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Appendix 1: HCS Documents Distributed to Hospitals 

Figure 1: Acute Care Hospital Long Term Services Referral Guide 

 
  

  

 AGING AND LONG-TERM SUPPORT ADMINISTRATION (ALTSA) 
 

Acute Care Hospital Long Term Services Referral Guide: When to refer to HCS 

 

HCS Referral Checklist- March 2023 

  NOTE: guide for hospital staff to determine actions to take prior and when referring to Home and Community Services (HCS) 

Division for Long-term care services is appropriate for transition planning. 

1. DISCHARGE PLAN 
Is the client’s discharge plan for SNF, LTAC, IPR or another Medical facility for rehabilitation or skilled level of care? 
 

If YES –do not send a referral                          If NO—go to step 2 
2. DECISION MAKER 

Is the client their own decision maker? 
 

If YES—go to step 3                                      If NO—Stop and review 2(a) through 2(d).  
 

2(a). Does the client have a DPOA/guardian, or can the client tell HCS if they have an alternative decision maker?  
 

2(b). Is the Guardianship process started? If YES—go to 2(d).     If NO—Stop and consult your legal counsel.  
 

2(c). Is client eligible for the guardianship pilot criteria? If YES—refer client.      If NO—Stop consult your legal counsel.  
 
 

2(d). Is the court date within 14 days? If YES—send the referral.     If NO—do not send the referral.                                                                      
 

3. CLIENT CHOICE 

Has the hospital social worker discussed Medicaid LTC with client/decision maker, and are the client/decision maker 
agreeable to Medicaid long-term care services? 
 

If YES—to step 4                                        If NO—ask the client before you send the referral 
4. CLIENT STABILITY 

Is the client medically and psychiatrically stable for community-based level of care and near ready for discharge? 
 

If YES—go to step 5                                    If NO—do not send the referral 
5. APPLICATION FOR MEDICAID 

Has the client or hospital filled out a Medicaid LTC application and submitted it? 
 

If YES—go to step 6             If NO—do not send the referral. Please assist the client with filling out a LTC application 

6. LOCATION FOR ASSESSMENT 
Is the client going to discharge without HCS LTC services in place? 
 

If YES—Please make a note on the referral form 10-570 where the client will be for assessment, that “client discharged to 
and would like Medicaid LTC services” so that the referral is assigned correctly.  
 

If NO—the hospital will be location of the assessment, make the referral. 

7. BRIEF SUMMARY 

If you have gotten to this point 
❖  Hospital Social Worker has had a conversation with the client, and they expressed that they would like Medicaid LTC 

services. 
❖  The client is not on any kind of restraints in the last 72 hours or 3 days. 
❖  The client is their own decision maker; if not, client is able to authorize an alternative decision maker or has a DPOA 

and /or the Guardianship Court date is within 14 days. 
❖  The client is medically or psychiatrically stable and near ready for discharge. 
❖  The client’s discharge plan is in-home caregiver services or residential services. 
❖  The client has completed Medicaid LTC application and it has been submitted. 

 
YOU ARE NOW READY TO SEND THE REFERRAL TO HCS – if these steps are followed HCS will be able to 
assess the client timely and begin transition planning.  
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Message Regarding an Update to the PCC System 

LTC case manager now listed as part of care team in Point Click Care (PCC) 

Effective 1/2025 PCC users will now be able to identify clients receiving LTSS services under the Care 
Team section. 

Home and Community Services partnered with PCC with a goal to improve care coordination for 
individuals receiving Long-Term Services and Supports (LTSS). We know that many hospitals across the 
state and Managed Care Organizations utilize PCC to assist with care coordination and that including the 
Long-Term Care (LTC) case manager in this system has long been requested to assist with improved 
coordination. 

Why did we do this? 

To increase awareness and coordination. Hospitals and Managed care entities (Medicaid or Medicare) 
should coordinate with LTC case managers on transitions to improve client care and outcomes. 

What does it look like? 

The assigned HCS or AAA Case Manager will be displayed along with their contact information. Note: 
Currently all case managers show up as DSHS HCS due to limitations, we hope to update this in the 
future to show either HCS or AAA. 

This is how it will display in the care team section of PCC: 

 

What if I have trouble reaching out? 

If there is any trouble coordinating directly with the case manager, you should follow current escalation 
processes: Hospitals: may contact their escalation contacts Acute Care Hospitals | DSHS 

Managed Care Entities: may contact the HCS managed care systems consultants for assistance. Region 1: 
Sarah Rogala sarah.rogala2@dshs.wa.gov Region 2: Laura Botero laura.botero@dshs.wa.gov Region 3: 
Genevieve Boyle genevieve.boyle@dshs.wa.gov 

What do I need to do? 

Reach out and coordinate! Use this as a tool to assist in coordination to improve timely transitions and 
increased coordination. 
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Appendix 2: Regional Map 
 

Figure 2: DSHS Regional Map 
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Appendix 3: Correlation Charts 
 

Figure 3: Correlation between Admit to Referral & Total Stay 

 
 

Figure 4: Correlation between Referral to Assessment Created & Total Stay 
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Figure 5: Correlation between Assessment Created to Assessment Completed & Total Stay 

 
 

Figure 6: Correlation between Assessment Completed to Discharge & Total Stay 
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Appendix 4: WSHA Complex Discharge Workgroup Surveys 
This Appendix provides a list of questions posed in the WSHA Complex Patient Workgroup Surveys in the 
fourth quarter of 2023, the first quarter of 2024, and the second quarter of 2024. Some discussion of the 
results is also included.  

 

Survey Participants 

Table 1: Survey Participants shows the total number of participating hospitals and the response count 
by question. The number of participating hospitals fell slightly over time, and response counts by 
question fluctuated. 
 

Table 1: Survey Participants 

Questions 
Number of Responses 

Q4 2023 Q1 2024 Q2 2024 

Total number of participating hospitals 55 54 51 

1. Number of patients medically ready for discharge 55 54 49 

2. Discharge goal 53 53 49 

3. Prior care setting 42 53 49 

4-8: Length of Stay 38 50 46 

9. Payers 39 53 49 

10a. Post-acute care arrangements 54 54 49 

10b. Number of patients hospitals are paying for post-acute care 16 14 22 

11. Barriers ranking 45 42 51 

12. Number of unhoused/housing unstable patients 33 54 49 

13. Unhoused/housing unstable patients facing other barriers 32 52 48 

14. Patients staying for behavioral health 34 54 49 

15. Patients staying for behavioral health with substance disorders 26 47 48 

16. Number of patients waiting for DSHS HCS process 38 44 47 

17. Number of days for a Medicaid financial eligibility determination 38 39 36 

18. Number of days for an HCS assessment to be completed 39 39 37 

19. Number of days between assessment and rate availability 38 39 36 

20. Number of days for the ETR process to be completed 38 38 32 

 
The ratio of critical access hospitals (CAH) respondents to system hospital respondents has remained 
relatively consistent. In the fourth quarter of 2023, the ratio of CAH hospitals to system hospitals was 15 
to 39, in the first quarter of 2024 it was 15 to 38, and in the second quarter of 2024 it was 15 to 34. The 
percentages in the bars shown below do not add up to 100% because a hospital may be both a CAH and 
system hospital. It is also possible that a hospital is neither a CAH nor system hospital.  
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Figure 7: Responses by Hospital Type 

 
 
Licensed beds are hospital beds which a hospital is allowed to operate by the state. However, the 
number of licensed beds does not necessarily reflect the number of beds that are staffed and available 
to care for patients. The number of staffed beds is often smaller than the number of licensed beds. 
 
The number of licensed beds at respondent hospitals has fallen over time. This is likely due, in part, to 
the decreasing total number of hospitals participating in the survey. However, the average number of 
licensed beds per hospital also fell in Q2. The average number of licensed beds was 201.4 in Q4 2023, 
200.4 in Q1 2024, and 170.4 in Q2 2024.  

 
Figure 8: Respondent Rate based on Licensed Beds of Participating Hospitals 
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Question 1 [Text Box] 1 

Enter the total number of patients who are medically ready for discharge.  
 
The number of patients medically ready for discharge fluctuated over time, peaking in the first quarter 
of 2024 at 984 before falling by nearly 32% to 671 in the second quarter of 2024. However, to account 
for changes in the number of respondents, the total number of patients was divided by the number of 
responding hospitals to get an average number of patients reported per hospital. The average number 
of patients per hospital who were medically ready for discharge followed a similar pattern to the total 
number of patients. An average of 15.3 patients per hospital were medically ready for discharge in Q4 
2023, 18.2 in Q1 2024, and 12.2 in Q2 2024.  
 

Figure 9: Number of patients medically ready for discharge 

 
 

Figure 10: Number of patients medically ready for discharge (average reported per hospital) 

 
  

 

 
1 Response counts listed by question and quarter in the table at the top of this appendix. 
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Question 2 [Text Box] 

Of the patients reported, please provide the number of patients who are ready for discharge to the 
following settings (current discharge goal). 
 
The chart below shows the percentage of patients by discharge setting goal. Adult family homes were 
identified as the most common discharge setting, followed by skilled nursing facilities and then “other”.  
 
Figure 11: Discharge Goal for Patients Medically Ready for Discharge (% of patients, all discharge goals) 

 
 
Adult family homes were identified as the most common discharge settings in all quarters, while 
assisted living facilities were ranked among the least common discharge settings in all three quarters.  
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Figure 12: Discharge Goal for Patients Medically Ready for Discharge (% of patients, AFH and ALF) 

 
 

Question 3 [Text Box] 

Of the patients reported, please provide the number by prior care settings. 

 
In all three quarters, respondents reported that “home” was the most common prior care setting:  
48 percent in Q2 2024, 60.8 percent in Q1 2024, and 42.5 percent in Q4 2023. “Living with family”  
and “memory care” were not provided as options on the survey for all quarters, resulting in the  
missing columns.   
 

Figure 13: Percent of Patients by Prior Care Setting 
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Questions 4-8 [Form Field] 

Of the patients reported, how many patients have been awaiting discharge for [the specific time frames 
depicted in the graph]? 
 
Each day range was presented as its own question on the survey. We combined the five questions for 
this evaluation.  
 
According to respondents, the length of stay for most patients was either less than a week or between 1 
and 6 months. Few patients stayed more than 6 months.  
 

Figure 14: Percent of Patients by Length of Stay 

 
 

Question 9 [Form Field] 

Of the patients reported, please provide the number of patients by primary payer. 
 
Medicare Advantage was the most selected primary payer in all survey quarters. Medicaid managed 
care and Medicare Fee for Service followed as the next most common responses. 
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Figure 15: Number of Patients by Primary Payer 

 
 

Question 10a [Multiple Choice] 

Do you currently have arrangements with post-acute care providers where the hospital covers the costs 
of the patient’s post-acute care? 
 
In 2023 Q4 and 2024 Q1, responding hospitals were almost evenly split regarding whether they have 
these kinds of arrangements with post-acute care providers. The most hospitals reported having these 
arrangements in the second quarter of 2024, at 61 percent. 
 

Figure 16: Percent of hospitals that cover the costs of post-acute care 
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Question 10b [Form Field] 

If yes, please estimate the number of patients that your hospital is currently paying for post-acute care: 
 
The number of patients for which hospitals reported paying post-acute care costs for has increased over 
time. In the second quarter of 2024, the number of patients was nearly 18% higher than in the fourth 
quarter of 2023. However, to account for changes in the number of respondents, the total number of 
patients was divided by the number of responding hospitals to get an average number of patients 

reported per hospital. Figure 18 shows that the average number of patients fell in 2024 Q2. 
 

Figure 17: Total number of patients for which hospitals are currently paying for post-acute care 

 
 

Figure 18: Number of patients for which hospitals are paying for post-acute care (average reported per 
responding hospital) 

 
  

230

262

271

220

230

240

250

260

270

280

Q4 2023 Q1 2024 Q2 2024

14.4

18.7

12.3

8.0

10.0

12.0

14.0

16.0

18.0

20.0

22.0

Q4 2023 Q1 2024 Q2 2024



   

 

 

20 

 

 

Question 11 [Rank Order]  

Please rank each barrier below by the most common primary reason for delays in discharges at your 
hospital, with most common being 1 and least common being 32. 
 
Figure 19 shows the top 8 barriers to discharge. The ranking was determined by calculating the average 
percentage of respondents who chose each barrier across all 3 quarters. “Behaviors” was ranked as the 
top barrier in every quarter and on average. Delays related to HCS also ranked highly, as did Alzheimer’s 
and Dementia. 

Figure 19: Top 8 Indicated Barriers to Discharge 
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The table below shows the remaining barriers included as options (in order of most common to least 
common, as ranked in 2024 Q2). 

 
Table 2: Ranked Barriers to Discharge 

Barrier 
Q4 2023 Q1 2024 Q2 2024 

% of Respondents (45) % of Respondents (42) % of Respondents (51) 

Behaviors 87% 79% 85% 

Alzheimer's / Dementia 62% 74% 79% 

Delayed insurer process (auth, prior auth, response, 
denial) 62% 74% 77% 

Delay related to Home & Community Services 80% 71% 75% 

Lack of guardianship/conservatorship/healthcare proxy 64% 60% 69% 

Substance use (current or history) 44% 33% 63% 

Low or inadequate funding for placement 49% 64% 54% 

Lack of family cooperation 51% 45% 52% 

Dialysis unavailable 27% 24% 48% 

Mental health 38% 29% 42% 

Lack of insurance or secondary insurance 33% 40% 35% 

Unhoused/Housing unstable 40% 33% 35% 

Hospice 24% 33% 31% 

Home Health/ Home Care 18% 21% 31% 

Bariatric 42% 45% 29% 

Delays related to Developmental Disability 
Administration 36% 40% 25% 

Staffing/capacity constraints at post-acute care facilities 24% 33% 21% 

CPS/APS 18% 31% 21% 

Restraints 16% 21% 21% 

Inadequate carrier post-acute network 27% 31% 19% 

COPES 33% 29% 19% 

Wound care 7% 5% 13% 

Undocumented 9% 17% 8% 

Inpatient Psych Unit / Delay 29% 12% 8% 

Legal (sex offender/arson/ violence) 4% 7% 8% 

TBI 9% 5% 8% 

Transfer Hospital to Hospital 18% 19% 6% 

Transportation unavailable 27% 7% 6% 

Infectious disease condition (COVID, RSV, etc) 9% 10% 4% 

DME 13% 7% 4% 

Transfer to Western/Eastern 0% 0% 0% 

Unvaccinated status NA 0% 0% 

 
For additional context, “lack of guardianship” and “delayed insurer process” barriers are commonly 
construed as HCS delays, but this question provided separate options for these barriers. “Delays related 
to HCS” may result from other factors such as assessments, financial barriers, etc. 
 
