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To transform lives by
promoting choice, 
independence and 
safety through 
innovative services

VISION

Seniors and people 
with disabilities living 
with good health, in-
dependence, dignity, 
and control over the 
decisions that affect 
their lives
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Collaboration
Respect
Accountability
Compassion



The Department of Social and Health Services Aging and Long-Term Support Ad-
ministration (ALTSA) offers services that empower senior citizens and people with dis-
abilities to remain independent and be supported in the setting of their choice. This 
is accomplished through person-centered case management that works with the 
individual to build a care plan that reflects the individual’s choices and preferences. 
ALTSA offers a variety of services that support people in the community that include: 
1)	 support for family and kinship caregivers, 
2)	 personal care and supportive services in the individual’s home, adult family home 

and assisted living settings, 
3)	 available nursing services in all settings, 
4)	 assistance with movement from nursing homes to independent living, 
5)	 information and assistance regarding home, adult family homes, assisted living 

and nursing home services, and options counseling, 
6)	 a variety of locally-designed programs that are focused on the needs of senior citi-

zens, and 
7)	 care coordination for foster children to support improved outcomes for the child 

and their families.

ALTSA is also responsible for protecting the safety, rights, security, and well-being 
of people in licensed or certified care settings and for the protection of vulnerable 
adults from abuse, neglect, abandonment, and exploitation. ALTSA conducted more 
than 16,000 abuse investigations last year. In addition to investigating abuse, ALTSA 
offers protective services when the situation requires action in order to ensure that 
vulnerable adults are safe.

ALTSA Core Principles:
ALTSA’s strategies are driven by several bedrock principles.

We believe the people we support:
¡	Have the central role in making decisions about their daily lives.
¡	Will choose supports that promote health, independence, community integration, 

and self-determination.
¡	Succeed best when support is person-centered and recognizes that their needs 

are interrelated.

We believe families and friends of the people we support:
¡	Are an essential reason many people can live successfully in their own homes and 

communities.
¡	Can realize a positive difference in their lives and the lives of their loved one with 

even a small investment in support.
¡	Act as advocates for quality support and services in the best interest of their family 

member or friend.

We believe the system of services ALTSA sponsors must:
¡	Be accountable for outcomes and costs.
¡	Be informed by evidence of effectiveness.
¡	Be responsive to changing needs.
¡	Be sustainable over time within realistic resource estimates.
¡	Collaborate and listen to service recipients, families, communities, local service 

providers, partners, and other stakeholders.
¡	Keep people free from abuse and neglect, and support shared responsibility with 

individuals, families, providers, advocates and communities to prevent or respond 
to abuse and abusers.

Introduction
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Goal 1
HEALTH – Each individu-
al and each community 
will be healthy.

Goal 2
SAFETY – Each individual 
and each community will 
be safe.

Goal 3
PROTECTION – Each 
individual who is vulner-
able will be protected.

Goal 4
QUALITY OF LIFE – Each 
individual in need will be 
supported to attain the 
highest possible quality 
of life.

Goal 5
PUBLIC TRUST – Strong 
management practices 
will ensure quality and 
efficiency.

DSHS Goals



Goals

Governor Jay Inslee’s Results Washington Goals
ALTSA is a partner in Governor Jay Inslee’s Results Washington, a focused effort to 
create effective, efficient, accountable government.

Results Washington Goal Area number 4 is Healthy and Safe Communities. Under 
this goal area ALTSA has lead responsibility for two success metrics and shares lead 
responsibility with the Developmental Disabilities Administration for a third suc-
cess metric (3.3) under the Supported People success indicator. The ALTSA Results 
Washington success metrics are: 

¡	Increase the percent of supported seniors and individuals with a disability served 
in home and community-based settings from 86.6 percent to 87.2 percent by 
6/30/2015.*

¡	Increase the percent of aging and long-term care clients served in home and 
community-based settings from 82.9 percent to 83.7 percent by 6/30/2015. 

¡	Decrease the number of vulnerable adult abuse and neglect investigations open 
longer than 90 days from 21.77 percent to 12.05 percent by 6/30/2015.

*	(Note: This success metric is shared with the Developmental Disabilities Adminis-
tration.)

Department of Social and Health Services (DSHS) Goals
As a member of the DSHS team, ALTSA also has lead responsibility for perfor-
mance metrics that fit within DSHS’ departmental goals. DSHS has the follow-
ing five broad goals:

¡	Health – Each individual and each community will be healthy.

¡	Safety – Each individual and each community will be safe.

¡	Protection – Each individual who is vulnerable will be protected.

¡	Quality of Life – Each individual in need will be supported to obtain the highest 
possible quality of life.

¡	Public Trust – Strong management practices will be used to ensure quality and 
efficiency.

ALTSA has the following success metrics in support of the DSHS Goals listed 
below:
Health:
¡	Increase the number of individuals with high medical risks receiving health home 

services.
¡	Increase the number of individuals receiving coordinated services through Medi-

care and Medicaid.
¡	Provide timely and effective care coordination services to allow optimal health 

and well-being of children in foster care.

Safety:
¡	Timely licensing re-inspections of adult family homes, assisted living and nursing 

homes.
¡	Timely quality assurance for intermediate care facilities and supported living.
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Plan

Protection:
¡	Timely response to abuse and neglect allegations for vulnerable adults living at 

home.
¡	Decrease the number of open cases per investigative staff (caseload).
¡	Decrease percentage of abuse investigations open longer than 90 days.
¡	Improve our response time to abuse and neglect allegations in long-term care 

facilities.

