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Executive Summary 
In accordance with the 2023-2025 Washington state biennial operating budget (ESSB 5187, Section 204 

(34) a study was conducted at the request of the Washington State Legislature to examine the functional 

assessment process and impacts conducted by the Department of Social and Health Services (DSHS), 

Aging and Long-Term Support Administration (ALTSA). In particular, this study examines the functional 

assessments completed prior to acute care hospital discharge and transition to post-acute facilities.  

Department of Social and Health Services (DSHS) uses the Comprehensive Assessment Reporting 

Evaluation (CARE) system to conduct functional assessments. The report must be submitted to the 

Legislature by June 30, 2025. The evaluation of the CARE assessment, as determined by the legislature, 

is two parts:  

• Evaluating the current assessment process 

• Evaluating potential barriers and benefits to outsourcing the assessment 
 

This study was conducted with the assistance of Western Washington University’s Center for Economic 

and Business Research. Throughout this study, the Center solicited information from Home and 

Community Services (HCS) staff, the Washington State Hospital Association (WSHA), hospital staff, and 

patients. The study reveals that the functional assessment is highly interrelated with the financial 

eligibility process, and delays attributable to the financial eligibility process are, at times, falsely 

attributed to functional eligibility. The study highlights that the functional assessment is a single piece of 

the larger discharge process, and it is a relatively negligible delay compared to other delays. The 

functional assessment interview is a two-hour portion of a much longer process wherein HCS staff 

coordinate with hospitals, clients, potential transition settings, and family members. HCS staff spend 

significant amounts of time ensuring accurate and complete information on applications.  

Researchers identified five recommendations, detailed in Section 4. These recommendations include 

defining terms, using clear language, determining a common goal, considering software upgrades, and 

improving training options. It is important to consider that solutions that work with one hospital may 

not work with others due to diverse patient populations and staff configurations. Some of these issues 

may also be mitigated with greater staff numbers, as HCS faces an increasing number of referrals and 

complex discharge patients. However, introducing more HCS case managers takes time due to the 

complexity of programs in Washington, a year-long training period and external factors, including 

budget constraints. Additional financial staff may significantly help improve delays as a result of 

blooming caseloads and a workload metric that does not produce adequate numbers of staff. As the 

number of referrals to HCS grows, staff face higher caseloads. These high caseloads, in addition to delays 

related to software systems or outside processes such as asset verification, contribute to delays in 

transition planning.  
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Key Terms and Definitions 
Assessment process - A general term used to reference all procedures and tasks associated with the 

functional assessment, including and occurring between the referral and "assessment complete." As 

noted throughout this report, Home and Community Services (HCS) staff and hospitals use assessment 

terminology to refer to many activities relating to the assessment. It is not always clear what specific 

activity is being referred to. This includes activities that encompass care planning and discharge and 

transition planning. 

Functional assessment (synonymous with CARE assessment) - Refers to the actual assessment used to 

determine eligibility for home and community-based services (HCBS) during which an individual's needs, 

abilities, strengths, preferences, and goals for the services and supports are determined and discussed. 

More information on functional assessments can be found on the Medicaid and CHIP Payment and 

Access Commission (MACPAC) website here. 

Home and Community-Based Services (HCBS) - HCBS allow Medicaid beneficiaries to receive services in 

their own homes or communities rather than institutions or other isolated settings. These programs 

serve a variety of groups, such as older adults and people with intellectual or developmental disabilities, 

physical disabilities, or mental health and substance use disorders1. HCBS includes but is not limited to 

private-duty nursing; personal care services; home-delivered meals; adult day care; durable medical 

equipment (DME), supplies, and home accessibility modifications; respite care; and other needed 

services.2 

Behavioral Health Challenges- Mental health conditions, disorders, or behaviors that negatively impact 

overall well-being. They may be the result of unmet behavioral health needs, non-participation in 

behavioral health treatment, or unaddressed neurocognitive conditions. 

Behavioral Health Care - The prevention, treatment of, and recovery from substance use disorders, 

mental health disorders, or problem and pathological gambling disorders.3 

Social Admits - A nondiagnostic label for patients admitted to the hospital because they have nowhere 

else to go and needs that aren't being addressed elsewhere that the hospital can temporarily provide. 

Social admits are typically not associated with any specific medical condition.   

Patient/Client (synonymous with individual, beneficiary) - Researchers used these terms interchangeably 

to refer to individuals receiving services or applying for eligibility for Medicaid long-term services and 

supports (LTSS) from DSHS. HCS use the term “client” and hospitals use the term “patient.” Federal 

regulations use “individual.” Centers for Medicare & Medicaid Services (CMS) uses “beneficiary.”  

Beneficiary - the person receiving Medicaid. 

1 https://www.medicaid.gov/medicaid/home-community-based-services/index.html 
2 Overview of Home and Community-Based Services Fact Sheet 

3 WAC 182-538D-0200 

https://www.macpac.gov/wp-content/uploads/2016/06/Functional-Assessments-for-Long-Term-Services-and-Supports.pdf
https://www.cms.gov/files/document/hcbs-gen-overview-factsheet-102815pdf
https://app.leg.wa.gov/WAC/default.aspx?cite=182-538D-0200#:~:text=%22Resource%20management%20services%22%20means%20the,is%20age%2017%20or%20younger.
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Person-centered plan (synonymous with plan of care, care plan, individual service plan (ISP)) - used to 

describe a written individualized plan for HCBS based on individual needs, goals, and preferences as 

guided by . 

Rates (synonymous with determination of rates, rate determination) - refers to the legislatively directed 

residential payment rates that providers receive to care for the client. The daily payment rates are 

correlated to the CARE classification group identified upon completion of the individualized CARE 

assessment. The daily rates can be found here (MSD).

Referral (synonymous with assessment requested) - process of referring a patient to HCS for eligibility 
determination for LTSS. The process can be found on the ALTSA website.4  

4 How to Apply for Medicaid | DSHS; Applications for LTSS | Washington State Health Care Authority 

https://www.dshs.wa.gov/altsa/home-and-community-services/how-apply-medicaid
https://www.hca.wa.gov/free-or-low-cost-health-care/i-help-others-apply-and-access-apple-health/applications-ltss
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Section 1: Introduction and Background 
In accordance with the 2023-2025 Washington state biennial operating budget (ESSB 5187, Section 204 

(34)) a study was conducted at the request of the Washington State Legislature to examine the 

functional assessment conducted by the Department of Social and Health Services (DSHS), Aging and 

Long-Term Support Administration (ALTSA). In particular, this study examines the functional 

assessments completed prior to acute care hospital discharge and placement to post-acute facilities, 

also known as the Comprehensive Assessment Reporting Evaluation (CARE). The report must be 

submitted to the Legislature by June 30, 2025. The evaluation of the CARE assessment, as determined by 

the legislature, is two parts:  

• Evaluating the current assessment process

• Evaluating potential barriers and benefits to outsourcing the assessment

The CARE assessment is carried out by staff at Home and Community Services (HCS) and Developmental 

Disabilities Administration (DDA). While many patients receive assessments from HCS and DDA, the 

proviso language narrows this study to assessments completed by HCS. While there are many steps in 

the discharge process, “assessment delays”, or delays as a result of the HCS functional assessment was 

cited by hospital staff as a reason for extended hospital stays.  This study focuses on assessments as a 

barrier for Complex Patient Discharges (CPD)5. The functional assessment is one part of a complex 

discharge process, with other delays attributed to financial eligibility, transition setting issues, and more. 

Throughout this study, the Center solicited information from HCS staff, the Washington State Hospital 

Association, former patients, and hospital staff. Additionally, the study references previous work 

surrounding CPD such as the Dr. Robert Bree Collaborative Complex Patient Discharge Report and 

Guidelines6, the Complex Discharge Task Force and Pilot: Interim Recommendations Report, and the 

WSHA Complex Patient Discharge Workgroup. These studies address barriers to discharge more 

holistically rather than specifically focusing on assessment and potential HCS-related delay 

Full Proviso Text 
The text of the proviso states that the study must include: 

(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

5 The Bree Collaborative members define complex patient discharge as patients who are medically ready to be 
transferred outside of an acute care setting but are unable to do so due to discharge barriers. 
6 https://www.qualityhealth.org/bree/wp-content/uploads/sites/8/2024/01/Bree-Complex-Discharge-
Recommendations-FINAL-0124.pdf 

https://www.qualityhealth.org/bree/wp-content/uploads/sites/8/2024/01/Bree-Complex-Discharge-Recommendations-FINAL-0124.pdf
https://www.qualityhealth.org/bree/wp-content/uploads/sites/8/2024/01/Bree-Complex-Discharge-Recommendations-FINAL-0124.pdf
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(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.

Patient Population 

As noted above, while HCS and DDA both conduct assessments for patients, the proviso language 

narrows this study to assessments completed by HCS within ALTSA, which is not inclusive of DDA. To 

further clarify, this study also focuses on adult assessments completed in a hospital, as HCS does not 

serve children, defined as individuals 17 or younger. Similarly, this study focuses on transitions into 

Community-Based Settings, including Adult Family Homes, Assisted Living, and Enhanced Services 

Facilities and does not include transitions to a patient’s home or a skilled nursing facility. It should be 

noted that transitions to a skilled nursing facility do not require an HCS assessment, while the 

community-based settings being included do. While the focus of this study is on this specific population, 

as designated by the scope, it is difficult to isolate the impacts to this group from other factors in the 

healthcare system. Both hospital staff and HCS cited this limitation. 

Discussions with HCS staff brought up that poor referral quality, which relates to the accuracy and 

appropriateness of a referral, makes it more difficult to complete timely assessments. This can include 

referrals with incomplete patient information or materials, the referral of a patient who does not need 

an HCS assessment or is not ready to be assessed. To help hospitals determine patient readiness and 

improve referral quality, HCS drafted a document called "Acute Care Hospital Long Term Services 

Referral Guide: When to refer to HCS," seen in Appendix 1. This document was distributed to hospitals, 

among other training materials, and outlines seven steps to determine patient readiness for a referral 

for a CARE assessment. However, HCS indicates that they continue to receive inappropriate referrals for 

patients who do not meet all conditions required to submit an assessment.  

Functional Eligibility vs Financial Eligibility 

Within the discharge process, it is difficult to separate functional eligibility from financial eligibility. It is a 

two-prong process that runs concurrently. Determining financial eligibility is not a goal of the CARE 

assessment, if a client is not already financially eligible the referral must include an application for 

Medicaid (also known as Apple Health) to determine financial eligibility. The two determinations 

(functional and financial) have to be completed, and a start date determined for the Long-Term Services 

& Supports (LTSS) Medicaid to open an active medical assistance coverage group with HCS. HCS is 

unable to transition a client from an acute hospital setting into a Home and Community-Based Setting 

(HCBS) until financial eligibility has been determined based on complex federal Medicaid rules required 

by the Centers for Medicare and Medicaid Services (CMS). HCS staff cited financial eligibility as a 

significant barrier to timely assessments and transitions in our initial interviews. Clients can be assessed 

once a Medicaid application has been completed, but cannot transition to another setting until their 

eligibility has been determined. Financial eligibility is separate from the functional assessment and is 

completed by HCS public benefit specialists. Functional assessments are conducted by social service 

specialists within HCS. It is unclear if hospital staff treat the functional and financial eligibility evaluations 

as separate processes when describing delays. As is discussed throughout this report, each organization 

defines processes and barriers differently.  

https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/Acute%20Care%20Hospitals/HCS%20Referral%20Guide%20for%20Acute%20Hospitals.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/Acute%20Care%20Hospitals/HCS%20Referral%20Guide%20for%20Acute%20Hospitals.pdf
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Background 

An important reference document for this study was the HCS Acute Care Hospital Long Term Referral 

Guide,7 which can be found in Appendix 1. This document outlines the HCS process, requirements, and 

policies that dictate which patients considering LTSS Medicaid services should be referred and when. 

The tables and figures below capture all assessments performed by HCS. This data includes assessments 

outside the scope of this study but helps depict the workload of HCS staff, future assessment 

expectations, and how assessments in this report fit into the assessment landscape. Across the agency, 

the number of CARE assessments per year fluctuated very little between calendar years (CY) 2020 to 

2022, spiking in 2023 and projected to decrease for 2024.  

Figure 1 captures the fluctuation of assessments performed by year and region. A map showing the 

geography of each region can be found in Appendix 2. All regions have some fluctuation, but increase 

between CY 2020 and 2023. Region 2 experiences an increase in assessments each year.  It should be 

noted that the early years of this figure include the COVID-19 pandemic, wherein hospital utilization for 

issues other than life threatening emergencies and COVID-19 infections decreased. 

 

Figure 1: Total CARE Assessments Performed by HCS per Calendar Year (CY) by Region 

 

Figure 2 shows the total CARE assessments performed by HCS across all regions per calendar year. There 

was a 16.9% increase in assessments statewide between 2022 and 2023, with small increases between 

other years. The current projection suggests that around 41,043 assessments were conducted in 2024. 

This projected value was calculated based on the number of assessments that occurred in the first 8 

months of 2024, from January 1st to September 1st. Within this time frame, 27,362 assessments occurred 

statewide (6,972 occurred in Region 1, 10,565 occurred in Region 2, and 9,825 occurred in Region 3). 

The statewide 8-month total was divided to find the monthly average, which was then multiplied by 12 

to estimate the annual total of 41,043. This projection method assumes that a comparable number of 

assessments are completed each month.  It should be noted that this values may be depressed due to 

the public health emergency related to the COVID-19 pandemic, as described above.  
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Figure 2: Total CARE Assessments Performed by HCS per Calendar Year (CY) in All Regions 

 

 

Table 1 contains the type of assessments completed in CY 2023 by region. The majority of assessments 

completed are initial assessments. Initial assessments are all first-time assessments, regardless of where 

they are conducted. Initial re-apply is when the initial assessment/application lapsed and needs to be re-

done. Significant change indicates a significant health change that would impact the functional 

assessment. All eligible patients/clients are required to be evaluated annually via the assessment. Values 

in 2020 and 2021 may reflect the COVID-19 pandemic, when caseloads and requests for services were 

depressed as a result of the public health emergency.    

Assessments addressed in this report, in acute-care discharging to facilities fall under initial, significant 

change, and initial re-apply. Of the 41,507 assessments performed in 2023 by HCS, time lapse data, and 

assessments covered in this report total 3,069 assessments (7% of total) if looking at 2023 alone.  

Table 1: All Types of CARE Assessments completed in Calendar Year 2023, by Region.  

Assessment Type Region 1 Region 2 Region 3 All Regions 

Annual 3,748 6,822 5,085 15,655 

Initial 5,304 7,069 7,119 19,492 

Initial re-apply  526 707 606 1,839 

Significant Change 1,605 1,444 1,472 4,521 

Total Assessments 11,183 16,042 14,282 41,507 
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Methodology  
The Center used four methods to collect information on the current assessment landscape, as well as 

benefits and barriers to outsourcing assessments. Using DSHS data, the Center analyzed time 

determinants of assessments using time lapse data from referral to completion of assessment. The 

Center also distributed surveys to patients and hospital staff, alongside advertising the survey on 

Facebook. Additional outreach included contacting other states’ who offer similar services to better 

understand best practice and alternative methods of completing functional assessments. Finally, the 

Center organized a discussion group with management level hospital staff. Other discussion groups were 

hosted with HCS assistance with DSHS staff and acute care hospital assessors.  

Time Lapse Data  

To evaluate the timeliness of assessment completion, the Center analyzed agency data pulled from the 

CARE database. A total of five-time determinants were available: admission date, referral date, 

assessment creation date, assessment completed date, and patient discharge date. These data points 

were then used to create four values: number of days from admit to referral, assessment completed 

date, number of days from assessment creation to completion, and total length of stay.  

The dataset provided contained observations for patients referred between January 1, 2023 and 

September 1, 2024. Other data points, like admission or discharge, could fall outside of this range. This 

same time period was used to create a patient contact list, which was then used to distribute survey 

invitations via mail and email. The CARE system generates assessment creation date, whereas 

admission, referral, and discharge dates are input by HCS Case Managers. This dataset also contained 

clients who declined or withdrew from services. The contact list contained only active clients, or clients 

who are currently receiving services, resulting in a smaller number of contacts than expected.  

The Center cleaned the received dataset of duplicate observations, which resulted in the removal of 6 

observations. Some patients had multiple assessments logged in the dataset. These entries were 

retained in the sample due to different assessment creation dates, indicating multiple hospital stays 

within the observed time period. Ultimately, 5,146 observations remained in the dataset after cleaning.  

The Center also utilized time-lapse information from hospitals through the WSHA Complex Discharge 

Working Group surveys and hospital-distributed surveys. These initiatives were run by WSHA, and the 

Center had no hand in the survey design or distribution. As such, there are some differences in 

terminology and question specificity that complicate comparative analysis. For example, time periods 

differ from the definitions used by HCS and are averages rather than a range of visits such as the dataset 

provided by HCS. This information helped researchers understand how hospitals calculate assessment 

duration compared to HCS, which is discussed in subsequent sections. The below prompts were utilized 

by WSHA to collect data from hospital staff: 

• The average number of days for Medicaid financial eligibility determination to be completed 
o Medicaid application submitted to Medicaid eligibility determined 

• The average number of days for an HCS assessment to be completed from the time the hospital 
requests the assessment 

o Referral to assessment completion 
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• The average number of days from when HCS conducts an assessment to when a rate8 is 
available 

o Assessment performed to rate available 

• The average number of days for the Exception to the Rule9 (ETR) process to be completed 
o ETR application submitted to closed 

Surveys 

The Center created two surveys. One survey was targeted at patients and their family members or 
caregivers. The other was targeted to hospital staff. The patient survey was distributed through two 
methods: direct mail or email invitations using a contact list provided by HCS, or through a Facebook ad. 
The survey was hosted through Qualtrics, which allowed researchers to send email reminders to email 
contacts. 

The contact list targeted patients who received a CARE assessment in hospital, with a transition goal to a 
HCBS residential setting. HCBS residential settings include Assisted Living Facilities, Adult Family Homes, 
or Enhanced Services Facilities. Contacts included both patients who accepted and who declined 
services. Ultimately, fewer than 1,000 contacts were available. After duplicate contacts and Oregon 
addresses were removed, 741 contacts remained. These contacts received an invitation via postcard or 
email that led them to the survey.  

The Facebook advertisement was posted on November 20, 2024, and ran for 19 days. At the time the 
advertisement closed, it had reached 94,510 people. Of the 94,510 people who saw the advertisement, 
6,771 (or 7%) clicked on the advertisement. The primary audience was above the age of 65, consistent 
with our target audience. To incentivize participation, participants could enter a drawing for one of 15 
$100 Amazon gift cards. This information was only visible once a viewer clicked into the Facebook 
advertisement and read the preamble. This is intended to help mitigate responses from individuals 
unfamiliar with the CARE assessment interested in a gift card.   

The survey targeted at hospital staff was distributed with assistance from WSHA. The survey was 
dispersed to hospital staff through the following avenues, among others: 

• A meeting with the WSHA Complex Discharge Workgroup and the WSHA Public Policy  
Advisory Group 

• Directly to Hospital Chief Nursing Officers, Complex Discharge Leaders, and Government Affairs 
Leaders, approximately 200 people 

 

A series of preliminary interviews with hospital staff were conducted to help inform survey questions. 
WSHA and larger regionally dispersed hospital management teams participated. These interviews 
helped inform researchers about terminology differences between hospital and HCS staff and 
contextualize how assessments function from a hospital perspective. Some topics covered in interviews 
included: the impact of social admits, communication and training difficulties, transition setting 
difficulties, HCS hours limitations10 and heavy workload, among others. 

WSHA also provided researchers access to their Complex Discharge Workgroup Survey results which can 
be viewed in Appendix 3. These surveys are conducted quarterly to evaluate the complex patient 

 
8 Refers to rates paid to providers for patient care. 
9 WAC 388-440, also explained in Table 4. 
10 HCS assessors work within typical 8 am to 5 pm schedules. This may contrast with hospital staff who work within 
different hours and capacities.  

https://app.leg.wa.gov/WAC/default.aspx?cite=388-440
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discharge environment. Supplementary analysis is supplied by these surveys. Relevant results appear in 
Section 2. Tables and graphs were generated using data reported by WSHA. The raw survey data was 
not accessed. 

State Best Practice Research 

The research team was directed to evaluate best practices from other states for transitioning 

hospitalized patients to post-acute care settings in a timely and effective matter. To do so, the Center 

conducted widespread outreach via email and phone, with at least two attempts made to contact each 

state. The number of attempts varied based on the availability of contact information for relevant state 

agencies. Many states were contacted three or more times. 

Initial contacts were found via staff directories of relevant state departments or agencies. Initial 

outreach focused on staff members in apparently relevant leadership positions, such as “director of 

aging division”. If contact information for a relevant staff member was not available, department or 

office emails were used. If no response was given to email outreach, researchers progressed to phone 

calls.  

Edits were made to the email script in September due to a lack of responses. These edits included 

specific questions regarding laws mandating functional assessments to try and improve response 

quality.  The new script was also designed to address issues with differing terminology uses and reduce 

responses regarding nursing facilities, which is outside of the study scope. The revised email clearly 

stated that researchers were seeking information about functional assessments conducted in acute care 

settings that result in post-acute placement into Medicaid programs. Additional questions were asked 

regarding assessment timing and individuals conducting assessments. In accordance with a request from 

DSHS, questions about Medicaid's financial structure and federal requirements related to the 

assessments were also added. 