The following clarifications were provided by WSHA to help define the “insurer process” and “low or 
inadequate funding” barriers. 
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• Insurer process: Includes things like prior authorization, utilization management, care 
management processes at insurers (all types of carriers – MCO, HCA FFS, Medicare Advantage, 
commercial, etc.)  

• Low or inadequate funding: Sometimes the reimbursement/daily rate offered by the insurer is 
too low to incentivize a skilled nursing facility or post-acute care setting (adult living facility, 
adult family home) to accept a patient. This is because the setting cannot sustain operations and 
adequately pay the appropriate staff at the daily rate offered to care for the patient.  

 

Question 12 [Form Field] 

Please provide the number of unhoused or housing unstable patients medically cleared and awaiting 
discharge 
 
For questions 12 & 13 please use the following definition for unhouse/unstable housing. 
 
Unhoused/Unstable housing: includes individuals (of any age) who lack a fixed, regular, and adequate 
nighttime residence, such as those living in shelters, transitional housing, or places not meant for human 
habitation (e.g., on the streets or in cars). 
 
The percentage of unhoused or housing unstable patients has fluctuated across quarters. The second 
quarter of 2024 saw the lowest percentage of unhoused or housing unstable patients, at 10 percent. 
 
Figure 20:  Unhoused or Housing Unstable Patients (as a percentage of total patents medically ready for 

discharge) 

 
 

Question 13 [Form Fields] 

Of the unhoused/housing unstable patients reported, how many patients experience the following: 
Behavioral health/substance-use disorder needs, medical care needs, Activities of daily living needs, Total 
 
In all quarters, unhoused and housing unstable patients most commonly faced behavioral health and 
substance use disorder needs. Medical care and daily living needs were also prevalent.  
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Figure 21: Percentage of Unhoused or Housing Unstable Patients Experiencing Specific Barriers 

 
 

Question 14 [Form Field] 

Please provide the number of patients who are medically cleared for discharge (to any setting) who also 
remain in your facility due to behavioral health treatment needs. 
 
Responses indicate that the percentage of patients who remain in hospital due to behavioral health 
treatment needs has declined over time. 

 
Figure 22: Percentage of patients medically cleared for discharge who remain in facility due to behavioral 

health treatment 

 
 

Question 15 [Form Field] 

Of the behavioral health treatment patients reported (patients with behavioral health treatment needs 
awaiting discharge), how many also have substance-use disorder treatment needs? 

 

71%
67% 70%

29%

40%

59%61%

53%

45%

0%

10%

20%

30%

40%

50%

60%

70%

80%

Q4 2023 Q1 2024 Q2 2024

Behavioral health/substance-use disorder needs Medical care needs Activities of daily living needs

17%

15%

9%

0%

2%

4%

6%

8%

10%

12%

14%

16%

18%

Q4 2023 Q1 2024 Q2 2024



   

 

 

24 

 

 

The reported percentage of patients with behavioral health treatment awaiting discharge who also 
experience substance-use disorders has fluctuated over time. In the second quarter of 2024, 45 percent 
of patients with behavioral health needs also had substance-use disorder treatment needs. 

 
Figure 23: Percent of patients with behavioral health needs awaiting discharge that also have  

substance-use disorder treatment needs 

 
 

Question 16 [Form Field] 

Please provide the number of patients who are medically cleared for discharge (to any setting) who are 
awaiting DSHS HCS process (Medicaid eligibility, assessment, rate setting, identifying accepting facility, 
or exception to rule (ETR)) 
 
The percentage of medically cleared patients who are awaiting DSHS HCS processing has declined  
over time.  
 

Figure 24: Percent of patients who are medically cleared for discharge awaiting DSHS/HCS processing 
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Questions 17- 20 [Form Fields] 

What is the current average number of days for [the DSHS HCS processes depicted in the figure]  
to be completed? 
 
Each DSHS process was presented as its own question on the survey. We combined the four questions 
for this evaluation. 
 
Medicaid financial eligibility determination was reported to take the longest amount of time out of the 
four DSHS HCS processes, peaking at an average length of 24 days in the first quarter of 2024 and falling 
to 18 days in the second quarter of 2024. HCS assessment and ETR processes ranked second and third in 
length, with HCS assessments taking 8 days in the second quarter of 2024 and ETR taking 11 days. The 
average number of days reported between HCS assessment and rate availability was 7 in the second 
quarter of 2024.  
 

Figure 25: Average number of days for DSHS HCS processes to be completed 

 
 

Question 21 [Free Response] 

Please provide any additional information below on patients with unusual circumstances or other 
discharge challenges. 
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Appendix 5: Hospital Line Staff Survey 
This section outlines the Hospital Line Staff survey. Questions with zero responses were not included. 

Preamble 

Thank you for sharing your thoughts on the CARE Assessments conducted by The Washington State 
Department of Social and Health Services (DSHS) to determine eligibility for long-term Medicaid. 
 
We welcome all hospital staff with knowledge of the assessment to participate. Your feedback is 
instrumental in evaluating the CARE assessment. 
 
The content of this survey specifically targets individuals who have been patients in the acute care 
hospital setting and have been transferred to post-acute, long-term care facilities with assistance (such 
as Assisted Living and Adult Family Homes).  
 
This survey is part of a study requested by the State Legislature to understand the current assessment 
environment. The research for this study is being performed by the Center for Economic and Business 
Research (CEBR), part of Western Washington University (WWU). 
 
The following page contains more information about the survey and its contents.  
 
A few other notes about this survey: 

• We will not ask you for any patient-identifiable information. In any open response text field, 
please do not share any information specific to any person but speak at a summary level. 

• We anticipate no risks to your participation. You are not required to provide name, hospital, or 
contact information. We have no distribution (email) contact. 

• We ask what hospital you work at. Response to this question will not allow us or your employer 
to identify you. Response to this question is optional. A report by location may be made 
available to participating facilities. We must receive a sufficient number of responses to publish 
location-specific information. This will not contain individual responses; instead, it will present 
all data. 

• If you provide contact information for follow-up, we take every precaution to protect your 
contact information, though no guarantee of security can be absolute. Your employer will not be 
able to connect your name to your specific responses.  

• Participation is voluntary, and you may withdraw at any time. If you withdraw, the study will 
keep all information submitted up to the withdrawal point. 

About Data Security: 

• Your data will be stored on a secure server with access controls. 

• If you supply identifying information, it will be held only for the time necessary for its stated use, 
not connected to your responses, and not shared with your employer. 

• Overall results of the survey, commonly thought of as summary results, will be published by 
both the state and WWU. 

 
If you have questions or comments concerning this research, you may reach us at cebr@wwu.edu or 
360-650-3909. We encourage you to print this page for your reference later if you have any questions 
about this survey or your participation. 
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The study described above has been explained to me. By signing below, I voluntarily consent to take part 
in this research. I have been told that I can refuse to answer any questions or leave the study at any 
time, without penalty. I have had a chance to ask questions. I have been told that I may call the 
researchers if I have any questions about the research. 
 
* A signature is required to move on to the survey. 
 
[Page Break] 
 
More information about this survey: 

• For patient-facing staff, we expect the survey to take under 10 minutes to complete. It consists 
of approximately 28 questions, primarily multiple-choice questions. The exact number of 
questions will depend on your answers. 

• For management- and executive-level, we expect the survey to take 15-20 minutes to complete, 
and the survey consists of approximately 38 questions, primarily multiple-choice questions. The 
exact number of questions will depend on your answers. 

• The management-level survey requires some data; if you do not have access, you can leave the 
questions blank and use the arrow in the bottom right-hand corner to skip them. 

o Data questions pertain to: 
▪ Assessment time-lapse data 
▪ Occupancy rate and bed availability 

• Almost all questions are optional. Required questions are labeled. 
• Use the arrow buttons at the bottom of the screen to move forward or backward in the survey. 
• To skip a question, leave it blank and use the arrow buttons at the bottom of the screen to move 

on to the next set of questions. 
 
Examples of topics the survey asks questions about: 

• Line staff and management/executive level will receive different surveys. 
• Your overall experience with the CARE assessment 
• Your understanding of the CARE referrals and assessment 
• Related training 
• How the CARE assessment impacts the length of patients' stay 
• The effect of the process on your well-being 
• The effect of the assessment process on hospital bed availability 
• How the assessment impacts discharge 
• Assessment as a barrier compared to other discharge barriers 

 
(Required) I am involved with or have knowledge of the HCS/DSHS CARE Assessment and how it impacts 
the length of stay for patients being discharged to a post-acute care facility. 

• Yes, I am familiar with the CARE Assessment. 

• No, I am not familiar with CARE Assessment. 
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Line Staff Results 

Question Q22 [Multiple Choice] – 25 responses 

Please use the map above for reference. Your location can be best described as:3 

 
Table 3: Distribution of Responses for Question Q2 (Respondent Regions) 

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% 

 
Figure 26: Regional Distribution of Survey Responses 

 
 

Question Q3 [Slider] – 24 responses 

Please tell us about your long length of stay patients (Complex Discharge Patients).  We want to 
understand what percentage can be characterized under the categories below. Using the slider tool 
select the percentage of long length of stay patients that match each characteristic. 
 
Data is not required for this question, please select based on your experiences and perspectives. We 
understand categories may overlap and total percentage can exceed 100.  

 
Table 4: Distribution of Responses for Question Q3 (LOS Patient Characteristics) 

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% 

 

 

 
2 Question numbers are from the survey instrument. Letter designation indicates section. 
3 All survey questions are in italics. 
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Figure 27: LOS Patient Characteristics (Distribution of Responses) 
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A report by hospital may be made available to participating facilities. This information will not include 
identifying information, and we must receive a sufficient number of responses in order to publish 
location-specific information. 
 
You can select No response or leave it blank to skip this question. 

 
Table 5: Distribution of Responses for Question Q4 (Respondent Hospitals) 

Hospital Name 
Number of 
responses 

Percent of 
responses 

Samaritan Healthcare 1 5.3% 

Providence Sacred Heart Medical Center and Children's Hospital 3 15.8% 

Garfield County Hospital District 1 5.3% 

Peace Health St. Josephs Medical Center 5 26.3% 

UW Medicine - UW Medical Center Northwest 2 10.5% 

UW Medicine - Harborview Medical Center 1 5.3% 

UW Medicine - UW Medical Center Montlake 1 5.3% 

Providence Mount Carmel Hospital 1 5.3% 

Coulee Medical Center 1 5.3% 

Forks Community Hospital 1 5.3% 

Skagit Valley Hospital 2 10.5% 

Total 19 100.0% 

 

Question Q5 [Multiple Choice] – 24 responses 

For statistical purposes, we prefer this survey to be completed with individual responses. Some potential 
respondents have indicated that this may not be feasible for them. Please select which of the following 
best describes your responses. 
 

Table 6: Distribution of Responses for Question Q5 (Individual or Group Response) 

Response 
Number of 
responses 

Percent of 
responses 

I filled out the survey as an individual. 18 75.0% 

We are filling out the survey as a group. 3 12.5% 

I am filling out the survey on behalf of my team. 3 12.5% 

Total 24 100.0% 

 

Question Q6 [Text Entry] – 6 responses 

Approximately how many people are you filling out the survey on behalf of or with?4 

 
 

 

 
4 Display logic if they selected "We are filling out the survey as a group." or "I am filling out the survey on behalf of 
my team."  
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Table 7: Distribution of Responses for Question Q6 (Response Group Size) 

Responses Number of responses 

2 people 1 

3 people 1 

5 people 3 

6 people 1 

Total 6 

 

Question Q7 [Multiple Choice] – 25 Line Staff responses 

(Required) Please choose the one that best applies. My role can best be defined as: 

• Patient facing staff: Social Worker/Discharge Planner/Case Manager 

• Management Level or Executive Level 
 
Of the total respondents, 25 indicated that they were Patient facing staff. This Appendix includes Patient 
facing staff responses only. This is true for questions preceding and following Q7. 
 
This is the patient facing staff portion of the survey.5 This is not a test! There are no right or wrong 
answers. We want to understand what the assessment environment looks like to work toward a better 
assessment environment for all involved parties.  
 
Please answer each question to the best of your knowledge. Feel free to answer "I don't know" or "No 
Opinion" if available or leave the question blank and skip it using the arrow in the bottom right-hand 
corner of the screen. 
 
You will be given the opportunity to tell us more about your answers in several places within the survey, 
but these are all optional. 

 

Question LS1 [Multiple Choice] – 25 responses 

(Required) To provide context for your answers, please tell us about your role in making referrals for the 
HCS CARE Assessment. 
 

Table 8: Distribution of Responses for Question LS1 (Direct Referral Experience) 

Responses 
Number of 
responses 

Percent of 
responses 

Yes, I make referrals for the HCS CARE assessment 21 84.0% 

No, I do not make referrals for the HCS CARE assessment 4 16.0% 

Total 25 100.0% 

 

 

 
5 This information and the following questions were displayed if the response to Q7 was “Patient facing staff: Social 
Worker/Discharge Planner/Case Manager.” 
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Questions LS2 and LS3 [Multiple Choice] – 25 responses 

How long have you worked at your current hospital and how long have you been interacting with the 
CARE Assessment? 
 

Table 9: Distribution of Responses for Questions LS2 and LS3 (Length of Employment and CARE 
Experience) 

Responses 
Number of responses 

(Hospital) 
Number of responses 

(CARE) 

Less than 6 months 1 0 

7-12 months 1 1 

13-18 months 0 0 

19-24 months 0 0 

More than 2 years 23 24 

Total 25 25 

 

Question LS4 [Multiple Choice] – 25 responses 

Select all that apply. How do you receive training on which referrals to make to HCS? 
 

