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Introduction 
In 2023, the legislature directed the Department of Social and Health Services Aging and Long-Term 
Support Administration (ALTSA) to examine functional assessments completed prior to acute care 
hospital discharges and the potential for this assessment to be a barrier to discharge for some 
patients. The proviso (ESSB 5187, Section 204(34)) read as follows:  
 
(34) $125,000 of the general fund-state appropriation for fiscal year 2024 and $125,000 of general 
fund state appropriation for fiscal year 2025 are provided solely for a study of functional assessments 
conducted by the department prior to acute care hospital discharge and placement in a post-acute 
facility. No later than June 30, 2025, a report must be submitted to the Governor and the appropriate 
committees of the legislature that evaluates:  

(a) The timeliness of the completion of these assessments;  
(b) How requiring these assessments impacts:  

(i) The length of a patient's hospital stay;  
(ii) The patient's medical, emotional, and mental well-being;  
(iii) The hospital staff who care for these patients; and  
(iv) Access to inpatient and emergency beds for other patients;  

(c) Best practices from other states for placing hospitalized patients in post-acute care settings 
in a timely and effective manner that includes:  

(i) Identification of the states that require these assessments prior to post-acute 
placement; and  

(ii) An analysis of a patient's hospital length of stay and a patient's medical, emotional, 
and mental well-being in states that require these assessments compared to the states that do 
not; and  
(d) The potential benefits of, and barriers to, outsourcing some or all of the functional 
assessment process to hospitals. Barriers evaluated must include department policies 
regarding staff workloads, outsourcing work, and computer system access.  

 
In order to complete this report, ALTSA contracted with Western Washington University’s Center for 
Economic and Business Research (CEBR). CEBR engaged with hospital staff, DSHS staff, tribal partners, 
patients and Long Term Services and Supports (LTSS) providers through a mix of focus groups, 
targeted outreach, and surveys to solicit feedback to meet the requirements of the proviso.  Specific 
methodologies and evaluation tools are described in detail in the complete report.  
 
CBER was able to: 

• Collect informa�on on the current assessment landscape;  



 

 
 
 

4 
 

• Collect informa�on from DSHS staff, pa�ent/client and hospital staff on percep�ons of the 
assessment process and barriers to discharge; and 

• Evaluate benefits and barriers to outsourcing assessments.  
 
DSHS shares in the goal of reducing the length of stay (LOS) wherever possible. DSHS does not and 
has not disputed that long lengths of stay for patients who do not need inpatient level of care are 
detrimental to patient’s and hospital staff’s medical, emotional and mental well-being, and inhibit 
access to inpatient beds for patients with acute needs. It also causes stress and strain on the DSHS 
staff who are responsible for eligibility determinations and assisting clients/patients in identifying 
transition options. This understanding is echoed in CEBR’s study. As such, this summary report 
focuses primarily on findings related to reducing lengths of stay and areas for improved alignment 
and shared understanding between hospital and DSHS staff. For more information on proviso’s sub 
(b), see the full CEBR study.  

 
The complete study is attached.  

Findings 
The primary finding of CEBR’s research was that the functional assessment is not a barrier to 
discharge or a factor that increases patients’ length of stay.  
 
Therefore, outsourcing this work to hospitals is unlikely to significantly reduce LOS. Data analysis 
done by CEBR showed that the functional assessment, defined for this purpose as the time DSHS 
takes to review referral applications, schedule the assessment and complete the assessment is 
typically (defined as the data median) about 7 days. DSHS has drastically reduced statewide LOS since 
2020. When reviewing point in time data for 2020, average statewide length of stay was 46.5 days; 
thus far in 2025 the average LOS is 25 days.  
 