Quality of Life:
¡	Increase the percentage of long-term services and support clients receiving 

services in home and community-based settings.
¡	Increase the number of ALTSA clients who actively relocate from nursing facilities 

to home and community-based settings.
¡	Increase the percentage of ALTSA clients that are supported through the family 

caregiver and support program for 90 days or longer.
¡	Increase the number of applications approved within required time frames. Im-

prove the determination of functional eligibility and access to services.
¡	Increase the number of applications approved within required time frames. Im-

prove the determination of financial eligibility.

Strategic Plan
Below are the details of our Strategic Plan to meet our Strategic Objectives. 
Each Strategic Objective is discussed under its larger DSHS goal area. Each 
Strategic Objective includes a statement of its importance, a quantified success 
measure, a timeline and most importantly, an Action Plan.

ALTSA Strategic Objectives are monitored and reported quarterly at  
http://ppa.dshs.wa.lcl/CoreMetrics/Pages/ExcelNEW.aspx. Each ALTSA Action 
Plan is also updated quarterly.

Strategic Objectives, Importance, Success Measures and Action 
Plans
DSHS Goal 1: Health - Each individual and each community will be healthy.

Strategic Objective 1: Improve health outcomes for individuals with high medical 
risk factors.

Importance: Individuals with high medical risk factors continue to experience poor 
health outcomes, in many cases because of low engagement in managing their 
health needs, resulting in poor outcomes for the individual and higher costs for 
the state. Assisting individuals to self-manage their chronic conditions through the 
provision of health homes can empower and assist individuals in taking charge of 
their health care.

Success Measure: Increase the number of individuals with high medical risks re-
ceiving DSHS chronic care management to 18,000 by the end of 2015.

Action Plan: Chronic Care Management is transitioning to health homes. This 
measure will be replaced as soon as health home data is available. This measure is 
a shared measure with the Health Care Authority and other DSHS Administrations. 
Health Home Services include the coordination of primary care, acute care, behav-
ioral health, and long-term services and supports.
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Strategic Objective 2: Improve health outcomes, coordination of care and the 
individuals experience in receiving care through the implementation of HealthPath 
Washington Strategy 2.

Importance: Washington is partnering with the Centers for Medicare and Medicaid 
Services to improve care to individuals receiving services through both Medicare 
and Medicaid. This is a joint project between DSHS and the Health Care Authority. 
Strategy 2 will test a financial model that integrates and purchases medical, be-
havioral health and long term services and supports through a single health plan. 
The state is working with King and Snohomish Counties to design, implement and 
monitor this effort. Individuals will be able to choose between health plans and 
there will be an evaluation of health and cost outcomes.

Success Measure: Increase the number of individuals receiving coordinated ser-
vices through Medicare and Medicaid to 12,000 by the end of 2015.

Action Plan: Continue implementation planning with the Health Care Authority, lo-
cal county governments and stakeholder advisory team. Work with the Centers for 
Medicare and Medicaid services to gain final approval of implementation. Actively 
monitor implementation, problem solve identified issues and measure outcomes.

Strategic Objective 3: Improve health outcomes for children in foster care through 
delivery of care coordination services.

Importance: The Fostering Well Being Care Coordination Unit (FWBCCU) supports 
the health and well being of children in foster care by providing an overview of the 
health care needs of the child, supporting access to health care providers, navigat-
ing systems of care as needed, and providing medical, nursing and benefit exper-
tise to social workers and families.

Success Measure: Provide timely and effective care coordination services to allow 
optimal health and well-being of children in our care and custody.

Action Plan: Efforts will continue to maintain staffing levels necessary to sustain 
this measure. An evaluation of the impact on health care utilization and costs of 
children referred to the FWBCCU is underway and will be used to inform interven-
tions and practices provided by the unit.

DSHS Goal 2: Safety - Each individual and each community will be safe.

Strategic Objective 1: Affirm that adult family homes, assisted living and nursing 
homes are providing quality care and that residents are safe through timely licens-
ing re-inspections.

Importance: This measure will ensure that licensing re-inspections are completed 
timely and provider practice is consistent with quality care and protecting adults 
who are vulnerable adults from abuse. Licensing re-inspections are a valuable tool 
in ensuring the quality of care in the facilities mentioned above.

Success Measure: Maintain the percentage of timely re-inspection at 99 percent.

Action Plan: Efforts will continue to maintain staffing levels necessary to sustain 
this measure. An additional performance measure is under development that will 
measure the average inspection interval statewide for each setting. This will further 
our efforts to conduct unscheduled re-inspection visits.
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SAFETY OF THE 
VULNERABLE

TO DATA:

TO  CONTENTS

WASHINGTON STATE DEPARTMENT OF SOCIAL AND HEALTH SERVICES

We transform lives
AUGUST 2013

AAR.1

Aging and Long-Term Support Administration
Ensure quality of licensed facilities serving vulnerable adults

Timely licensing re-inspections of adult family homes, assisted living, and nursing homes 

Statewide Average SUMMARY

• This measures the ability to maintain active quality assurance 
through licensing re-inspections in adult family homes, assisted living, 
and nursing homes. This service is provided for the public at large.

• The high percentage represents success in reaching the target.

ACTION PLAN

• Efforts will continue to maintain staffing levels necessary to sustain 
the achievement.