Given the difficulties and limitations associated with state outreach and proviso instructions, an 

inventory of functional assessments by state, created by the Medicaid and CHIP Payment and Access 

Commission (MACPAC), is also included in the study. Information from this inventory can be found in 

section two of this report, under “State Best Practices.” Additional databases were searched but yielded 

no relevant information.  

Discussion Groups 

After analyzing the limited results from the surveys, discussion group guides were created. The survey 

data helped identify research gaps, areas of ambiguity, and additional questions to be discussed.  

The Center attempted to conduct two discussion groups with hospital staff. One of these groups was 

targeted at management and executive level staff, and the other was targeted at line staff, including 

discharge planners, social workers, and hospital case managers. Four other discussion groups were run 

within HCS staff to solicit their perspectives on barriers to discharge related to the CARE assessment  

as well.  

Prior to hosting DSHS staff discussion groups, researchers attended an HCS all staff meeting wherein 

information was collected through open discussion, a chat log, and Poll Everywhere. Poll Everywhere 

was used to help facilitate the discussion, with staff responses analyzed for common themes after the 

meeting. A follow up survey and contact information was also provided to collect feedback from HCS 

staff directly involved in acute care hospital CARE assessments and transition work. A second meeting 
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with HCS Regional Administrators (RAs) and Deputy Regional Administrators (DRAs) was also held to 

solicit their feedback and perspectives. The meeting notes and responses obtained in both of these 

meeting were processed to highlight common themes and help inform this report.  

Of the hospital discussion groups, a one-hour discussion group with management and executive level 

staff was completed. Center staff attempted to schedule two-hour discussion groups over a three-week 

period but were unable to do so because of scheduling conflicts among hospital staff. The final group 

ran for one hour, with six participants. Some participants could not stay for the full duration of the 

session. After the session, meeting notes, transcript, and Poll Everywhere results were analyzed to help 

inform the report. These perspectives were also supplemented with information from preliminary 

interviews conducted at the start of the study.  
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Data Limitations  

There are several limitations to data collection in this study. The survey was distributed in November 

and December, when many individuals are busy at work preparing for the end of the year or traveling. 

Similarly, patients who were recently hospitalized may lack the time or capacity to respond to a survey 

invitation. The target older audience may also have limited access to technology or be less 

technologically literate. Similarly, busy hospital staff may have already completed similar surveys and 

have survey fatigue. Soliciting responses from individual line staff is difficult, and group level responses 

are common as discharge planning is a complex process with a team-based care approach.  

These limitations impacted the response rate. While the potential for poor response rate from a patient 

audience was discussed as a potential inhibitor, a much larger contact list was expected to help mitigate 

this. However, the patient survey received 16 total responses. Despite a 7% click rate, the Facebook 

advertised survey received 3 responses. Two of these individuals were hospital employees that were 

forwarded to the hospital survey. The remaining response was from a family member of someone who 

was discharged to a skilled nursing facility, a topic outside of the study scope. Of the 13 total responses 

to the mail or email invitation, 9 surveys contained usable information. The other responses were either 

largely incomplete, or the client did not discharge to an appropriate HCBS community setting. 

The survey targeted at hospital staff received 84 total responses. Researchers cleaned out responses 

that indicated they were not familiar with the CARE assessment, did not complete the majority of 

questions, or were duplicates. After cleaning, 56 responses remained. Of these 56 responses, 25 were 

line staff responses and 31 were management/executive level responses. This difficulty in soliciting 

responses was not limited to surveys. State best practice outreach also suffered from a poor response 

rate. Many states did not respond or responded with information outside the scope of study. Additional 

barriers included differences in terminology between agencies and states, limited time and incentive to 

respond, a wide variety of approaches, and a lack of data collection. Differences in terminology also 

presented a barrier in locating an appropriate contact within other states’ agencies.  
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Section 2: Study Findings  

Policies and Requirements Governing Referrals and Assessments  

This section provides information regarding HCS and hospital policies as well as regulatory requirements 

that govern referral, assessment, and transition processes. A more detailed version of this section can 

be found in Appendix 11. HCS policy is dictated by Federal Medicaid regulations, state statutes, and 

Washington Administrative Code regulations. Hospital policy around referrals is dictated by HCS 

requirements, consideration of multiple discharge locations, and safe discharge policies.  

Described below are the Medicaid funded programs and services available under Washington’s long-

term care delivery system, for which eligibility is assessed through the CARE tool. Also provided is a 

selective analysis of regulations. Research narrowed findings to regulations related to the study and 

study topics:  HCS, hospitals, and discharge goals. 

The CARE tool is used to assess and document functional eligibility for Community First Choice (CFC) and 

waiver programs and services (Personal Emergency Response Systems (PERS), home-delivered meals, 

Adult Day Care, Adult Day Health, environmental modifications, etc.)  

Federal Regulations 

Washington uses a variety of Medicaid authorities to deliver LTSS in Washington state, including the 

federally subsidized Community First Choice state plan (CFC) (1915(k)) and HCBS waiver programs 

(1915(c)) for home and community-based services LTSS. States that use these Medicaid authorities are 

federally mandated to use a person-centered approach and determine eligibility based on an 

assessment of functional need.  

Location 

1. Title 42: Public Health 
a. Chapter IV: Centers for Medicare & Medicaid Services, Department of Health and 

Human Services 
i. Subchapter C: Medical Assistance Programs 

1. Part 441: Services: Requirements and Limits Applicable to Specific 
Services 

a. Subpart G: 1915(c) 
b. Subpart K: 1915(k) 

1915(c)11  

1915(c) is the home and community-based services (HCBS) waiver authority. HCS operates three HCBS 

waivers – COPES, New Freedom and Residential Support Wavier. HCS uses the CARE assessment for 

clients enrolled in these waivers. The intention of these waivers is to provide HCBS that an individual 

needs to avoid institutionalization.12,13 

 

 
11 42 CFR 441.300 (subpart G) 

12 42 CFR 441.300 
13Additional details on 1915(c) can be found in Appendix 11. 

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-441/subpart-G
https://www.ecfr.gov/current/title-42/section-441.300
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1915(k)14 

1915(k) is an HCBS state plan authority operated by HCS. This program, also known as Community First 

Choice, is specific to attendant services and supports and can include but is not specific to HCBS 

residential settings15. HCS uses the CARE assessment for eligibility of clients enrolled in this program.16 

State Statues (RCW) 

The below sections are found in Chapter 74.39 RCW: Long-term care service options and Chapter 74.39A 

RCW: Long-term care service options-Expansion. They are Washington state laws that focus on the 

improvement and expansion of long-term care services for individuals, especially those with disabilities 

or elderly individuals who need assistance with activities of daily living. Intent can be summarized per 

"Finding" section RCW 74.39.001, stating this chapter was established due to an increase in 

"Washington's chronically functionally disabled population" and determines that the legislature 

recognizes this population should receive long-term care services that "encourage individual dignity, 

autonomy, and development of their fullest human potential."  

Table 2: RCW Sections on LTC 

Section Title Summary 

RCW 74.09.520 Medical assistance—Care and services 

included—Funding limitations. 

While LTSS is not considered medical assistance, 

under line 13, HCA must pay hospitals for clients 

that meet the criteria of another level  
of care. 

RCW 74.39.005 Purpose Provide a range of long-term care services for 

individuals with chronic disabilities, ensuring care is 

based on functional needs and delivered in the 

least restrictive setting. It seeks to improve 

coordination across agencies, minimize costs, and 

support education and research in long-term care. 

The goal is to help individuals live independently at 

home or in community settings with family or 

volunteer support. 

RCW 74.39.010 Option—Flexibility—Title XIX of the 

federal social security act. 

Washington State has the option to leverage 

federal funding and policies to increase access to a 

variety of long-term care services, particularly 

those that allow individuals to live in community 

settings rather than institutionalized care, which is 

encouraged under Medicaid. 

RCW 74.39A.007 

 

Purpose and intent. The legislature intends for long-term care services 

to offer a balanced range of health, social, and 

supportive services that promote individual choice, 

dignity, and independence. It seeks to expand or 

 
14 42 CFR 441.500 

15 42 CFR 441.525(a) 
16Additional details on 1915(k) can be found in Appendix 11. 

http://app.leg.wa.gov/RCW/default.aspx?cite=74.39.001
https://app.leg.wa.gov/RCW/default.aspx?cite=74.09.520
http://app.leg.wa.gov/RCW/default.aspx?cite=74.39.005
http://app.leg.wa.gov/RCW/default.aspx?cite=74.39.010
http://app.leg.wa.gov/RCW/default.aspx?cite=74.39A.007
https://www.ecfr.gov/current/title-42/section-441.500
https://www.ecfr.gov/current/title-42/part-441/subpart-K#p-441.525(a)
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maintain home and community-based services to 

meet consumer needs efficiently, ensuring that 

care is responsive, appropriate, and cost-effective. 

RCW 74.39A.040 

 

Department assessment of and 

assistance to hospital patients in need 

of long-term care. 

This statute outlines DSHS responsibility to 

coordinate care and assist hospitals in finding 

appropriate long-term care services as patients 

choose. It also requires that patients expected to 

become Medicaid recipients, the department shall 

offer an assessment and information about 

appropriate at-home and community services. 

 

RCW 74.39A.090 

 

Discharge planning—Contracts for case 

management services and reassessment 

and reauthorization—Assessment of 

case management roles and quality of 

in-home care services—Plan of care 

model language. 

Outlines the requirements for discharge planning 

and case management services for individuals 

transitioning to long-term care. Discharge planning 

focuses on providing care options that best serve 

the patient's interests, avoiding financial incentives 

to keep individuals in higher levels of care 

unnecessarily. The Department of Social and 

Health Services (DSHS) contracts with area 

agencies on aging to provide case management 

and reassess services for individuals receiving 

services in their own home. 

RCW 74.39A.095 

 

Case management services—

Contractual requirements—Consumers' 

plans of care—Notification to consumer 

directed employer. 

Outlines the case management responsibilities for 

consumers receiving services under Medicaid or 

other state-funded programs. Area agencies and 

federally recognized tribes must work with 

consumers to develop, monitor the 

implementation of, and reassess as needed a care 

plan which coordinates health and long-term care 

services. Consumers have the right to participate in 

creating their care plan, and with consent, the plan 

can be shared with relevant providers. If a provider 

is employed by a consumer-directed employer, the 

employer must be notified if there are concerns 

about the provider’s ability to deliver services or 

their impact on the consumer’s well-being. 

 

Title XIX of the Social Security Act 

This refers to the part of federal law that governs Medicaid. While long-term care in Washington State is 

not considered medical care, the above RCW dictates Washington state can achieve goals of 

RCW 74.39.001 and 74.39.005 under this title.  

 

http://app.leg.wa.gov/RCW/default.aspx?cite=74.39A.040
http://app.leg.wa.gov/RCW/default.aspx?cite=74.39A.090
http://app.leg.wa.gov/RCW/default.aspx?cite=74.39A.095
http://app.leg.wa.gov/RCW/default.aspx?cite=74.39.001
http://app.leg.wa.gov/RCW/default.aspx?cite=74.39.005
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Washington Administrative Code (WAC)  
The Washington Administrative Code outlines relevant regulations listed in Table 3: WAC Regulations for 

CARE Assessment These regulations were taken from Chapter 388-106: Long-term Care Services17. The 

sections included below pertain directly to the CARE Assessment process and performance. Table 4 in 

Appendix 11 cites additional state regulations that pertain to waiver and state plan services and other 

relevant processes. 

Table 3: WAC Regulations for CARE Assessment 

Regulations Title Summary 

WAC 388-106-0010 CARE Classifications Definitions used in assessment chapter "Long-Term 

Care Services." 

WAC 388-106-0050 What is an assessment? In person interview that evaluates your ability to 

care for yourself with re-assessment every 12 

months. Discussion on updates between 

assessments. Discussion on when an assessment 

can be performed remotely. 

WAC 388-106-0055 What is the purpose of an assessment? Determine eligibility for long-term care programs 

and develop care plan. Also includes but is not 

limited to other evaluations like strengths, goals, 

current living situation, psychical health, cognitive 

abilities, additional referrals and supports needed. 

WAC 388-106-0060 Who must perform the assessment? HCS is solely responsible for performing 

assessments for those eighteen years of age and 

older if they do not meet DDA eligibility 

requirements. All other CARE assessments are 

performed by DDA. 

WAC 388-106-0065 What is the process for conducting an 

assessment? 

Assessments are conducted with CARE, in private 

though clients have the right to request a third 

party be present. Department can end the 

assessment if behavior is impeding the process. 

WAC 388-106-0070 Will I be assessed in CARE?  CARE is for those applying for or receiving DDA 

services, CFC, COPES, MPC, Chore, respite, adult 

day health, Medical Care Services (MCS), PACE, 

Private Duty Nursing (PDN), Residential Support 

Waiver (RSW), and New Freedom. 

WAC 388-106-0075 How is my need for personal care 

services assessed in CARE? 

By assessing your ability to perform activities of 

daily living (ADL) and instrumental activities of daily 

living (IADL). 

 

 
17 https://app.leg.wa.gov/wac/default.aspx?cite=388-106 

https://apps.leg.wa.gov/wac/default.aspx?cite=388-106-0010
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-106-0050
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-106-0055
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-106-0060
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-106-0065
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-106-0070
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-106-0075
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Hospital Policy  

Hospitals cite phenomenon and entities that govern which patients get referrals. Research found these 

are often at odds with HCS policy. These are listed below and discussed in more detail in Appendix 11. 

• Multiple Potential Discharge Locations 
o Goldilocks Effect18 

• Other discharge goals are requesting an HCS referral prior to acceptance 

• Patient choice (from the hospital perspective)19  
 

Questions M27, M28, M29 in the management survey ask about how hospitals determine who receives 

referrals. "Our hospital policy" was cited by 34.6 percent of respondents. "Other" responses for this 

were "staff expertise" and "patient presentation and discharge needs." Both indicating the Goldilocks 

effect which is discussed later in this report and the latter indicating another governing principle related 

to discharge goals. When asked to clarify hospital policy, hospital responded with: "patient choice" and 

"guardianship policy." 

  

 
18 The goldilocks effect describes the existence of a perfect "just right" window in which a hospital referral should 
be made. This window is difficult to pinpoint due to the complexities of the process and uniqueness of each 
patient/client. 
19 Appendix 6 
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Time Lapse Findings  
To evaluate the timeliness of assessment completion, CEBR analyzed agency data from the CARE 

database which provided information on the five-time determinants available: Admission date, referral 

date, assessment creation date, assessment completed date, and patient discharge date. These data 

points were used to analyze and report averages, means, and other indicators as afforded by the data 

and determined useful by the research team. 

The definitions below describe the events and time periods referred to in this section. 

Admission Date: The day on which the patient is admitted to acute care (as reported by the 

hospital and manually entered by the HCS case manager). It does not include an ER stay. 

Referral Date: The day on which HCS receives the referral from the hospital (date entered by 

the case manager). 

Assessment Creation Date: The day (and time) at which the case manager meets face-to-face 

with the client at the hospital and creates an assessment in the CARE database (data generated 

by CARE, not manually entered.) Case managers may need further information to complete the 

functional assessment, and the assessment process may not be completed the same day; access 

to medical tools, further care, financial eligibility, and guardianship, among other things, may 

still need to be coordinated. This event is the only one for which a time of day was recorded, 

resulting in decimal values in the Data Distribution analysis below.  

Time to Create: The number of days between the HCS referral date and the assessment  

creation date. 

Assessment Completion Date: The day on which the assessment is marked “current” by the HCS 

case manager. This only happens once a willing and able provider is found, the service is 

authorized, and a discharge plan is in place. This marks completion of other tasks as noted under 

assessment creation date.  

Discharge Date: The day on which the client is discharged from the hospital (date entered by 

the case manager). 

Days Assessment Completed Before Discharge: The number of days between when the 

assessment was moved to “current” and patient discharge. 

Diversity of Data 

There were 91 hospitals in the sample. During the timeline evaluated, 5,156 assessments were 

conducted. The number of assessments includes individuals who had more than one assessment  

in the hospital.  

The number of assessments done in a region is correlated with the number of hospitals in that region. 

Regions with more hospitals performed more assessments. Region 2 conducted 40.4 percent of the 

assessments and has the largest number of hospitals in the sample. Region 1 conducted 21.6 percent of 

the assessments and had the smallest number of hospitals in the sample, at 26. Appendix 2 provides a 

map of these regions.  
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 Table 4: Regional Time Lapse Data Point Distribution 

Hospital Region 
Number of hospitals 

in sample 
Number of 

Assessments 
Percent of all 
assessments 

Region 1 North 16 707 13.7% 

Region 1 South 10 404 7.9% 

Region 1 Total 26 1,111 21.6% 

Region 2 North 11 712 13.8% 

Region 2 South 22 1367 26.6% 

Region 2 Total 33 2,079 40.4% 

Region 3 North 12 890 17.3% 

Region 3 South 20 1,066 20.7% 

Region 3 Total 32 1,956 38.0% 

Total 91 5,146 100% 

 

Distribution of Time Lapse Data 

Figure 3 and Figure 4 show the distributions of the time lapse data, demonstrating its skewed nature.  

Because the distributions are skewed, medians as well as averages are reported in this section to 

provide a more complete representation of the data.  

The bold numbers on the box plots below represent the average phase lengths. From top to bottom,  

the other depicted values are the maximum, the upper quartile, the median, the lower quartile, and  

the minimum.  
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Figure 3 below shows the distribution for patient stay timelines. The assessment creation to completion 

phase had the most variation, with the difference between the minimum and maximum values being 

59.3 days. The data also shows a large variation in the length of the admit to referral phase. The 

assessment complete to discharge phase had the smallest variation, with the minimum and maximum 

reported lengths being only 18 days apart. The median and average values are discussed in the 

Assessment Timelines section. 

 

Figure 3: Data Distribution for Patient Stay Timelines (Box Plot) 
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Figure 4 below shows the distribution for the total stay length data. This data shows a large variation, 

with the difference between the minimum and the maximum length of stay being 139 days. The median 

and average values are discussed in the Assessment Timelines section. 

Figure 4: Data Distribution for Total Stay Length (Box Plot) 

 

The horizontal axis titles on the histograms below represent various ranges which responses values fall 

within. Like the box plots, these charts demonstrate the skewed nature of the data as well as the large 

variation in the length of the Referral to Assessment Creation phase and the more limited variation in 

the Assessment Completion to Discharge phase. Table 5 summarizes the histogram results. 

Table 5: Most common phase durations based on histograms 

Phase Most common duration 

Admit to Referral between 0 and 20 days 

Referral to Assessment Creation between 1 and 9 days 

Assessment Created to Completed between 0.3 and 15.3 days 

Assessment Completed to Discharge between 0 and 8 days 

Total Stay between 23 and 43 days 

The Admit to Referral data was skewed upward, but the most common duration was between  

0 and 20 days.  
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Figure 5: Data Distribution for Admit to Referral Timeline (Histogram) 

  

The Referral to Assessment Creation data was skewed upward, but the most common duration was 

between 1 and 9 days.  

Figure 6: Data Distribution for Referral to Assessment Creation Timeline (Histogram) 
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Figure 7: Data Distribution for Assessment Creation to Completion Timeline (Histogram) 

  

The Assessment Completion to Discharge data was skewed upward, but the most common duration was 

between 0 and 8 days.  

Figure 8: Data Distribution for Assessment Completion to Discharge Timeline (Histogram) 

  

The Total Stay data was skewed upward, with the most common duration being between 23 and 43 
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Figure 9: Response Distribution for Total Stay Length Question (Histogram) 

 

Assessment Timelines 

Table 6 shows assessment timeline data. Two measures of center, average and median, are included to 

provide a more complete representation of the data. The column on the right shows the average 

percentage of total stay made up by each time phase. These percentages were calculated by dividing the 

average length of each phase by the sum of all averages. This revealed that, on average, the admit to 

referral phase lasts the longest, at 34.7 percent of total stay. This is likely due to efforts by hospitals and 

DSHS to conduct assessments as close to discharge as possible due to client stability as seen in the Error! 

Reference source not found..  

Table 6: Statewide Time Frame Averages and Distribution 

Calculated Days Statewide Average Median Min Max 
% of stay based on 
summed average 

Admit to referral 24.5 11.0 0 659.0 34.7% 

Referral to Assessment Created 15.6 7.0 1.0 529.0 22.2% 

Assessment Created to Assessment Complete 22.3 16.4 0.3 283.5 31.6% 

Assessment Complete to Discharge 8.2 3.0 0.0 178.0 11.6% 

Admit to Discharge (Total Stay) – 
Average/Median Summed 

70.64 37.4 - - 100.0% 

 

The median phase lengths (shown in the second column) are much smaller than the average phase 

lengths. Because the data contains outliers, which skew the averages upward, the median values may 

better represent a standard hospital stay. The average total stay was 61.3 days, while the median total 

stay length was 44 days. The minimum reported stay length was 3 days, and the maximum was  

741 days. 
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Figure 10 shows the average and median length (in days) of each phase of the assessment timeline by 

region. Region 2 had the longest timelines in all assessment phases. In all regions, the Admit to Referral 

and Assessment Creation to Completion phases took the longest. 

 

Figure 10: Average Assessment Timelines by Region 
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Figure 11: Average Assessment Timelines by Subregion (Region 1 North and South) 
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Figure 12: Average Assessment Timelines by Subregion (Region 2 North and South) 
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Figure 13: Average Assessment Timelines by Subregion (Region 3 North and South) 
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Stay Length 

Figure 14 shows the median and average total stay length by region. Region 2 had the longest median 

stay length, at 58 days. Regions 1 and 3 had comparable median and average stay lengths.  