Table 10: Distribution of Responses for Question LS4 (HCS Referral Training Methods) 

Responses Number of responses Percent of responses 

Internal training 14 36.8% 

Regional DSHS / HCS comes to our hospital 6 15.8% 

Virtual training 5 13.2% 

We use the referral guide as training. 5 13.2% 

No organized trainings 4 10.5% 

Other 3 7.9% 

Headquarter DSHS / HCS comes to our hospital 1 2.6% 

Total 38 100.0% 

 
Other responses – 3 responses: 

• Experience and care conferences 

• Do not refer. Contact HCS who are already involved. Also coordinate with others who do refer 
for assessments. 

• I worked at HCS in a prior career 
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Table 11: Distribution of Responses for Question LS4 (HCS Referral Training Methods: Unique Responses) 

Responses 
Number of 
responses 

Internal training 6 

No organized trainings 4 

Regional DSHS / HCS comes to our hospital 2 

Internal training, Virtual training 2 

Internal training, Regional DSHS / HCS comes to our hospital, Virtual training 2 

Internal training, we use the referral guide as training. 1 

Headquarters DSHS / HCS comes to our hospital 1 

Internal training, Regional DSHS / HCS comes to our hospital, we use the referral guide as training. 1 

Virtual training 1 

Regional DSHS / HCS comes to our hospital, we use the referral guide as training. 1 

Internal training, we use the referral guide as training., Other 1 

Other 1 

Internal training, Other 1 

We use the referral guide as training. 1 

Total 25 

  

Question LS5 [Multiple Choice] – 25 responses 

Please select all that apply. Our CARE referral and assessment training consists of: 
 

Table 12: Distribution of Responses for Question LS5 (CARE Referral Training Methods) 

Responses 
Number of 
responses 

Percent of 
responses 

Which patients gets referrals 15 16.0% 

How we can assist with placement 14 14.9% 

When to make referrals 14 14.9% 

Financial eligibility 14 14.9% 

Guardianship / DPOA / Consent for care 12 12.8% 

DSHS / HCS Policy (including, but not limited to Federal Medicaid 
regulations, state statutes, Washington Administrative Code regulations) 

10 10.6% 

Our hospital regulations 7 7.4% 

No organized trainings 7 7.4% 

Other 1 1.1% 

Total 94 100.0% 
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Question LS6 [Multiple Choice] – 24 responses 

How often do you receive training referrals and/or the assessment process? 
 

Table 13: Distribution of Responses for Question LS6: (Frequency of Referral and Assessment Training) 

Responses Number of responses Percent of responses 

At the start of employment 7 29.2% 

No training 7 29.2% 

At random intervals 6 25.0% 

Annually 3 12.5% 

Every 6 months 1 4.2% 

Total 24 100.0% 

 

Question LS7 [Multiple Choice] – 22 responses 

In my opinion, the training I have received on making acute care referrals to HCS / DSHS for the CARE 
Assessment is: 

Table 14: Distribution of Responses for Question LS7 (Adequacy of Training Received) 

Responses Number of responses Percent of responses 

Somewhat adequate 8 36.4% 

Neither adequate nor inadequate 6 27.3% 

Somewhat inadequate 4 18.2% 

Extremely inadequate 3 13.6% 

Extremely adequate 1 4.6% 

Total 22 100.0% 

 

Questions LS8, LS9, and LS10 [Multiple Choice] – 24 responses each 

How confident do you feel in navigating the referral process?  
How confident do you feel in knowing what a timely referral is? 
How confident do you feel in determining if a referral is appropriate according to HCS guidelines? 
 

Table 15: Distribution of Responses for Questions LS8, LS9, and LS10 (Hospital Staff Confidence in 
Referral Process and Quality) 

 

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 



   

 

 

35 

 

 

Figure 28: Staff Confidence in the Referral Process and Quality 

 
 

Question LS11 [Matrix Table] – Response counts shown below 
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Figure 29: Staff Emotions Regarding the Referral and Assessment Process 

 
 
 

Question LS12 [Matrix Table] – Response counts shown below 

Overall, caring for long length of stay patients makes me feel:  
 

Table 17: Distribution of Responses for Question LS12 (Emotions Regarding LLOS Patients) 

Emotion 
Strongly 
disagree 

Somewhat 
disagree 

Neither agree 
nor disagree 

Somewhat 
agree 

Strongly agree Total 

Helpful 0 4 6 11 3 24 

Satisfied 1 6 7 8 2 24 

Hopeful 0 8 8 6 2 24 

In control 4 10 7 2 1 24 

Positive Total 5 28 28 27 8  

Anxious 4 4 7 7 2 24 

Stressed 2 5 5 9 3 24 

Discouraged 4 3 2 11 4 24 

Negative Total 10 12 14 27 9  
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Figure 30: Staff Emotions Regarding Caring for LLOS Patients 

 

 

Question LS13 [Text Box] – 10 responses 

Is there anything else you would like to add about the questions so far? 

• Communication following the referral is less than ideal and the timelines for response and 
assessments are extremely challenging. There are also unnecessary barriers such as not doing an 
assessment until a patient is off of tele sitters, or while they are in isolation.  

• I work in the ED so mainly deal with patients who do not need hospital admission ("social 
admits") who are really NOT admitted. Major barriers are: 1.) Long waiting times to get HCS 
assessment for either facility placement or additional caregiving hours at home. 2.) Repeated 
transfer of patients from in-hospital HCS assessment team to at-home HCS team for patients 
who are frequently hospitalized. Patients keep missing the assessment appointments! 

• We hope that HCS will give more information and description to patients regarding the process 
and what to expect on top of what the hospital SW is already doing.  

o We hope that it's more streamlined in identifying the appropriate HCS worker, (Hosp vs 
community worker, when and who will be following the patients) 

o More communication with HCS workers, especially once an AFH is identified 
o We hope that there is a centralized appointment calendar to decrease variations 

between HCS workers' availability to complete an assessment 
o Having to go through the guardianship process is quite time consuming and may not be 

necessary if there are other surrogate decision makers 
o Assessments take some time and the inability to refer when patient is close to 

discharge, delays the assessment and placement process. 

• Training 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 are not always consistent. 
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Question LS14 [Multiple Choice] – Response counts shown below 

Please select all that apply. The following criteria receive referrals for the HCS CARE Assessment in  
the hospital. 
 

Table 18: Distribution of Responses for Question LS14 (Criteria for Receiving HCS CARE Assessment 
Referrals) 

Responses 
Number of 
responses 

Percent of 
responses 

The patient has agreed to long-term care Medicaid. 20 83.3% 

Patient is ready / near ready for discharge. 18 75.0% 

The patient's Medicaid long-term care application has been submitted. 18 75.0% 

Patient can consent to care, appoint decision maker, or has a guardian. 17 70.8% 

Patient is psychiatrically and medically stable. 13 54.2% 

The patient's Medicaid long-term care application has been approved. 13 54.2% 

The patient is still receiving treatment and is not ready to discharge. 11 45.8% 

The patient's Medicaid long-term care application has not been started. 5 20.8% 

Patient is discharging to a skilled nursing facility. 3 12.5% 

Status of the patient's Medicaid long-term care application is not relevant in making a referral. 2 8.3% 

Total Responses (120 unique selections from 24 respondents) 24 100.0% 

 

Question LS15 and LS16 [Multiple Choice] – 24 and 11 responses 

Select all that apply. More specifically, please tell us the point during a patient’s care at which you make 
referrals relative to the discharge date.  
You responded that it depends on the previous question. Please explain why it depends.6 

 

Table 19: Distribution of Responses for Questions LS15 and LS16 (Referral Timing Relative to Discharge 
Date) 

Responses 
Number of 
responses 

Percent of 
responses 

It depends 16 32.7% 

When patient is near ready for discharge 14 28.6% 

When patient is ready for discharge 7 14.3% 

As soon as the patient is admitted 6 12.2% 

Right before target discharge date 5 10.2% 

I am not sure 1 2.0% 

Total 24 100.0% 

 

  

 

 
6 Display logic if they responded, "it depends." 
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Table 20: Distribution of Responses for Questions LS15 and LS16 (Referral Timing Relative to Discharge 
Date: Unique Responses) 

Responses 
Number of 
responses 

When patient is near ready for discharge, It depends 4 

When patient is nearly ready for discharge 4 

It depends 4 

As soon as the patient is admitted, It depends 3 

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 

3 

When patient is ready for discharge 2 

I am not sure 1 

When patient is nearly ready for discharge, right before target discharge date 1 

When patient is ready for discharge, when patient is near ready for discharge, right before target 
discharge date, It depends 

1 

When patient is ready for discharge, when patient is near ready for discharge, It depends 1 

Total 24 

 
“It depends” was an open response and had the below reasons cited (11 responses filled in the other 
text box)7: 

• It depends because sometimes the patient's current condition might defy laid down procedures 

• If patient's needs change. 

• Some discharge situations or outside destinations require the HCS intake referral to be 
completed before they will accept a pt. 

• Depends on the discharge plan, patient's need for MCD LTC and placement. 

• Need for guardianship/mental health capacity change, acceptance or denials from other 
community resource/placement, Pt's ability to participate with assessment 

• Some patients are so complex and will require AFH placement. they are a social admit, so level 
of care will not change over the course of the hospital stay. For the more behaviorally complex it 
can take weeks to months to start the process for AFH and find one. Sometimes it is better to 
update an existing referral or complete an assessment as soon as possible to help a pt not stay 
in the hospital for an extended period of time. 

• We have received conflicting information from HCS staff when to send the referral for an 
assessment. 

• Depending on what the DC plan is, some referrals require different timelines 

• Condition changes during stay 

• I only refer patients who are going to apply for Medicaid program or are already on a Medicaid 
program. 

• Depends on if patient has DPOA paperwork, needs guardianship, is needing IVs, etc. 

 

 

 
7 Open text responses appear exactly as they appear in the survey but with all potentially identifiable information 

removed. 
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Question LS17 [Multiple Choice] – 24 responses 

Please select all that apply. HCS CARE assessments are performed on which of the following long-term 
care discharge goals? 
 

Table 21: Distribution of Responses for Question LS17 (HCS CARE Assessment Long-Term Care  
Discharge Goals) 

Responses 
Number of 
responses 

Percent of 
responses 

Skilled Nursing Facility / Nursing Home (long-term / Custodial) 18 75.0% 

Home Health 4 16.7% 

Adult Family Home 24 100.0% 

Assisted Living Facility 18 75.0% 

Hospice 6 25.0% 

Inpatient Psychiatric 1 4.2% 

Inpatient Rehab 2 8.3% 

LTAC 3 12.5% 

Total 24 100.0% 

 

Question LS18 [Multiple Choice] – 24 responses 

From your perspective, who is primarily responsible for initiating Medicaid financial applications? 

 
Table 22: Distribution of Responses for Question LS18 (Responsibility for Medicaid Financial  

Application Initiation) 

Responses 
Number of 
responses 

Percent of 
responses 

Me, as the Social Worker / Case Manager / Dispatch Planner 13 54.2% 

Other 4 16.7% 

It is a group effort. 4 16.7% 

HCS/DSHS Case Manager 1 4.2% 

I don't know 1 4.2% 

No one is specifically responsible. 1 4.2% 

Total 24 100.0% 

Other responses – 4 responses: 

• 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 

• It depends, if the assessment is completed HCS financial can support, if in the hospital our 
financial can help  

 

Question LS19 [Multiple Choice] – 24 responses 

Are you familiar with this document? 

• Document can be found in Appendix 1 and was featured in the survey.  
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Table 23: Distribution of Responses for Question LS19 (Document Familiarity) 

Responses Number of responses Percent of responses 

No, I have never seen this document. 12 50.0% 

Yes, I am familiar with this document. 8 33.3% 

I have seen this document before. 4 16.7% 

Total 24 100.0% 

 

Question LS20 [Multiple Choice] – 23 responses 

Whether you have seen this document or not, does the process outlined correspond to your 
understanding of the referral process? 
 

Table 24: Distribution of Responses for Question LS20 (Process Correspondence to Referral  
Process Understanding) 

Responses 
Number of 
responses 

Percent of 
responses 

It is the process we use to determine a referral. 13 56.5% 

I am not sure 4 17.4% 

Our process differs slightly from this. 4 17.4% 

Our hospital has a different process for determining eligibility for a referral. 2 8.7% 

Total 23 100.0% 

 

 

Questions LS21 and LS22 [Multiple Choice] – 6 responses 

Select all that apply. At which step is your process different?8 
Please use the text box below to tell us more about how your process is different. 

Table 25: Distribution of Responses for Questions LS21 (Process Differences by Step) 

Responses Number of responses Percent of responses 

Step 1: Discharge Plan 4 66.7% 

Step 2: Decision Maker 0 - 

Step 3: Client Choice 0 - 

Step 4: Client Stability 1 16.7% 

Step 5: Application for Medicaid 1 16.7% 

Step 6: Location for Assessment 0 - 

Total 6 100.0% 

 
Step 1: Discharge Plan 

 

 
8 Display logic for Our process differs slightly from this. or Our hospital has a different process for determining 
eligibility for a referral. 
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• We anticipate patient's hospital progression and compares it with the typical criteria that is 
required for HCS placement 

• SNF requests prior insurance authorization 

• We send the HCS application only, I have never sent this document 

• Discharge is at discretion of doctor 
Step 4: Client Stability 

• HCS staff have vacillated at the point in which to refer a patient for assessment. 
Step 5: Application for Medicaid 

• Our financial counselor assists with the application after request from social work or discharge 
planning 

 

Question LS23 [Multiple Choice] – 23 responses 

This document, or a document like this, is or would be helpful for determining when to refer patients for 
an HCS assessment. 

Table 26: Distribution of Responses for Question LS23 (Helpfulness of Document) 

Responses Number of responses Percent of responses 

Yes, this is or would be helpful 18 78.3% 

No, this is or would not be helpful 5 21.7% 

Total 23 100.0% 

 

Question LS24 [Rank Order] – 20 responses 

In thinking about the six steps outlined in the referral guide, we are interested in knowing how you would 
rank them in order of difficulty to complete or ascertain. Using your mouse, please order the following 
steps so that the most difficult to complete/ascertain is ranked 1 and the easiest to complete/ascertain is 
ranked 6 with the remaining being ordered in descending level of difficulty. 