• An additional performance measure is under development on the 
average inspection interval statewide for each setting.
       • This new measure will assist in the deployment of staff, in order 
to help meet the statutory requirement.

DATA SOURCE: Facility Management System and Residential Care Services documentation; supplied by Ken Luthy.
MEASURE DEFINITION: Statewide percentage of timely licensing re-inspections in adult family homes, assisted living, and 
nursing homes. Prior to 2012, assisted living was referred to as "boarding homes;" statute has since been updated.
DATA NOTES: 1 The date of the last re-inspection is used as the start date for the calculation. Allowable re-inspection 
timeframes vary by setting under statute. 2 Count is of cases which were ever opened during the reported calendar 
quarter. 3 Data is updated historically as well as in the latest quarter. Click below for additional data notes.

http://emis.dshs.wa.gov/Report/View?definition=AAR.1*197901-999906*10848&format=excel
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ANNUAL 

Assisted Living Nursing Homes 

ANNUAL ANNUAL 

Timely licensing re-inspections of adult 
family homes, assisted living, and nursing homes

Strategic Objective 2: Affirm that intermediate care facilities and supported living 
are providing quality care and that residents are safe through timely quality assur-
ance activities.

Importance: This measure ensures that quality assurance activities are completed 
timely; these activities help ensure the quality of care in intermediate care facilities 
(ICF) and supported living settings and help ensure vulnerable adults are protected 
from abuse and neglect.

Success Measure: Maintain timely quality assurance activities at 100 percent.

Action Plan: As of July 1, 2013, we are inspecting ICFs more frequently; reviews take 
place on a 12-month average, and no more than 15 months. Use Lean manage-
ment principles and staff performance evaluations to improve quality and effi-
ciency to ensure maximum coverage with the staff available. Continue to work on 
obtaining adequate staffing to complete the work required.

DSHS Goal 3: Protection - Each individual who is vulnerable will be protected. 

Strategic Objective 1: Protect vulnerable individuals living in their homes from 
abuse and neglect through timely responses to allegations of abuse and neglect.

Importance: Adult Protective Services has two primary duties, ensure that vulner-
able adults are protected and investigate allegations to determine if abuse oc-
curred. Timely response is essential if services are needed to protect the vulnerable 
adult, to preserve evidence when necessary and to protect vulnerable adults from 
perpetrators with final findings.

Success Measure: Maintain timely response to high priority investigations at 99 
percent, increase percentage for medium priority investigations to 98 percent and 
increase percentage for low priority investigations to 97 percent by the end of 2014.



Action Plan: Recent steps to assist in meeting this measure: 1) Fifteen temporary 
staff were hired to reduce the number of active investigations managed by each 
investigator and to improve response times for the first face-to-face visit. 2) A 
request for additional investigative staff was included in the Governor’s budget for 
the 2013-15 biennium to ensure the staffing necessary to respond to new reports 
and complete investigations in a timely manner. This request was not included 
in the 2013-15 Biennial budget. ALTSA is preparing a new request, with additional 
data to support this request for the supplemental budget process for fiscal year 
2014. ALTSA is also evaluating processes for opportunities to streamline using Lean 
processes.

Plan
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SAFETY OF THE 
VULNERABLE

TO DATA:

TO  CONTENTS

WASHINGTON STATE DEPARTMENT OF SOCIAL AND HEALTH SERVICES

We transform lives
JULY 2013

AAP.1

Aging and Long-Term Support Administration
Promote safety of vulnerable adults

Timely initial response based on APS case priority

Percent timely APS initial contact based on case priority -  Statewide SUMMARY

• This measure looks at how quickly workers respond to reports of 
abuse, neglect, abandonment and exploitation of vulnerable adults 
living in their own homes. 

• This service responds to allegations against vulnerable adults for 
the public at large.  A majority of individuals served in this program 
are not "clients" of DSHS.

• Reports are prioritized based on definitions of high, medium and 
low.

• The downward trend is due to a significant increase in reports and a 
staffing model that does not keep pace with the increase in workload 
and complexity of investigations. 

ACTION PLAN

• Fifteen temporary staff have been hired to reduce the number of 
active investigations managed by each investigator and to improve 
response times for the first face-to-face visit.  

• A request for additional investigative staff has been developed to 
ensure the staffing necessary to respond to new reports and 
complete investigations in a timely manner. 

DATA SOURCE:  APS Automated System; supplied by Michael Blonden and Sergio Palma.
MEASURE DEFINITION:   Percentage of timely initial contact for investigations based on APS case priority.
DATA NOTES:  1 Calendar Month reflects date of initial intake. 2 Data is updated historically as well as in the latest 
quarter. 3 Measure of timeliness:
* Percentage of high priority cases with 24 hour response time met.
* Percentage of medium priority cases with the 5 day response time met.
* Percentage of low priority cases with the 10 day response time met.
4 Quarterly data is an average of the monthly data for the three months in that quarter.

http://emis.dshs.wa.gov/Report/View?definition=AAP.1*197901-999906*10792&format=excel
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Percent high priority (dark solid line) 

Percent low priority (dotted line) 
Percent medium priority (gray solid line) 

98% 
98% 
97% 

96% 

99% 

98% 

Timely initial response based on APS case priority

Strategic Objective 2: Obtain adequate Adult Protective Services staff in order to 
ensure the quality of investigations and timely provision of protective services.