CEBR’s analysis was informative on why hospital staff perception differs from this data analysis, and 
on DSHS’ staff’s perception of the problems and in identifying potential solutions to improving 
patient outcomes and reducing LOS. Key themes are identified below.  
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1.     Structural/terminology differences 
Hospital staff and DSHS staff have different goals and directives that govern their work with the 
shared patient/client. As such, the term “assessment” is used to mean different things by different 
people, including different interpretations of the start and end of the process. Washington State 
Hospital Association (WSHA) supplied time-lapse data highlights this point. The figure below 
compares point-in-time metrics and terminology, to illustrate these differences.  

 
Differences in terminology around the start and end of the assessment process creates 
communication challenges across systems and unclear expectations and outcomes for staff. For 
example: DSHS uses the date the assessment is created by the case manager to denote the beginning 
of the assessment process, whereas hospital staff denotes the beginning of the assessment as the 
date that hospital staff requests the assessment be conducted (i.e., the date a referral is made).  
Likewise there are differences in terminology relating to when an assessment is considered to be 
completed which may not adequately capture the significant work that happens after the functional 
assessment to ensure there is a provider willing and able to accept the client, that the setting is one 
the client has approved, that rates are determined and accepted, financial eligibility has been 
determined, and, when needed, a decision maker or guardian is in place. When metrics are reported 
out differently, this creates friction in the process and miscommunication of barriers.  

 
Hospital staff make referrals to DSHS for a variety of reasons, not all of which are considered 
“appropriate referrals” by DSHS. A high volume of inappropriate referrals takes DSHS staff time away 
from scheduling and conducting assessments on appropriately referred patients/clients. For example, 
a patient does not need a functional assessment if they are discharging to a nursing facility, another 
inpatient setting or are not requesting DSHS services. From the hospital perspective, trying to refer at 
the perfect moment and coordinate discharge as swiftly as possible creates a difficult balance of 
whom to refer when and to where. Spending staff time at DSHS trying to screen referrals for the 
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patients that need the assessment and staff time at the hospitals trying to determine if a referral is 
needed or not creates frustration and adds to the perception that the functional assessment is 
impacting LOS.  
 

2.   Conflation of assessments required (financial eligibility determination as 
a barrier)  
The determination of a patient’s eligibility for LTSS is twofold and requires both a financial and a 
functional eligibility determination. The financial eligibility requires an application be filed for Apple 
Health (Medicaid) and includes an analysis of a person’s income and resources, along with many 
other components to determine financial eligibility. Financial eligibility determination for Medicaid is 
separate from the functional assessment process but is intertwined and conducted concurrently, 
because of this there is confusion about which is creating the increased LOS. The financial eligibility 
process contributed to most delays for discharge according to both hospital surveys conducted by 
CEBR, hospital surveys conducted and supplied by WSHA and focus groups conducted with DSHS 
staff. Many delays are outside the control of the department, especially if a patient cannot be their 
own decision maker for DSHS discharge planning purposes, as financial banking regulations make it 
very difficult to get necessary financial documentation if the patient/client cannot access it themself 
and does not have a formal guardian/financial power of attorney in place already.  

 
Of note, as part of the 5-year renewal of the Medicaid Transformation Project 1115 demonstration 
waiver and at the direction of the legislature, DSHS recently sought and received federal approval 
from the Centers for Medicare & Medicaid Services to use presumptive eligibility for patients 
transitioning to in-home settings from acute care hospitals. This allows a shortened financial review 
process based on the patient’s self-attestation of their financial circumstances. This was implemented 
statewide in December 2023 and has already helped further reduce the average LOS in acute  
care settings.   
 

3.   Communication Barriers Between DSHS and Hospital Front Line Staff 
The CEBR study showed a common frustration with communication between hospital and DSHS staff, 
particularly amongst frontline staff. In no particular order, the concerns shared were:  

a) Training-related: hospital staff do not understand the process (financial and func�onal), lack of 
training on unique situa�ons, see "…so many hoops without clarity" and how to make 
appropriate referrals. 

b) Process communica�on: inaccurate provider and nursing notes, clinical and medical records, 
lack of updates on discharge goals, not understanding what is outstanding, issues with 
scheduling assessments from both DSHS side and hospital side.  
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c) Staffing issues: both DSHS and hospitals are understaffed, daily rota�ng hospital discharge 
planners, lack of consistency, and see high turnover at both DSHS and hospitals.  

d) Policy related: Changes or updates in policy/policy understanding and governing line of 
communica�on for updates. 