 

Table 27: Distribution of Responses for Question LS24 (Difficulty of Referral Steps) 

Steps 
1 - Most 
Difficult 

2 3 4 5 
6 - Least 
Difficult 

Step 1: Discharge Plan 6 4 3 4 2 1 

Step 2: Decision Maker 3 9 3 2 1 2 

Step 3: Client Choice 1 2 7 5 2 3 

Step 4: Client Stability 7 0 2 4 5 2 

Step 5: Application for Medicaid 1 5 3 5 5 1 

Step 6: Location for Assessment 2 0 2 0 5 11 

Total 20 20 20 20 20 20 
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Table 28: Distribution of Responses for Question LS24 (Difficulty of Referral Steps- Ranked) 

Referral Step Sum of Rankings 
Number of responses ranking 

this step as most difficult 
Number of responses ranking 

this step as least difficult 

Step 1: Discharge Plan 55 6 1 

Step 2: Decision Maker 55 3 2 

Step 4: Client Stability 66 7 2 

Step 5: Application for Medicaid 71 1 1 

Step 3: Client Choice 74 1 3 

Step 6: Location for Assessment 99 2 11 

 
Figure 31: Referral Steps Ranking, Difficulty to Ascertain 

 
 

Question LS25 [Multiple Choice] – 24 responses 

This question is explicitly catered to the functional assessment process and not the financial eligibility 
process. I perceive the HCS CARE assessment process as:  

 

Table 29: Distribution of Responses for Question LS25 (HCS CARE Assessment Perceptions) 

Responses Number of responses Percent of responses 

Taking longer than I perceive it should 18 75.0% 

About the length I perceive it should 6 25.0% 

I don't know 0 - 

Total 24 100.0% 

 
Of the "about the length I perceive it should be", all but one are in Region 1 and all but one filled it out 
as an individual.   
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Question LS26 [Rank Order] – 16 responses 

This is a follow-up to the previous question because you responded that the assessment process takes 
longer than it should. We are interested in knowing how you perceive the difficulties in the assessment 
process.  
 
Using your mouse, please order the following reasons for assessment speed so that the most significant 
barrier in completing assessments is ranked 1 and the least significant barrier is ranked last with the 
remaining being ordered in significance. 
 

Table 30: Distribution of Responses for Question LS26 (HCS CARE Assessment Barriers- Ranked) 

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 

 

Other responses – 3 responses: 

• HCS using jargon not understood by patients (ranked 6) 

• New HCS staff training process (ranked 3) 

• Delay in getting HCS if postponed (ranked 1) 
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Question LS27 [Multiple Choice] – 22 responses 

In your opinion, which is the single most significant barrier for Complex Discharge Patients taking the 
CARE assessment? 

Table 31: Distribution of Responses for Question LS27 (CARE Assessment Barriers: CDP’s) 

Responses 
Number of 
responses 

Percent of 
responses 

The assessment process is slow. 8 36.4% 

No decision maker/guardian for the patient 4 18.2% 

Difficulty finding LTC facilities 3 13.6% 

Poor communication between hospital and HCS 2 9.1% 

Alzheimer's / Dementia 2 9.1% 

Low or inadequate funding for placement 1 4.5% 

Behavioral issues 1 4.5% 

No clarity on task assignment 1 4.5% 

Total 22 100.0% 

 

Question LS29 [Multiple Choice] – 23 responses 

Please select the HCS policy or process that contributes the most to delays in discharge.  
 

Table 32: Distribution of Responses for Question LS29 (Delays Related to HCS Policies or Processes) 

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% 

 
Other responses – 3 responses:9 

• All of these equally, except assessments, cannot be done in the ER. 

• Accepting placement, requests for higher rates 

• Each case is unique, locating placement 

 

 

 
9 Open text responses appear exactly as they appear in the survey but with all potentially identifiable information 
removed.  
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Question LS31 [Text Box] – 10 responses 

You are the boots on the ground! Your experience is incredibly valuable to us. Please share any additional 
information here.10 
 

• Length of time from application to assessment is a barrier. If it could be done before they leave, 
this would close a large gap. 

• It would be helpful to have a dedicated HCS worker based at each hospital rather than working 
with multiple workers. 

• The CARES assessment needs to take into consideration more of the cognitive issues we are 
seeing now. 

• There have been times like recently where a referral to HCS was made and no contact was made 
to me for about a week. On average it can take an HCS worker to get me the assessment 3 
business days. Recently I have found every AFH11 that was needed because I was told the HCS 
only sends it until they have 3 requests to see patient then stop the referral. 

• I used to work for HCS and know how long hospital assessments should take.12 

• Please consider expanding the list of diagnoses for medical complexities to include neurological 
diagnoses such as Huntington's Disease. 

• The guardianship process is a huge barrier, though likely outside the scope of this survey. Adult 
Protective Services investigators are frequently involved but they and the government legal staff 
they deal with do not seem to understand the process and often have completely unrealistic 
expectations of the hospital. Patients who need guardians return repeatedly to the hospital "for 
placement". Is there any effective communication between HCS and Adult Protective Services? 

• I wish assessments could be done within a week from when requested so placements can 
happen timely 

• would like timely regulatory updates 

• HCS does not work with the hospital on prioritizing patients.  Over the years there has been so 
much turnover of staff, so much time spent on training, the new hospital unit isn't working, 
moving people from unit to unit, the patient gets lost in the process 

 

  

 

 
10 Open text responses appear exactly as they appear in the survey but with all potentially identifiable information 
removed. 
11 Adult Family Home 
12 Responded said answered "[assessments are] taking longer than I perceive it should " to QX (LS25) 



   

 

 

47 

 

 

Appendix 6: Hospital Management and Executive Level Survey 
This section outlines the Hospital Management and Executive survey. Questions with zero responses 
were not included. 

Preamble  

Thank you for sharing your thoughts on the CARE Assessments conducted by The Washington State 
Department of Social and Health Services (DSHS) to determine eligibility for long-term Medicaid. 
 
We welcome all hospital staff with knowledge of the assessment to participate. Your feedback is 
instrumental in evaluating the CARE assessment. 
 
The content of this survey specifically targets individuals who have been patients in the acute care 
hospital setting and have been transferred to post-acute, long-term care facilities with assistance (such 
as Assisted Living and Adult Family Homes).  
 
This survey is part of a study requested by the State Legislature to understand the current assessment 
environment. The research for this study is being performed by the Center for Economic and Business 
Research (CEBR), part of Western Washington University (WWU). 
 
The following page contains more information about the survey and its contents.  
 
A few other notes about this survey: 

• We will not ask you for any patient-identifiable information. In any open response text field, 
please do not share any information specific to any person but speak at a summary level. 

• We anticipate no risks to your participation. You are not required to provide name, hospital, or 
contact information. We have no distribution (email) contact. 

• We ask what hospital you work at. Response to this question will not allow us or your employer 
to identify you. Response to this question is optional. A report by location may be made 
available to participating facilities. We must receive a sufficient number of responses to publish 
location-specific information. This will not contain individual responses; instead, it will present 
all data. 

• If you provide contact information for follow-up, we take every precaution to protect your 
contact information, though no guarantee of security can be absolute. Your employer will not be 
able to connect your name to your specific responses.  

• Participation is voluntary, and you may withdraw at any time. If you withdraw, the study will 
keep all information submitted up to the withdrawal point. 

About Data Security: 

• Your data will be stored on a secure server with access controls. 

• If you supply identifying information, it will be held only for the time necessary for its stated use, 
not connected to your responses, and not shared with your employer. 

• Overall results of the survey, commonly thought of as summary results, will be published by 
both the state and WWU. 

 
If you have questions or comments concerning this research, you may reach us at cebr@wwu.edu or 
360-650-3909. 
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We encourage you to print this page for your reference later if you have any questions about this survey 
or your participation. 
 
The study described above has been explained to me. By signing below, I voluntarily consent to take part 
in this research. I have been told that I can refuse to answer any questions or leave the study at any 
time, without penalty. I have had a chance to ask questions. I have been told that I may call the 
researchers if I have any questions about the research. 
 
* A signature is required to move on to the survey. 
 
[Page Break] 
 
More information about this survey: 

• For patient-facing staff, we expect the survey to take under 10 minutes to complete. It consists 
of approximately 28 questions, primarily multiple-choice questions. The exact number of 
questions will depend on your answers. 

• For management- and executive-level, we expect the survey to take 15-20 minutes to complete, 
and the survey consists of approximately 38 questions, primarily multiple-choice questions. The 
exact number of questions will depend on your answers. 

• The management-level survey requires some data; if you do not have access, you can leave the 
questions blank and use the arrow in the bottom right-hand corner to skip them. 

o Data questions pertain to: 
▪ Assessment time-lapse data 
▪ Occupancy rate and bed availability 

• Almost all questions are optional. Required questions are labeled. 
• Use the arrow buttons at the bottom of the screen to move forward or backward in the survey. 
• To skip a question, leave it blank and use the arrow buttons at the bottom of the screen to move 

on to the next set of questions. 
 
Examples of topics the survey asks questions about: 

• Line staff and management/executive level will receive different surveys. 
• Your overall experience with the CARE assessment 
• Your understanding of the CARE referrals and assessment 
• Related training 
• How the CARE assessment impacts the length of patients' stay 
• The effect of the process on your well-being 
• The effect of the assessment process on hospital bed availability 
• How the assessment impacts discharge 
• Assessment as a barrier compared to other discharge barriers 

 
(Required) I am involved with or have knowledge of the HCS/DSHS CARE Assessment and how it impacts 
the length of stay for patients being discharged to a post-acute care facility. 

• Yes, I am familiar with the CARE Assessment. 

• No, I am not familiar with CARE Assessment. 
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Management and Executive Results 

Question Q213 [Multiple Choice] – 31 responses 

Please use the map above for reference. Your location can be best described as:14 
 

Table 33: Distribution of Responses for Question Q2 (Respondent Regions) 

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% 

 

Question Q3 [Percentage Slider] – 31 responses  

Please tell us about your long length of stay patients (Complex Discharge Patients).  We want to 
understand what percentage can be characterized under the categories below. Using the slider tool 
select the percentage of long length of stay patients that match each characteristic. 
 
Data is not required for this question, please select based on your experiences and perspectives. We 
understand categories may overlap and total percentage can exceed 100.  
 

Table 34: Distribution of Responses for Question Q3 (LOS Patient Characteristics) 

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% 

 

 
13 Question numbers are from the survey instrument. Letter designation indicates section.  
14 All survey questions are in italics. 
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Figure 32: Percent of Patients Facing Barriers (Distribution of Responses) 
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we must receive a sufficient number of responses in order to publish location-specific information. You 
can select No response or leave it blank to skip this question. 

 
Table 35: Distribution of Responses for Question Q4 (Respondent Hospitals) 

Hospital Name Number of responses 

Island Health 1 

MultiCare Allenmore Hospital 1 

Multicare Auburn Medical Center 1 

MultiCare Valley Hospital 1 

Peace Health St. John Medical Center 1 

Peace Health St. Josephs Medical Center 2 

PeaceHealth Southwest Medical Center 1 

Providence Centralia Hospital 1 

Providence Regional Medical Center Everett 1 

Providence Sacred Heart Medical Center and Children's Hospital 1 

Providence St. Mary Medical Center 1 

Providence St. Peter Hospital 1 

St. Joseph Medical Center 2 

Swedish Ballard 1 

Swedish Cherry Hill 1 

Swedish Edmonds 1 

Swedish Issaquah 1 

Tri-State Memorial Hospital 1 

UW Medicine - Harborview Medical Center 3 

UW Medicine - UW Medical Center Montlake 1 

UW Medicine - UW Medical Center Northwest 1 

UW Medicine - Valley Medical Center 1 

 

Question Q5 [Multiple Choice] – 31 responses 

For statistical purposes we prefer this survey to be completed with individual responses. Some potential 
respondents have indicated that this may not be feasible for them. Please select which of the following 
best describes your responses. 
 

Table 36: Distribution of Responses for Question Q5 (Individual or Group Response) 

Response Number of responses Percent of responses 

I am filling out the survey on behalf of my team. 14 45.2% 

I filled out the survey as an individual. 15 48.4% 

We are filling out the survey as a group. 2 6.5% 

Total 31 100.0% 

 

Question Q6 [Open Text] – 16 responses 

Approximately how many people are you filling out the survey on behalf of or with? 
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Table 37: Distribution of Responses for Question Q6 (Respondent Group Size) 

Response Number of responses Percent of responses 

1- 5 people 5 31.3% 

6-10 people 4 25.0% 

11-15 people 0 0.0% 

16-20 people 1 6.3% 

21-25 people 1 6.3% 

26-30 people 2 12.5% 

31-40 people 2 12.5% 

41-45 people 0 0.0% 

46-50 people 1 6.3% 

Total 16 100.0% 

 

Question Q7 [Multiple Choice] – 32 Management responses 

(Required) Please choose the one that best applies. My role can best be defined as: 

• Patient facing staff: Social Worker/Discharge Planner/Case Manager 

• Management Level or Executive Level 
 

Of the total respondents, 32 indicated that they were Management or Executive level. This Appendix 
includes Management or Executive level responses only. This is true for questions preceding and 
following Q7. 
 
This is the management and executive portion of the survey15. The goal of this survey is to understand 
the current assessment environment so we can work toward improvements for all involved parties. 
Please answer each question to the best of your knowledge. Feel free to answer "I don't know" or "No 
Opinion" if available, or leave the question blank and skip it using the arrow in the bottom right-hand 
corner of the screen. 
 
You will be given the opportunity to tell us more about your answers in several places within the survey, 
but these are all optional. 

  

 

 
15 This information and the following questions were displayed if the response to Q7 was “Management or 
Executive Level.” 
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Question M1 [Multiple Choice] – 31 responses 

I have participated in the quarterly WSHA Complex Patient Discharge Surveys (started Q2 2023) 
 

Table 38: Distribution of Responses for Question M1 (WSHA Complex Patient Discharge Surveys 
Participation) 

Response Number of responses Percent of responses 

Yes, we always participate 22 71.0% 

Sometimes we participate 1 3.2% 

I am not sure 7 22.6% 

No, we do not participate 1 3.2% 

Total 31 100.0% 

 

Question M2 [Multiple Choice] – 31 responses 

My position is: 
 

Table 39: Distribution of Responses for Question M2 (Respondent Position) 

Position Number of responses Percent of responses 

Management Level 24 77.4% 

Executive Level 7 22.6% 

Total 31 100.0% 

 

Question M3 [Multiple choice] – 31 responses 

In your current position, do you also work directly with patients? 
 

