSHS 14-443


· Date of CA request


· Is client NFLOC


· Is client likely to remain in NF 30 days or more?


· Name of NF to which client is admitted


· Date of NF admission


· Effective date and amount of housing exemption  (MIIE), if any


· Date of discharge and if client discharged with or without HCS services


· If RCL, indicate effective date and end date (demo ending)

· Any other pertinent information you wish to share


For NF Discharge:  Use DSHS 14-443

· Date of discharge with forwarding address

· Discharged with services (Y/N)

For MPC, CFC, COPES+CFC, MAC or PACE:  Use DSHS 14-443

· Date MPC, CFC, COPES+CFC, MAC, or PACE services will begin (Post financial approval)

· Where will services be provided?

          In client’s own home?


          In AFH?  (give address and daily rate)


          In other facilities?  (give address and daily rate)


· Is Fast Track box marked?


· If PACE, did it begin on the first day or end on the last day of the month?      


· Any other pertinent information you wish to share


For TSOA:          Use DSHS 14-443


· Date TSOA services began and date when TSOA application is due


· Any other pertinent information you wish to share

		For All Placements:    Use DSHS 07-104

· PBS Financial contact information


· Client name, birth date, SS#, client ID#, phone number, current and/or location address


· Authorized Representative/Power of Attorney


· Date financial application received


· Services applied for


· Status of application (approved, pended and why, other)


· Client contact/representative name, relationship to client, current phone #


· If client needs help gathering information

· Date when client or DPOA is requesting eligibility to begin

· If there is a need for functional eligibility to determine transfer of resource penalty


For NGMA, Incapacity for MCS, or SSI Facilitation: Use 07-104 


· Manually forward the 07-104 assignment to the appropriate Incapacity Social Worker in the Intake Unit for necessary action.

For NF Placement: Use DSHS 07-104


· Does client need a housing allowance (aka: HMA)?


· Any other pertinent information you wish to share

· Manually forward 7-104 to ANJR (Judy Anderson) and not @651

For MPC, CFC, COPES+CFC, or PACE:  Use DSHS 07-104 


· Limited English Proficiency (LEP) 


· Good candidate for Fast Track


· Eligibility for Medicare


· Income & deduction estimate (Participation/Cost of Care Estimate)


· Financial eligibility status

· If SSI recipient, include request for OAR (Chapter 388-473 WAC)

· Other pertinent information you’d wish to share


For MAC or TSOA:         Use DSHS 07-104

· MAC or TSOA marked separately?

· Other pertinent information you wish to share





Note:
Final disposition of applications & client participation/responsibility are sent via appropriate ACES letters of approval or denial.



7-104s are assigned to different pools or may need to be manually forwarded to an individual all depending what services are marked.



Intake or CARE Pool – NF, MPC, CFC, COPES+CFC, PACE
AAA Pool – MAC or TSOA
Incap SW – (See above in blue)
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