Figure 14: Average and Median Total Stay Length by Region 
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Figure 15: Average Total Stay Length by Subregion 
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Figure 16:  Average Admission to Referral Time 

   

 

The average referral to assessment creation timelines also trended downward in all regions. Region 2 

saw the most significant decrease, with the referral to assessment creation timeline shrinking from 

around 25 days to around 12 days, or a decrease of about 0.7 days per month. 

 

Figure 17: Average Referral to Assessment Creation Time 
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The assessment creation to completion phase was also typically one of the longest phases in assessment 

timelines. Figure 18 shows that the average length of this phase has trended down slightly in all regions, 

and most noticeably in Region 2. 

 

Figure 18: Average Assessment Creation to Completion Time 
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Figure 19: Average Assessment Completion to Discharge Time 
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average, Region 3 saw a decrease of about 1.1 days per month, and Region 1 saw a decrease of about 

0.1 days per month. 

Figure 20: Average Stay Length over time by region 
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Hospitals 

Table 7 shows the 20 hospitals where the most assessments were conducted. Providence Regional 

Medical Center (Colby) in Region 2 North had the most assessments conducted, at 383. 

Table 7: Top 20 Hospitals by Number of Assessments Conducted 

Hospital Region Hospital Name 
Number of 

Assessments 
% of assessments 

performed 
Average Stay 
Length (days) 

Median Stay 
Length (days) 

Region 2 North Providence Regional Medical Center (Colby) 383 7.44% 113.3 74.0 

Region 3 South Providence St. Peter Hospital 352 6.84% 58.5 46.0 

Region 1 North Providence Sacred Heart Medical Center & 
Children's Hospital 

350 6.80% 63.2 48.0 

Region 3 North St. Joseph Medical Center 308 5.99% 50.2 38.0 

Region 2 South Harborview Medical Center 219 4.26% 77.8 66.0 

Region 3 South PeaceHealth Southwest Medical Center 203 3.94% 50.7 39.0 

Region 3 South Legacy Salmon Creek Hospital 169 3.28% 45.0 35.5 

Region 2 South Northwest Hospital 144 2.80% 93.8 66.0 

Region 3 North St. Michael Medical Center 143 2.78% 54.8 45.0 

Region 2 North Swedish Hospital (Edmonds) 143 2.78% 73.9 58.0 

Region 2 South Swedish Hospital (First Hill) 143 2.78% 61.7 49.5 

Region 1 South MultiCare Yakima Memorial 138 2.68% 44.6 34.0 

Region 3 South Providence Centralia Hospital 137 2.66% 54.8 43.0 

Region 3 North Good Samaritan Hospital 125 2.43% 41.4 30.0 

Region 2 South Evergreen (Kirkland) 120 2.33% 61.8 56.0 

Region 2 South Multicare Auburn Medical Center 113 2.20% 64.3 53.0 

Region 3 North St. Clare Hospital 110 2.14% 45.7 35.0 

Region 1 South Kadlec 108 2.10% 33.0 29.0 

Region 2 South VA Medical Center 100 1.94% 93.6 70.0 

Region 2 South Valley Medical Center 94 1.83% 42.8 38.0 
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Table 8 shows the 20 hospitals with the longest average stay lengths. Providence Regional Medical 

Center (Pacific) in Region 2 North had the longest average stay length across 29 assessments. 

Table 8: Top 20 Hospitals by Average Stay Length 

Hospital Region Hospital Name 
Average Stay 

Length 
Median Stay Length Number of 

Assessments 

Region 2 North Providence Regional Medical Center (Pacific) 137.5 135.0 29 

Region 2 South Kindred Hospital - First Hill 128.8 96.5 8 

Region 2 North Providence Regional Medical Center (Colby) 113.3 74.0 383 

Region 3 South Oregon Health & Science University20 96.3 96.5 4 

Region 2 South Virginia Mason Medical Center 94.8 68.0 26 

Region 2 South Northwest Hospital 93.8 66.0 144 

Region 2 South Overlake Medical Center 93.7 64.0 83 

Region 2 South VA Medical Center 93.6 70.0 100 

Region 1 North Mann-Grandstaff VA Medical Center 93.3 76.0 9 

Region 2 North Skagit Valley Hospital 89.6 82.5 61 

Region 1 South Astria Toppenish Hospital 89.0 79.0 36 

Region 2 South Swedish Hospital (Issaquah) 81.3 43.5 21 

Region 2 South Harborview Medical Center 77.8 66.0 219 

Region 3 South Sunnyside Kaiser 75.5 52.5 8 

Region 2 North Swedish Hospital (Edmonds) 73.9 58.0 143 

Region 2 South Seattle Children's Hospital 70.0 70.0 1 

Region 2 South Swedish Hospital (Cherry Hill) 69.3 45.0 55 

Region 2 South Swedish Hospital (Ballard) 68.7 47.5 53 

Region 3 South Legacy Emanuel 67.2 55.0 7 

Region 2 North Evergreen (Monroe) 66.0 43.5 17 

 

Correlations with Total Stay Length 

To determine which stay phases have the greatest impact on a patient’s total stay length, the 

correlation between each phase and total stay was assessed. Four scatterplots showing the correlation 

between each phase (on the y-axes) and total stay in days (on the x-axes) that can be seen in  

Appendix 3. 

Table 6 at the beginning of this section shows that, on average, the Admission to Referral phase makes 

up 34.7 percent of a patient's stay, the Referral to Assessment Created phase makes up 22.2 percent, 

the Assessment Created to Completed makes up 31.6 percent, and the Assessment Completed to 

Discharge makes up 11.6 percent. This means that patients often spend the most time in the admission 

to referral phase, followed by the assessment created to completed phase.  

Table 9 shows that the admit to referral phase is most correlated with the total length of stay. R values 

for this time period are high, meaning a longer admit to referral phase is most strongly correlated with a 

longer hospital stay. This is important to note as complex patients with a longer LOS may also face more 

transition barriers.  

 
20 This hospital is primarily located in Oregon, but has locations in southwest Washington, including Vancouver, 
Washington and Longview, Washington. Hospitals in Oregon with Washington residents are less likely to be 
familiar with Washington’s LTSS system and requirements, adding additional complications to coordination of care.  
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Table 9: R Values 

Time Frame 
Region 1 

North 
Region 1 

South 
Region 2 

North 
Region 2 

South 
Region 3 

North 
Region 3 

South 

Admit to Referral 0.784 0.626 0.827 0.703 0.659 0.53 

Referral to Assessment Created 0.021 0.136 0.18 0.145 0.141 0.063 

Assessment Created to Completed 0.236 0.307 0.256 0.307 0.223 0.387 

Complete to Discharge 0.093 0.217 0.055 0.109 0.139 0.152 
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Survey Findings  

Hospital Line Staff Survey 

CEBR surveyed hospital line staff across Washington. Survey questions pertained to staff opinions about 

the CARE assessment and referrals, associated trainings, and assessments as a barrier to discharge. 

Questions also aimed capture to the impact of the assessments on staff well-being and client discharge 

processes. The complete list of survey questions and responses is included in Appendix 5. This section 

highlights select parts of the survey and is not comprehensive. 

Table 10 shows the regional distribution of the responses. A majority of respondents were located in 

Regions 1 and 2, with 8% located in Region 3.  

Table 10: Regional Distribution of Line Staff Survey Responses (Line Staff) 

Region Number of responses Percent of responses 

Region 1: Eastern Washington 11 44.0% 

Region 2: Island, Whatcom, Skagit, Snohomish and King County 12 48.0% 

Region 3: Peninsula or Southwestern Washington 2 8.0% 

Total 25 100.0% 

 

Respondents were asked to indicate the percentage of their Complex Discharge Patients which could be 

categorized into the following groups to gauge the most prevalent issues and the diversity of patient 

population. On average, respondents statewide indicated that around 62 percent of these patients could 

be categorized as 65+, and it was also common for them to be categorized as social admits or as having 

behavioral issues. Behavioral issues seem to be most common in Region 2, with line staff categorizing an 

average of 66.9 percent of these patients as having behavioral issues. Similarly, this is least common is 

Region 3, where only 10 percent of patients are categorized as behavioral, but are more likely to be age 

65+ or a social admit. See the Behavioral Barriers section for more on this impact. 

“Other” responses included undocumented (non-citizen) patients, psychiatric inpatients, patients with 

dementia or other cognitive impairments, substance use patients, or hospice patients. The full list of 

“other” responses can be found in Appendix 5.  

Table 11: Average Percent of LOS Patients Experiencing Barriers (Line Staff) 

Region Age 65+ Behavioral issues Social admits Other 

Region 1: Eastern Washington 55.7% 49.8% 50.7% 41.0% 

Region 2: Island, Whatcom, Skagit, Snohomish and King County 67.2% 66.9% 63.2% 70.0% 

Region 3: Peninsula or Southwestern Washington 70.0% 10.0% 80.0% 40.0% 

State Average 62.0% 57.0% 58.2% 53.3% 
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Respondents were asked about their feelings regarding the referral and assessment process. Seven 

emotions were listed, and respondents were asked to choose either “strongly agree,” “somewhat 

agree,” “neither agree nor disagree,” “somewhat disagree,” or “strongly disagree” to indicate if they felt 

each emotion. 

The chart below show that the assessment process makes the respondents feel a variety of emotions. 

They tend to feel helpful, but not in control. 

Figure 21: Line Staff “Feeling” Responses (Line Staff) 

 

They were also asked about their confidence in navigating the referral process, knowing what a timely 
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0.0%

8.3%

4.2%

29.2%

12.5%

13.0%

12.5%

20.8%

16.7%

33.3%

20.8%

8.3%

8.7%

4.2%

29.2%

41.7%

25.0%

37.5%

45.8%

39.1%

41.7%

33.3%

25.0%

29.2%

8.3%

25.0%

26.1%

16.7%

16.7%

8.3%

8.3%

4.2%

8.3%

13.0%

25.0%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Helpful

Satisfied

Hopeful

In control

Anxious

Stressed

Discouraged

Strongly disagree Somewhat disagree Neither agree nor disagree Somewhat agree Strongly agree



44 | P a g e  
 

Table 12: Line Staff "Confidence" Responses (Line Staff) 

 

Respondents were asked to select the HCS policy or process that contributes the most to delays in 

discharge. “Performing the assessment” was ranked the highest, while "consent/guardianship” and 

“financial eligibility” ranked second and third, respectively.  

 

Table 13: Ranking of HCS Policies and Processes Contributing to Discharge Delays (Line Staff) 

Responses 
Number of 

responses 

Percent of 

responses 

Performing the assessment 6 26.1% 

Consent/ guardianship 5 21.7% 

Financial eligibility 5 21.7% 

Other 3 13.0% 

All of these equally 2 8.7% 

Assessments cannot be done in the ER 1 4.3% 

Definition of medically stable 1 4.3% 

Total 23 100.0% 

 

Of 24 Respondents, 18 indicated that they believe the assessment process takes longer than it should. 

Those 18 respondents were then asked to order the following reasons for assessment speed so that the 

most significant barrier is ranked 1 and the least significant barrier is ranked last. 

 

Responses 
Navigating the 

referral process 

Knowing what a 

timely referral is 

Determining if a referral is appropriate 

according to HCS guidelines 

Extremely unconfident 1 1 0 

Somewhat unconfident 3 4 2 

Neither confident nor unconfident 4 4 4 

Somewhat confident 7 8 8 

Extremely confident 9 7 10 

Total 24 24 24 
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Barriers with lower summed rankings represent the primary reasons for slow assessments speed 

according to respondents. “Assessment process is slow” and “HCS is very busy” were the two top-ranked 

reasons. “Behavioral issues” also ranked highly.  

Table 14: Ranking of Barriers to Assessments (Line Staff) 

Barriers 
Sum of 

rankings 

Responses ranking 

this barrier 1st 

Responses ranking 

this barrier 2nd 

Responses ranking 

this barrier 3rd 

 Assessment process is slow 57 4 5 1 

 HCS is very busy 81 2 2 2 

 Behavioral issues 89 2 1 1 

 HCS will not assess patients in the ER 95 1 0 2 

 HCS policy on consent/guardianship 102 0 4 1 

 No clarity on task assignment 105 3 0 0 

 Poor communication between hospital and HCS 110 0 1 1 

 HCS won't make assessments when we need them 111 2 1 1 

 HCS policy on financial eligibility 113 0 1 1 

 Difficulty discerning who gets referrals 121 0 1 1 

 Disagreement on definition of medically stable 132 0 0 3 

 HCS travel time to hospital 161 1 0 1 

 Other 179 1 0 1 
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Hospital Management and Executive Level Survey 

CEBR surveyed management and executive-level staff across Washington hospitals. Survey questions 

pertained to the CARE assessment and referrals, associated trainings, and barriers to discharge. 

Questions also aimed to capture the impact on bed availability and the discharge processes. The 

complete list of survey questions and responses is included in Appendix 6. This section highlights only 

some parts of the survey and is not comprehensive. 

Table 15 shows the regional distribution of the responding hospitals. A majority of the responses were 

from Region 2. Out of 31 respondents, 24 (77.4%) were management level and 7 (22.6%) were executive 

level. The table also shows the number of acute care beds represented. Most of the reported beds were 

staffed acute care beds, and a full breakdown of bed types can be found in Appendix 6. 

Table 15: Regional Distribution of Management Survey Responses (Management and Executives) 

Region 
Hospitals in 

the sample 

Percent of 

hospitals in 

sample 

Number of 

acute care beds 

Percent of acute 

care beds in 

sample 

Region 1: Eastern Washington 5 16.1% 670 15.1% 

Region 2: Island, Whatcom, Skagit, Snohomish and King County 18 58.1% 2508 56.6% 

Region 3: Peninsula or Southwestern Washington 8 25.8% 1254 28.3% 

Total 31 100.0% 4432 100.0% 

 

Respondents were asked to indicate what percentage of their patients could be categorized into the 

following groups to gauge the most prevalent issues and the diversity of patient population. On average, 

respondents statewide indicated that around 66.4 percent of these patients can be categorized as 65+. 

It was also common for them to be classified as social admits or as having behavioral issues. “Other” 

responses can be found in Appendix 6. 

Table 16: Average Percent of LOS Patients Experiencing Barriers (Management and Executives) 

Region Age 65+ Behavioral issues Social admits Other 

Region 1: Eastern Washington 69.6% 73.4% 70.4% NA 

Region 2: Island, Whatcom, Skagit, Snohomish and King County 66.0% 54.9% 45.7% 80.0% 

Region 3: Peninsula or Southwestern Washington 65.3% 62.0% 43.1% 12.5% 

State Average 66.4% 59.7% 49.0% 26.0% 

 

Respondents were asked about the capacity at their hospitals. Out of 29 respondents, 37.9 percent 

indicated that they had “little capacity,” 24.1 percent indicated that they had “no capacity, over 100% 

full” and another 24.1 percent indicated that they had “some capacity.” 
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Table 17: Hospital Capacity (Management and Executives) 

Response Number of Responses  Percent of Responses 

No capacity, over 100% full 7 24.1% 

No capacity, 100% full 4 13.8% 

Little capacity, over 90% full 11 37.9% 

Some capacity, 70-90% full 7 24.1% 

Total 29 100.0% 

 

Table 18: Hospital Capacity by Region (Management and Executives) 

Region 
Some capacity, 

70-90% full 

Little capacity, 

over 90% full 

No capacity, 

100% full 

No capacity, 

over 100% full 

Region 1: Eastern Washington 1 4 0 0 

Region 2: Island, Whatcom, Skagit, Snohomish and King County 4 6 4 4 

Region 3: Peninsula or Southwestern Washington 3 1 0 3 

 

Respondents were then asked to choose a reason for their current capacity levels. Out of 29 

respondents, 89.7 percent indicated that the reason for their current capacity was Complex Discharge 

Patients, followed by Social Admits and “other.” Some of the “other” responses provided include flu and 

RSV, high community population, too few hospitals, and seasonal illnesses. A full list of the “other” 

responses can be found in Appendix 6. 

Table 19: Reasons for Hospital Capacity (Management and Executives) 

Responses Number of Responses Percent of responses 

Complex Discharge Patients 26 89.7% 

Social admits 19 65.5% 

Other 11 37.9% 

Lack of staff 10 34.5% 

COVID 1 3.4% 

Extreme Heat / wildfire smoke 0 0.0% 

Total 29 100.0% 
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Respondents were asked to select the HCS policy or process that contributes the most to delays  

in discharge. “Financial eligibility” was ranked the highest, while “consent/guardianship” and “other” 

ranked second and third, respectively. Other responses are discussed in the impacts of  

assessments section. 

Table 20: Ranking of HCS Policies and Processes Contributing to Discharge Delays (Management and 
Executives) 

Response Number of Responses Percent of Responses 

Financial eligibility 8 27.6% 

Consent/ guardianship 5 17.2% 

Other 4 13.8% 

Performing the assessment 4 13.8% 

All of these equally 4 13.8% 

Definition of medically stable 3 10.3% 

Assessments cannot be done in the ER 1 3.4% 

Total 29 100.0% 

 

Of 29 Respondents, 22 indicated that they believe the assessment process takes longer than it should. 

Those 22 respondents were then asked to order the following reasons for assessment speed so that the 

most significant barrier is ranked 1 and the least significant barrier is ranked last. 

Reasons with lower summed rankings represent the largest reasons for slow assessments speed, as 

indicated by the respondents. “Assessment process is slow” and “HCS policy on consent/guardianship” 

were the two top-ranked reasons. “HCS is very busy” also ranked highly.  
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Table 21: Ranking of Barriers to Assessments (Management and Executives) 

Barrier 
Sum of 

Rankings 

Responses 

ranking this 

barrier 1st 

Responses 

ranking this 

barrier 2nd 

Responses 

ranking this 

barrier 3rd 

 Assessment process is slow 70 9 2 1 

 HCS policy on consent/guardianship 81 2 7 5 

 HCS is very busy 105 2 6 4 

 HCS policy on financial eligibility 130 1 1 3 

 Behavioral issues 131 0 0 3 

 HCS won't make assessments when we need them 154 2 1 0 

 Disagreement on definition of medically stable 165 1 1 4 

 No clarity on task assignment 167 1 2 0 

 Poor communication between hospital and HCS 174 1 1 0 

 HCS will not assess patients in the ER 178 1 0 0 

 Difficulty discerning who gets referrals 179 1 0 1 

 HCS travel time to hospital 249 0 0 0 

Other 527 1 1 1 

 

Respondents were asked if they support having hospital staff conduct assessments in the hospital. 

Respondents could select all responses that applied. Many indicated that they would prefer an outside 

agency or HCS employee conduct the assessments, but 33.3 percent also indicated that they would 

support hospital staff conducting the assessments.  

Further questions indicate that the primary obstacles to conducting assessments in hospitals are staff 

workload, legal implications, and HCS department policies. See Appendix 6 for more details.  
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Table 22: Management and Executive Perspectives on Outsourcing Assessments 

Responses 
Respondent 

Count 

Percent of 

Responses 

We do not want to perform functional assessments. 10 37.0% 

We would prefer an outside agency like Area Agencies on Aging (AAA) to perform the assessments. 10 37.0% 

We would like to share FTE to place an HCS staff member in our hospital(s) to conduct the assessments. 10 37.0% 

We support hospital staff doing assessments in our hospital. 9 33.3% 

We see the other barriers to discharge as being more significant issues. 6 22.2% 

Other 3 11.1% 

We are not sure currently. 2 7.4% 

Total 27 100.0% 

 

Respondents were asked how their staff receives training on which referrals to make to HCS. They could 

select all options that applied. The most common training methods were using internal training, using 

the referral guide, and having DSHS or HCS staff conduct training at the hospital. The full list of options 

and responses can be found in Appendix 6. The most common training topics are ranked below.  

Table 23: Referral Training Topics 

Responses Respondent Count Percent of responses 

When to make referrals 21 80.8% 

Which patients gets referrals 21 80.8% 

How we can assist with placement 18 69.2% 

Guardianship / Consent for care 17 65.4% 

Financial eligibility 16 61.5% 

Our hospital requirements for assessments 14 53.8% 

DSHS / HCS Policy (including, but not limited to Federal Medicaid 

regulations, state statutes, Washington Administrative Code regulations) 
11 42.3% 

No organized trainings 3 11.5% 

Other 1 3.8% 

Total 26 100.0% 
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Respondents were asked to indicate their opinions on the training their staff has received on acute care 

referrals for the CARE assessment. The table below shows that most respondents either believe the 

training is “somewhat inadequate” (34.6%) or “somewhat adequate” (26.9%). 

Table 24: Training Sufficiency Responses 

Responses Respondent Count Percent of responses 

Extremely inadequate 2 7.70% 

Somewhat inadequate 9 34.60% 

Neither adequate nor inadequate 4 15.40% 

Somewhat adequate 7 26.90% 

Extremely adequate 4 15.40% 

Total 26 100.00% 

 

Patient Survey 

This survey was not included here due to lack of responses. For the full list of survey questions and 

responses, see Appendix 7. 

WSHA Complex Discharge Survey 

This survey was not performed by CEBR and thus is only included in Appendix 4 and cited as needed. 
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Discussion Group Findings  
Discussion groups were held with HCS staff, hospital staff, external stakeholders, and tribal government 

to identify barriers related to the functional assessment and transition from an acute setting. This 

feedback has been separated into three sections: HCS and Hospital Staff, External Stakeholders, and 

Tribal Governments.  

