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Hospital Assessment

A. Purpose

The purpose of this chapter is to clarify hospital assessment activities in order to ensure smooth transition of hospital clients back to their home or community setting or to the nursing facility. The goal and focus of 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. 

· See these 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.

B. 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 and assistance to hospital patients in need of long-term care.

WAC 388-71-0700
What are the requirements for nursing facility eligibility, assessment, and payment?  

MB 00-45
Hospital Assessments

Assessing and Discharging Clients from the Hospital

C. Coordinating with Hospital Discharge Planners 

Specific HCS staff should regularly visit each hospital so that HCS’ presence is complementary to hospital discharge planning activities and beneficial to discharge planners and clients.  HCS should:

1. Clearly define and explain to discharge planner the role HCS/AAA has in assessing new clients and clients returning to the community. 

2. Develop a written agreement between the local hospital(s) and Home and Community Services office to ensure these processes and activities are understood.  At a minimum, the following information shall be provided to the hospital discharge planner:

· 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, staff should:

· Encourage hospital discharge planners to: a) refer individuals as soon as it becomes apparent that community-based services are needed  (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 patient’s discharge status.

· Respond to referrals by the end of the next working day, or within the time frame the hospital needs, to prevent delays in discharges.  

MB 00-45
D. HCS Role in Discharges Back to a Community Setting

1. HCS is responsible for initiating assessments of referred Medicaid applicants who have indicated a preference for community-based (home or residential) services. HCS staff will:

a. Complete a full CA, determine care needs, and present appropriate service options to the client and/or the family. 

b. Utilize FAST TRACK for community services, if necessary.

c. Transfer clients who will be receiving AASA Core Services in their homes for ongoing AAA case management as soon as the:

· Services are authorized

· Service plan is implemented

· Referrals for services are made

· Contracts are arranged, if appropriate

· If FAST TRACK has been used, the Medicaid application has been submitted with the necessary documentation to the local financial worker.

d. Likewise, follow above procedures for transferring case to an HCS Residential Case Manager.

2. Prior to discharge, the HCS social worker completes the reassessment and authorizes service plans for:

· Their clients that are returning to the community residential setting (AFH, BH, or MH facility) 

· AAA clients going to a residential setting (AFH, BH, or MH facility)

3. HCS staff will make every effort to perform a reassessment based on the last assessment done on this client in the automated CA system.

MB 00-45
E. AAA Role in Discharges Back to the Home

AAA is responsible for clients returning to their own home following a hospital stay.  However, AAA involvement may vary depending on local agreements between the AAA and HCS.  Unless otherwise agreed upon, AAA and their case management subcontractors will:

4. Manage their current state core and regular case management clients for the time they are in the hospital and provide reassessments/service plan changes around the time of discharge if they are expected to return home. 

5. Transfer files as soon as they expect that their clients’ length of stay in the hospital/or other setting (outside of home) will exceed 30 days.  

WAC 388-71-0700
F. Discharges To The Nursing Facility

Hospitals may discharge patients to a nursing facility without prior authorization from HCS.  NOTE:  This includes discharges from the emergency rooms or other situations where the client is not officially admitted (e.g. observation stay).

6. HCS will assess individuals, discharged from the hospital, within seven working days of admission to the nursing facility.  

7. The hospital discharge planner or nursing facility must still notify HCS of pending admits.  HCS must develop protocols with local hospitals and nursing facilities to assure that referrals and paperwork are transferred in a timely manner and prior to admission to the nursing facility.  This is necessary to ensure timely payment can be made to the nursing facility. 

8. EXCEPTIONS:  

e. HCS will continue to complete in-hospital brief assessments for individuals (Medicaid and non-Medicaid) who have been identified as meeting the PASRR criteria prior to discharge from the hospital.  NOTE: Only individuals who meet the advanced categorical determination criteria or who have been invalidated for further evaluation by a Mental Health Contractor or DDD may be admitted without an HCS Medicaid-eligibility assessment.  See Chapter 10.  If Medicaid-eligible, these individuals still require a brief assessment within seven working days of admit to the NF.

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

G. Discharges To Transitional Care Units/Rehab Centers

9. Do not assess Medicaid patients prior to admission to Transitional Care Units.  If necessary, schedule a visit with these patients, by conferring with the discharge planner to clarify the patient’s physical and/or payment status.  Arrange to see these patients in a timely fashion to prevent delays in discharge.

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

11. Assess patients who have applied for or are converting to Medicaid when they:

g. Go to a NF, within 7 days of the nursing facility admission, or

h. Are ready for discharge to the community and in need of services.
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CHAPTER 9

1. What is the hospital discharge agreement between your local hospital(s) and the HCS office (Pg 2, A2)?


2. What is the response time for referrals from the hospital (Pg 2, A3)?


3. What is the role of HCS for Medicaid applicants or clients returning to a residential setting (Pg 2, B)?


4. Is a new assessment required when discharging from the hospital (MB 03-76)?


5. When is a brief assessment required prior to discharge from the hospital (Pg 3, D3 a-b)?


6. What is the response time for completing an assessment when clients are admitted from the hospital to the NF (Pg 3, D1)?


7. What is the role of the AAA for clients returning to their own homes (Pg 3, C)?


8. Do hospitals need approval from HCS prior to discharging to a nursing facility (Pg 3, D)?
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