Importance: Current caseloads are too high, they are creating backlogs in the 
number of cases open, as well as making it difficult for staff to meet response 
times, especially for medium and lower priority cases. The current caseload ratio is 
approximately 27:1; the appropriate caseload ratio is 22:1.

Success Measure: Reduce abuse and neglect caseloads from 27:1 to 22:1 by the 
end of 2014. 

Action Plan: Monitor open cases on a monthly basis. Expedite the hiring process 
of additional staff from the staffing model. A request for additional investigative 
staff was included in the Governor’s budget for the 2013-15 biennium to ensure 
the staffing necessary to respond to new reports and complete investigations in 
a timely manner. This request was not included in the 2013-15 Biennial budget. ALT-
SA is preparing a new request, with additional data to support this request for the 
supplemental budget process for fiscal year 2014. Use Lean management principles 
and staff performance evaluations to improve quality and efficiency.



Plan
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SAFETY OF THE 
VULNERABLE

TO DATA:

TO  CONTENTS

WASHINGTON STATE DEPARTMENT OF SOCIAL AND HEALTH SERVICES

We transform lives
AUGUST 2013

AAR.3

Aging and Long-Term Support Administration
Promote safety of vulnerable adults

Caseloads of Staff (investigating perpetrators of abuse and neglect in licensed or certified facilities)

Statewide - Investigator Caseloads (Resident and Client Protection Program) SUMMARY - Measure Under Development

• This measure looks at what percent of investigative staff for the 
Resident and Client Protection Program (RCPP) have higher caseloads 
of open cases.

• RCPP investigates alleged perpetrators in nursing homes, adult 
family homes, assisted living, and supported living for people with 
developmental disabilities.

• The goal of RCPP is to prevent perpetrators of abuse and neglect 
from working with vulnerable adults.

• Facilities serve both private pay individuals and DSHS clients.

• RCPP has 8 FTE investigators to cover the entire state.

ACTION PLAN

• Request additional staff in the 2013-15 biennial budget to meet 
increased workoad and perform more timely investigations.

• Use LEAN management principles and staff performance 
evaluations to improve quality and efficiency.

• Review workload models and forecasts and revise if necessary, so 
that staffing needs can be adequately addressed in future budget 
requests.

DATA SOURCE:  RCS records; supplied by Robert (Bob) McClintock.
MEASURE DEFINITION:  Percent of RCPP workers with 0-25, 26-35, 36-45, and over 45 open cases for investigation for 
any setting (adult family homes, nursing homes, assisted living, or certified supported living).
DATA NOTES:  1 Caseload levels are non-cumulative and add up to 100%.  2 The way this item is counted may change with 
the implementation of FAMLINK in summer 2014.

http://emis.dshs.wa.gov/Report/View?definition=AAR.3*201001-999906*10991&format=excel
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Caseloads of Staff (investigating perpetrators of abuse  
and neglect in licensed or certified facilities)

Strategic Objective 3: Ensure investigations are thorough, documented properly 
and completed timely in order to maintain an efficient work flow and eliminate re-
work caused by investigations which remain open much longer than necessary.

Importance: The lack of adequate staffing has produced a backlog in the number 
of cases remaining open longer than 90 days, this causes re-work for staff and a 
delayed result regarding whether there is a finding against the alleged perpetrator. 
These delays expand the time it takes to place a perpetrator on the abuse registry. 
Reducing this backlog will ensure a faster result regarding findings of abuse and 
improve workflow and efficiency.

Success Measure: Decrease the number of vulnerable adult abuse and neglect 
investigations open longer than 90 days from 21.77 percent to 12.05 percent by 
6/30/2015. 

Action Plan: Monitor investigations open beyond 90 days and track data for use 
in staffing request and streamlining opportunities. Expedite the hiring process of 
the staff from the staffing model. A request for additional investigative staff was 
included in the Governor’s budget for the 2013-15 biennium to ensure the staffing 
necessary to respond to new reports and complete investigations in a timely man-
ner. This request was not included in the 2013-15 biennial budget. ALTSA is prepar-
ing a new request, with additional data to support this request for the supplemen-
tal budget process for fiscal year 2014. Use Lean management principles and staff 
performance evaluations to improve quality and efficiency.

SAFETY OF THE 
VULNERABLE

TO DATA:

TO  CONTENTS

WASHINGTON STATE DEPARTMENT OF SOCIAL AND HEALTH SERVICES

We transform lives
AUGUST 2013

AAP.3

Aging and Long-Term Support Administration
Promote safety of vulnerable adults

Percent of Adult Protective Services investigations open longer than 90 days

Statewide Average SUMMARY

• This measures the percentage of Adult Protective Services (APS) 
cases that are open longer than 90 days.

• While in some cases the welfare of the alleged victim is best served 
by keeping the case open for a longer period of time, most 
investigations should be able to be completed and closed within 90 
days. 

• The number of cases open longer than 90 days is a result of a 
staffing model that has not kept pace with the significant increases in 
reports or with the complexity of investigations, particularly financial 
exploitation cases which take the longest to resolve and are the 
fastest growing type of APS case.

ACTION PLAN

• Fifteen temporary staff have been hired to reduce the number of 
active investigations managed by each investigator and to improve 
response times for the first face-to-face visit.

• A request for additional investigative staff has been developed to 
ensure the staffing necessary to respond to new reports and 
complete investigations in a timely manner. 