HCS and Hospital Staff  

In discussion groups with HCS and hospital staff, the most prominent themes among commentary were: 

• Financial Eligibility 

• Appropriate Discharge Settings  

• Disparate Policies and Expectations between Hospital and HCS staff  

• Communication Gaps 

• Decision-Making 

• Client Choice 

• Guardianship  
 

Many of these themes were echoed in the preliminary interviews and discussion group with hospital 

staff. Other, less mentioned themes include inaccurate information, incomplete applications, heavy 

caseload, behavioral issues, client needs, and client stability. These themes are discussed below.  

Financial Eligibility: A recurrent theme across all groups was that financial eligibility is difficult to 

disentangle from the functional assessment as discussed in Functional Eligibility vs Financial Eligibility. 

Federal Medicaid regulations govern financial eligibility determinations, and the process is often 

lengthy.  As emphasized in question PBS1 in Appendix 10, reasons for the delays include below 

paraphrased responses: 

• Lack of support for the patient. Family members or spouses may not be able to access the 
necessary financial documents to file applications for financial eligibility. 

• Onerous verification requirements: clients or family members may not be able to readily find 
needed documentation that a public benefit specialist needs to determine eligibility. but they 
may not have access or are reluctant to provide this information. If that information is available, 
it may take weeks for documentation to process and be available to HCS staff.  

• Financial eligibility often depends on the outcome of the functional assessment so coordination 
between the two processes may take time.21  

• Staffing shortages among PBS staff, which were emphasized in the follow-up survey, see 
question PBS2 in Appendix 10. 

Staff cite the federally required asset verification process as a reason for delays as it can take 

approximately two weeks to get responses from participating financial institutions. However, these 

results may require further follow up, as not all financial institutions participate.22 While a functional 

assessment may be complete, without financial eligibility, a willing and accepting provider, a decision-

maker (if the client cannot express who their decision maker is), the patient cannot 

be transitioned.  

 
21 The two types of eligibility are not dependent on each other they can be performed independently. This reflects the 
confusion on requirements and processes. 
22 Using Asset Verification Systems to Streamline Medicaid Determinations | Center on Budget and Policy Priorities 

https://www.cbpp.org/research/health/using-asset-verification-systems-to-streamline-medicaid-determinations
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Appropriate discharge settings: In addition to financial eligibility, a willing and able provider must be 

found before a patient can be transitioned. Finding a transition setting for a patient with complex 

medical or challenging behaviors may be complicated by many factors, including financial eligibility, 

accessibility needs, and available rates for care. A patient may have a limited number of options 

available to them based on their needs, location, and the program they are eligible for both functionally 

and financially. Additionally, HCS staff must relay additional information to multiple potential providers 

about patient needs to determine if a provider can support the patient. This process can take a 

significant amount of time, and clients with more complex needs may have additional barriers to finding 

a facility. Alongside this, some participants expressed that low payment rates for providers inhibit the 

ability to find an appropriate HCBS residential setting. Providers may request an Exception to Rule (ETR) 

before they will accept a patient and after an initial daily rate is determined. For hospital staff, discharge 

management becomes less involved once patients are into their next setting. However, HCS staff may 

help that patient for many weeks after if an initial patient transition is not successful.  

Disparate policies and expectations:  A common topic was gaps in expected service delivery, policies, 

and patient care priorities between HCS and hospital staff. HCS and hospital staff have separate policies 

about patient readiness and capacity, which are not always aligned. HCS and hospital staff may not align 

about a variety of things, including what discharge options are available to a patient. HCS and hospital 

assessments of whether a patient is medically ready for discharge sometimes conflict, particularly for 

complex patients who need additional support to be successful in the community, for example,  

patients in restraints which are not permitted in a home and community-based settings Assessing need 

and eligibility for additional services adds time to the discharge process, even with a completed  

functional assessment.  

Communication Gaps: Unclear lines of communication and expectations were discussed among all 

groups. While some hospital staff indicated that they knew who to contact regarding the assessment 

and documentation, others described it as a “black hole.” HCS staff expressed that they often receive 

multiple calls to relay the same information. In one group, an HCS case manager said that they often 

receive multiple calls from different hospital social workers for the same client, interfering with their 

ability to complete the work. Similarly, hospital staff expressed that sometimes they are given no 

contact information to help ensure complete information or check on status. Particularly for financial 

eligibility, HCS staff spoke to the difficulty in collecting information after receiving incomplete or 

inaccurate financial applications. This seems to further complicate the sensitive nature of financial 

information, particularly for socially isolated clients. In some instances, participants referenced access to 

electronic medical records (EMR) to help complete portions of the application. Some HCS staff raised 

concerns over the accuracy and completeness of these notes, mentioning that they often sought further 

information to clearly understand patient needs.    

Decision-making: Clients who lack capacity to act as their own decision makers are required to have an 

established guardian or Power of Attorney (POA) to consent to long-term care. Hospitals are legally 

required to use a different hierarchy for surrogate decision making, commonly referred to as informed 

consent for medical decisions, which is outlined in RCW RCW 7.70.065. For patients without an existing 

POA or ability to express clear preference for a specific informal decision maker (such as a spouse), 

attaining a legal decision maker or formal guardianship may be necessary. This process can take months 

and involves court proceedings. If a client is able to express their wish for an informal decision maker, 

and that individual has access to needed financial information, eligibility and consent can be determined 

https://app.leg.wa.gov/rcw/default.aspx?cite=7.70.065
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without a POA or guardian. This is discussed further in Section 3. This difference in legal framework was 

highlighted by confusion from hospital participants and WSHA. From a hospital perspective, 

guardianship causes significant delays as HCS staff cannot perform a functional assessment without an 

informal decision maker, appropriate guardian or POA if a patient lacks capacity. DSHS issued the 

"Decision Making for Transitions Planning" statement, available in Appendix 8, to help clarify this.    

Client Choice:  HCS operates under a patient-focused directive guided by CMS. As such, patient choice 

plays a significant role in transition setting and discharge planning. Hospital staff advocate for patients 

to be placed into appropriate residential care facilities but may face additional pressures to move 

patients out of the hospital quickly. HCS staff often act as patient advocates, especially for socially 

isolated patients. Conflicting legal and experiential expectations on timing and resources may contribute 

to friction between HCS and hospital staff. Hospital staff have a goal and duty to discharge a patient who 

is no longer in need of acute care to an appropriate setting quickly, as they have limited resources to 

treat patients. HCS staff have a goal and duty to assist Medicaid eligible clients in transitioning to a HCBS 

care setting of the client’s choosing, that is appropriate for the client’s needs and with a provider who 

consents to serve the patient.  While both admirable, these are different duties and goals, with different 

steps, processes and timelines in order to achieve. 

Timelines: By internal metrics, HCS staff are completing functional assessments on the required 

timelines as dictated by ALTSA. However, patients who are still in the hospital due to other delays make 

this metric less meaningful to hospital staff. Additionally, for some complex patients, a legal guardian or 

success in eliminating any other identified barrier, does not mean a client is willing to receive services. 

These clients have a more involved process in finding an appropriate and ultimately successful transition 

than other patients.  

External Stakeholders  

Discussion groups were conducted with the Adult Family Home Council and LeadingAge Washington. 

 These meetings highlighted several of the above themes, including Power of Attorney or Guardianship 

as discussed under decision-making. External stakeholders expressed that thorough functional 

assessments take time and can influence length of stay, patient well-being, and healthcare system 

capacity, it is important that they are comprehensive and not rushed. Less comprehensive assessments 

can negatively impact a client and the receiving facility, especially if client needs are not appropriately 

identified. 

Additional staffing needs were also discussed, as staffing shortages contribute to longer patient stay in a 

hospital setting. Without an available bed and enough staff to support care, facilities are unable to 

accept patients. Some patients may also have higher support needs that are not covered by Medicaid 

but are required after being identified. The process of getting an ETR to cover exceptional needs may 

also delay patient transitions.  

Additionally, some patients may need reassessment after significant changes in condition. Accurate and 

prompt reassessment allows providers to safely accept a patient and meet their needs. Patients who 

experience deterioration of their condition may be sent back to an acute care setting. Additionally, 

medication management, including discontinuing and trialing medications, takes time. This process can 

trigger reassessment, and a longer hospital stay for some patients.   
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Tribal Government  

The Washington Department of Social and Health Services (DSHS) Aging and Long-Term Support 

Administration (ALTSA) worked in collaboration with tribes, urban Indian health organizations in holding 

two open forum discussions on March 12 and 14 for feedback on functional assessments conducted by 

the Department of Social and Health Services prior to acute care hospital discharge and transition to  a 

post-acute facility. Tribes from various regions of Washington state participated in providing information 

from the perspective of their position as social worker positions and administration/director that have 

brought tribal perspective with experience on assessments and transitional care.   

Some of the barriers discussed above, such as communication gaps and difficulties finding an accepting 

provider, were also emphasized during these discussion groups. The responses emphasized a need for 

improved communication between hospital discharge planners, tribes, and DSHS staff. These 

relationships may help tribes navigate complex systems related to the assessments and Medicaid, 

among other things. In some circumstances, DSHS has a designated social worker who assisted in care 

planning and assessment for tribal members. Some discussion group participants indicated that this was 

no longer available to them.  

In addition, a lack of facilities near tribal members’ homes or that align with their traditions and values 

serves to complicate finding an appropriate provider that can meet the physical and mental needs of the 

patient. At times, a lack of available beds or overcrowding in hospitals has led to early discharge or gaps 

in medical care for tribal members. These experiences have lasting impacts and can discourage tribal 

members from seeking further treatment, which could cause detrimental outcomes.  

Tribes suggested for successful transactional care to take place it is essential to have a collaboration 

between everyone involved in the tribal member’s discharge planning. It was recommended that 

hospitals and the department acknowledge and honor sovereignty and tribal laws that apply to the 

tribal member receiving care. Followed up with wrap around care planning and assessment, 

communication between all parties, and preparation from the placement agency for the patient to 

receive continuity of care and community-based follow-up. 
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State Best Practice Findings  

State Outreach  

The following five states were responsive to outreach and provided relevant information about their 

best practices and functional assessment processes. This section describes the information received, 

which may help inform processes in Washington. 

New Jersey23 

New Jersey's performs two functional assessments for determination of eligibility for LTS; the Enhanced 

At-Risk Criteria (EARC) Screening and NJ Choice Assessment. They implement assessment expediting 

tools such as an initial, hospital-issued assessment and presumptive eligibility (PE)24 or authorization of 

services for up to a specified number of days pending the full functional and financial determination. 

The NJ Choice Assessment is a functional assessment and care planning tool used for managed care 

eligibility and nursing home placement. The EARC is an abbreviated version of NJ Choice catered to 

waiver services often performed in acute care settings prior to long-term care transition. The EARC 

expedites discharge before a full NJ Choice Assessment.  

The New Jersey comparable screenings are used to determine level of care for nursing facilities, while 

CARE is catered to determining level of care for home and community LTSS, as well as nursing facilities. 

New Jersey nursing homes contain rehab and long-term care beds or long-term beds that take Medicaid 

and private pay. These facilities are considered long-term care, like Washington's HCS and qualify for 

additional assessment procedures.  

New Jersey issues Fee for Service (FFS) and Managed Care Medicaid programs, called Managed Care 

Organizations (MCO). FFS is used prior to enrollment in a managed care program. FFS issuance is 

administered by the New Jersey Department of Human Services (DHS) and the tertiary regionally based 

agency Office of Community Choice Options (OCCO). OCCO is only responsible for clinical eligibility as 

determined by EARC and NJ Choice, while the hospitals are responsible for discharge and placement. 

The County Board of Social Services Agency conducts the financial eligibility determination 

independently and concurrently.    

Individuals seeking admittance to a Medicaid-certified Nursing Facility (NF) or Special Care Nursing 

Facility (SCNF) Ventilator Unit in New Jersey are required to take the EARC in an acute care setting 

before placement in a post-acute facility if they are not enrolled in a managed care program. The EARC 

is a solution to expedite discharge and placement before the full functional assessment, NJ Choice 

Assessment, can occur or the client is enrolled with an MCO. EARC is performed in conjunction with the 

federally required Preadmission Screening and Resident Review (PASRR).  

Washington has a similar process for SNF discharge: an abbreviated assessment is conducted prior to 

transition.25 In Washington, SNFs are considered medical services, not LTC. Placement to SNF is 

 
23New Jersey reviewed and approved this write-up. 
24Presumptive eligibility (PE) allows people to access LTSS without having to wait for the full functional and financial Medicaid 
eligibility determinations as typically required under federal rules (reference?). Washington is implementing PE in a three-phase 
process for in-home clients. Phase 1 piloted PE with clients discharged from acute care hospitals to their own homes. Phase 2 of 
PE will expand to all in-home clients. Phase 2 is piloting process flow in Region 1 only. Full rollout to all regions for in-home 
clients will likely be sometime this summer. Fact sheet link here.  
25However, as noted earlier, New Jersey considers SNF placement to be LTC.  

https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/Acute%20Care%20Hospitals/2023%20LTSS%20PE%20Fact%20Sheet%20for%20Acute%20Care%20Hospitals%20%28FINAL%29.pdf
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inherently different than placement to a HCBS, but given the alignment in LTC goals of Washington's 

HCBS and New Jerseys SNF, we included this as a reference. 

In New Jersey, post-acute hospitals are responsible for performing and submitting the EARC Screening to 

the regional OCCO office for review and authorization. Upon review, the regional OCCO requests 

additional information if needed and authorizes the assessment. The regional OCCO office is responsible 

for conducting a full assessment within three business days if the submitted EARC screen assessment is 

not authorized. The regional OCCO office assessment is the more comprehensive NJ Choice Assessment, 

providing more details of the individual’s potential limitations and needs. Additionally, the OCCO can 

provide the individual with other potential service options if needed. However, it is worth noting again 

that the regional OCCO office is responsible only for the clinical eligibility requirements and is not 

involved in the discharge or placement of individuals, as HCS staff are in Washington.  

Once the hospital submits the EARC screen assessment and it is authorized by the regional OCCO office, 

it is valid for 10 days and serves as a 90-day authorization for NF placement, contingent upon a full 

clinical assessment and financial Medicaid eligibility within 90 days of admission to the NF. 

New Jersey cited use of hospital-issued abbreviated and expedited assessments as a best practice to 

expedite the functional eligibility process and reduce the length of stay for Complex Discharge Patients.   

Additionally, NJ does not require patients to have Medicaid eligibility to be discharged to a long-term 

care facility. As noted above, the EARC screening serves as a 90-day authorization for facility acceptance, 

and the facility can coordinate the safe discharge of the individual if it is determined that they no longer 

meet clinical eligibility to remain in the facility. While this is true in Washington as well, some providers 

are not willing to take on clients without a guarantee of payment. Financial eligibility has been cited as a 

cause for discharge delays in Washington, as discussed in the  

Financial Barriers section. 

One challenge to hospital-performed assessments in New Jersey is inaccurate completion of the  

EARC screening by the hospital. When a screening is not authorized by OCCO, OCCO an expedited  

NJ Choice Assessment is performed on-site by OCCO. This amplifies the workload of OCCO staff and  

slows discharge.  

Additional challenges include post-acute hospitals' reluctance to use the EARC screening process and 

rules that require hospital staff completing the EARC screening to be certified by the state. Staff 

workloads and availability also pose challenges. 

New Jersey cites Hospital assessments as a solution that reduces the burden on state resources related 

to completing the initial clinical assessment. Hospital assessments also expedite processes and help 

prevent delays in placing individuals in the appropriate facilities. 

Vermont26 

Vermont’s long-term care Medicaid operates under a fee-for-service (FFS) model. Vermont’s 

Department of Disabilities, Aging, and Independent Living (DAIL) administers the Choices for Care 

program, conducting the clinical (functional) eligibility assessments and determinations necessary for 

 
26 Vermont reviewed and approved this write-up. 
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Medicaid eligibility, while the Department of Vermont Health Access (DVHA) oversees the financial 

eligibility determination. 

Hospitals in Vermont have been vocal about patients being boarded while awaiting nursing home 

placement, placing strain on hospital resources. Vermont created a Complex Care Team of nursing staff 

to help address this issue and facilitate transitions for individuals who qualify for services.  

Vermont uses a functional assessment called the Choices for Care (CFC) Assessment to determine 

clinical eligibility for Long-Term Care Medicaid waivers27 to support aging and physically disabled 

Vermont adults (18+). CFC clinical eligibility assessments are often conducted in the hospital by a state 

employee nurse prior to discharge to a post-acute setting such as a Nursing Home, Residential Care 

Home/Assisted Living, Adult Family Care/Shared Living or Home-Based services in one’s home. 

The CFC LTC Medicaid application in Vermont triggers both clinical and financial eligibility if the patient 

is not previously qualified for Long-Term Care Medicaid. There is not a stand-alone/separate financial 

application. It is one application submitted to two Departments. This differs from Washington, where 

the Medicaid application and functional assessment are separate. The simultaneously triggered financial 

and functional assessments in Vermont leaves less time to gather financial documentation compared to 

Washington, shifting this burden to the end of the stay.  

Functional and financial assessments in Vermont are mandated by both federal and state laws to ensure 

that applicants meet the clinical eligibility criteria required for long-term care services and supports. 

According to Section 7.102.5 of Vermont's Choices for Care Program Regulations, "Applicants must meet 

clinical, financial, categorical, and non-financial (e.g., residence, citizen/immigration status, etc.) 

eligibility requirements based on criteria set for each eligible group."28 The regulations further explain 

the eligibility requirements for each category, and how they must be assessed. 

The nurse performing the functional assessment can access the patient’s electronic medical records 

(EMR) to evaluate the patient’s condition and medical history. According to Vermont, this best practice 

expedites the assessment process and provides a more comprehensive understanding of the individual’s 

well-being and needs compared to an assessment alone, which represents a snapshot in time. It can also 

help the nurse determine a more accurate FFS rate and better align post-acute placement. Hospital 

assessors in Washington typically also have access to EMR, sometimes also referred to as electronic 

health records (EHR).  

Advantages could exist in simultaneously triggering the two parallel processes. Primarily, this would 

alleviate the ownership discussed in the Financial Barriers section. This update could help streamline the 

process by removing a middleman. Additionally, moving financial document gathering to the end of the 

assessment may make it easier to pinpoint if the delay is financial rather than referral quality.  

Vermont sets target time frames. Once an application is submitted, the state aims to contact the patient 

within three business days to notify them that their application has been received and that an 

assessment will be performed. In Washington, the standard is two business days. From there, the state 

works to complete the assessment within 14 days, while in Washington it is only seven. The state must 

 
27 Long-Term Care Medicaid is part of Global Commitment.  It is a CMS federal program.  There is state funding 
with a federal match. 
28 https://asd.vermont.gov/resources/statutes-regulations 
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make the final clinical determination within 30 days from the date of application, which is the same  

as Washington. 

Vermont cited some challenges in their transition and assessment process. DVHA cannot officially grant 

Medicaid until the patient is physically in the post-acute community setting. This creates uncertainty for 

the post-acute facility, which will not receive a guarantee for funding until after it has accepted the 

patient. This method is consistent with other state practices. 

Virginia29 

Virginia has a functional assessment structure similar to that of Washington. However, assessments are 

conducted by hospital staff. Virginia stated that the LTSS screening has never delayed a patient's 

discharge since all hospitals have eligible screeners in-house. 

Virginia’s Long-Term Services and Supports (LTSS) program is operated by the Department of Medical 

Assistance Services (DMAS). Coverage for a majority of Medicaid enrolled individuals in Virginia is 

provided through the DMAS managed care program, since enrollment in managed care is mandatory for 

most members. Individuals newly enrolled in Medicaid receive coverage through the DMAS fee-for-

service program for approximately 15-45 days until they are enrolled in managed care. The assessment 

focuses on functional capabilities and supports needed for activities of daily living, similar to 

Washington's CARE tool.   

DMAS uses a functional assessment, referred to as the LTSS assessment, to determine eligibility for 

waiver services (personal care, private duty nursing, adult day health care), nursing facility 

institutionalization, and PACE programs. Assessments in the hospitals are performed by hospital social 

workers and then signed off by a physician. The assessment must show that the member meets the 

functional criteria, has a medical/nursing need, and is at risk for nursing facility need, specialized care 

nursing facility, or long-stay hospital admission within 30 days if services are not implemented. Once the 

screening entity has completed the assessment and the individual has been determined to meet all of 

the criteria, the individual has the choice as to what long-term services they choose. The financial 

eligibility assessment for Medicaid coverage is determined by a benefits eligibility worker from the Local 

Departments of Social Service (LDSS). 

The Code of Virginia § 32.1-330 mandates that individuals applying for or requesting community or 

institutional LTSS must undergo a screening to assess their need for such services. This screening 

evaluates the individual's functional, medical, and social support needs to determine eligibility for 

services like nursing facility care or home and community-based services.  

Virginia cited several best practices. The first practice pertains specifically to hospital-performed 

assessments. All employees that conduct screenings in Virginia must complete a Screener Education 

course that is produced by DMAS. They must score at least an 80% on the competency test and are 

required to recertify every three years. Additionally, Virginia states that LTSS screenings in post-acute 

hospital care are performed as close to the member's discharge in order to best capture their condition. 

Washington also employs this practice. 

 
29 Virginia reviewed and approved this write-up. 
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Maine30 

The Office of Aging and Disability Services (OADS), operated by Maine’s Department of Health and 

Human Services (DHHS), contracts with MAXIMUS Ascend to manage its Statewide Assessing Services, 

the MED assessment tool used for LTSS. Maine’s Medicaid is an entirely fee-for-service-based system. 