Table 40: Distribution of Responses for Question M3 (Patient Interaction) 

Response Number of responses Percent of responses 

Never 9 29.0% 

Sometimes 18 58.1% 

Often 4 12.9% 

Total 31 100.0% 
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Question M4 [Open Text] – Response numbers listed below 

Please use data to inform the answers below. Please use 08/01/2024 as a reference point if available. 
We will ask you to specify your reference point in the following question. Please enter # of beds for each 
category. You can skip the question by leaving it blank if you do not know.  
 

Table 41: Distribution of Responses for Question M4 (Number of Beds by Region) 

Region 
Total acute 
care beds 

Staffed acute 
care beds 

Unstaffed acute 
care beds 

Overflow 
beds 

Overflow 
beds in use 

Region 1: Eastern Washington 223.3 203 20.3 0 0 

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

228 221.5 6.1 16.4 8.2 

Region 3: Peninsula or 
Southwestern Washington 

250.8 223.3 103.3 111 6.0 

Number of Responses 19 18 15 12 13 

 

Question M5 [Multiple Choice] – 18 responses 

Which reference point did you use for the preceding question? 
Table 42: Distribution of Responses for Question M5 (Reference Point for Question M4) 

Response Number of responses Percent of responses 

08/01/2024 8 44.4% 

Other 10 55.6% 

Total 18 100.0% 

 
Other responses - 8 responses: 

• all reference points are between 11/22/2024 and 12/17/2024 

 

Question M6 [Multiple Choice] – 29 responses 

On average, how much capacity do you have in your units? 
 

Table 43: Distribution of Responses for Question M6 (Average Unit Capacity) 

Response Region 1 Region 2 Region 3 
Number of 

Responses Statewide 
Percent of 
responses 

No capacity, over 100% full 0 4 3 7 24.1% 

No capacity, 100% full 0 4 0 4 13.8% 

Little capacity, over 90% full 4 6 3 11 37.9% 

Some capacity, 70-90% full 4 6 1 7 24.1% 

Total 8 20 7 29 100.0% 

 

Question M7 [Multiple Choice] – 29 responses 

Please select all that apply. What is the primary reason for your current capacity? 
 



   

 

 

55 

 

 

Table 44: Distribution of Responses for Question M7 (Current Capacity Primary Reason) 

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% 

 
Other responses - 9 responses: 

• Typical 

• flu/RSV season 

• Community population growth. We are the sole hospital in the County. 

• High Number of ED Boarders; few hospitals in our county 

• seasonal 

• High community needs, Trauma, medical necessity 

• High volume community needs, which also includes social admits and complex discharge 

• High number of patients who required hospitalization.  We also serve the WWAMI region. 

• Acuity 
 

Question M8 [Multiple Choice] – 29 responses 

This question is explicitly catered to the functional assessment process and not the financial eligibility 
process. I perceive the HCS CARE assessment process as: 
 

Table 45: Distribution of Responses for Question M8 (HCS CARE Assessment Process Perception) 

Response Region 1 Region 2 Region 3 
Number of 
responses 

Percent of 
responses 

About the length I perceive it should 1 2 3 6 20.7% 

I don't know. 1 0 0 1 3.4% 

Taking longer than I perceive it should 3 15 4 22 75.9% 

Total 5 17 7 29 100.0% 
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Figure 33: Perceived Length of Assessment Process 

 
 

Question M9 [Ranking Question] – 22 responses 

This is a follow-up to the previous question because you responded that the assessment process  
takes longer than it should. We are interested in knowing how you perceive the difficulties in the 
assessment process.  
 
Using your mouse, please order the following reasons for assessment speed so that the most significant 
barrier in completing assessments is ranked 1 and the least significant barrier is ranked last with the 
remaining being ordered in significance.  
 
The table orders the barriers in order of the sum of all rankings given to that barrier. Barriers with low 
sums were most frequently ranked as significant barriers (or given low number rankings). The barrier 
“assessment process is slow” seems to be the most significant barrier according to respondents and was 
ranked first most frequently.  
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Table 46: Distribution of Responses for Question M9 (Barriers to Completing Assessments) 

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 

 
Other responses – 8 responses (two respondents offered two responses):16 

• When an HCS worker is off, no one does their work (ranked 1) - Region 1 

• Patient able to manipulate system to get what they want. Ex: patient only wants one facility. 
Hospital and HCS at a standstill (ranked 5), Daily rates are too low for behavioral issues  
(ranked 4) - Region 2 

• 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) - Region 2 

• no telephonic assessments (ranked 4) - Region 2 

• Poor communication from HCS (ranked 13) - Region 2 

 

Question M10 [Open text] – 6 responses  

Is there anything you would like to add about your order of difficulties above? 

• The hospital often has to contact HCS for updates, sometimes several times.  

• We are a CAH and do not have a ton of specialty consults available.  We also have to manage a 
96-hour LOS. 

• 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.  

• Our most challenging issue is disagreement about medical stability.  

• We need an option for telephonic assessments 

• HCS needs to communicate exact examples of patient/family barriers in obtaining financial 
requirements needed for assessment.  

 

 

 
16 Each respondent was given two fields to submit “other” responses 
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*Responses regarding telephonic assessments are from the same respondent. 

 

Question M11 [Multiple Choice] – 29 responses 

In your opinion, which is the single most significant barrier for Complex Discharge Patients taking the 
CARE assessment?  

 

Table 47: Distribution of Responses for Question M11 (CARE Assessment Barriers for Complex  
Discharge Patients) 

Response Number of responses Percent of responses 

The assessment process is slow. 9 31.0% 

No decision maker/guardian for the patient 5 17.2% 

Other 4 13.8% 

Difficulty finding LTC facilities 3 10.3% 

Behavioral issues 3 10.3% 

Low or inadequate funding for placement 2 6.9% 

Alzheimer's / Dementia 1 3.4% 

Poor communication between hospital and HCS 1 3.4% 

No clarity on task assignment 1 3.4% 

Total 29 100.0% 

 
Other responses – 3 responses: 

• Not knowing exactly what is needed to proceed and not getting specific information about what 
has been approved and what hasn't. So many hoops without clarity.  

• Inadequate availability and complex health issues.  

• The process sometimes takes 4-6 weeks in our region JUST TO GET THE ASSESSMENT (Region 2) 

 

Question M13 [Multiple Choice] – 29 responses 

Please select the HCS policy or process that contributes the most to delays in discharge. 
 

Table 48: Distribution of Responses for Question M13 (HCS Policy and Process Delays) 

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% 

 
Other responses- 4 responses: 

• Financial AND Guardianship 

• Assessment TAT 



   

 

 

59 

 

 

• Consent/guardianship also affects financial eligibility 

• Policy on scheduling the assessment 7 days for hospital and 30 days for SNF 
 

Question M14 [Multiple Choice] – 27 responses 

Select all that apply. Do you support having hospital staff conduct assessments in the hospital? 

 
Table 49: Distribution of Responses for Question M14 (Support for Hospital Staff Conducting 

Assessments) 

Responses 
Number of 
responses 

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% 

 

Table 50: Distribution of Responses for Question M14 (Unique Responses) 

Responses Number of responses 

We do not want to perform functional assessments. We would prefer an outside 
agency like Area Agencies on Aging (AAA) to perform the assessments. 

4 

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

3 

We support hospital staff doing assessments in our hospital. 4 

 
Other responses – 3 responses: 

• We would like telephonic assessments for patients who have active infections.  

• We would like the option for telephonic assessments  

• We would like to share FTE to get HCS staff, but HCS staff needs to be exclusive to our hospital 
due to our volume 

 

Question M15 [Multiple Choice] – 9 responses 

You responded "we see the other barriers to discharge as being more significant issues" in the last 
question. Please tell us more about the other barriers you would like to focus on. 
 

• 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 

• Aging community, lack of LTC facilities, plus SUD, BH, MH, state and federal resources not 
equally allocated to communities along with funds available for rural hospitals. 

• Please consider the option of remote/telephonic assessments. We have patients with active 
infections, such as COVID, who are deemed to no longer be medically stable, when they 
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acquired COVID in the hospital are not escalated to a higher level of care within the hospital, like 
the ICU.  

• We would like to have telephonic assessments for patients who are stable to transfer to lower 
level of care but in isolation status.  

• DSHS HCS not being willing to perform CARES assessment on patients on physical or chemical 
restraints, especially since there are benefits available through DSHS HCS/MCO that could 
mitigate restraints not having to be used in residential care settings that aren't available in the 
hospital, such as ETR for 1:1.  Issue for hospital is we don't always have staffing for 1:1, thus 
restraints may be used.  Also, won't assess patients who are actively physically aggressive which 
impedes being able to make referrals to residential care facilities.  Huge issue with DDA 
placement delays. 

 

Question M16 [Multiple Choice] – 9 responses 

Please select all that apply. What portion of the assessment process do you support hospital staff 
conducting?17 
 
Table 51: Distribution of Responses for Question M16 (Support for Hospital Staff Conducting a Portion of 

the Assessment) 

Responses Number of responses Percent of responses 

All the above 5 55.6% 

Presumptive Eligibility / CARE functional assessment 2 22.2% 

A portion of the CARE functional assessment 2 22.2% 

Care Planning with patient input 2 22.2% 

Determining placement 2 22.2% 

Care Planning  1 11.1% 

Total 9 100.0% 

 

Question M17 [Ranking Question] – 7 responses 

Please tell us about barriers you perceive in conducting functional assessments in hospitals with hospital 
staff. Using your mouse, order the following steps according to barrier significance. Arrange so the most 
significant barrier is ranked 1 and the least significant barrier is ranked last. If you do not use the other 
boxes, please leave them at the end (bottom).  
 
The table below orders the barriers in order of the sum of all rankings given to that barrier. Barriers with 
low sums were most frequently ranked as significant barriers (or given a low number ranking). The 
barrier “workload for our staff” seems to be the most significant barrier according to respondents and 
was ranked first most frequently.  
 

 

 
17 This question displayed if the response to M14 was "We support hospital staff doing assessments in our 
hospital." 
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Table 52: Distribution of Responses for Question M17 (Perceived Barriers to Conducting Functional 
Assessments in Hospital) 

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 

 Other18 168 0 0 0 

 

Question M18 [Text Response] – 3 responses 

Please tell us more about how you envision assessments performed by the hospital. Including, but not 
limited to, training requirements, financing additional hours, and the portion of the assessment hospitals 
should perform. 

• 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. 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.  

• 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 that 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 the avg number of avoidable 
delays associated with 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.  Portion of the CARES assessment that would be most appropriate to 
perform would be the functional assessment.    

 

Question M19 [Text Response] – 8 responses 

Is there anything else you want to tell us about the topic of hospital-performed assessments? 

 

 
18 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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• 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. 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. 

• Length of time when need is expressed until this can be scheduled is delayed in addition the 
results and then placement can be at times no communication or delayed 

• HCS does a good job of doing the assessments. The placement afterwards takes months with 
patients with behaviors. 

• Adding additional bureaucracy to the hospital will only create additional delay trying to partner 
with outside resources. it is already challenging working with Veterans administration, Home 
and Community agencies and DDA... none of which process anything in a timely manner. These 
agencies delay placement and then chastise hospitals for their inability to acquire placements in 
a reasonable time frame. 

• While HCS is now coming on-site for the majority of assessments, completing remotely with EHR 
record review is often highly inaccurate which can significantly impact the daily rate 
determination.   

• We do not have sufficient staff nor demand to ensure competency in performing assessments. 

• 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.  
The process for any exceptions (ETR, EBS, ECS) is not transparent, which also contributes to the 
lengthy process.  

• I often hear that HCS CM is understaffed, thus the delays.  Young patients with TBI or BH issues 
are difficult to place as there's not enough facilities and appropriate staffing to care for these 
individuals.   

 

Question M20 [Multiple Choice] – 29 responses 

At what point do you consider an assessment complete? As soon as:  

 
Table 53: Distribution of Responses for Question M20 (Defining a Completed Assessment) 

 

M34 M20 

Responses Number of 
responses 

Percent of 
responses 

Number of 
responses 

Percent of 
responses 

Rate is determined and sent to hospital. 19 73.1% 20 69.0% 

As soon as HCS moves the assessment to current. 3 11.5% 4 13.8% 

The assessor has processed the assessment. 2 7.7% 1 3.4% 

The assessor leaves the hospital. 1 3.8% 1 3.4% 

Patient signs off on their Care Plan (CARE Service 
Summary). 

1 3.8% 1 3.4% 

Patient is posted on AIDA 0 - 1 3.4% 

Other 0 - 1 3.4% 

Total 26 100.0% 29 100% 
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Question M21 [Multiple Choice] – 15 responses 

Please use data to inform the following time-lapse questions. Please skip the question if you do not 
collect data for these time frames. Please use "average days" as the metric.  
 
For a complete assessment, please use the definition you provided in the previous question. 

 
Table 54: Distribution of Responses for Question M21 (Average Length of Patient Stay by Phase) 

Responses Average length (days) Percent of total stay 

Admittance to acute care to the referral 13 16.4% 

Referral to date of assessment completion 29.5 37.2% 

Referral to discharge 36.75 46.4% 

Assessment completion to discharge 20.17 25.5% 

Total Stay (Summed Averages) 79.25 100.0% 

 

Question M22 [Multiple Choice] – 26 responses 

Select all that apply. How does your staff receive training on which referrals to make to HCS? 