• Continue to monitor specific cases open over 90 days.

DATA SOURCE:  APS Automated System; supplied by Michael Blonden.
MEASURE DEFINITION:  Percentage of APS  investigations open longer than 90 days.
DATA NOTES:  1 Count is of cases which were ever open during the reported calendar quarter. 2 Data is updated 
historically as well as in the latest quarter.

http://emis.dshs.wa.gov/Report/View?definition=AAP.3*197901-999906*10794&format=excel
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Statewide Target (dotted line) = 23% of total 

4,845  

979  
20% of total 

6,792 

1,031  
15% of total 

Total APS cases ever open within the quarter 
This is not a count of open cases on any given day of the quarter 

Number of cases open more than 90 days 

Percent of Adult Protective Services investigations open longer than 90 days



DSHS Goal 4: Quality of Life - Each individual in need will be supported to at-
tain the highest possible quality of life.

Strategic Objective 1: Ensure that seniors and individuals with a disability who are 
in need of long-term services and supports are supported in their community.

Importance: The hallmark of Washington’s long-term services and supports sys-
tem is that, whenever possible, individuals are given the opportunity to live and 
receive services in their own home or a community setting. Developing home and 
community-based services (HCBS) has meant that Washingtonians have a choice 
regarding where they receive care, and has produced a more cost effective meth-
od of delivering services. The development of HCBS resources continues to evolve 
as individual’s support needs change.

Success Measure: Increase the percentage of supported seniors and individuals 
with a disability served in home and community-based settings from 86.6 percent 
to 87.2 percent by 6/30/2015. Increase percentage of aging long-term services and 
supports clients served in home and community-based settings from 82.9 percent 
to 83.7 percent by 6/30/2015.

Action Plan: Continue to work with individuals in person-centered service plan-
ning to develop service plans that reflect individual needs and preferences. Con-
tinue the development of HCBS resources to ensure that individual needs can be 
met in the least restrictive setting. Develop additional resources to support families 
and informal caregivers.

Plan
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TO	
  DATA:

Aging	
  and	
  Long-­‐Term	
  Support	
  Administration
Increase	
  access	
  to	
  home	
  and	
  community-­‐based	
  services

Percent	
  of	
  long-­‐term	
  care	
  clients	
  served	
  in	
  home	
  and	
  community-­‐based	
  settings

Statewide SUMMARY

•	
  The	
  use	
  of	
  home	
  and	
  community	
  long-­‐term	
  care:
	
  	
  	
  	
  	
  •	
  Reflects	
  consumer	
  preferences	
  to	
  age	
  at	
  home	
  or	
  in	
  community	
  
settings.
	
  	
  	
  	
  	
  •	
  Allows	
  us	
  to	
  serve	
  three	
  people	
  for	
  the	
  cost	
  of	
  one	
  nursing	
  home	
  client.
	
  	
  	
  	
  	
  •	
  Allows	
  individuals	
  to	
  direct	
  their	
  own	
  care	
  and	
  services.

•	
  Washington	
  State	
  is	
  a	
  leader	
  in	
  maintaining	
  long-­‐term	
  care	
  clients	
  in	
  
the	
  home	
  and	
  community.	
  We	
  top	
  the	
  nation	
  in	
  measures	
  that	
  look	
  at	
  
the	
  proportion	
  of	
  expenses	
  spent	
  on	
  home	
  and	
  community	
  care.

ACTION	
  PLAN

•	
  Continue	
  emphasis	
  on	
  voluntary	
  relocation	
  and	
  diversion	
  from	
  nursing	
  
homes.	
  

•	
  Maintenance	
  of	
  access	
  to	
  and	
  enhancement	
  of	
  cost-­‐effective	
  
community-­‐based	
  options	
  including	
  services	
  for	
  specialized	
  populations.

DATA	
  SOURCE:	
  	
  SSPS	
  and	
  ProviderOne/BarCode;	
  supplied	
  by	
  Susan	
  Harrison,	
  Management	
  Services	
  Division.
MEASURE	
  DEFINITION:	
  	
  Statewide	
  percdentage	
  of	
  long-­‐term	
  care	
  clients	
  remaining	
  in	
  home	
  and	
  community	
  settings.	
  
DATA	
  NOTES:	
  	
  1	
  The	
  client	
  count	
  for	
  the	
  long-­‐term	
  care	
  (LTC)	
  community	
  caseload	
  is	
  LTC	
  clients	
  living	
  in	
  the	
  community.	
  	
  The	
  count	
  
for	
  the	
  LTC	
  total	
  caseload	
  is	
  the	
  LTC	
  community	
  clients	
  plus	
  the	
  LTC	
  Nursing	
  Facility	
  clients.	
  	
  The	
  percentage	
  is	
  =	
  Community	
  
caseload/total	
  caseload.	
  	