Maximus creates some preliminary community care plans but those are to be validated through a 

Person-Centered Planning process with HCBS members. Their role is heavily weighted on assessment of 

program eligibility. 

Maine requires a Medicaid assessment called the Medical Eligibility Determination – commonly referred 

to as the MED Tool. The MED Tool is a broad eligibility tool catered to older and physically disabled 

adults. It determines eligibility and level of care for services, including nursing facilities, residential care 

facilities, assisted living facilities, any home and community-based options, and adult day services. The 

assessment location is determined by the patient’s current location or, if they are in a facility, their 

discharge goal. Assessments can take place in both the hospital and in the community. As in 

Washington, community-based assessments are preferable to hospital assessments because care 

provided in an inpatient setting is different than the level of care they would need in the community and 

does not reflect services needed outside the hospital.  

The MED Tool is exclusively conducted by Maximus Ascend. Assessing teams are comprised of registered 

nurses and licensed practical nurses who are trained internally by Maximus, according to Maine’s 

various program eligibility rules. Maine has contracted various agencies to conduct its assessments for 

the last 25 years. 

Maine cited that they contract with an assessing services vendor because they do not have state 

resources to conduct the assessment internally and it provides an objective third party review. Previous 

financial modeling performed by Maine determined it would be more costly if state employees 

performed the same work. Maine cited Maximus can achieve lower costs due to being a national 

company therefore can achieve an economy of scale. Maximus is also contracted in Maine to perform 

Maine’s PASRR and SIS Assessments, as well as other states' assessments.  

Maine’s Office of Family Independence completes financial eligibility. If a member applies for financial 

eligibility, a referral is made to Maximus to complete functional eligibility determination. Maine 

confirmed that there are no state laws mandating the use of the MED Tool, but CMS requires the state 

to have an eligibility tool for its Medicaid services.  

Maine dictates deadlines for referral and assessment completion. If Maximus does not meet these 

deadlines, financial penalties are installed if the delay comes without an acceptable reason. A 10% 

deduction on the assessment fee is applied for the first five days of delay, increasing proportionally for 

each additional five-day period. While Maine monitors completion timelines, Maine cited Maximus as a 

trustworthy partner and stated that closely monitoring its timelines is not worth the effort because 

Maximus is consistently working within their best interests to reduce assessment timelines. If delays 

occur, they believe they are typically due to factors beyond Maximus’ control. 

Hospital documentation, patient interviews, and telehealth are used to determine and expedite 

eligibility that is needed for transition. Maine stated that frequent communication between the 

 
30 Maine did not respond to requests to review this write-up, though a phone conversation informed the contents. 
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hospitals, Maximus, and the Office of Family Independence are all vital to Maine’s speedy assessment 

process. Due to Maine's smaller size, frequent communication is typically easier and conducted through 

phone or email. 

While not cited as a best practice by Maine, our interview highlighted their distinction between 

assessment and discharge plan. This allowed them to be more specific in explaining delays and helped 

delegate responsibility to the areas that were causing delays. 

Performing the assessment does not cause delays; Maine cites the discharge plans, co-occurring 

diagnoses, and staffing issues as the primary issues. Maine’s discharge plan faces delays due to complex 

cases, particularly for behavioral health patients. Statewide staffing shortages cause boarding issues in 

post-acute facilities, which creates hospital bottlenecks. Staffing shortages, especially during post-

holiday referral surges, further exacerbate delays. While general client placements are manageable, 

behavioral cases and safe discharge planning remain the primary hurdles. 

California FFS31 

California's FFS program distributes an Assisted Living Waiver (ALW) for Long-Term Services and 

Supports (LTSS), for which a functional assessment is required to qualify. Within this program, California 

cited its centralized management system as a best practice model. California represents an example of 

outsourcing assessments to a contact organization.  

California facilitates Long-Term Services and Supports (LTSS) through both Fee-for-Service (FFS) and 

managed care systems. The ALW is a Home and Community-Based Services (HCBS) waiver and is 

distributed through the Department of Health Care Services (DHCS) programs by way of the Integrated 

Systems of Care Division (ICSD).  

Functional assessments for waiver programs are performed, and transitions are facilitated by what 

California refers to as contracted lead organizations. Organizations must be qualified based on Staff-to-

Patient safe staffing ratios and experience with transitions. Once approved, lead organizations perform 

assessments, work with patients on placement and goals, as well as billing. All organizations receive 

state training and authorization. Counties handle financial eligibility processes. 

California FFS uses a centralized case management system called MedCompass by Assure Care, which 

Colorado also uses. 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. It is a cloud-based enterprise software solution.  

California cited increased transparency within the state, with contracted lead organizations and an easy-

to-use interface. Challenges include access rule requirements, which are currently being addressed. 

As with other states, like Washington, California cites boarding issues, meaning they also struggle to 

discharge Medicaid patients in a manner hospitals consider timely.  

 

 
31 California did not respond to requests to review this write-up, though a phone conversation informed the 
contents. 
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Inventory of Functional Assessments 

The Medicaid and CHIP Payment and Access Commission compiled an inventory of all functional 

assessment tools from April 2015 to August 2015. The complete list can be found here. The original 

inventory included 156 functional assessments in the United States. According to MACPAC, "functional 

assessment tools are instruments used by state Medicaid programs to assess applicants’ health 

conditions and functional needs when determining eligibility for long-term services and supports (LTSS) 

and creating specific care plans for eligible individuals." Therefore, it was assumed that all assessments 

in the MACPAC study spreadsheet were LTSS assessments. 

The list included 48 states and Washington DC; New Mexico and Montana were not listed. The range of 

assessments included those designed for children and adults, broad evaluations, and specific conditions 

like traumatic brain injuries or mental illness. Assessments included Inventory for Client and Agency 

Planning (ICAPs), Program of All-Inclusive Care for the Elderly (PACE), Intermediate Care Facilities for 

Individuals Developmental Disabilities (ICF/IID), Level of Care, Support Intensity Scales (SIS), to interRAI 

Home Care (interRAI HCs) and other more generic assessments that are not comparable to CARE.   

This inventory was used to: 

• Help understand what entities perform assessments in other states to inform the outsourcing 
portion of this study.  

• Help understand assessment delivery modes in other states, specifically those moving toward 
software or cloud-based solutions.  

• Help cross-check responses received in the state outreach portion of the study and target states 
with assessments similar to Washington.  

• Evaluate the comprehensiveness of the CARE assessment compared to others’ assessments. 
 

While some states might outsource their functional assessments, all assessments are different and vary 

in complexity. Training hospital staff to conduct assessments and passing assessment responsibilities as 

defined in federal authorities is likely easier for some assessments than others. No data was found 

regarding the length of stay in other states 

Table 25: Organizational Entities Performing Functional Assessments Across All States 

Organizational entity performing assessment Count 

State employees 59 

State contractor(s) 43 

Combination of entities 24 

– 14 

Local or county government employees 9 

Health care providers 6 

Total 15532 

 

As shown in Table 26, the MACPAC inventory indicated that state employees most commonly perform 

various functional assessment types. State contractors are the second most common entity performing 

assessments. Healthcare providers perform six types of functional assessments.  

 
32 This is less than 156 because one assessment was listed as being performed by "0." 

https://www.macpac.gov/publication/inventory-of-the-state-functional-assessment-tools-for-long-term-services-and-supports/
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Researchers looked at the distribution of entities performing assessments between whether the 

assessment is a broad, comprehensive assessment or a more specific condition or service-based 

assessment.  

The list also indicates that it is slightly more common for “broad, comprehensive” assessments to be 

performed by state employees compared to “in-depth, condition- or service-specific” assessments. 

However, healthcare providers are equally likely to perform both types of assessments. 

Table 26: Distribution of Organizational Entities Performing Assessments 

Organizational entity performing assessment In-depth, condition- or 
service-specific assessment 

Broad, comprehensive LTSS 
eligibility assessment 

State employees 27 32 

State contractors 25 18 

Combination of entities 7 17 

– 7 7 

Local or county government employees 3 6 

Health care providers 3 3 

 

Table 27 shows the average, median, high, and low number of functional assessments per state 

according to the MACPAC inventory. It also shows the average, median, high, and low number of 

domains, or conditions, these assessments include. Washington has two assessments listed in the 

MACPAC inventory: the Supports Intensity Scale (SIS) and Comprehensive Assessment Reporting 

Evaluation (CARE). CARE covers ten domains during the assessment. This makes CARE more 

comprehensive than most assessments, however this comprehensiveness is not entirely unusual 

according to the inventory. The SIS assessment is used by DDA, and HCS does not conduct  

this assessment.  

Table 27: Comprehensiveness of Assessments 

  Average Median High Low 

Functional Assessments per State 3 2 9 0 

Total Number of Domains per Assessment33 6 6 19 – 

  

 
33 The total count of unique domains or substantive areas of data collection within the assessment, such as functional support 
needs, clinical care needs, and cognitive or behavioral function 



64 | P a g e  
 

Section 3: Discussion  

Functional Assessments Compared to Other Barriers to Discharge  
The reason patients remain in an acute care hospital setting is not solely related to the timeliness of 

completing the CARE assessment. The biggest hurdle in determining the functional assessment's role on 

length of stay (LOS) is the assessment language, which incorporates care and discharge planning. 

Regardless of language, this study determined behavioral, patient conditions, and financial and 

guardianship issues have the most impact on LOS. The time lapse data discussed in Section 2 supports 

that patients with longer duration of admission to referral for assessment may have more complex 

needs. These patients may experience more barriers to discharge, unrelated to the functional 

assessment. Each of these barriers has its own section below.  

In addition to exhibits listed below, this conclusion was reached because other factors arose more often 

in surveys and focus groups. Researchers heard repeatedly from hospitals, HCS staff, and other states 

that functional assessments are only a small piece. Additionally, opinions are polarized and there are 

trends toward improvement in LOS and assessment time frames in time lapse data from HCS and 

hospitals.  

The time-lapse data from HCS demonstrates the assessment occupies a smaller portion of a patient's 

stay compared to other barriers to discharge, thus having a lesser impact on LOS. These findings are 

reviewed in the Time Lapse Findings. Results in Table 6 indicate the assessment time period (referral to 

assessment) is 22.2 percent of a patients stay, while admit to referral and assessment created to 

discharge each make up over 30 percent. This data also shows that LOS is more correlated with admit to 

referral and assessment created to discharge than to referral to assessment created. For more detail on 

these findings please review the Time Lapse Findings section.  

Aside from time lapse data, the first indication that the functional assessment is not the most significant 

barrier to discharge, was seen in preliminary interviews with the hospital. Hospitals cited "getting the 

assessment done is easy" compared to other barriers like, "Lack of resources such as finding appropriate 

placement and caregivers to suit client’s needs," “Back and Forth” in communication cause delays with 

the assessment process because not everyone involved is fully educated on the assessment process, and 

"a lot of people think guardianship is required, which is not always true." 

Survey participants were asked how they perceived the assessment process. Table 28 shows the 

regional results of management and line staff combined. While the majority view the assessment 

process as taking longer than it should, 22.64 percent of respondents don't perceive problems with the 

assessment process. Looking at the regional breakdown of this sentiment, it is clear Region 2 has the 

most negative sentiments toward the assessment process.  
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Table 28: Perceived Assessment Length - Hospital Management (M8) and Line Staff (LS25) Combined 34 

Response Region 1 Region 2 Region 3 
Number of 

responses 

Percent of 

responses 

Taking longer than I perceive it should 9 26 5 40 75.47% 

About the length I perceive it should 6 3 3 12 22.64% 

I don't know 1 0 0 1 1.89% 

 16 29 8 53 100.00% 

 

Those who answered "taking longer than I perceive it should" went on to answer follow-up questions.   

 
34 The survey question and individual results can be seen in Appendix 3. 
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Table 29 combines line staff and management results to the ranking question "reasons assessment 

process takes longer than it should" and orders them by the sum of all rankings. Barriers with low sums 

were most frequently ranked as significant barriers (or given low-number rankings). Both line staff and 

management level selected "assessment process is slow" as the most significant barrier to timely 

assessments but also indicated that performing the assessment itself is not the primary cause of slow 

downslowdown as seen in the follow-up question in Table 30. It is important to note that two of the 

other responses would have liked to select both guardianship and financial eligibility. According to 

hospitals, functional assessment is still a barrier, but as mentioned above, HCS cites many reasons for 

the cause of this or would say, there are no delays. This also reflects language like "assessment process 

is slow" as general terminology to all assessment related processes without highlighting actual 

causation.  
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Table 29: Assessment speed barriers - Hospital Management (M9) and Line Staff (L26) combined35 

Barrier Sum of rankings 

Responses 

ranking this 

barrier 1st 

Responses 

ranking this 

barrier 2nd 

Responses 

ranking this 

barrier 3rd 

 Assessment process is slow 127 13 7 2 

 HCS policy on consent/guardianship 162 4 9 7 

 HCS is very busy 194 4 7 5 

 HCS policy on financial eligibility 225 2 1 5 

 Behavioral issues 233 0 4 4 

 HCS won't make assessments when we need them 259 5 1 0 

 Disagreement on definition of medically stable 275 1 2 5 

 No clarity on task assignment 278 3 3 1 

 Poor communication 287 1 2 1 

 HCS will not assess patients in the ER 299 1 1 1 

 Difficulty discerning who gets referrals 311 1 0 4 

 Other 397 2 1 2 

 HCS travel time to hospital 428 1 0 1 

 

Table 30: HCS policy or process that contributes the most to delays in discharge - Hospital Management 

(M13) and Line Staff (LS29) Combined 

 

Response Number of Responses Percent of Responses 

Financial eligibility 13 25.00% 

Consent/ guardianship 10 19.23% 

Performing the assessment 10 19.23% 

Other 7 13.46% 

All of these equally 6 11.54% 

Definition of medically stable 4 7.69% 

Assessments cannot be done in the ER 2 3.85% 

 Total 52 100.00% 

 

 
35 The survey question and individual results can be seen in Appendix 3. 
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Additionally, in the hospital management survey, when asked about whether hospitals wanted to 

perform assessments, outsource to contract agency or split FTE with HCS36, 22.2 percent selected, "We 

see the other barriers to discharge as being more significant issues."  

WSHA Complex Discharge Workgroup group surveys asked similar questions regarding the impact of 

discharge barriers. While these results are broader than this study, including all complex discharge 

patients, they still aim to highlight what is causing delays. Results from the last five quarters can be seen 

in Figure 22, which is displayed in order of barriers with the most impact on Complex Discharge Patients. 

Currently, when looking at the average percentage of respondents, behavioral issues have the most 

impact, followed by delayed insurer process, which includes financial eligibility for LTSS, and lastly, 

Alzheimer's/dementia.  

A declining percentage of respondents report delays related to HCS as a barrier to discharge. In the  

last two quarters, delayed insurer processes have been reported as a reason for delayed discharge by a 

higher percentage of respondents. Alzheimer's is also a top-ranked barrier to discharge, according  

to hospitals.   

 

Figure 22: Top 8 Indicated Barriers to Discharge 

 

 
36 Appendix 3, question M14 
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Figure 22: Top 8 Indicated Barriers to Discharge (ranked by average) 

 

 

Question 16 in the WSHA survey in Appendix 4 also asked the percentage of medically cleared patients 

that are awaiting a DSHS HCS process. This has declined over time at 29 percent in Q4 2023, 18 percent 

in Q1 2024 and 8 percent in Q2 of 2024. 

The patient survey also indicated that behavioral and medical conditions contributed more to length of 

stay than assessment delays. Patients were asked what they perceived as their primary reason for length 

of stay. This question was only asked to those whose hospital stay was over two weeks long. Five of the 

seven respondents said they believed their length of stay was related to their condition, either medically 

or behaviorally. One patient believed their length of stay was related to assessment delays. The lack of 

responses for "this was not communicated with me" provides more validity to the accuracy of these 

statements despite the other shortcomings with this data set.  

Table 31: Reason for discharge delay (if stay was over 2 weeks) according to patients - Direct to Patient 
Survey (P7) 

   

Response 

Count 

Percent of 

responses 

Related to patient condition 5 71.4% 
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I was not medically stable & I was not behaviorally or mentally stable. 1 -  

I was not behaviorally or mentally stable. 1 -  

The CARE assessment was delayed. 1 14.3% 

Other37 1 14.3% 

They could not find a facility for me.  0 - 

I (or my decision maker) had difficulty providing all the required financial documentation. 0 - 

This was not communicated with me. 0 -  

Additionally, in the State Best Practice Findings section, Maine cited performing the functional 

assessment itself does not cause delays; Maine cites the discharge plans, co-occurring diagnoses, and 

staffing issues as the primary issues. Maine’s discharge plan faces delays due to complex cases, 

particularly for behavioral health patients and statewide staffing shortages cause boarding issues in 

post-acute facilities, which creates hospital bottlenecks. Staffing shortages in both Maximus and hospital 

discharge teams, especially during post-holiday referral surges, further exacerbate delays. While general 

client placements are manageable, behavioral cases and safe discharge planning remain the primary 

hurdles. This issue parallels that which seems to be occurring in Washington. Maine highlighted their 

distinction between assessment and discharge plan. Citing this allows them to be more specific in 

explaining delays and helped delegate responsibility to the areas that were causing delays. How this 

could benefit Washington is discussed in the Define terms and use clear language section.  

During discussion groups, the functional assessment was highlighted as a small part of the discharge 

delays. Other pieces of the discharge process, including financial eligibility, locating a suitable provider 

and transition setting, establishing guardianship, changes to rates after initial determination, and 

communication difficulties were common delays identified. These barriers were brought up more often 

than the assessment itself in terms of causing delays.    

Friction Points 

Hospital Policy vs HCS Policy 

At times, HCS policy and hospital policy can conflict, due to different goals and capacity as discussed in 

earlier sections of this report. Survey responses highlight some discrepancies between line staff and 

management understanding of policy. This can be seen when hospital staff and managers were asked 

what training consisted of in questions LS5 and MX. One of the responses was "Our hospital 

requirements/policy," for which 53.8 percent of respondents selected this in the management group 

and 7.4 percent selected this in the line staff group.  

Safe discharge policies may also create conflict with clients who are not interested in receiving further 

services. In particular, patients experiencing homelessness may not be interested in receiving further 

services, but hospital discharge planners will coordinate to avoid discharging any individual to the street 

if possible. Regulations regarding patient/client choice and consent requirements mean that a patient 

cannot be forced into long-term care, housing or any other state services. Hospitals may direct patients 

 
37 Other response is "I had to wait for a home to open I also was waiting on test results to determine if I needed surgery" 
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to HCS services via a referral for additional support due to a lack of safe discharge options and 

regardless if the patient is requesting the services.   

Multiple Potential Discharge Locations was one hospital policy that was indirectly noted by survey 

respondents and ties in the Goldilocks Effect discussed later in section. Surveys and discussion groups 

indicated hospitals generally seem to have a good grasp on referrals and execution based on HCS 

requirements (though this is disputed with reasonable cause by HCS and could only pertain to those 

taking the survey), but highlights the complexities of patient conditions and hospitals accommodating 

for a process and training structure that may or may not consider these complexities.  

While taking varying patient needs into account when deciding between potential locations to discharge 

to is mentioned or hinted at several times in the surveys, one response captured this well33:   

 

The hallmark attribute of a skilled discharge planner is to assess and evaluate all potential 

discharge options based on patient choice, benefits & eligibility, care required, and where that 

care can be provided in the community. Patient factors such as financial resources, care 

supports, behaviors, functionality, and decisional capacity must also be considered. Care 

Coordination staff are trained to time referrals based on all these things. Each patient is unique, 

and appropriate timing of referrals has to be done in the context of each unique patient. Our 

staff are taught that patient assessments should not be done with only one anticipated 

discharge option but all that could apply. For example, if there is a patient that has a trach or 

trachVent, we may make referrals to LTACH, but also HCS because the LTACH won't accept the 

patient if the patient will need custodial placement upon completion of their LTACH stay. At the 

least, we should start a DSHS HCS LTC app, unless patient has the funds to pay privately.    

 

In other words, hospital staff are submitting referrals and coordinating multiple discharge locations 

based on changing patient needs.   

Discharge goal was listed as one of the trickier referral guidelines to discern.  

In addition to issuing multiple referrals and coordinating multiple discharge locations, hospitals cited 

other discharge locations, such as skilled nursing facilities (SNFs), are requesting an HCS referral prior to 

acceptance. However, some discharge locations may not require a CARE assessment. To highlight this 

point, two comments from the survey responses that are listed below.   

• We have been asked by the IRF34 team to send HCS referrals for patients before they can 
transfer to IRF.  

• Some discharge situations or outside destinations require the HCS intake referral to be 
completed before they will accept a patient.  

• SNF requests prior insurance authorization.  
 

Both multiple discharge locations and other discharge goals requiring assessments have an impact on 

Inappropriate Referrals to HCS as discussed in the section by the same name below.  
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Staffing 

Hospital 

When asked about reasons for current capacity in the question M7 in the management survey, 34.5 

percent of hospital management participants cited lack of staff.  

When inquiring about hospitals performing the CARE assessment in question M17, hospitals cited 

staffing issues as a barrier to performing assessments in-house, also indicating potential staffing issues. 

This was also cited in question M19, "We do not have sufficient staff nor demand to ensure competency 

in performing assessments."  

When in discussion groups with HCS staff, concerns about a lack of hospital staff were commonly cited. 