This theme is further addressed in the recommendations.  
 

4.   Guardianship and consent issues  
Guardianship and consent for long-term services and supports were cited by all parties as 
contributors to LOS. The need to establish legal guardianship is overrepresented in the longest LOS 
patients. This means that though not typical, when present, these issues present significant barriers 
to discharge. For patients/clients who lack capacity to be their own decision maker and do not have a 
formal or appropriate informal decision-maker, the need to address guardianship can lengthen the 
amount of time between hospital referral to DSHS and actual discharge, because the legal 
proceedings required are time consuming.  

 
Finally, differences governing hospital and LTSS work aggravate communication on this issue as well. 
To be able to consent to acute medical care, hospital staff can utilize a hierarchy outlined in RCW 
7.70.065. This includes, but is not limited to a patient’s spouse, adult children, parents, or adult 
siblings. This statute dictates and orders the level of priority for those who can make health care 
decisions for patients who are not able to make them.  
 
CMS regulations dictate that DSHS use person centered planning when assisting folks in making LTSS 
decisions. Therefore, when DSHS assists individuals who are eligible for LTSS in creating an 
individualized care plan to support their transition and care, the client is the primary source of 
information and has the option to identify individuals that they want to assist in the planning and 
decision-making process. The client could identify anyone, including spouses, family and/or friends. 
When the client cannot participate in their planning or identifying someone they want to assist, DSHS 
looks to the next available options to assist the client. In the rare instances where an individual is 
unable to participate in planning and is unable to clearly articulate a friend, family member or spouse 
that they would like to assist in the planning process, DSHS has created an escalation process to work 
with staff in the Attorney General’s Office (AGO) to explore the least restrictive options regarding the 
client’s ability to participate in the process- up to and including guardianship.  
 
Beginning July 2022, DSHS developed the Certified Professional Guardian and Conservator Pilot to 
provide a limited number of individuals who lack the ability to participate in their LTSS planning 
process with public guardians or conservators. These individuals qualify based on:  

a) Lack of decision making capacity related to demen�a, trauma�c brain injury or stroke;  
b) Eligibility for DSHS/Medicaid services;  
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c) Currently hospitalized in an acute care se�ng.  

This pilot has become a program and has been demonstrated to help improve client/patient 
outcomes, and education and communication between DSHS and Hospitals. Funding is capped based 
on a small legislative appropriation and is not sufficient to serve the volume of clients for whom 
guardianship services are needed.   
 
If the legislature were to expand the program, further discussion would be needed. It is unlikely that 
DSHS would be the appropriate state agency for this work. 
 

5.     Behavioral Health challenges 
Behavioral health challenges and behaviors also have a significant impact on LOS. The use of 
restraints in hospital settings is a common theme and a good example of this complex issue. 
Restraints can be used in hospitals to assist in patient management and worker safety, but they 
cannot be utilized in LTSS settings. For that reason, even if a client/patient could be considered 
medically stable, DSHS cannot complete an assessment until a patient/client has been free of 
restraints for 72 hours. Improving shared terminology, communication and training could improve on 
this point. 
 

CEBR Recommendations  
Based on this information, CEBR provided four recommendations. They are:  
 

1. Define terms and use clear language.  
Due to different scope of work and focus for the shared patient/client, hospital staff and DSHS staff 
use similar or the same terms to mean different things and/or for entirely different steps in the 
process. This is causing overall confusion about where the actual barriers to discharge lay. Defining 
clear and common language between the LTSS system and the acute care hospital system would 
likely inform future research and work to improve patient discharge timelines and outcomes.  