  Fiscal	
  year	
  counts	
  are	
  the	
  count	
  of	
  the	
  last	
  month	
  of	
  the	
  fiscal	
  year.	
  Core	
  Metrics	
  chart	
  shows	
  the	
  
caseload	
  count	
  of	
  the	
  last	
  month	
  of	
  each	
  quarter	
  of	
  the	
  current	
  fiscal	
  year.	
  Click	
  below	
  for	
  more	
  data	
  notes.

http://emis.dshs.wa.gov/Report/View?definition=AAH.1*200606-­‐999906*10769&format=excel

	
  	
  |	
  ANNUAL	
  	
  	
  	
  	
  	
  QUARTERLY	
  }	
  

76
.1
%
	
  

77
.3
%
	
  

78
.9
%
	
  

80
.1
%
	
  

81
.0
%
	
  

81
.2
%
	
  

81
.5
%
	
  

81
.8
%
	
  

82
.0
%
	
  

82
.4
%
	
  

82
.6
%
	
  

82
.6
%
	
  

82
.9
%
	
  

82
.9
%
	
  

82
.9
%
	
  

83
.2
%
	
  

83
.1
%
	
  

SF
Y	
  
20
06
	
  

SF
Y	
  
20
07
	
  

SF
Y	
  
20
08
	
  

SF
Y	
  
20
09
	
  

SF
Y	
  
20
10
	
  

20
10
	
  S
ep
	
  

De
c	
  

20
11
	
  M

ar
	
  

Ju
n	
  

Se
p	
  

De
c	
  

20
12
	
  M

ar
	
  

Ju
n	
  

Se
p	
  

De
c	
  

20
13
	
  M

ar
	
  

Ju
n	
  

Percent of long-term care clients served  
in home and community-based settings

Strategic Objective 2: Increase the number of individuals that ALTSA is able to as-
sist to relocate to their homes or the community from nursing facilities.

Importance: The majority of individuals who require support choose to receive 
that support in their home or a community based setting. Facilitating that choice 
has allowed the State of Washington to develop a system that is cost effective and 
offers individuals a choice regarding how and where they will be supported. We 
believe there is still some room to grow the percentage of individuals being sup-
ported in the community. By doing so, we facilitate choice, increase quality of life 
and contribute to the financial health of Washington.
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Plan

Success Measure: Increase the average number of individuals relocated from nurs-
ing facilities quarterly to 950 by the end of 2015. 

Action Plan: Work with individuals to develop service plans that address barriers to 
living in the community, and provide necessary supports to individuals and their 
providers to increase the likelihood of successful community living. Build on the 
resource development in the community through the Money Follows the Person 
federal funding and continue to look for new and innovative ways to provide sup-
port to individuals in their homes and the community.

TO	
  DATA:

Aging	
  and	
  Long-­‐Term	
  Support	
  Administration
Improve	
  daily	
  living	
  supports

ALTS	
  clients	
  who	
  actively	
  relocated	
  from	
  Nursing	
  Facilities	
  to	
  Home	
  and	
  Community-­‐Based	
  settings

Statewide	
  -­‐	
  By	
  type	
  of	
  relocation	
  funding SUMMARY

•	
  Measure	
  reflects	
  the	
  department's	
  work	
  to	
  assist	
  nursing	
  home	
  
residents	
  that	
  choose	
  to	
  relocate	
  to	
  home	
  and	
  community	
  based	
  
settings.

•	
  Federal	
  match	
  is	
  maximized	
  by	
  utilizing	
  the	
  federal	
  Money	
  Follows	
  the	
  
Person/Roads	
  to	
  Community	
  Living	
  (RCL)	
  program.	
  

•	
  RCL	
  participants	
  report	
  greater	
  satisfaction	
  with	
  life	
  after	
  transition.

•	
  Lack	
  of	
  affordable	
  housing	
  and	
  complex	
  medical	
  or	
  behavioral	
  health	
  
needs	
  can	
  be	
  barriers	
  to	
  relocation.

•	
  Recent	
  trend	
  reflects	
  an	
  exaggerated	
  seasonality	
  due	
  to	
  a	
  challenging	
  
flu	
  season	
  leaving	
  some	
  NHs	
  quarantined,	
  turnover	
  of	
  key	
  nursing	
  facility	
  
case	
  management	
  staff,	
  and	
  challenges	
  finding	
  providers	
  for	
  in-­‐home	
  
settings	
  in	
  our	
  rural	
  areas	
  due	
  to	
  increased	
  training	
  and	
  testing	
  
requirements.

ACTION	
  PLAN

•	
  Continue	
  emphasis	
  on	
  assisting	
  individuals	
  who	
  want	
  to	
  relocate.

•	
  Continue	
  to	
  develop	
  specialized	
  community	
  resources	
  to	
  serve	
  
individuals	
  with	
  complex	
  needs.

•	
  Provide	
  increased	
  focus	
  and	
  training	
  on	
  RCL.

•	
  To	
  maximize	
  enhanced	
  federal	
  match	
  provided	
  by	
  MFP,	
  develop	
  a	
  
strategy	
  to	
  enroll	
  all	
  eligible	
  clients	
  into	
  the	
  program.

DATA	
  SOURCE:	
  	
  RCL	
  SharePoint	
  site,	
  supplied	
  by	
  Debbie	
  Blackner.
MEASURE	
  DEFINITION:	
  	
  The	
  monthly	
  count	
  of	
  clients	
  who	
  are	
  actively	
  assisted	
  to	
  relocate	
  by	
  DSHS	
  staff	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
from	
  Nursing	
  Facilities	
  to	
  Home	
  and	
  Community	
  Based	
  Settings.	
  Programs	
  are:	
  NFCM:	
  Nursing	
  Facility	
  Case	
  Management	
  &	
  
Relocation	
  (NFCM);	
  Road	
  to	
  Community	
  Living	
  (RCL;	
  also	
  called	
  Money	
  Follows	
  the	
  Person);	
  	
  Washington	
  Roads	
  (WA	
  Roads).
DATA	
  NOTES:	
  	
  1	
  SharePoint	
  data	
  entry	
  is	
  performed	
  manually	
  and	
  is	
  subject	
  to	
  periodic	
  revising.

http://emis.dshs.wa.gov/Report/View?definition=AAH.2*201001-­‐999906*10775&format=excel
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ALTSA clients who actively relocated from Nursing Facilities  
to Home and Community-Based settings

Strategic Objective 3: Ensure that individuals who apply for services receive them 
as soon as possible so that they are supported in the setting of their choice.