 
Table 55: Distribution of Responses for Question M22 (HCS Referral Training Methods) 

Responses Number of responses Percent of responses 

Internal training 20 76.9% 

Regional DSHS / HCS comes to our hospital 5 19.2% 

Headquarter DSHS / HCS comes to our hospital 2 7.7% 

Virtual training 4 15.4% 

We use the referral guide as training 9 34.6% 

No organized trainings 2 7.7% 

Other 4 15.4% 

Total 26 100.0% 

 
Other responses - 4 responses: 

• Learn by asking co-workers as they go 

• Onboarding training with permanent staff 

• Very minimal 

• HCS did a virtual training a few years back. Unsure the mode of operations these days. 
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Question M23 [Multiple Choice] – 26 responses 

Please select all that apply. Our HCS referral and assessment training consists of:  
 
Table 56: Distribution of Responses for Question M23 (HCS Referral and Assessment Training Materials) 

Responses Number of responses Percent of responses 

When to make referrals 21 80.8% 

Which patients gets referrals 21 80.8% 

Guardianship / Consent for care 17 65.4% 

Financial eligibility 16 61.5% 

How we can assist with placement 18 69.2% 

DSHS / HCS Policy (including, but not limited to Federal Medicaid 
regulations, state statutes, Washington Administrative Code regulations) 

11 42.3% 

Our hospital requirements for assessments 14 53.8% 

No organized trainings 3 11.5% 

Other 1 3.8% 

Total 26 100.0% 

 
Other responses – 1 response: 

• hospital has mechanism established for staff to be able to consult with leadership regarding 
assessments 
 

Question M24 [Multiple Choice] – 25 responses 

How often do your staff receive training referrals and/or the assessment process? 
 

Table 57: Distribution of Responses for Question M24 (Training Frequency) 

Responses Number of responses Percent of responses 

Annually 10 40.0% 

Randomly 10 40.0% 

No training 4 16.0% 

Every 6 months 1 4.0% 

Total 25 100.0% 

 

Question M25 [Multiple Choice] – 26 responses 

In my opinion, the training our staff has received on acute care referrals to HCS / DSHS for the CARE 
Assessment is: 
 

Table 58: Distribution of Responses for Question M25 (Training Sufficiency) 

Responses Number of responses Percent of responses 

Somewhat inadequate 9 34.6% 

Somewhat adequate 7 26.9% 

Neither adequate nor inadequate 4 15.4% 

Extremely adequate 4 15.4% 

Extremely inadequate 2 7.7% 

Total 26 100.0% 
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Question M26 [Open Text] – 5 responses 

Is there anything else you would like to add about training? 

• It would be great if HCS would come train the staff at least quarterly if there's new staff. They do 
come visit about yearly to answer questions, but not a real question. 

• No 

• more consistent approach to this very important information 

• Training occurs constantly on the job.  For example, we have weekly case reviews and there is 
always discussion about patients undergoing the HCS process. Staff glean a significant amount of 
knowledge from case presentations that they are not even involved in.  We have a 16-bed long 
stay unit. The Care Coordination staff often deal with our most difficult to discharge patients 
and are experts in the HCS processes. When other CC staff outside that unit need assistance, our 
long-stay staff are SME. 

• We would like to partner with HCS on assessment training, and this should be limited to the 
complex/LLOS CM. 

 

Question M27 [Multiple Choice, Open Text] – 26 responses 

Select all that apply. Referral recipients are determined by: 
 

Table 59: Distribution of Responses for Question M27 (Referral Recipient Determination) 

Responses 
Number of 
responses 

Percent of 
responses 

Our hospital policy 9 34.6% 

HCS regional requirements 9 34.6% 

HCS policy requirements 15 57.7% 

Federal Medicaid regulations, state statutes, and Washington 
Administrative Code regulations (that are not included in HCS policy) 

9 34.6% 

Other 2 7.7% 

I am not sure. 4 15.4% 

Total 26 100.0% 

 
Other responses – 2 responses: 

• Staff expertise 

• Patient presentation and discharge needs 
 

Question M28 [Open Text] – 2 responses 

Please provide additional information on your referral requirements based on Federal Medicaid 
regulations, state statutes, and Washington Administrative Code regulations not included in HCS policy. 
 

• Patient Choice 

• Guardianship policy 
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Question M29 [Multiple Choice] – 26 responses 

Please select all that apply. The following criteria should receive referrals for the HCS CARE Assessment in 
the hospital. 
 

Table 60: Distribution of Responses for Question M29 (Criteria for Receiving Assessments) 

Responses Number of responses Percent of responses 

Patient is discharging to a skilled nursing facility. 9 34.6% 

The patient is still receiving treatment and is not ready to discharge. 13 50.0% 

Patient can consent to care, appoint decision maker, or has a guardian. 23 88.5% 

Patient has agreed to LTC Medicaid. 24 92.3% 

Patient is psychiatrically and medically stable. 19 73.1% 

Patient is ready / near ready for discharge. 23 88.5% 

Client Medicaid LTC application has been submitted.  23 88.5% 

Client Medicaid LTC application has been approved. 17 65.4% 

Client Medicaid LTC application has not been started. 6 23.1% 

Status of client Medicaid LTC application is not relevant in making a referral. 2 7.7% 

Total  26 100.0% 

 

Question M30 [Multiple Choice] – 26 responses 

Select all that apply. More specifically, please tell us the point during a patient’s care you make referrals. 
 

Table 61: Distribution of Responses for Question M30 (Referral Timing) 

Responses Number of responses Percent of responses 

All potential LTC patients receive referrals 10 38.5% 

As soon as the patient is admitted 7 26.9% 

When patient is ready for discharge 2 7.7% 

When patient is nearly ready for discharge 9 34.6% 

Right before target discharge date 3 11.5% 

It depends 15 57.7% 

I am not sure 0 0.0% 

Total 26 100.0% 

 

Question M31 [Open Text] – 12 responses 

You responded that it depends on the previous question19. Please explain why it depends. 

• Sometimes we immediately know that there is a need and sometimes we don't. 

• Situations change as pt's linger in the hospital. Income, resources, and needs change. Referral 
isn't always appropriate initially. 

• sometimes completed in the ED 

• If a pt can go to a SNF LTC bed or is able to return home with services, we do not make an  
HCS referral. 

• Every patient has a unique story. 

 

 
19 Display logic if "it depends" to M30 was selected. 
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• A lot of this is because of the HCS requirement that patients who lack capacity need to have a 
legal guardian. 

• Each case is unique. 

• The hallmark attribute of a skilled dc planner is to assess and evaluate all potential dc 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 about timing of referrals based on all these things. Each patient is unique and 
appropriate timing of referrals has to be done in context of each unique patient.  Our staff are 
taught that patient assessments should not be done with only one anticipated dc 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.   

• We do not routinely do HCS assessments as soon as the patient is admitted. When we do, it's for 
patients who are social admissions (do not meet any level of hospital care). 

• Depends where the patient will be discharged to, and if service needs initiated or adjusted. 

• Our patients are medically, behaviorally and socially complex and we try to assess when the 
patient is optimized for the HCS assessment 

• Referrals are made based on when it becomes clear patient requires funded LTC. 
 

Question M32 [Multiple Choice] – 26 responses 

Please select all that apply. HCS CARE assessments are performed on which of the following long-term 
care discharge goals? 
 

Table 62: Distribution of Responses for Question M32 (CARE Assessment Discharge Goals) 

Responses 
Number of 
responses 

Percent of 
responses 

Skilled Nursing Facility / Nursing Home (long-term / Custodial) 17 65.4% 

Home Health 6 23.1% 

Adult Family Home 24 92.3% 

Assisted Living Facility 23 88.5% 

Hospice 7 26.9% 

Inpatient Psychiatric 1 3.8% 

Inpatient Rehab 3 11.5% 

LTAC 6 23.1% 

Total 26 100.0% 

 

Question M33 [Multiple Choice] – 26 responses 

From your perspective, who is primarily responsible for initiating Medicaid financial applications?  
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Table 63: Distribution of Responses for Question M33 (Perspectives on Medicaid Application 
Responsibility) 

Responses 
Number of 
responses 

Percent of 
responses 

Me, as the Social Worker / Case Manager / Dispatch Planner 9 34.6% 

It is a group effort. 8 30.8% 

Other 8 30.8% 

HCS/DSHS Case Manager 1 3.8% 

No one is specifically responsible. 0 0.0% 

I don't know 0 0.0% 

Total 26 100.0% 

 
Other responses - 8 responses: 

• Financial Advocates 

• Patient financial navigator 

• Insurance verifier and patient 

• We have a contract with an embedded vendor. 

• This is a flawed process 

• Internal financial team 

• Hospital patient financial advocate 

• Our institution's financial counseling staff 
 

Question M34 [Rank Order] - 26 responses 

At what point do you consider an assessment complete? As soon as: 

 
Table 64: Distribution of Responses for Question M34 (Assessment Complete Definitions) 

Responses 
Number of 
responses 

Percent of 
responses 

Rate is determined and sent to hospital. 19 73.1% 

As soon as HCS moves the assessment to current. 3 11.5% 

The assessor has processed the assessment. 2 7.7% 

The assessor leaves the hospital. 1 3.8% 

Patient signs off on their Care Plan (CARE Service Summary). 1 3.8% 

Patient is posted on AIDA 0 - 

Other 0 - 

Total 26 100.0% 
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Question M36 [Multiple Choice] – 27 responses 

Are you familiar with this document? 

 
Table 65: Distribution of Responses for Question M36 (Document Familiarity) 

 Responses Number of responses Percent of responses 

Yes, I am familiar with this document. 14 51.9% 

I have seen this document before. 7 25.9% 

No, I have never seen this document. 6 22.2% 

Total 27 100.0% 

 

Question M37 [Multiple Choice] – 26 responses 

Whether you have seen this document or not, does the process outlined correspond to your 
understanding of the referral process? 
 

Table 66: Distribution of Responses for Question M37 (Process Correspondence to Referral Process 
Understanding) 

 

Question M38 [Multiple Choice] – 5 responses 

Select all that apply. At which step is your process different?20 

 
Table 67: Distribution of Responses for Question M38 (Process Differences by Step) 

Responses Number of responses 

Step 1: Discharge Plan 2 

Step 2: Decision Maker 0 

Step 3: Client Choice 0 

Step 4: Client Stability 0 

Step 5: Application for Medicaid 2 

Step 6: Location for Assessment 1 

Total 5 

 

 

 
20 Display logic for responses to M37, our process differs slightly from this., or Our hospital has a different process 
for determining eligibility for a referral. 

Responses 
Number of 
responses 

Percent of 
responses 

It is the process we use to determine a referral. 13 50.0% 

We are required to send referrals for all patients in need of long-term care. 6 23.1% 

Our process differs slightly from this. 5 19.2% 

Our hospital has a different process for determining eligibility for a referral. 1 3.8% 

I am not sure 1 3.8% 

Total 26 100.0% 
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Question M39 [Text Box] – 2 responses 

Please use the text box below to tell us more about how your process is different. 

• We have been asked by the IRF team to send HCS referrals for patients before they can transfer 
to IRF. 

• Though it states select all that apply, the survey only lets you select one.  Discharge Plan:  if pt is 
going to SNF, I'd argue that doesn't exclude a need for HCS referral, especially, if the SNF stay is 
anticipated to be quite short or only authorized for a short period of time. Decision maker: 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 patient 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.  Client Stability:  We routinely request HCS assessment on our long-term ITA (90d) 
because we know that there will be no accepting IP psych facility.  Once we find an accepting 
facility, we can get the ITA dismissed or a LRA. 

 

Question M40 [Multiple Choice] – 27 responses 

This document, or a document like this, is or would be helpful for determining when to refer patients for 
an HCS assessment. 

 
Table 68: Distribution of Responses for Question M40 (Helpfulness of Referral Guide or Similar) 

Responses Number of responses Percent of responses 

Yes, this is or would be helpful 25 92.6% 

No, this is or would not be helpful 2 7.4% 

Total 27 100.0% 

 

Question M41 [Rank Order] – 22 responses 

In thinking about the six steps outlined in the referral guide, we are interested in knowing how you would 
rank them in order of difficulty to complete or ascertain.  
 
Using your mouse, please order the following steps so that the most difficult to complete/ascertain is 
ranked 1 and the easiest to complete/ascertain is ranked 6 with the remaining being ordered in 
descending level of difficulty.  
 

Table 69: Distribution of Responses for Question M41 (Difficulty Rating for Referral Steps) 

 

Sum of 
Rankings 

1 - Most 
Difficult 

2 3 4 5 
6 - Least 
Difficult 

Step 1: Discharge Plan 67 6 4 4 3 1 4 

Step 2: Decision Maker 54 5 6 8 2 1 0 

Step 3: Client Choice 85 1 3 3 8 5 2 

Step 4: Client Stability 81 2 3 4 5 7 1 

Step 5: Application for Medicaid 70 6 5 1 3 3 4 

Step 6: Location for Assessment 105 2 1 2 1 5 11 

Total  22 22 22 22 22 22 
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Figure 34: Management Level Difficulty Rating for Referral Steps 

 

 

Appendix 7: Patient Survey 
This section outlines the Direct-to-Patient survey distributed via email and mailing with contacts 
supplied by DSHS. The Facebook survey is not included due to a lack of responses. Questions with zero 
responses were not included. 

Preamble 

Thank you for your interest in sharing your thoughts on the CARE assessment performed in an acute 
care setting. This in-person functional assessment that evaluates cognitive performance, ability to 
perform daily activities, and mood and behavior symptoms and provides an opportunity to discuss goals 
and desires for long-term services. The survey is conducted by the Washington State Department of 
Social and Health Services (DSHS) and Home and Community Services (HCS) to determine eligibility for 
long-term supports and services.  
 
Definitions: 
The Comprehensive Assessment Reporting Evaluation (CARE) is the tool used by HCS Case Managers to 
document a client's functional ability, determine (functional) eligibility for long-term care services, 
evaluate what and how much assistance a client will receive, and develop a plan of care. (Aging and 
Long-Term Support Administration (ALTSA) website) 
 
Acute care is when a patient receives immediate, short-term hospital treatment for a medical condition 
or assistance with social needs. Some examples include short-term treatment for a severe injury or 
episode of illness, an urgent medical condition, recovery from surgery, substance abuse, or a lack of 
adequate resources. 
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Western Washington University has been asked by DSHS to collect feelings and perceptions of 
individuals admitted to an acute care hospital who applied for long-term care (Medicaid), received a 
long-term care eligibility functional assessment (CARE assessment), and were discharged to an adult 
family home or an assisted living facility. Note: this survey is NOT directed to individuals who transferred 
to a skilled nursing facility/nursing home. This survey is being conducted at the request of the 
Washington Legislature to better inform potential policy decisions. 
 
The survey is intended for patients who have taken the CARE assessment and family members, 
caregivers, or hospital staff familiar with this assessment process. 
 