 

2. Determine a common goal.  
Like defining clear terms and language, establishing a common mission statement, reporting 
standards and metric goals will likely help clarify misunderstandings between DSHS and acute care 
hospital staff. Based on the surveys and discussions completed by CEBR with both hospitals and DSHS 
staff, the primary goal of DSHS is to promote client choice and build a person-centered plan that 
reflects the goals and needs of the client/patient, and the primary goal of hospitals is to move 
patients and reduce length of stay (LOS).  
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Additionally, the target LOS is different for both parties, and different point-in-time metrics are used, 
making it impossible to align with a common reporting goal. Different objectives set for DSHS staff 
and hospital staff were cited frequently in discussion groups. Neither goal/objective is wrong and 
both serve the client/patient in important ways - both sets of staff cited interest in the other’s 
primary goals. However, establishing a shared goal in this space would likely help ease confusion and 
tension and help all parties move towards ‘success,’ however that is defined.  

 

3. Consider software upgrades/ heighten visibility  
As part of their work, CEBR conducted research on other state’s methods in discharging  
clients/patients from acute care settings to LTSS settings. California Fee-for-Service (FFS) programs 
and other states (Colorado) use a cloud-based centralized case management system. Considering 
communication issues and frustration with existing software cited by hospitals and DSHS, Washington 
could benefit from an upgrade that replaces several different old, slower software systems utilized by 
hospitals and DSHS with a singular, shared system. This would likely increase interagency and hospital 
transparency.  

 
California FFS and Colorado use MedCompass by Assure Care. This software currently houses all care 
plan information, medical documents, letters, discharge paperwork, and required monthly check-in 
updates. California is currently working to integrate the assessment into this software program. 
California cited increased transparency within the state, with contracted lead organizations and an 
easy-to-use interface. California uses contractors to do this work, and therefore hospitals could be 
given access. At time of writing, the cost and feasibility of this kind of system upgrade has not been 
fully evaluated by DSHS Technology and Innovation Administration (TIA). If the legislature had an 
interest in pursuing this recommendation, a more thorough analysis could be conducted. 

 

4.   Increased training  
Throughout CEBR’s study, it became clear that training information and DSHS staff interpretations of 
information can vary. Survey feedback indicated that training primarily addresses surface level’ or 
simple patient situations. Further guidance on complex patient situations may be beneficial.  

 
Finally, CEBR’s study showed that custom solutions may be necessary. What will work for one 
hospital may not work for another for a variety of reasons, including patient populations, system 
organization and learning style/learning curves of different hospital’s staff. As DSHS continues to 
work with the acute care hospital system on reducing lengths of stay, emphasizing interpersonal 
relationships with individual hospitals will still be necessary and, to a certain extent, it should be 
expected that each patient/client and hospital will need individualized attention.  
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Similarly, having a shared understanding between hospitals on expectations and processes could be 
beneficial. DSHS has relationships with most of the hospitals in the state, and the sheer volume of 
differing processes, levels of understanding, training for staff, etc… make it difficult to navigate each 
of these relationships.  
 

Next Steps  
This work with CEBR and the hospitals has been very informative for DSHS. Three of CEBR’s 
recommendations are implementable without significant investment from the legislature. As work on 
LOS continues, and DSHS continues to collaborate with hospitals on improving patient outcomes, this 
information will help drive DSHS towards success.  
 
If the legislature would like to engage further on this topic, DSHS suggests creating clear standards for 
the most common points of friction between the LTSS system and the acute care hospital system.  
 
For example, making clear that a patient should not be considered ready for discharge without being 
free of restraints for 72 hours could reduce inappropriate referrals to DSHS, and quicken turnaround 
times for assessments.  
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Contact Information 
Bea Rector, Assistant Secretary  

Department of Social and Health Services  
Aging and Long-Term Support Administration 

bea.rector@dshs.wa.gov  
 

https://www.dshs.wa.gov/adult-care 
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