Importance: This objective has two success measures as both are related. In order 
to receive support an individual must be both functionally eligible (meaning 
they require assistance with activities of daily living) and they must be financially 
eligible (meaning their assets and income must be within limits). When this has 
been established, support services may be provided. It is very important to provide 
support service in a timely manner to avoid problems that may occur absent the 
support services, such as loss of mobility, poor nourishment, medication errors and 
other problems that can produce poor health outcomes for individuals needing 
support services.

Success Measure: Increase the percentage of timely approvals for applications 
from 79 percent to 90 percent by the end of 2014. 

Action Plan: ALTSA has prioritized recruitment efforts and will continue to develop 
strategies to recruit and retain quality staff. Continue to audit a statistically signifi-
cant sample of client files to measure compliance. Continue to require supervisors 
to audit files and monitor compliance with policy and timelines. Provide training 
and emphasize the Federal requirement for financial eligibility of processing cases 
within the 45-day timeframe. Use Lean management principles and staff perfor-
mance evaluations to improve quality and efficiency.
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Strategic Objective 4: Support families and informal caregivers that provide un-
paid support to those in need.

Importance: Families and other informal support providers are integral to Wash-
ington’s long-term services and supports system. Supporting informal caregivers 
ensures that Washington remains one of the best in the nation and that access to 
long-term services and supports will continue without waitlists in the future.

Success Measure: Increase the percentage of care receivers supported as an alter-
native to Medicaid through information and assistance for 90 days or longer to 95 
percent.

Action Plan: Continue to train and certify TCARE users. Work with partners and 
consultants to translate TCARE tools into three additional languages. Continue to 
trend outcomes of TCARE and Family Caregiver Support Program. Explore oppor-
tunities for Federal matching funds. Continue to develop additional services and 
supports at local community levels.

QUALITY OF 
LIFE

TO DATA:

TO  CONTENTS

WASHINGTON STATE DEPARTMENT OF SOCIAL AND HEALTH SERVICES

We transform lives
JULY 2013

AAH.5

Aging and Long-Term Support Administration
Improve daily living supports

 Timely determination of functional eligibility and access to services

SUMMARY

Initial Assessment:
• The department strives to determine functional eligibility for 
services in a timely manner which is defined as 30 days from date of 
case assignment by the intake worker to completion of the 
assessment and service plan measured by moving it from pending to 
current status in the electronic assessment, CARE.

• Alternative measure is percentage of assessments moved to current 
within 30 days of the assessment creation date.

• The trend is below performance expectations due to difficulties 
recruiting and retaining staff.

Functional Re-assessment:
• This measures the % of time that re-assessments meet or exceed 
annual requirements.

• Federal and state policy require clients to be reassessed at times of 
significant change or at least annually to determine functional 
eligibility for long-term services and supports.

ACTION PLAN
  
•The department has prioritized recruitment efforts and will continue 
to develop strategies to recruit and retain quality staff.

• The department audits a statistically significant sample of client 
files annually to measure compliance.

• Supervisors are required to audit files to monitor compliance with 
policy.

• Use LEAN management principles and staff performance 
evaluations to improve quality and efficiency.

DATA SOURCE:  CARE; supplied by Sergio Palma and Van Huynh.
MEASURE DEFINITION:  Percentage of timeliness of initial assessments and service planning (completed in 30 days) & 
Percentage of timeliness of Functional Re-Assessment (annual).
DATA NOTES:  1  Timeliness definition of initial assessment and service planning is 30 days. Functional Reassessment 
needs to be done within a year since last assessment. 2  Count of days for initial and re-apply initial assessment starts 
when a case is assigned to a worker up to when assessment is moved to current assessment status. 3 Calendar Month 
definition is based on the date when assessments are moved to current assessment status, counting back to when case 
were assigned. 4 Functional re-assessment calendar year definition is based on when the re-assessment is due.  5 
Quarterly data is an average of the monthly data for the three months in that quarter.

http://emis.dshs.wa.gov/Report/View?definition=AAH.5*197901-999906*10778&format=excel
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Timely determination of functional 
eligibility and access to services

TO	
  DATA:

Aging	
  and	
  Long-­‐Term	
  Support	
  Administration
Improve	
  daily	
  living	
  supports

Percent	
  of	
  caregivers	
  whose	
  care	
  receiver	
  remained	
  without	
  paid	
  LTC	
  Medicaid	
  services
(60	
  &	
  90	
  days)

SUMMARY

•	
  The	
  Family	
  Caregivers	
  Support	
  Program	
  (FCSP)	
  provides	
  an	
  evidence-­‐
based	
  assessment,	
  coaching/consultation	
  process	
  which	
  tailors	
  services	
  
targeted	
  to	
  reduce	
  depression,	
  stress	
  and	
  caregiver	
  burden.	
  FCSP	
  
expansion	
  took	
  place	
  in	
  FY	
  12	
  and	
  13	
  to	
  enable	
  more	
  caregivers	
  (2,275)	
  
to	
  receive	
  services	
  before	
  they	
  reached	
  an	
  extreme	
  caregiver	
  burden	
  
threshold.