We expect the survey to take about 10-15 minutes to complete. There are approximately 30, primarily 
multiple-choice questions. If you cannot complete the survey in one sitting, you have a week to 
complete it using the same browser. We recommend taking it on your computer, though it is also phone 
compatible. Please answer each question to the best of your knowledge. Feel free to select "I Don't 
Know" or skip the question. You will be given the opportunity to tell us more about your answers in 
several places within the survey. This extra information is optional. 
 
All participants with completed surveys will be entered to win a $100 Amazon gift card. We will select 15 
winners. You must complete the survey and provide your email address to enter the random drawing. 
 
The survey asks questions about: 

• Your overall experience with the CARE assessment 
• The length of your/ patient’s stay 
• The effect of the process on your/the patient’s well-being 

 
A few other notes about this survey: 

• We anticipate no risks to your participation. 
• Participation is voluntary, and you may withdraw at any time. If you withdraw, the study will 
keep all information submitted up to the withdrawal point. 

 
About Data Security: 

• We do not require any personal information in the survey, and we take every precaution to 
protect your contact information, though no guarantee of security can be absolute. 
• We believe the chances of you being identified are low due to the protections in place for your 
privacy. 
• Your data will be stored on a secure server with access controls. 
• If you supply identifying information, it will be held only for the period necessary for its stated 
use. 
• Data without identifiable information may be used in other research by us or research 
partners. 
• Overall results of the survey, commonly thought of as summary results, will be published by 
both the state and WWU. 

 
We greatly appreciate your time and thoughts. If you have questions or comments concerning this 
research, you may reach us at cebr@wwu.edu or 360-650-3909. We encourage you to print this page for 
your reference later if you have any questions about this survey or your participation. 
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The study described above has been explained to me. By signing below, I voluntarily consent to take part 
in this research. I have been told that I can refuse to answer any questions or leave the study at any 
time. I have had a chance to ask questions. I have been told that I may call the researchers if I have any 
questions about the research. 
 
* Signature is required to move onto the survey. 
 
[Page Break] 
 
Thank you again for taking our survey! To skip a question, leave it blank and use the little arrow on the 
bottom right hand of the screen. This option is available for almost all questions. Required questions are 
labeled and cannot be skipped.  
 
The first several questions ask specifics about your CARE assessment experience such as your role in the 
assessment process, location, and details about care received. 
 
(Required) Please confirm you have experience with the DSHS/HCS CARE Assessment in an acute care 
hospital setting.  
 
As a reminder, the CARE assessment is the interview with a Home and Community Services (HCS) Case 
Manager (social worker) in which you or the person you know discussed the daily activities one could 
perform and long-term care goals to determine eligibility for long-term care Medicaid. 

• Yes, I am familiar with this process. 

• No, I am not familiar with this process. 

  



   

 

 

74 

 

 

Patient Survey Results 

Question Q321 [Multiple Choice] – 9 responses 

(Required) To help us ask you better questions, please tell us more about your experience with the CARE 
assessment. My experience with the CARE assessment can best be defined as:22 
 
As a reminder, the CARE assessment is the interview with a Home and Community Services (HCS) Case 
Manager (social worker) in which you or the person you know discussed the daily activities one could 
perform and long-term care goals to determine eligibility for long-term care Medicaid.  

 
Table 70: Distribution of Responses for Question Q3 (CARE Assessment Experience) 

  Response 
Number of 
responses 

Percent of 
responses 

I took the CARE assessment in an acute care hospital and 
was determined functionally (or financially) ineligible. 

2 22.2% 

I took the CARE assessment and was approved for long-
term care assistance. 

6 66.7% 

I am taking this survey on behalf of someone who took 
the CARE assessment 

1 11.1% 

 

Question Q4 [Multiple Choice] – 8 responses 

Please use the map above for reference. The location of this assessment experience was: 
 

Table 71: Distribution of Responses for Question Q4 (Regions) 

  Response 
Number of 
responses 

Percent of 
responses 

Region 1: Eastern Washington 3 37.5% 

Region 2: Island, Whatcom, Skagit, Snohomish, King Counties 3 37.5% 

Region 3: Peninsula or Southwestern Washington 2 25.0% 

 

Question Q5 [Multiple Choice] – 8 responses 

Please select your age range at the time of the assessment. (If you know someone who took the 
assessment, please select the participant's age at the time of the assessment.) 
 

Table 72: Distribution of Responses for Question Q5 (Respondent Age) 

Response 
Number of 
responses 

Percent of 
responses 

66+ 5 62.5% 

40-65 1 12.5% 

18-39 2 25.0% 

Under 18 0 - 

 

 
21 Question numbers are from the survey instrument. Letter designation indicates section. 
22 All survey questions are in italics. 
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Question Q6 [Multiple Choice] – 8 responses 

When was your experience with the CARE assessment? 
 
As a reminder, the CARE assessment is the interview with a Home and Community Services (HCS) Case 
Manager (social worker) in which you or the person you know discussed the daily activities one could 
perform and long-term care goals to determine eligibility for long-term care Medicaid. 
 

Table 73: Distribution of Responses for Question Q6 (CARE Assessment Experience Timing) 

  Response 
Number of 
responses 

Percent of 
responses 

In the last year 7 87.5% 

Within 2 years 0 - 

Within 3 years 0 - 

Over 3 years ago 1 12.5% 

 

Question Q7 [Multiple Choice] – 8 responses 

I (or the patient) was discharged to:  
 

Table 74: Distribution of Responses for Question Q7 (Discharge Setting) 

  Response 
Number of 
responses 

Percent of 
responses 

My (their) home with care 0 - 

A skilled nursing facility or nursing home 0 - 

An assisted living facility 0 - 

An adult family home 8 100% 

Other 0 - 

Prefer not to say / skip the question 0 - 

 

Question P1 [Multiple Choice] – 8 responses 

Who was the primary motivator for your decision to consider long-term care assistance? 
 

Table 75: Distribution of Responses for Question P1 (Motivator) 

 Response 
Number of 
responses 

Percent of 
responses 

Myself 6 75.0% 

A family member, friend, or caregiver 1 12.5% 

Hospital Staff (nurse, case worker, discharge planner, etc.) 1 12.5% 

 

Question P2 [Multiple Choice] – 8 responses 

Please select the reason for your admission to the hospital. 
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Table 76: Distribution of Responses for Question P2 (Reason for Admission) 

  Response 
Number of 
responses 

Percent of 
responses 

I was admitted from the ER. 7 87.5% 

I was advised to check in at the hospital to facilitate long-term care assistance. 1 12.5% 

I had a planned survey. 0 - 

Other 0 - 

I am not sure. 0 - 

 

Question P3 [Multiple Choice] – 8 responses 

I was able to consent to care. 
 

Table 77: Distribution of Responses for Question P3 (Consent to Care) 

Response Number of responses Percent of responses 

Yes 8 100% 

No, I had to apply for guardianship or DPOA 0 - 

No, I appointed a representative. 0 - 

 

Question P5 [Multiple Choice] – 8 responses 

I would best define the CARE Assessment as: 
 

Table 78: Distribution of Responses for Question P5 (Defining the CARE Assessment) 

 Response 
Number of 
responses 

Percent of 
responses 

An in-person functional assessment to evaluate criteria such as cognitive performance, ability to 
perform daily activities, clinical complexity, and mood and behavior symptoms and an 
opportunity to discuss goals and desires for long-term services. 

4 50.0% 

A virtual questionnaire evaluating past medical history, current mental and behavioral 
positioning, and desired long-term care services to best align with facilities accepting new 
patients. 

0 - 

A physical exam that gauges flexibility, performance of daily tasks, and cognitive function to 
evaluate the need for services. 

2 25.0% 

An in-person financial evaluation to determine eligibility for long-term care services. 1 12.5% 

I am not sure. 1 12.5% 
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Question P6 [Multiple Choice] – 8 responses 

From admittance to discharge, how long did you spend in the hospital (acute care setting) from 
admittance to discharge? 
 

Table 79: Distribution of Responses for Question P6 (Length of Stay) 

 Response Number of responses Percent of responses 

1-6 days 1 12.5% 

7-13 days 0 - 

2 weeks to 29 days 3 37.5% 

1 month-6 months 4 50.0% 

More than 6 months 0 - 

I was not in the hospital 0 - 

I am not sure / I do not remember 0 - 

 

Question P7 [Multiple Choice] – 12 responses 

From your perspective, what were the primary reasons for your length of stay? Select all that apply.23 
 

Table 80: Distribution of Responses for Question P7 (Reasons for Length of Stay) 

 Response Number of responses Percent of responses 

This was not communicated with me. 0 - 

Related to patient condition 5 71.4% 

I was not medically stable. 3 - 

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% 

They could not find a facility for me.  0 - 

I (or my decision maker) had difficulty providing all the required financial 
documentation. 

0 - 

Other 1 14.3% 

I had to wait for a home to open I also was waiting on test results  
to determine if I needed surgery  

  

 
  

 

 
23 Display logic for responses to Question 9 indicating hospital stay was longer than 2 weeks. 
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Question P8 [Multiple Choice] – 8 responses 

If you spent time in the emergency room prior to your stay in acute care, how long was your ER stay? 
 

Table 81: Distribution of Responses for Question P8 (Length of ER Stay) 

Response Number of responses Percent of responses 

1-2 hours 1 12.5% 

3-5 hours 1 12.5% 

6-12 hours 3 37.5% 

12-24 hours 0 - 

More than 1 day 1 12.5% 

I was not in the ER 0 - 

I am not sure / I do not remember 2 25.0% 

 

Question P9 [Multiple Choice] – 8 responses 

At what point during your stay did you receive the CARE functional assessment (questions about your 
physical health and mobility)? Select all that apply.   
 

Table 82: Distribution of Responses for Question P9 (CARE Assessment Timing) 

Response Number of responses Percent of responses 

I am not sure / I do not remember. 1 12.5% 

Right after I was discharged 1 12.5% 

Toward the end of my stay 3 37.5% 

As soon as I was medically stable and able to participate 2 25.0% 

Right before I was discharged 1 12.5% 

 

Question P10 [Multiple Choice] – 8 responses 

At the time of your stay, were you eligible for Medicaid? 
 

Table 83: Distribution of Responses for Question P10 (Medicaid Eligibility) 

 Response Number of responses Percent of responses 

No, I was not eligible for Medicaid. 1 12.5% 

Yes, I was already eligible for Medicaid. 7 87.5% 

 

Question P11 [Multiple Choice] - 1 response 

At what point during your stay did you file your Medicaid application?24 
 
One respondent selected "other", and they did not know because "the social worker handled it".  

 

 
24 Display logic if someone was not eligible for Medicaid. 
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Question P12 [Multiple Choice] – 1 response 

At what point during your stay were you interviewed to determine your financial eligibility for long-term 
care services?25 
 
The one respondent for this question said, "I am not sure / I do not remember." 
 

Question P13 [Text Box] – 4 responses 

Is there anything else you would like to share with us regarding your length of hospital stay?  
 
Please use the text box below for additional comments or skip the question using the arrow in the 
bottom right-hand corner. 
 

• I am grateful for all the services I received.   Thank you 

• All the staff were nice to me. They help me out with everything I ask for. It made it a nice place 
to stay for 2 or 3 weeks. Thank you. 

• I wanted to say I’m filling this out for my brother. He is the one that is in care and I facilitated 
him to get there. He discharged from the hospital and then I talked him into going to an Adult 
Family Home. They tried to facilitate that in the hospital, and he became agitated, and 
demanded to be discharged. 

• I lost clothes and other items during my stay transferring from room-to-room floor to floor 
 

Question P14 [Multiple Choice] – 10 responses 

Please select all that apply. We understand you encountered many people during your stay in acute care. 
How well were you able to distinguish these people?  
 

Table 84: Distribution of Responses for Question P14 (Distinguishing Between Staff Members) 

Response Number of responses 

I could distinguish who my HCS Case Manager was. 2 

I could distinguish who my hospital case managers/discharge planners were. 4 

I was not able to distinguish between these people. 2 

I do not remember if I could distinguish between people involved in my care. 2 

 
This counts each selection and because it was select all that apply it equals over eight.  
  

 

 
25 Display logic if someone was not eligible for Medicaid. 
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Question P15 [Multiple Choice] – 2 responses 

About how many interactions did you have with your HCS Case Manager? Interactions include phone 
calls, hospital visits, assessments, emails, and other discussions.26 
 

Table 85: Distribution of Responses for Question P15 (Case Manager Interactions) 

Response Number of responses 

1-2 2 

3-4 0 

More than 4 0 

I do not remember 0 

 

Question P16 [Rating Question] – 5 responses 

Please use the table below to rate your experience with those involved in your assessment and hospital 
experience.27 

Table 86: Distribution of Responses for Question P16 (Experience with Staff Members) 

Response 
Very 

Dissatisfied 
Dissatisfied Neutral Satisfied 

Very 
Satisfied 

Hospital Nurses   1 1 3 

HCS Case Manager / NCC    3 2 

Hospital Social Workers / Case Managers    3 2 

 

Question P17 [Rating Question] – 7 to 8 responses 

How did you feel about participating in the CARE Assessment? Please select a rating for each feeling 
using the table below. 
 

Table 87: Distribution of Responses for Question P17 (Experience with CARE Assessment) 

Response 
Strongly 
Disagree 

Disagree Neutral Agree 
Strongly 

Agree 

Enthusiastic   1 6 1 

Content    6 2 

At ease   2 4 2 

Anxious 1 1 3 2  

Discouraged 2 1 2 2  

Frustrated  3 2 2  

 

Question P18 [Multiple Choice] – 9 responses 

Were you discharged to your first-choice setting? 
 

 

 
26 Display logic only if they could distinguish who their HCS Case Managers were. 
27 Display logic only if they could distinguish who their care team was. 
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Table 88: Distribution of Responses for Question P18 (Discharge Choice) 

 Response 
Number of 
responses 

Percent of 
responses 

Yes 6 75.0% 

No, but we worked out a good alternative 0 - 

No, I was unhappy with my setting 0 - 

Other 2 25.0% 

Didn't know options. Had to learn what they were 1 12.5% 

Did not fill out a response. 1 12.5% 

 

Question P19 [Rating Question] – 8 responses 

On a scale of 1-10, how well did the CARE assessment evaluate your goals and needs in determining your 
long-term care plan? A score of 1 indicates goals and needs weren't evaluated at all and a score of 10 
indicates goals and needs were extremely well-evaluated. If you are unsure, you can skip the question.  
 