When asked about efforts to train and educate hospital staff, HCS staff expressed that there was an 

endless training or education cycle, which they attributed to staff turnover. Navigating the discharge 

planning process was indicated to be very complex. Some participants indicated that through detailed 

in-person trainings, they improved referral quality. Others discussed a variety of literature and virtual 

trainings available to hospital staff, but there was also some HCS confusion about the accessibility of 

these or if they even existed. However, these efforts attempted to combat frequent changes in staff, 

wherein educating staff about appropriate referrals began anew.  

Similarly, HCS staff expressed concern about hospital case workers ability to take on the additional time 

requirements of a functional assessment and required trainings if assessments were to be outsourced. 

The duration can take from two to three hours, a window of time HCS staff believed difficult for hospital 

caseworkers. In part, this lack of time was attributed to heavy caseloads and fast paced hospital 

environment. Some HCS staff indicated that previous systems at hospitals (such as a designated 

discharge planner for a floor or wing in a facility vs a daily rotation system) allowed for better 

communication and collaboration. In particular, HCS staff highlighted that they often have to reiterate 

guidelines and information to new staff, which interferes with their ability to complete other 

responsibilities. Hospital staff may not have the time or capacity to stay informed on complex and 

changing rules and requirements in addition to their current workloads. Adding to the time 

requirements of hospital staff, they would be required to perform training on how to perform the 

assessment, just as HCS Case Managers are required to do. Hospital staff would also need to stay on top 

of any changes or updates to rules and requirements.  

HCS  

HCS staffing levels were a common theme in hospital surveys. Survey participants did not distinguish 

between different HCS roles: Acute Care Hospital Staff, those primarily responsible for assessment in 

hospitals, and Public Benefits Specialist (PBS), those primarily responsible for determining financial 

eligibility. However, other data-gathering methods indicate both roles are short-staffed, particularly PBS. 

Hospital survey results citing HCS staffing levels are seen in   
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Table 29   
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Table 29: Assessment speed barriers - Hospital Management (M9) and Line Staff (L26) combinedwhere 

HCS staff is busy is the third most cited barrier to performing timely assessments. Other responses 

address HCS staffing issues: 

• When an HCS worker is off, no one does their work (ranked 1) - Region 1 

• Lack of available HCS staff in our region (ranked 3) - Region 2 

• High turnover in HCS (ranked 2), HCS is unavailable during the winter holidays. No PTO 
coverage, apparently. (ranked 7) 

 

Hospital Management "Other" responses: 

• I often hear that HCS CM is understaffed, thus the delays.  M19 
 

While preliminary interviews did not highlight this issue thoroughly, it was commented that DSHS is the 

only one handling long-term care, so they get overwhelmed with requests.  

HCS staffing levels are determined by the Workload Distribution and Work Performance Standards 

metric (MB H05-100). It was developed 15 years ago (12/27/2005.) Through workgroups and evaluation, 

DSHS has set a workload of six assessments per worker per month. For reference, this is slightly higher 

than the Nursing Facility Case Management (NFCM) average of 5.3 assessments per month which is 

assessing in nursing facilities and supporting transitions from nursing facilities to home and community-

based settings.  

Data was extracted from CARE to evaluate assessments per staff member. In Region 1, in the month of 

January 2025, HCS received 189 intakes (these are referrals from hospitals) spread out over 14.6 acute 

care hospital staff38 to equal 12.8 intakes per person. In Region 2, HCS received 297 intakes spread out 

over 20.9 acute care hospital staff for 14.21 intakes per person. In Region 3, HCS received 394 intakes 

spread out over 22 acute care hospital staff for 17.9 intakes per person. To meet a full workload 

standard for the acute hospital team, each staff only needs to complete six assessments a month. 

During the discussion group with hospital management level staff, a lack of staff at HCS was cited as a 

barrier to performing assessments. In particular, one respondent highlighted that when an HCS worker 

is out of office, there are no workers to cover their existing caseload. This lack of staffing in HCS was 

seen as a significant barrier to completing the functional assessment. This was routinely cited in hospital 

survey results as well as noted above and in the communication and financial barriers sections.   

 

Focus group follow-up surveys emphasized PBS staffing shortages, particularly the quotes below39. 

Others can be seen in Appendix 10, question PBS 1-6.  

• I am over Financial... but I can 100% agree that we do not have enough PBS staff for this type of 
work. The hospitals are pushy and want instant answers. We have to send letters, wait on the 
mail and then are at the mercy of a family member to help gather needed verification, mail 

 
38 Staff numbers are based on the number of staff on rotation, as some staff may be on leave or not fully on 
rotation. This is estimated as Full Time Equivalents (FTEs).  
39 Response has been edited for brevity and readability; exact response and context can be found in Appendix 10. 
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back, imaging delays, financial delays, etc. It’s not a fast process and we need more staff to be 
able to get caseloads sizes down due to the complexity of cases these days and the urgency 
from hospitals. 

• Caseloads are way too HIGH, it’s very stressful.  
 

Inappropriate Referrals 

In looking at hospital staff surveys, there are discrepancies between the hospital staff referral process 

and HCS policy. The focus groups and preliminary interviews with HCS revealed that hospital staff make 

referrals that don't follow HCS guidelines, this is emphasized by responses in hospitals surveys. HCS calls 

these "inappropriate referrals." This takes time and resources away from performing assessments and 

other discharge plan preparations.  

Hospital staff indicated they understand and are confident in making HCS referrals. Despite this 

understanding and confidence, several survey results indicate these incorrect referrals are being made.  

Table 32 demonstrates that most hospital workers somewhat understand the referral requirements. The 

first five most cited criteria for making referrals are all correct. These are in bold in Table 3233. Even 

with these higher percentages of understanding, Table 3233 still shows incorrect referrals are being 

made. Especially when it comes to the patient's condition: "The patient is psychiatrically and medically 

stable," and "The patient is still receiving treatment and is not ready to discharge" has the highest 

number of inappropriate referrals, as seen in the last column. 

Understanding really deviates in that 60 percent of hospital employees believe the Medicaid application 

must be approved before they can issue a referral, which is incorrect according to HCS guidelines. This 

may not lead to an inappropriate referral, but rather may cause a longer length of stay than necessary.  
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Table 32: Patient criteria for making a referral - Management (M29) and Line Staff (LS14) Combined 

Responses 
Number of 

Responses 

Percent of 

Responses 

Percent of respondents 

making inappropriate referrals 

The patient has agreed to long-term care Medicaid. 44 88.00% 12% 

Patient is ready / near ready for discharge. 41 82.00% 18% 

The patient's Medicaid long-term care application has been 

submitted. 
41 82.00% 18% 

Patient can consent to care, appoint decision maker, or has a 

guardian. 
40 80.00% 20% 

Patient is psychiatrically and medically stable. 32 64.00% 36% 

The patient's Medicaid long-term care application has been 

approved. 
30 60.00% NA 

The patient is still receiving treatment and is not ready to discharge. 24 48.00% 48% 

The patient's Medicaid long-term care application has not been 

started. 
11 22.00% 22% 

Patient is discharging to a skilled nursing facility. 12 24.00% 24% 

Status of the patient's Medicaid long-term care application is not 

relevant in making a referral. 
4 8.00% 

 

NA 

Total 50 100.00%  

 

Questions M30 and LS15 in the hospital surveys asked, at what point during the patient’s care do you 

make the referral, the most common response was it depends on both line staff (32.70%) and 

management (57.70%). Management, in general, was more likely to deviate from HCS policy, other 

instances are mentioned in subsequent paragraphs. This is also seen when HCS line staff employee 

cited, "hospital admin dictate to the hospital case managers that a referral has to be made." Several HCS 

employees cited previous experience in a hospital setting, though researchers cannot validate if this 

response was spoken from that experience. The correct response to this, according to HCS, is "When a 

patient is near ready for discharge" or "When a patient is ready for discharge." 42.31 percent of 

management selected these responses, and 87.50 percent of line staff selected these responses. As with 

the previous question, line staff is more likely to select a response that is in alignment with HCS policy. 

This difference between line staff and management reflects hospital policy and deviation from HCS 

policy guidelines discussed in the Hospital Policy section. 

Table 33 below shows the discharge goals hospital staff cited need referrals. An HCS assessment would 

need to be completed prior to authorizing services in the following settings: In-home (not home health,) 

Adult Family Homes (AFH,) and Assisting Living Facilities (ALF). These are in bold in Table 33. 
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Neither an HCS referral or assessment is necessary from an acute care setting if the client will be 

transitioning to a Skilled Nursing Facility (SNF), Inpatient Psychiatric or Rehab Facility, or Long-Term 

Acute Care (LTAC). Yet these are all cited as discharge goals that receive referrals according to hospitals, 

in particular, Skilled Nursing Facilities (SNF.) This is discussed in more detail in the Hospital Policy 

section.  

Table 33: M32 and LS17: HCS CARE assessments are performed on which of the following long-term care 
discharge goals? - Management (M32) and Line Staff (LS17) combined 

Discharge Goal Management Line Staff Total 

Adult Family Home 24 24 48 

Assisted Living Facility 23 18 41 

Skilled Nursing Facility / Nursing Home (long-term / Custodial) 17 18 35 

Hospice 7 6 13 

Home Health 6 4 10 

LTAC 6 3 9 

Inpatient Rehab 3 2 5 

Inpatient Psychiatric 1 1 2 

Total Responses 26 24 50 

 

There are several other instances of hospitals mostly abiding by HCS policy but with slight deviations 

that would impact referral quality. For full review, reference survey in Appendix 5 and Appendix 6. For 

example, when asked about the referral document, most said it aligns with their referral process, but 

some didn’t, and certain steps are called out as deviating from HCS policy.  

From an HCS perspective, the most common inappropriate referrals are: 

• Referrals for clients who do not want services 

• SNF discharge goals 

• Client withdrew from services 

• Client lacks a decision-maker 

• Client is not medically stable 
o Includes patients who have not been free of restraints for 72 hours 

• Incomplete or blank financial applications   
 

HCS employees must follow up with inappropriate referrals to confirm a lack of eligibility or interest in 

services. With a high enough proportion of inappropriate referrals, this can delay completing 

assessments and working on transitions for appropriately referred clients due to caseload.  
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Lack of Communication 

One of the most significant and common themes was lack of or poor communication between HCS and 

hospitals. Both see this as a barrier, with line staff at HCS and hospitals emphasizing the severity more so 

than management.  

These communication concerns can be grouped into the four categories listed below.  

• Training-related: hospital staff not understanding the process (financial and functional,) lack of 
training on unique situations, "So many hoops without clarity" and how to make appropriate 
referrals. 

• Process communication: inaccurate provider notes, clinical and medical records, lack of updates 
on discharge goal, not understanding what is outstanding, issues with scheduling assessments 
from both HCS side and hospital side.  

• Staffing issues: HCS is understaffed, daily rotating hospital discharge planners, and there is high 
turnover at both places.  

• Policy related: Changes or updates in policy/policy understanding and governing: line of 
communication for updates, regional differences in governing or understanding. 
 

Training is discussed in Section 4, Training. Policy-related communication is discussed in both 

Guardianship and Financial barrier sections below. Staffing issues are discussed above in Staffing. 

Currently, HCS staff (PBS and assessors) and hospital staff (discharge planners and other line staff 

positions) communicate via fax, email, and telephone, according to our HCS RA/DRA focus group. Some 

hospitals also have regular meetings with HCS staff to coordinate transition planning for Complex 

Discharge Patients.  

"Poor communication between the hospital and HCS" was listed as an assessment barrier, ranking the 

7th most significant barrier for line staff in question L26 in Appendix 5 and the 9th for management in 

question M9 in Appendix 6 according to sums of rankings. This can be seen in Table 34 and Table 35. In 

both the hospital survey and in HCS focus groups, line staff indicate communication is more significant 

of a barrier than management. Additional responses to these questions are related to communication: 

"No clarity on task assignment" and "HCS is very busy" ranked 6th and 2nd respectively. The latter is 

discussed in more depth in the staffing section above. Sum numbers cannot be compared between line 

staff and management because participation differed. 

Table 34: Communication-Related Assessment Barriers - L26 Line Staff 

Barriers Rank SUM 1 2 3 4 5 6 7 8 9 10 11 12 13 

No clarity on task assignment 6 105 3 0 0 2 0 2 3 1 1 2 1 0 1 

Poor communication between hospital and HCS 7 110 0 1 1 2 2 2 1 3 0 2 0 2 0 

HCS is very busy 2 81 2 2 2 2 3 1 1 0 0 0 3 0 0 
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Table 35: Communication-Related Assessment Barriers - M9 Management 

Barriers Rank SUM 1 2 3 4 5 6 7 8 9 10 11 12 13 

No clarity on task assignment 8 167 1 2 0           

Poor communication between hospital and HCS 9 174 1 1 0           

HCS is very busy 3 105 2 6 4           

 

Other and open text responses in the line staff and management surveys highlighted communication-

related concerns. Table 36 Table 36shows the approximate distribution of key topics surrounding 

communication. The most cited communication issue in open responses sections is "Assessment 

scheduling/rescheduling, HCS availability." This centers around difficulty scheduling the assessment. 

Reasons for this include lack of visibility to schedules and availability of HCS employees, HCS staff being 

unavailable with no coverage during holidays, PTO, or sick leave. While not included in this count, 

comments were made about patients missing appointments and needing to reschedule which would be 

impacted by ability to schedule assessments.  

Table 36: Distribution of communication-related open text responses in hospital surveys 

Topic Total mentions for each topic 

Poor/unclear HCS communication with patients 2 

Assessment scheduling/rescheduling, HCS availability 5 

Communication following referral 3 

Communication following discharge goal determination 2 

HCS response timing 2 

Identifying the appropriate HCS worker/rotating workers 2 

HCS Prioritizing patients 1 

HCS staffing/turnover 3 

Training related 4 

Communication between HCS and Adult Protective Services 1 

Conflicting referral information from HCS 4 

Lack of/would like more visibility (to system, status, processes) 4 

Policy changes 1 

General 1 

 

Several unique comments about communication and visibility for particular groups and databases 

cumulatively stood out. One HCS staff member during a focus group requested access to Emergency 

Department Information Exchange (EDIE.40) In Table 36 a hospital requested better communication 

between HCS and Adult Protective Services. 

In focus groups with HCS line staff, communication between HCS line staff and hospital lines staff was a 

frequent topic. HCS staff expressed difficulties reaching hospitals and when contact is made, hospital 

staff are not familiar with referral process, resulting in HCS staff needing to explain the same thing over 

 
40 Exchange system that helps manage high frequency and high needs admits to the emergency room (ER) 
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and over. Those who receive calls from hospitals receive multiple calls to relay the same information 

due to a lack of clear communication and a centralized point of contact. Particularly for financial 

eligibility, HCS staff spoke to the difficulty in collecting information after receiving incomplete or 

inaccurate financial applications. 

On the other hand, hospital staff in focus groups indicated that they knew who to contact regarding the 

assessment and documentations, but others described it as a “black hole”. Similarly, hospital staff 

expressed that sometimes they are given no contact information to help ensure complete information 

or check on status.  

Communication difficulties are not limited to HCS and hospital staff. HCS staff are often also 

communicating with multiple agencies related to different components of discharge planning. At a 

minimum, this communication is between the hospital, an AFH or other transition setting, and the 

patient. However, even if a potential appropriate transition setting is found quickly after the functional 

assessment, the potential residential provider must review assessment details and may request  

more information.  

Financial Barriers 

Financial eligibility is a separate but parallel and intertwined process. The study introduction discusses 

this in more detail in the Functional Eligibility vs Financial Eligibility section. This section addresses 

financial eligibility as a barrier and looks at what is causing that delay. 

The HCS financial eligibility process was contributing most to delays for discharge according to both 

hospitals surveys as seen in M13 and WSHA surveys as seen in Figure 22 and frequently cited as a barrier 

in HCS focus groups and follow-up surveys. Additionally, HCS cited there is currently a 6-week delay for 

financial documentation review and delays are not due to a lack of the PBS not completing the work, but 

other impediments. 

WSHA asks hospitals about length of financial determination in questions 17-20 in Appendix 4. 

Determining financial eligibility takes longer than the other processes such as completing the HCS 

assessment (from the time the hospital requests the assessment) and provider rate availability by about 

5 to 10 days. 

As mentioned above, financial eligibility was the HCS process contributing most to delays for discharge 

according to both hospitals surveys. Reference Table 30 in the "Assessments as Compared to Other 

Barriers of Discharge" section showing financial eligibility as the number one HCS-related delay. This was 

higher ranked according to hospital management staff. Financial eligibility numbers do include "other" 

responses that indicate all the above except assessment cannot be performed in the ER and financial 

eligibility and guardianship equally, which would increase the total for financial eligibility to 16 or 31 

percent of respondents. 

Preliminary interviews highlighted the ambiguity surrounding the financial application process if a client 

or patient is not already Medicaid eligible. While DSHS is clearly responsible for determining eligibility, 

the hospitals are primarily responsible for submitting financial applications, but no one is specifically 

responsible for the process or helping gather information, particularly assisting clients/patients without 

family to gather documentation while hospitalized. This fragmented approach was viewed by 

interviewee as having "no clear owner."   
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In the hospital surveys, respondents were asked "who is primarily responsible for initiating Medicaid 

financial applications?" Combined results can be seen in Table 37. 

Other responses indicate that a unique hospital staff member or community service representative 

could be a more inclusive "owner" of the financial process or at least someone who plays a more 

advocate-level role. These titles are listed below for a total of eight responses: 

• Financial Advocates 

• Patient financial navigator 

• Internal financial team 

• Hospital patient financial advocate 

• Our institution's financial counseling staff 

• Hospital Financial Access Specialist 

• All hospitals are different but here it is our Financial Counselors  

• We have a rep at the senior center who facilitates this 
 

Table 37: Perspectives on Medicaid Application Responsibility 

Responses 
# of 

responses 

(Line Staff) 

% of 

responses 

(Line Staff) 

# of 

responses 

(Managem

ent) 

% of 

responses 

(Managem

ent) 

# of 

responses 

(total) 

% of 

responses 

(total) 

Me, as the Social Worker / Case 

Manager / Discharge Planner 
13 54.2% 9 34.6% 22 44.0% 

It is a group effort 4 16.7% 8 30.8% 12 24.0% 

Other 4 16.7% 8 30.8% 12 24.0% 

HCS/DSHS Case Manager 1 4.2% 1 3.8% 2 4.0% 

No one is specifically responsible 1 4.2% 0 0.0% 1 2.0% 

I don't know 1 4.2% 0 0.0% 1 2.0% 

Total 24 100% 26 100.0% 50 100.0% 

 

Above, it is stated that hospitals are primarily responsible for submitting financial applications. Several 

other responses to M33 and LXX indicate some difference in opinion regarding who submits the financial 

application. One hospital indicated it is the patient's responsibility with an insurance verifier. And 

another uses "a contract with an embedded vendor." 

Regarding the questions in the hospital survey pertaining to the "Acute Care Hospital Long-Term 

Services Referral Guide" seen in Appendix 1, the financial application was listed as low in difficulty to 

ascertain by both management and line staff. Hospitals agreed their process was very similar if not the 

same to that indicated by HCS in this document.   
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This process, like Guardianship mentioned below, elicits confusion on policy in that some hospitals cited 

their patients are required to have financial eligibility, in other words, financial application has been 

submitted and approved, before a referral can be made or an assessment can be performed. This 

highlights potential confusion around terminology between hospital and HCS staff.  

Financial eligibility as a barrier is tied closely to lack of staffing at HCS. HCS staff indicated that there is a 

significant backlog in processing financial applications, for a few reasons. In part this is due to the 

backlog created by the software used to securely transmit documents as a result of lack of staff within 

the HCS Imaging Unit due to vacancies and hiring freezes. One group expressed that the document 

management system (DMS) can be weeks behind, delaying the ability of staff to verify documents and 

information, if they have been submitted. Incomplete applications and supporting documentation 

worsen these delays as staff attempt to get all necessary information.  

This is further exacerbated by a smaller proportion of staff who work in financial eligibility. One 

participant highlighted that they have two acute hospital workers dealing with financial eligibility, but 

twenty line-staff social workers. Discussion indicated that these positions also experience turnover due 

to the stress and workload. These staff also experience delays outside of their control related to 

required documentation and asset verification. Participants from all groups stressed that a shared and 

easily accessible checklist might help clear up confusion and help streamline this process. Participants 

suggested different avenues for this process, but a list that could be updated and viewed by all involved 

parties of required documents and stage of processing was mentioned. This ties into difficulties with 

communication discussed in Section 2.   

HCS staff work closely with clients and their guardians to collect the appropriate documentation to 

complete the application for financial eligibility. Hospitalized clients are often unable to collect the 

necessary financial documentation themselves, adding an additional barrier for clients without 

additional support. Patient family members may also be hesitant or resistant to disclosing sensitive 

information like social security numbers, bank statements, and other sensitive information required to 

determine eligibility. HCS staff work closely with the client and their family to build trust, advocate for 

the client’s best interests and their personal choice, and navigate a complex system. This process may 

also be hindered by outside delays, such as waiting for documentation from financial institutions or for 

asset verification to be completed. Incomplete applications and supporting documentation take up a 

significant portion of time for PBS, who may not have direct contact with a hospitalized client. 

Attempting to source appropriate contacts and documentation, particularly for clients without support, 

is a significant barrier.  