•	
  The	
  FCSP	
  expansion	
  resulted	
  in	
  in	
  a	
  statistically	
  significant	
  delay	
  in	
  
receipt	
  of	
  Medicaid	
  long-­‐term	
  care	
  services	
  (WSIPP	
  study,	
  2012).

•	
  ALTSA	
  data	
  shows	
  a	
  trend	
  that	
  the	
  more	
  involved	
  and	
  invested	
  the	
  
caregiver	
  is	
  in	
  the	
  FCSP,	
  the	
  less	
  likely	
  it	
  is	
  that	
  the	
  care	
  receiver	
  will	
  
access	
  Medicaid	
  paid	
  long-­‐term	
  care	
  services.

ACTION	
  PLAN

•	
  Continue	
  to	
  train	
  and	
  certify	
  TCARE	
  users.
	
  
•	
  Work	
  with	
  partners	
  and	
  University	
  of	
  Wisconsin	
  to	
  translate	
  TCARE	
  
tools	
  into	
  three	
  additional	
  languages.	
  

•	
  Continue	
  to	
  trend	
  outcomes	
  of	
  TCARE	
  and	
  FCSP.

•	
  We	
  are	
  exploring	
  options	
  for	
  Federal	
  match	
  funding.
DATA	
  SOURCE:	
  	
  T-­‐Care;	
  supplied	
  by	
  Xingguo	
  Zhang.
MEASURE	
  DEFINITION:	
  	
  From	
  count	
  of	
  new	
  FCSP	
  caregiver	
  intake	
  within	
  particular	
  CY	
  quarter,	
  %	
  caregivers	
  whose	
  care	
  receivers	
  
remained	
  without	
  paid	
  LTC	
  Medicaid	
  services	
  within	
  60	
  and	
  90	
  days	
  after	
  intake.
DATA	
  NOTES:	
  	
  1	
  Data	
  capture	
  new	
  unduplicated	
  caregivers	
  within	
  certain	
  quarters.	
  Time	
  measure	
  is	
  based	
  on	
  intake	
  of	
  caregiver	
  
date.	
  2	
  Tracking	
  based	
  on	
  whether	
  caregiver	
  has:	
  a)	
  care	
  plan;	
  b)	
  assessment;	
  c)	
  screening;	
  d)	
  information	
  and	
  assistance.

http://emis.dshs.wa.gov/Report/View?definition=AAH.6*197901-­‐999906*10779&format=excel
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Other important work

Other important work in ALTSA
¡	Build a sustainable future through development and implementation of inno-

vative services designed to leverage federal funding and assist individuals and 
their caregivers to manage their own care when possible.

¡	Working with our Aging and Disability Services (ADS) Partners and the Health 
Care Authority to implement the HealthPath Washington plan to improve 
services for individuals eligible for both Medicare and Medicaid.

¡	Work with our ADS partners and stakeholders to develop performance mea-
sures required under House Bill 1519.

¡	Increase availability and engagement in evidence-based chronic disease self-
management training.

¡	Improve capacity to support individuals with dementia and traumatic brain 
injury in community-based settings.

¡	Support the work of the joint legislative/executive committee on planning for 
aging and disability issues.

¡	Modify the five-year plan for sustainability of the Aging and Disability Resource 
Centers (ADRCs) and continue to expand ADRCs to reach the statewide cover-
age goal for a diverse population.

¡	Continue to develop specialized information, supports, and support groups for 
people with traumatic brain injury.

¡	In partnership with the Division of Vocational Rehabilitation, create a work plan 
outlining key employment support strategies and milestones designed for 
people with physical disabilities.

¡	Develop Enhanced Services Facilities to provide community-based long-term 
care services and supports for people who are currently without a community-
based option.

¡	Create a consumer-orientated ALTSA website that provides timely enforcement 
and regulatory information to the public.

¡	Implement recommendations of the Adult Family Home Quality Assurance 
Panel enacted by the Legislature in Substitute Senate Bill 5630.

¡	Continue to work with the training partnership, community trainers and 
providers to ensure the quality of curriculum and instruction of mandatory 
training for long term care workers.

¡	Continue to work with Department of Health, providers and advocates to 
increase the number of long term care workers who are able to complete train-
ing and certification requirements.

¡	Continue to work with Area Agencies on Aging to develop, implement and 
monitor high quality services under the federal Older Americans Act.

¡	Successfully implement Phase II of ProviderOne a new payment system that 
will be used to reimburse ALTSA’s Medicaid providers, increase payment integ-
rity efforts and achieve a single payment system across Medicaid. 

¡	Work with Housing and Urban Development, Department of Commerce, local 
housing authorities and landlords to develop affordable and accessible hous-
ing options for individuals served by ALTSA.
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Department of Social and Health Services
Aging and Long-Term Support Administration

Sept. 24, 2013We transform lives.

Assistant Secretary
Aging and Long-Term  

Support Administration

Bill Moss

 Division of Home and 
Community Services

Director 
Bea Rector 
(Interim)
FTEs: 947 

Buildings: 1 
Vehicles: 1

 Division of Residential 
Care Services

Director 
Irene Owens 

(Interim)
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Patty McDonald
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