Guardianship 

Guardianship was cited as one of the most common themes among discussion groups by both HCS and 

hospitals, and introduces a significant time delay due to the nature of the legal proceeding. Determining 

legal guardianship can take weeks or months to finalize through the court system. Although most clients 

can and do make their own decisions, or express clear preference for an informal decision maker, the 

very small percentage that do require a legal guardian to transition are overrepresented in the longest 

lengths of stay across the state. Where guardianship is a barrier, it is a significant one, that creates 

confusion due to differing regulations that apply to hospitals versus Long-term Services  

and Supports.   
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To be able to discharge to an LTSS setting, a client must be able to participate in the assessment process 

and consent to the services and transition plan.  For clients who lack capacity who are without a legal 

decision-maker, these steps which are key to discharging from the hospital cannot be achieved. Many 

hospital staff do not seem to be familiar with the process, or that there are options outside of 

guardianship.  
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Table 29 and Table 30 demonstrate that hospitals view guardianship as a significant barrier to 

assessment speeds and one of the top HCS policies contributing to discharge delays. Additionally, this 

was mentioned in other comments and open-answer responses. These responses are discussed below in 

more detail as they pertain to the understanding of guardianship policy and requirements.  

DSHS has created the Guardianship and Conservatorship Assistance Program (GCAP)41 in partnership 

with acute care hospitals to provide assistance in identifying Certified Public Guardians/Conservators for 

complex discharge patients. This program was piloted in 2022 and became a permanent program in 

September 2024. The program includes escalation contacts42 within HCS to assist hospital staff with 

other legal avenues outside of full guardianship. This program has been demonstrated to help improve 

education and communication between DSHS ALTSA HCS and Hospitals43 Unfortunately, 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. 

In the WSHA survey, see Figure 22, guardianship is considered the fifth most significant barrier to 

discharge and is not grouped with HCS-related delays. Additionally, when management was asked about 

the patient population of Complex Discharge Patients (CDPs), two other responses cited Guardianship at 

10 and 15 percent of their CDP population this can be found in Appendix 6, Q3. Line staff did not 

mention Guardianship in "other" responses. Among discussion group materials, guardianship was the 

fifth most prevalent theme. 

During preliminary interviews and a discussion group with hospital staff it was clear that the issue of 

consent and guardianship is complex and creates confusion with some hospital staff about who can act 

as a decision-maker for a patient who lacks capacity. 

To be able to consent to acute medical care, hospital staff are able to utilize a hierarchy based on RCW 

7.70.065, including but not limited to a patient’s spouse, adult children, parents, or adult siblings. This 

statute dictates and orders the level of priority for who can make health care decisions for patients who 

are not able to make them, allowing patients to appoint a durable power of attorney (DPOA) and family 

members to make these decisions if there is no DPOA and client is unable to make informed decisions. 

However, in Washington state, long-term care is not medical care and is therefore not a part of the 

referenced RCW. Further, short term acute medical care and long-term care planning, including 

transition to HCBS settings, are fundamentally different and the decision making needed to effectuate 

both are dissimilar. The differences are reflective of the scope of potential personal and financial 

impacts that long-term care options can have on an individual, and the (typically) longer amount of time 

that ALTSA and the potential client have to decide on appropriate services, at least in comparison to 

how much time an individual would typically have to consent to a medical procedure to address an 

emergent need. 

  

Further, financial eligibility requires significant disclosure of financial circumstances by the potential 

client. Due to federal banking laws, the requisite documents can only be accessed by the individual or 

someone with a formal, legal guardianship or POA relationship that covers financial powers with the 

individual. For potential clients who can express clear preference for informal decision makers, HCS will 

 
41 Acute Care Hospitals | DSHS 
42 Hospital and Nursing Facility Escalation Contacts.pdf 
43 08.20.2023.HCS-Guardianship Pilot Project 1 Pager.pdf 

https://app.leg.wa.gov/rcw/default.aspx?cite=7.70.065
https://app.leg.wa.gov/rcw/default.aspx?cite=7.70.065
https://www.dshs.wa.gov/altsa/home-and-community-services/acute-care-hospitals
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/Acute%20Care%20Hospitals/Hospital%20and%20Nursing%20Facility%20Escalation%20Contacts.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/Guardianship%20Pilot%20Project/08.20.2023.HCS-Guardianship%20Pilot%20Project%201%20Pager.pdf
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work with that decision maker to effectuate the assessment and transition, but where that clear 

expression of preference does not exist, alternative options for finding a decision maker do take 

considerable time. 

Preliminary interviews with hospital staff and quotes from hospital surveys indicate confusion over the 

guardianship policy. One hospital stated explicitly that “not everyone” understands guardians aren't 

always required. Another interview proved this point exactly by saying HCS often prefers guardianships 

even when there is a decision-maker in the family. Other quotes clearly articulate the level of frustration 

and confusion over the different regulatory requirements that hospitals and DSHS must  

work under.  

These quotes are included exactly as written by respondents without alteration or abbreviation. 

• By far the largest barrier to HCS funding and processes is Washington's interpretation of the 
consent/DPOA/Guardianship requirement. It is much stricter than our neighboring states which 
allow surrogacy committees and NOK to submit applications for compromised adults. 

• A lot of this is because of the HCS requirement that patients who lack capacity need to have a 
legal guardian. 

• There can be difference of opinion between whether the patient has capacity to consent to HCS 
process and make their choices known.  We have had many discussions with HCS staff in which 
we've been able to demonstrate why we feel the pt has capacity to do so.  Capacity depends on 
what is being asked. Just because someone has some level of cognitive impairment it doesn't 
mean they can't make some decisions or state clearly who can represent them in the HCS 
process.   

• No clear direction when legislation has changed. For example, there was no clear training or 
notification when legislation changed to force guardianship for low-income patients requiring 
LTC services and no ability to give consent. Lost time trying to look for instructions.  

• The requirement HCS has for guardianship is the most significant in Spokane since it takes 
months to secure a legal guardian. This is even when there is a spouse or an adult child who 
could make decisions for the patient. 

• Having to go through the guardianship process is quite time consuming and may not be 
necessary if there are other surrogate decision-makers. 
 

These statements show a clear disconnect between the hospital's perception of the federal and state 

regulations that HCS is expected to operate under and the actual state and federal requirements 

protecting patients seeking Medicaid LTSS, how those regulations differ from hospitals’ informed 

consent laws. This is a complex topic, and HCS case managers receive a year of training on program 

requirements and complexity.   

Goldilocks Effect  

This concept initially emerged in conversations with WSHA describing how hospitals have difficulty 

timing referrals. This difficulty can be attributed to many factors that are susceptible subject to change. 

This concept has been underscored by hospital surveys and HCS comments.  

Description: There is a perfect "just right" window in which a hospital referral should be made. This 

window is hard to pinpoint due to the complexities of the process and uniqueness of each patient/client.  

"Flux factors" that impact this timing are: 
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• Patient Condition 

• Resources needed 

• Discharge Goals 

• Financial eligibility 
 

All involved parties have indicated difficulty with this concept. A mutual and formal use of this term 

could help hospitals and HCS communicate. Work from HCS and the hospitals to expand on this 

description and the factors that impact the referral timing for those parties could help both not only 

empathize and see eye to eye but also give hospitals a better understanding of when to make referrals. 

To address the confusion regarding financial eligibility timing, HCS has suggested submission of financial 

applications at admission, but hospitals typically do not separate the financial application from the 

referral. The tendency to consolidate all aspects of the assessment process is discussed throughout this 

report and suggestions in Section 4 work to address this and make this solution more viable. Other 

states referenced a similar approach in linking the financial application to other steps in the process to 

streamline and simplify assessment processes. 

Many comments were made in the hospital staff surveys regarding the difficulty of timing referrals  

and assessments. 

Question M31 in the management survey was an open response for those that responded "it depends" 

when patients receive referrals. Approximately 8 or 12 responses to this question mentioned this issue 

of changing conditions and the need for individualized treatment of referral timing depending on  

patient situation.  

Question M27 asks how hospitals determine referral recipients. The two "other" responses, "staff 

expertise" and "patient presentation" indicate more complexities than that which is dictated by policy or 

requirements. Yet, the most common response to this multiple choice was "HCS policy requirements" by 

57.7 percent of respondents.  

Table 38 shows the correlation between training methods and when patients receive referrals from the 

management survey. Even with training from regional or HQ HCS, hospitals are more likely to respond 

"it depends" to who gets referrals, as seen in bold. In re-visiting the most common response to M27 

discussed above where 57.7 percent of hospitals cite referrals are determined by HCS policy, hospitals 

must balance unique and changing conditions with knowing and following HCS policy. It is also worth 

noting that even with training from HCS, hospitals are still making referrals for all patients, further 

emphasizing inappropriate referrals. This indicates that hospitals are struggling to make referrals based 

on HCS guidelines.  

 

Table 38: How training impacts referral quality - Cross tab analysis M22 and M30 

Responses 

All potential 

LTC patients 

receive 

referrals 

As soon as 

the patient 

is admitted 

When 

patient is 

ready for 

discharge 

When 

patient is 

near ready 

for 

discharge 

Right before 

target 

discharge 

date It depends 
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Internal Training 7 4 2 8 3 10 

Regional DSHS / HCS comes to our hospital 2 1 0 1 0 4 

Headquarter DSHS / HCS comes to our hospital 2 1 0 0 0 2 

Virtual training 4 3 1 1 1 1 

We use the referral guide as training 3 0 0 3 0 6 

No organized trainings 0 0 0 0 0 2 

Other 1 2 0 2 1 2 

 

In general, this indicates that hospitals are struggling to make referrals based on HCS guidelines and are 

insufficient in capturing the diversity of possibilities and scenarios that are impacted by the Goldilocks 

Effect. This can be seen in other quotes for example, an HCS Line Staff commented in focus groups, 

"sometimes they are sending referrals too early or too late and that prevents assessments." Hospital 

line staff made the additional comments: 

• Trainings provided only address "surface level" or simple patient situations, not necessarily 
considering complex patient situations. Also, training information and HCS staff interpretations 
of information vary and not always consistent. 

• It depends because sometimes the patient's current condition might defy laid down procedures. 

• If patient's needs change. 

• Need for guardianship/mental health capacity change, acceptance or denials from other 
community resource/placement, patients ability to participate with assessment. 

• Condition changes during stay. 
 

In the discussion group with hospital staff, the referral to HCS was triggered when it became apparent to 

hospital discharge planners that a patient would need additional supports. Referrals to HCS for support 

services were a single piece of discharge planning, separate from other discharge planning work hospital 

staff may be doing. This may trigger duplicate work as hospital staff and HCS staff work to find an 

appropriate transition setting and trigger pieces of the HCS process out of order. Some examples include 

placement facilitated by the hospital prior to a determination on financial eligibility, resulting in 

payment and transition setting issues for a patient.   
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Structural Differences 
As noted, several times in this report, HCS staff and hospitals use the terminology "assessment" to refer 

to many tasks related to the assessment including discharge planning and determining provider rates. 

This section, in part, covers this phenomenon but also looks at structural discrepancies between 

reporting metrics. 

Due to time frame and metric differences used in the time-lapse data from HCS and WSHA, it is difficult 

to compare time frames. Figure 25 compares point-in-time metrics and terminology, attempting to 

depict the two perspectives concurrently. Time frames in this figure are primarily drawn to scale based 

on average length in days reported by each party, though assessment requested to assessment 

conducted was drawn to match DSHS time frame.   

Figure 23: WSHA & DSHS time frame comparison 

 

 

As noted in the Time Lapse Findings section, HCS uses "referral" to denote the beginning of the 

assessment process. According to HCS, this is the day HCS receives the referral from the hospital and is 

entered by the case manager. The hospital uses a similar but slightly different metric to indicate the 

start of the assessment: the date at which the assessment is requested from the perspective of hospital 

submission, not HCS receival.  

Creating a shared definition for when the functional assessment begins could help clarity for hospital 

staff and HCS staff on timelines and where barriers exist.  

The next point in time used by both parties’ marks when the functional CARE assessment took place. 

The CARE database and HCS use "assessment creation date" to indicate when the assessment occurred. 

HCS assessors trigger this when they open an assessment to evaluate a patient. However, when the 

assessment is complete, there is no indication. This is an approximately three-hour time frame. 

Hospitals use assessment conducted. It is unclear if this refers to start or finish and how it is logged into 

their system. 
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According to HCS, as outlined by the CARE database, the "assessment completed date" indicates that 

the functional assessment has been completed, but more notably, the discharge plan is in place. Tasks 

that still need to occur between assessment created and assessment completed include but are not 

limited to coordinating access to medical tools, further patient care, determination of rates, financial 

eligibility, and any need for potential decision maker or guardianship. Determination of rates refers to 

HCS allocating the daily payment rates for which the state can offer Long-Term Care Providers to care 

for the client. Similarly, but slightly different, WSHA considers the assessment complete when the rate is 

determined. The hospital marker for assessment complete comes before that of the HCS assessment 

completed date. It does not signify the discharge plan is in place. Both definitions include much more 

than the CARE assessment itself, but "assessment complete" terminology is used.  

This definition was validated by the use of hospitals in the Management survey. See question M34 in 

Appendix 6, where 73.1 percent of participants consider the assessment complete when the rate is 

determined and sent to the hospital. Eleven and half percent of participants selected as soon as HCS 

moves the assessment to current.   

WSHA also uses collect metrics for the financial eligibility process and ETR process, two processes that 

have been cited to delay discharge, particularly the former, as noted in the  

Financial Barriers section. 

During discussion groups, participants from all groups iterated that HCS and hospital staff are utilizing 

different definitions and goals. This has been described as a fundamental difference in how HCS and 

hospital staff look at data related to discharge and assessments.  

Client Choice 
Client choice is an essential piece of HCS policy stemming from CMS person-centered guidance. This 

guidance can introduce conflict as patients in the hospital may withdraw or refuse services that would 

allow for a safe discharge. Similarly, if a patient is unsatisfied with the chosen transition setting, the 

process of finding an appropriate setting restarts. Uncertainty in client needs and potential discharge 

locations can introduce confusion for patients throughout the complex process.  

If a client lacks decision making capacity, a guardian also cannot force patients to transition to a 

community-based setting. Some HCS staff related anecdotes about clients who elope44 or refuse to 

enter the chosen facility or setting after discharge. Clients who refuse services may return to the 

hospital for further care after a failed placement. While hospitals are aligned with CMS policy related to 

providing information on transition settings 45, patients may be involved in a different capacity than HCS 

discharge planning due to time and resource constraints.  

  

 
44 Elopement is a behavioral health term referring to behaviors where a patient runs away from or wanders away 
from caregivers. 
45 Discharge Planning in Hospitals – Two Important Clarifications – CMSA 

https://cmsa.org/discharge-planning-in-hospitals-two-important-clarifications/
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Behavioral Barriers 
Behavioral issues are an often cited as a significant barrier. Current legislative efforts are underway to 

remove behavioral clients/patients from the CARE assessment process. Some of these issues may be 

addressed by patient intake into the behavioral health system, which can more appropriately support 

their needs. 

Demonstration of behavioral issues with assessments from hospital surveys: 

• Figure 22: Top 8 Indicated Barriers to Discharge from WSHA survey 
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• Table 29: Assessment speed barriers - Hospital Management (M9) and Line Staff (L26) 
combined 

• Also discussed in interview with Harborview.  

• Hospital survey results discuss how many LOS patients are behavioral. These results are 
included intact and without amendment from survey responses.  

o Quote from Management hospital survey - M19 - "HCS does a good job of doing the 
assessments. The placement afterwards takes months with patients with 
behaviors."  

o Quote from Management hospital survey - M19 - "The CARES Assessment tool is 
only a portion of the whole referral process. The tool does not adequately assess 
the behavioral issues and does have a significant contribution to final rate.   

o LS31 - The CARES assessment needs to take into consideration more of the cognitive 
issues we are seeing now. 
 

In all discussion groups, behavioral issues and the inclusion of complex and psychiatric patients in the 

same assessment as other patients were mentioned. A restriction that impact HCS staff’s ability to begin 

assessments include whether a patient has been free of restraints for 72 hours. Additionally, some 

patients, such as those with dementia or other psychiatric support needs, need additional support 

services. These support services may require more information, and these additional services are 

essential to patient success in the community. It was highlighted that it can be difficult to organize these 

additional services and that some HCS services are not well suited to behavioral health patients with 

high support needs. These patients may also experience high rates of relapse. The difficulty in placing 

complex patients, including those with behavioral health issues, is often due to a lack of appropriate 

transition settings with the needed supports. Additionally, HCS staff are required to have an in depth 

understanding of the services offered. Misunderstandings among hospital staff about programs and 

requirements can sometimes create miscommunication on what patients are eligible for additional 

behavioral support.   

Often clients with complex behavioral needs require extensive coordination with the behavioral health 

system, and the Managed Care Organizations (MCOs) who are responsible for authorizing these 

services. This work often falls to HCS, which helps clients through services and transition beyond their 

time in an acute setting. The MCO process times can be lengthy, adding to the length of the transition 

time. Earlier engagement assists with this process, but hospitals are often reluctant to involve MCOs to 

support the transition. The coordination requires extensive staff time, and HCS often faces push back 

from hospitals at including MCOs. HCS staff must navigate the coordination required to get clients the 

full array of services they need to be served successfully in the community and avoid re-hospitalization 

resulting from a speedy transition. 

 

Impacts of Assessments 
In the request for this, a definition of assessment was not provided. It was not specified if this meant the 

assessment (actual performance of CARE) or the assessment process (complete with rate determination, 

financial eligibility, and determining transition setting). As we have noted, the term assessment is used 

loosely to refer to processes related to transitions from acute care to facilities.  
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Impact on length of a patient's hospital stay (functional assessment) 

To put the CARE assessment itself in the context of a person's stay, please consider the amount of time 

dedicated to this portion of the process. The assessment itself is an approximately two-hour window for 

performing the assessment plus the time proceeded that is needed to review referrals/applications 

(including identifying inappropriate referrals) and scheduling. From the referral to the approximate time 

of the CARE assessment, on average, makes up 22 percent of a patient/client's stay, the third or second 

to last time frame (after the assessment is complete to discharge.)  

According to HCS data, scheduling the assessment ranges from 1-9 days. See Table 5under referral to 

assessment created and in histogram format in Figure 6. Figure 6 also demonstrates the skewed nature 

of this data, as you can see there are many outliers, or longer timeframes that are not representative of 

the majority but still exist and occur (please note inappropriate referrals). The skewed nature can also 

be seen by looking at the median vs mean in Table 6: Statewide Time Frame Averages and 

DistributionTable 6. Average thus is weighted high because of uncommon longer time periods. Median is 

a better representation of what a patient typically experiences, which is 7 days, or 1 week. 

Impact on beds for other patients 

WSHA asked for the number of patients who are medically cleared for discharge and are awaiting DSHS 

HCS process (Medicaid eligibility, assessment, rate setting, identifying accepting facility, or exception to 

rule (ETR)). The results can be seen in Appendix 3, Question 16. This started as 29 percent in Q4 2023 

and has been declining to 8 percent in Q2 2024.  

To supplement this question, "What is your current capacity?" was used in the management-level 

hospital survey to gauge the impact of long LOS and CDP on beds for other patients. This does not 

consider different department availability but gives a holistic view of capacity and availability for 

patients. Even looking at unit capacity, there is some confusion about where the impacted patients 

would be residing. For example, if a CDP is in the ICU, and HCS will not access there because they are not 

deemed medically stable, should this be considered an assessment impact even though the barrier is a 

policy of the assessment? Looking at occupancy for the department could dilute and misrepresent the 

impact of CDP on beds for other patients.  

Several hospitals are establishing separate, lower-cost CDP units. These are typically called "bed 

readiness" programs, but are typically found at larger hospitals.  Examples include the bed readiness 

program at Harborview.46 These programs allocate specific beds and staff to focus solely on  

patients with discharge barriers. Additionally, hospitals partner with SNF to transition complex  

discharge patients. 

 

"What is your current capacity?" results are represented in Table 17 in the survey finding section and 

shows results from the management survey regarding capacity levels. The most common capacity level 

was "Little capacity, over 90% full" at 11 responses, equal 37.9 percent. Figure 24 below shows the 

regional breakdown of capacity levels. Region 2 is the largest and has the most 100 percent full 

hospitals, but also the most varied results. Region 1 seems to have the most capacity, as none of the 

hospitals participating are 100 percent full. 

 
46 RE: WSHA Request to Support Patients and Hospitals, Governor's Office 2022.pdf  

https://www.wsha.org/wp-content/uploads/DTDLetterheadJuly292022FINAL.pdf
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Figure 24: Hospital capacity levels by region 

 

While LOS and CDP impact bed availability, they are not the only factors. Table 19in the hospital 

management survey shows the primary reasons for the current capacity. Participants could select all 

that apply. The top reason for high capacity is CDP, which accounts for 89.7 percent of respondents. 

Second was Social Admits at 19 respondents or 65.5 percent. Other responses ranked third. In breaking 

down other responses, the most common "other" was high or growing community needs. One person 

cited, this includes social admits and CDP while others noted there are few or only one hospital in their 

area. All other responses can be seen in Appendix 6 

Survey respondents who indicated none or extremely limited capacity also often indicated that complex 

discharge patients and lack of staff as primary reasons for their current capacity. These reasons may also 

interplay with each other. Difficulties in finding an appropriate transition setting for CDPs may extend 

their time in an acute care setting.  

Table 39: Cross Tabs - M6 and M7 - Correlation between Reason for Capacity & Capacity 

Response 

No capacity, 

over 100% full 

No capacity, 

100% full 

Little capacity, 

over 90% full 

Some capacity, 

70-90% full 

COVID 0 0 0 1 

Lack of staff 2 2 4 2 

Complex Discharge Patients 7 4 9 6 

Extreme Heat / wildfire smoke 0 0 0 0 

Other 3 3 2 3 
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Figure 25: Cross Tabs - M6 and M7 - Correlation between CDP and Capacity 

Impact on Patients 

Impact on patients was difficult to discern given low participation in patient surveys and difficulty 

separating experiences. However, the results from our survey demonstrate experiences with the CARE 

assessment were overall viewed more positively, slightly more so than hospital experiences. Feelings of 

anxiety, discouragement, and some frustration still exist. Comparison to the hospital is meant as a 

control, not to discredit hospital capabilities.  

Link to tables in patient survey section.  Figures show comparison of CARE and hospital sentiments. 

Figure 26: Ratings of enthusiasm 
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Figure 27: Ratings of Content 

 

 

Negative feelings were more polarized. Figure 28 shows similar feelings of anxiety between CARE and 

the hospital. The hospital saw slightly more participants in agreement with anxious feelings at the 

hospital. Figure 29 shows feelings of frustration with the hospital and CARE. CARE feelings are more 

neutral with a high presence of responses of “disagree”, while hospitals are seeing more “strongly agree 

“or “ 

strongly disagree”.   

Figure 28: Feelings of Anxiety 
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Figure 29: Ratings of frustration 

 

 

Figure 30: Feelings of Discouragement 

 

 

The direct-to-patient survey had two net promoter/1-10 scale questions as seen in Table 40: CARE vs. 

Hospital Experience, 1-10 Scale. One pertained to the patient's experience with the CARE assessment, 

and the other to the patient's experience at the hospital in general. While there are a multitude of 

factors that contribute to both these experiences, we found overall, when comparing experiences, 

patients had a slightly more pleasant experience with the CARE assessment than with their hospital 

experience.  

Table 40: CARE vs. Hospital Experience, 1-10 Scale 

 1 2 3 4 5 6 7 8 9 10 

CARE assessment 0 0 0 0 0 0 1 4 1 2 

Hospital experience 0 0 1 0 0 0 1 4 0 2 
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Figure 31: CARE vs. Hospital Experience, 1-10 Scale 

 

Benefits and Barriers to Outsourcing Assessments to Hospitals  
When considering outsourcing assessments to hospitals, it is important to consider which portion of the 

assessment or assessment process would be outsourced, the functional assessment itself, the care 

planning that accompanies it, or other associated tasks.  

Due to federal law prohibiting conflict of interest in care planning, a fundamental and significant piece of 

the assessment process, this section does not address hospitals participating in care planning. 

Additionally, we found no comparisons of other states outsourcing the entire process or care planning 

to hospitals. Only five of 2747 hospitals that participated in our survey indicated that they wish to 

perform all aspects of the CARE assessment, three cited a desire to orchestrate care planning, and two 

cited a desire to take on transition setting planning.48 Two of the three hospitals that responded with 

ideas on how assessments would look at hospitals responded they only wish to perform part of the 

assessment49. This is talked about in more depth below. 

Research does not indicate that outsourcing assessments to hospitals is a major desire. We asked 

hospitals if they support hospital staff conducting assessments in the hospitals in the Management 

Fesurvey. 33.3 percent cited they support hospital staff doing assessments for a total of nine hospitals, 6 

of which were in Region 2. Table 22 in the hospital management survey shows all results from this 

question. The responses “we do not want to perform functional assessments”, “we would prefer an 

outside agency to perform the assessments” and “we would like to share full time equivalent (FTE) to 

place an HCS staff member in our hospitals to conduct the assessments” all received 37 percent of 

votes50.  

In the discussion group, hospital staff expressed hesitancy about placing functional assessments within 

hospitals. Generally, it was expressed that hospital staff were already near or at capacity with existing 

responsibilities, and adding additional tasks related to the CARE assessment would require some 

reorganization. Additionally, some individuals raised this as a conflict of interest due to rate 

 
47 Only 9 people responded to this question but this was question was only poised to those that responded they wanted to 
perform some or all of the assessment in house. Thus we used total respondents to the previous question to look at a more 
holistic group. 
48 M16 
49 M18 Appendix 5 
50 This was a select all that apply question so percentages equal over 100% 
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determination. Generally, frustration was expressed with the ways in which the current process does 

not work and a desire for change.  

Other states' methods should not be the determinant of Washington's solution. However, reference to 

other practices is valuable. Healthcare providers only perform six of the 155 assessments or 3.8 percent 

of assessments listed in the Functional Assessment Inventory seen in the Inventory of Functional 

Assessments in the Sate Best Practice Research section. Additionally, 24 assessments are performed by 

"combinations" of entities, perhaps addressing the polarized nature of hospital desires and the diversity 

of hospital systems and patient populations. Or indicating a solution for Washington to address the 

differences they see from hospital to hospital, patient population to patient population. This is discussed 

in more detail in the Custom Solutions section. 

Virginia and New Jersey represent benefits to outsourcing the functional assessment to hospitals. 

Virginia claims, "the LTSS screening has never delayed a patient's discharge since all hospitals have 

eligible screeners in-house. "New Jersey cited benefits to outsourcing an abbreviated presumptive 

eligibility assessment to hospitals. They claim that the hospital performing the assessment reduces the 

burden on state resources related to completing the initial clinical assessment. Hospital assessments 

also help them expedite processes and prevent delays in placing individuals in the appropriate facilities.  

Our hospital management survey asked about barriers to outsourcing the assessment. Results can be 

seen in Table 41.  

Table 41: Barriers to outsourcing assessments - Management Survey (M17) 

Barrier 
Sum of 

rankings 

Responses ranking 

this barrier 1st 

Responses ranking 

this barrier 2nd 

Responses ranking 

this barrier 3rd 

 Workload for our staff 16 3 2 0 

 Legal implications 17 1 2 4 

 HCS department policies 18 2 1 2 

 Contract and negotiation 23 1 1 1 

 Technology issues 36 0 0 0 

 Training 37 0 1 0 

 Other51 168 0 0 0 

 

 

 
51 Each respondent was given three “other” options to rank with attached text boxes to provide further information (see the 

next question). Every respondent ranked these “other” options as the bottom 3 barriers (ranks 7, 8, and 9) with no text adds.  
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The follow-up question asked how hospitals envision assessments at their hospitals. The three 

responses were all from those who wished assessments were brought in-house. The responses are listed 

below52.  

• I have worked in other states/systems where CM has access to all or part of the Medicaid 
application, which speeds the process substantially. Difficulties I've seen with "leasing" FTE from 
the state include dual reporting expectations and high levels of absenteeism between federal 
holidays and PTO policies, leaving the hospital paying for FTE without backup coverage.  

• My department (Care Management) does not have additional FTEs to take on this work. We 
would need to grow our budgeted FTEs, receive training, and do limited parts of the CARE 
assessment.  
 

• I would anticipate that there would have to be both didactic education provided by HCS to 
hospital CC staff regarding not only the elements of the CARES assessment, but also HCS 
policy/regulations, platform training. It would be important to identify and train hospital 
superusers/SME who can provide 1:1 elbow support and on-site assistance. Additional Care 
Coordination staff positions would be needed, so a financial, LOS and hospital throughput 
correlated to the HCS Care Assessment would need to be made for ROI to fund increased FTEs. 
Data would be needed to provide hospital/system leadership with the average number of 
avoidable delays associated with the completion of the CARES assessment and how that 
correlated to medically unnecessary hospital days and throughput.  Would also need to 
correlate payer denials associated with pts deemed medically ready for dc and avoidable delays 
attributed to CARES assessment/dcp. A portion of the CARES assessment that would be most 
appropriate to perform would be the functional assessment.    

 

HCS line staff cited a significant barrier to outsourcing to hospitals as the loss of the patient-centered 

care plan and client choice. HCS staff have a yearlong training period, which discussion group 

participants indicated was unlikely within a hospital setting. HCS staff further elaborated that they 

frequently must brush up on updated program offerings and requirements due to their complexity. 

Some staff even expressed that it took two years to feel fully confident in their understanding due to the 

complexity. Similarly, HCS staff also often act as patient advocates, particularly for socially isolated 

patients. These patients may be unwilling to discharge to a hospital-provided transition setting, at which 

point HCS staff work with them to find an appropriate and agreeable transition setting. HCS staff 

expressed concern that hospital staff experience pressure to discharge patients as quickly as possible, at 

the expense of patient choice. HCS staff also often have to track down additional information after the 

assessment to determine an accurate client needs and rate, which is very involved and time consuming. 

HCS staff did highlight that case aides to help facilitate communication and follow-up may improve  

the process.  

Regional administrators (RA) and Deputy Regional Administrators (DRA) at HCS also stated similar issues 

in outsourcing with hospitals. In our follow-up survey, to RAs and DRAs we asked, "If hospital 

assessments were completed by hospital staff and not HCS staff what do you think the biggest 

challenges would be for the hospitals? Check all that apply." Responses are below.  

 
52 Response has been edited for brevity and readability; exact response and context can be found in Appendix 5. 
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Table 42: Biggest barriers in hospitals performing assessments - RA/DRA follow up survey Q2 

Responses Response Count 

Percent of 

respondents 

Training on services offered by HCS. 5 100% 

Creating a Person-centered care plan. 5 100% 

Constant staff turnover would result in constant training need. 4  

Communication with HCS to authorize service providers. 3  

Understanding when an assessment would be needed. 3  

Training on the CARE tool. 3  

Other 1  

In our open-ended question at the end, RA/DRAs expressed concern about Quality Assurance, federal 

regulations, training on HCS services, and rate impacts due to improper classifications. The latter we 

have seen influencing ability to transition clients. 

• Who would do Quality Assurance reviews of the assessments that hospital workers would do?  
Would ALTSA run the risk of sanctions from CMS if the assessments are done outside of QA 
guidelines?  It takes our own staff months to learn how to correctly conduct a CARE assessment 
and even then, errors can be found that would put a client in an incorrect classification group in 
CARE and thus increase or decrease the residential daily rate. Also, if it is for residential 
placements only, how would in-home eligibility be determined because often concurrent 
planning is going on and much needed. 

Challenges with FTE 

This model was tried at MultiCare, Harborview, and Providence all over 5 years ago. The contracts 

included 50-50 sharing of salary and benefits and required physical location for staff at the hospital. HCS 

was not able to sustain FTE in the position due to excessive workload expectations by hospitals. Staff 

met FTE standard for HCS and contract terms, but hospitals were not happy with the 

arrangement. Similar arrangement was tried in Pierce County (R3) with similar outcomes. This was cited 

by HCS management. HCS line staff validated there was high turnover in these positions due to 

pressures placed on FTE staff to expedite portions of the process that were out of their control and 

hospital's claim FTE split staff did not help expedite the assessments.      

Additionally, a hospital cited an "other" response to question M18, "difficulties I've seen with  

"leasing" FTE from the state include difficulties with dual reporting expectations, and high levels of  

absenteeism between federal holidays and PTO policies leaving the hospital paying for FTE without 

backup coverage." This is not to say it could not work in certain contexts. This is discussed in more detail 

in Custom Solutions and below as FTE with PBS staff. 

FTE with Public Benefits Specialists (PBS) 

While staff in Region 2 denied the effectiveness of split FTE for assessment staff, HCS financial staff  

are more enthusiastic about the impact split FTE could have on financial application speed.  
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Section 4: Recommendations  

Define terms and use clear language 
As discussed in the section Assessments Compared to Other Barriers to Discharge use of language is 

confusing what is causing delays. It is imperative to use clear language when referring to HCS and 

assessment-related delays moving forward to help pinpoint where delays are happening. Clear and 

common language may help future research identify more specific process related solutions for different 

delays related to discharge. This is also discussed in Structural Differences. 

Determine a common goal 
Establishing a common mission statement, reporting standards, and metric goals may help clarify 

misunderstandings between HCS and hospital staff. This piggy backs on the section above, Define terms 

and use clear language.  

Based on surveys and discussions, the primary goal of HCS is client choice and building a person-

centered plan, and the primary goal of hospitals is to move patients and reduce LOS. Additionally, the 

target LOS target (if any) is different for both parties, and different point-in-time metrics are used, 

making it impossible to align on a comment reporting goal.  

Different goals between HCS and hospitals was cited frequently in discussion groups. HCS works with 

patients even after discharge to ensure their success in a community setting, whereas hospital staff care 

for patients in an acute setting based on their needs. Additionally, the difference in goals can be 

observed in use of "patient" by hospital and "client" by HCS.  

Patient53:  
1(a) an individual awaiting or under medical care and treatment 
1(b) the recipient of any of various personal services 
 
Client54: 
1(a) one that is under the protection of another: DEPENDENT 
2(a) a person who engages the professional advice or services of another  
2(b) Customer 
2(c) a person served by or utilizing the services of a social agency 
 

A patient is "receiving services" or "awaiting services." There is no obligation of one to the other, while a 

client is "engaging advice or services" of another. This insinuates a deeper relationship and obligation 

between the agency the patient or client. HCS staff often work with clients for an extended period of 

time after discharge from the hospital, especially if a client’s initial transition setting is unsuccessful and 

to keep them safe and supported in the community.  

Both sides cite interest in the other's primary goals. One hospital cited patient choice as a motivator for 

how to make referrals and others demonstrated some care for patient well-being through the survey. 

Similarly, ALTSA sets target time frames for acute care hospital transitions and works toward reducing 

LOS for acute care hospitals. One of their strategic goals is to achieve a quarterly percentage of clients 

 
53 https://www.merriam-webster.com/ 
54 https://www.merriam-webster.com/ 
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transitioned from acute care hospitals in less than 30 days from the date of referral to Home and 

Community Services consistently at 75% through June 2027.  

Consider software upgrades / Heighten visibility 
California FFS programs and other states (Colorado) use a cloud-based centralized case management 

system. Considering communication issues cited by hospitals and HCS, in addition to frustration with 

existing software, Washington could benefit from an upgrade that replaces old, slower software and 

increases interagency and hospital transparency.55 

As noted in the state research section, California FFS and Colorado use MedCompass by Assure Care, 

which Colorado also uses. 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. Challenges include access rule 

requirements, which are currently being addressed. While California uses contract agencies to perform 

assessments and thus, they have access, hospitals could also be given access. 

PBS staff especially highlighted issues and slowdowns with current software systems, though this was 

cited uniformly from all HCS staff citing frustration and slowdown. Some quotes from the HCS line staff 

survey and focus groups are listed below. 

• Eligibility Systems are outdated and don't help assist with navigation between programs. 

• The HIU is severely backed up, increasing the time between when clients submit documents and 
when the PBS can actually view and work the documents. 

• ACES and Barcode systems are outdated to the eligibility specialists. 

• 2025 Technology 

In looking at Table 26 in the inventory of assessments in the states best practice section, it is evident 

that Washington's assessments are being performed by an "Electronic, not web-based" program in the 

Tool Mode column, defined as "the medium in which the tool is completed." For comparison, 30.1 

percent of assessments are being performed by web-based tools, or a cloud-based SAAS mechanism. 

The advantage of web-based tools is that they can be accessed from anywhere, potentially giving 

hospitals a non-editable or editable view of the status and process of assessments and discharge plans. 

Currently HCS uses or has access to below software systems: 

• Barcode: Client Case Records used by both financial and social services. The Barcode system is 
where all financial verifications are recorded as well as some social service documents and 
serves as a communication tool between the case managers (PBS and Social Services). 

• CARE: houses the functional assessment and results, as well as authorizations for providers and 
service episodes record (SER). 

• AIDA: database matching providers and clients. DSHS no longer has a contract with AIDA as 
of 12/31/24.  It is believed that hospitals are still able to utilize AIDA for provider searches. 

• ACES: Financial software or eligibility system to which the PBS enters the financial data to 
complete the determination for LTSS coverage. 

 
55 HCS has recently made improvements to the Point Click Care (PCC) system used across the state. See Appendix 1 
for more information. 
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• Electronic Health Record (EHR): HCS has varied access to EHRs used by hospitals.  Access is 
dependent on the hospital. If a hospital doesn’t utilize an EHR or HCS does not have access, HCS 
will rely on the hospital staff to provide paper medical records to complete the functional 
assessment.  
 

Examples of resources that could be integrated for accessibility and communication as suggested by HCS 

and hospitals. This list does not consider plausibility. Additional suggestions56 included: 

• Centralized assessment appointment calendar. 

• Policy portal, including updates and communications. 

• Online training modules. 

• Visibility/access to EDIE paperwork for "frequent fliers."  

• Live financial application status. 

• Active referral feedback. 

• Direct communication between HCS and line staff not dependent on staff but by client. 

• I have worked in other states/systems where CM has access to complete all or part of the 
Medicaid application and it speeds the process substantially.  

• It would be helpful to have more visibility into the Medicaid system/process. It would decrease 
our dependence on state staff for eligibility and services checks and decrease the volume of 
questions on application status if we could see it.  

• More visibility into EHR systems: HCS staff cite these are often incorrect, but hospitals also say 
having remote access "completing remotely with EHR record review is often highly inaccurate 
which can significantly impact the daily rate determination."   
 

This update can include updating the language to separate care planning from the assessment. A 

sentiment expressed within discussion groups was that a clear line of communication and shared ability 

to view where financial and functional applications are in the process may help limit unnecessary phone 

calls and streamline communication. Particularly for hospitals that have multiple social workers working 

with one client, the ability to review shared information may prevent HCS staff repeating information to 

multiple people.  

Custom Solutions  
Preliminary interviews highlighted that solutions for one hospital may not work for another. This is in 

part due to diverse patient populations and system organization. It is important to keep in mind that 

there will be no one size fits all solution to discharge delays. Some hospitals may benefit from additional 

outreach and training on referral guidelines and the steps of each process, while others may need a 

refresher course. Clear written guidance may be ideal for some hospitals, whereas in person trainings 

may be more effective for others. A form of this is currently underway. HCS is performing statewide 

virtual training that will be recorded and posted. The first session on March 18, 2025, had 85 

participants. Additionally, based on existing protocol and technology systems, different learning curves 

can be expected at different hospitals. While some changes may be made at a system wide level, others 

may need to be tailored to the region and hospital.  

 
56 Comments are included as they were written by respondents. 
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Training 
Throughout this study, it became clear that training information and HCS staff interpretations of 

information may vary and were not always consistent. Survey feedback indicated trainings primarily 

addressed “surface level” or simple patient situations. Further guidance on complex patient situations 

may be beneficial. This could happen in the form of more regular and standardized trainings, or a 

repository of recorded trainings that are available to hospital staff on demand. However, there may not 

be an ideal way to communicate information around complex patient situations. Continuing to provide 

clear and accessible guides on referral timing and other common questions, along with clear lines of 

communication may alleviate confusion.  
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Section 5: Conclusion and Further Research   
Further research into delays to discharge is needed. Delays are likely to become exacerbated and 

continue to place strain on staff as the number of complex cases and referrals grow over time. This 

study demonstrates that the functional assessment is one of many pieces of the discharge process and 

was rarely highlighted as the specific reason for delay. The assessment is a two-hour portion of a much 

longer process. HCS staff indicated at several points that other work related to functional assessments 

takes more time, including finding an appropriate transition setting and collecting necessary 

information. Other parts of the eligibility process, such as the financial eligibility portion, were heavily 

associated with delays. Incomplete or inaccurate financial applications create an extra burden for staff, 

as they coordinate with clients, clients’ family members, and financial institutions to gather  

necessary information.  

Future research would likely benefit from a clearer distinction between the functional assessment and 

other pieces of the eligibility and service plan process. The financial eligibility determination and 

residential provider challenges, which are separate but related to the functional assessment, were 

frequently cited as causing discharge delays. Some of these delays are exacerbated by process 

requirements outside of staff control, such as asset verification, which takes up to 15 days. Separating 

the financial application and financial eligibility from functional eligibility may allow causes of delay to 

be more clearly identified. 

Additionally, communication issues were emphasized by HCS and hospital staff. Improving 

communication between HCS and hospital staff, including establishing methods of communication, 

defining common terms, and using clear language, may be beneficial. Clear communication with hospital 

staff and clients is essential as HCS staff work to gather all necessary information to determine Medicaid 

eligibility. 

Additional research into other states’ best practices would be beneficial in the future. The existing 

functional assessments inventory by MACPAC demonstrates the large variety of strategies used across 

states to distribute LTSS aid. This information was further complicated by variances in terminology and 

department structures, as well as differences in program specifications. While CEBR staff completed 

extensive outreach, variances in terminology limited effectiveness. Additionally, each state had different 

obstacles related to their functional assessments. Outreach often produced surface-level solutions, 

many of which are already in use in Washington. A more targeted contact effort based on the MACPAC 

inventory, which is useful in identifying assessments comparable to Washington’s, may yield better 

results than a broad outreach effort. 
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we explore; however, none are absolutely fail-safe. Data, by nature, is challenged by how it is collected 

and how it is leveraged with other data sources. Following only one approach without deviation is ill-

advised. We provide a variety of insights within our work – not only on the topic at hand but also the 

resources (data) that inform that topic.    

We are always seeking opportunities to bring the strengths of Western Washington University to 

fruition within our region. If you have a need for analysis work or comments on this report, we 

encourage you to contact us at 360-650-3909 or by email at cebr@wwu.edu.   

To learn more about CEBR visit us online at https://cebr.wwu.edu or follow us online through your 

favorite social media stream.  

  facebook.com/westerncebr   

  twitter.com/PugetSoundEF  

  linkedin.com/company/wwu-center-for-economic-and-business-research  

  instagram.com/wwucebr   

 The Center for Economic and Business Research is directed by Hart Hodges, Ph.D. and James 

McCafferty.  
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