Table 89: Distribution of Responses for Question P19 (Effectiveness of CARE Assessment) 

1 2 3 4 5 6 7 8 9 10 

0 0 0 0 0 0 1 4 1 2 

 

Question P20 [Multiple Choice] – 8 responses 

My questions were answered during the CARE assessment process. 
 
Table 90: Distribution of Responses for Question P20 (CARE Assessment Effectiveness- Patient Questions) 

Response 
Number of 
responses 

Percent of 
responses 

Yes 5 62.5% 

Mostly 3 37.5% 

Some 0 - 

No 0 - 

Unsure 0 - 

 

Question P21 [Multiple Choice] – 8 responses 

My HCS Case Manager helped me understand next steps. 
 

Table 91: Distribution of Responses for Question P21 (CARE Assessment Effectiveness- Next Steps) 

Response 
Number of 
responses 

Percent of 
responses 

Yes 8 100% 

Mostly 0 - 

Some 0 - 

No 0 - 

Unsure 0 - 
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Question P22 [Text Box] – 8 responses 

Would you like to add anything else about your CARE assessment experience? Please use the text box 
below for additional comments or skip the question with the arrow in the bottom right-hand corner. 

• All the staff made my stay a lot easier for me. Thank you.28  

• Adult family home experience I didn't understand well exactly what it involved. 
 

Question P23 [Multiple Choice] – 8 responses 

What best describes your hospital room accommodations? 
 

Table 92: Distribution of Responses for Question P23 (Accommodations) 

Response 
Number of 
responses 

Percent of 
responses 

Own room 4 50.0% 

Room with 1 other person 3 37.5% 

Multi-patient room 1 12.5% 

Hallway or closet 0 - 

Other 0 - 

 

Question P24 [Multiple Choice] – 8 responses 

Hospital staff were available right away when I called for assistance. 
 

Table 93: Distribution of Responses for Question P24 (Staff Availability) 

Response 
Number of 
responses 

Percent of 
responses 

Yes 6 75.0% 

No 0 - 

Sometimes 2 25.0% 

 

Question P25 [Multiple Choice] – 8 responses 

On average, about how long did you wait for assistance? 
 

Table 94: Distribution of Responses for Question P25 (Wait time for assistance) 

Response 
Number of 
responses 

Percent of 
responses 

Several minutes or less 7 87.5% 

15 minutes 1 12.5% 

30 minutes 0 - 

1 hour 0 - 

More than 1 hour 0 - 

I am not sure / I do not remember 0 - 

 

 
28 Identifying information has been removed.  
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Question P26 [Rating Question] – 7 to 8 responses 

Overall, how did your hospital experience make you feel? Please select a rating for each feeling using the 
table below. 
 

Table 95: Distribution of Responses for Question P26 (Hospital Experience- Feeling) 

 Response 
Strongly 
Disagree 

Disagree Neutral Agree 
Strongly 

Agree 

Enthusiastic  1 4 3  

Content  1 1 6  

At ease 1  2 4  

Anxious 1 1 3 3  

Discouraged 2 3 1 2  

Frustrated 2 2 2 1 1 

 

Question P27 [Rating Question] – 8 responses 

Overall, how would you rate your hospital experience? A score of 1 represents a very poor experience 
and a score of 10 represents an excellent experience. 
 

Table 96: Distribution of Responses for Question P27 (Hospital Experience- Rating) 

1 2 3 4 5 6 7 8 9 10 

0 0 1 0 0 0 1 4 0 2 

 

Question P28 [Multiple Choice] – 15 responses from 8 respondents 

What is the primary reason for this rating? Select all that apply. 
 

Table 97: Distribution of Responses for Question P28 (Reason for Hospital Experience Rating) 

Response Number of responses Percent of responses 

Length of stay 3 20.0% 

My hospital care team 5 33.3% 

My HCS Case Manager 1 6.7% 

The food 2 13.3% 

Hospital Setting 2 13.3% 

Other 2 13.3% 

 

Question P29 [Text Box] – 4 responses 

Is there anything else you want to share with us regarding your experience?  
 
Please use the text box below for additional comments or skip the question using the arrow in the 
bottom right-hand corner. 
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• No that's it. Thank You for listening.29 

• Harborview MC sometimes gets a bad rap. I found the nursing/attending staff to be kind, 
attentive and concerned for my welfare. My room was clean and housekeeping staff, who came 
daily, were pleasant and kind. The food, servers, and varied menu selections were surprisingly 
good. The discharge team was very understanding and attentive to my needs and desires. I was 
in a very difficult situation when I arrived in ER. I'm very pleased with my outcome, thanks to 
most everyone I came in contact with at Harborview and with DSHS. 

• As a former physician I was very unhappy with the Vancouver clinic doctors who saw me in the 
hospital. They were unfriendly and seemed to resent my experience. Their insecurity equaled a 
rough experience for me from the doctors, the nursing staff was excellent 

• Just by the way I wouldnt know who to tell, but I think a pannus lift needs to be addressed by 
the state because its abusive to give me a denial. I need the insurance agency to know I feel, like 
it is discrimination towards obese patients. We need to move forward and have a proactive 
person call obese patients and let them know that is their right.  

 

 
29 Identifying information has been removed.  
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Appendix 8: Decision Making for Transition Planning 
 

Figure 35: Decision Making for Transition Planning Flyer 
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Appendix 9: HCS RA/DRA Focus Group Follow-up Survey 
This section outlines the HCS RA/DRA Focus Group Follow-up survey. Questions with zero responses 
were not included. 

Preamble 

This is a follow-up from our meeting on Tuesday, January 28, 2025. Thank you for your time and 
participation. Your feedback is imperative to evaluate the current state of assessments, and their impact 
on Complex Patient Discharge. 
 
In keeping with our survey practices to protect you, we don't ask for any identifying information. Survey 
access is through an anonymous link, and you will not be asked to provide name, email, or any other 
personal information. 
 
Please use the arrow at the bottom right-hand of the screen to move into questions. 

Results 

Population Question [Multiple Choice] - 6 responses 

Please select your region. 
Table 98: Regional Distribution of Respondents 

Responses Response Count 

Region 1 2 

Region 2 2 

Region 3 2 

Total Responses 6 
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Question Q1 [Ranking Question] - 5 responses 

In your opinion, what are the main barriers that HCS staff encounter when working on acute care 
hospital transitions? 
 
Using your mouse, please order the following so that the most significant barrier is ranked 1 and the 
least significant is ranked 8, with the remaining being ordered in descending level of impact.  
 

Table 99: Distribution of Responses for Question Q1 

Responses 

Sum of rankings 
Responses 

ranking this 
barrier 1st 

Responses 
ranking this 
barrier 2nd 

Responses 
ranking this 
barrier 3rd 

Patients who are not ready for discharge to an LTSS setting 9 2 2 1 

Patients who are not able to consent to LTSS. 12 1 3 0 

Providers who are not willing to accept the patient to their 
facility 

17 0 0 4 

Financial eligibility 19 1 0 0 

Patients who do not need an assessment in order to transition 
to an LTSS setting 

26 1 3 0 

Communication with the hospital 28 0 0 0 

I am not aware of barriers to transition 29 1 0 0 

Other 40 0 0 0 

 

Question Q2 [Multiple Choice] - 5 responses 

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.  
 

Table 100: Distribution of Responses for Question Q2 

Responses Number of Responses 

Training on the CARE tool. 3 

Training on services offered by HCS. 5 

Creating a Person-centered care plan. 5 

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 

Other 1 

Total 5 
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Question Q3 [Multiple Choice] - 6 responses 

In looking at assessor staffing levels, do you have enough staff to manage the workloads you are seeing? 
 

Table 101: Distribution of Responses for Question Q3 

Responses Number of Responses 

Yes 3 

Sometimes 1 

No 1 

Not sure 1 

Total 6 

 

Question Q4 [Multiple Choice] - 6 responses 

In looking at PBS staffing levels, do you have enough staff to manage the workloads you are seeing? 

 
Table 102: Distribution of Responses for Question Q4 

Responses Number of Responses 

Yes 0 

Sometimes 2 

No 4 

Not sure 0 

Total 6 
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Question Q5 [Multiple Choice] - 6 responses 

We use telephonic assessments in our region. 

 
Table 103: Distribution of Responses for Question Q5 

Responses Number of Responses 

Yes 0 

Sometimes 2 

No 2 

I am not sure 2 

Total 6 

 

Question Q6 [Multiple Choice] - 6 responses 

You are receiving this question because you responded yes or sometimes to the previous one. In what 
context do you use telephonic assessments? Select all that apply.  

 
Table 104: Distribution of Responses for Question Q6 

Responses Number of Responses 

Any client if the hospital requests it 0 

Infectious diseases 2 

Difficult travel situations 1 

If HCS staff is sick 0 

Only patients in lower level of care (not ICU, ED, etc.) 0 

Other 1 

Total 2 

 
Other responses - 1 response: 

• COVID/FLU outbreaks 

 

Question Q7 [Multiple Choice] - 6 responses 

From my perspective, telephonic assessments have a place in aiding with assessments. 
 

Table 105: Distribution of Responses for Question Q7 

Responses 
Number of 
Responses 

Yes 1 

Sometimes 4 

No 0 

I am not sure 1 

Total 6 
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Question Q8 [Multiple Choice] - 6 responses 

More specifically, would telephonic assessments be appropriate for those with infections, COVID, or 
other infectious diseases only? Assuming they are otherwise medically and psychologically stable. 

 
Table 106: Distribution of Responses for Question Q8 

Responses Number of Responses 

Yes 3 

Sometimes 2 

No 0 

I am not sure 1 

Total 6 

 

Question Q9 [Multiple Choice] - 6 responses 

Regardless of your response to the previous questions, we would like to hear about possible difficulties 
with telephonic assessments. Select all that apply.  

 
Table 107: Distribution of Responses for Question Q9 (Difficulties with telephonic assessments) 

Responses 
Number of 
Responses 

In-person evaluation is imperative to capture the patient's condition. 4 

Telephonic assessments remove the person-first perspective. 2 

Telephonic assessments do not provide as comprehensive of a picture of a client’s 
community care need as in-person. 4 

Providers less willing to accept clients out of concern that telephonic assessment does 
not adequately capture the patient/client's needs. 0 

Likelihood of reassessment due to inaccuracy in assessment 4 

Scheduling issues still arise with telephonic assessments. 2 

Other 2 

Total 6 

 

Question Q11 [Open Text]- 2 responses 

Please add anything else you would like to share with us here! 

• 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. 

• I am over Financial so do not feel like my answers are very helpful, 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 back, imaging delays, financial delays, etc. It’s 
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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.  
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Appendix 10: HCS Staff Focus Group Follow-Up Survey 
This section outlines the HCS Line Staff Focus Group Follow-Up survey. Questions with zero responses 
were not included. 

Preamble 

This is a follow-up from our meeting on Thursday, January 23, 2025. Thank you for your time and 
participation. Your feedback is imperative to evaluate the current state of assessments, and their impact 
on Complex Patient Discharge.  
 
In keeping with our survey practices to protect you, we don't ask for any identifying information. Survey 
access is through an anonymous link, and you will not be asked to provide your name, email, or any 
other personal information. As a reminder, this survey is catered to: - Assessments in Acute Care 
Hospitals - As part of transitions to residential settings  
 
Please use the arrow at the bottom right-hand of the screen to move into questions. 

Results 

Question Q1 [Multiple Choice] - 112 responses 

What best describes your role at DSHS? 
 

Table 108: Distribution of Responses for Question Q1 (Respondent Role at DSHS) 

Response Number of responses Percent of responses 

HCS Assessors / NCCs 69 62% 

Public Benefits Specialists 27 24% 

Other 16 14% 

Total 112 100% 

 

Question PBS1 [Multiple Choice] - 27 responses 

How does the financial eligibility process affect the time it takes to discharge a patient from an acute 
care hospital with LTSS in place? 

 
Table 109: Distribution of Responses for Question PBS1 (Impact of Financial Eligibility on Discharge) 

Response Number of responses Percent of responses 

Moderately impacts 13 48% 

Severely impacts 12 44% 

I am not sure 2 7% 

Total 27 100% 

 

Question PBS2 [ranking order] – 13 responses 

Hospitals expect discharges to happen in a very short timeline. Medicaid applications often take longer 
to process and can impact discharge timelines. On a scale of 1 to 10, rate the current pressures on you as 



   

 

 

93 

 

 

a financial worker when trying to expedite eligibility for hospital patients. 10 being extremely impactful, 
1 being not at all impactful.  
 
The table orders the response options in order of the sum of all ratings given to each response. 
Responses with high sums were most frequently rated as significant barriers (or given high number 
ratings). “Not enough PBS staff to keep up” seems to be the most significant pressure according to 
respondents and was given a rating of 10 most frequently. 
 

Table 110: Distribution of Responses for Question PBS2 (Ratings of Medicaid Eligibility Pressures) 

Response 
Sum of 
ratings 

Number of respondents rating this 
reason as 10- extremely impactful 

Not enough PBS staff to keep up with the increase in demand 225 14 

Client is incapacitated, cannot provide consent or needs a guardian. 220 12 

 Not enough flexibility around eligibility requirements 187 7 

The work is too complex and takes more time than is expected. 181 7 

Other 40 4 

 
Other responses - 4 responses: 

• Case loads are way too HIGH, it’s very stressful  

• Eligibility Systems are outdated and don't help assist with navigation between programs 

• Hospitals providing incomplete applications 

• Not able to get verification in the time needed. 

 

Question PBS3 [Multiple Choice] – 27 responses 

What is the current timeline for reviewing financial documentation for LTSS eligibility? 

 
Table 111: Distribution of Responses for Question PBS3 (Timelines for Reviewing Financial 

Documentation) 

Response Number of responses Percent of responses 

1-2 weeks 8 30% 

3-4 weeks 6 22% 

4-5 weeks 7 26% 

6-7 weeks 4 15% 

7+ weeks 2 7% 

Total 27 100% 
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Question PBS4 [Multiple Choice] –73 responses from 19 respondents 

Why does it take so long? (Check all that apply) 
 

Table 112: Distribution of Responses for Question PBS4 (Reason for Timeline Length) 

Response 
Number of 
responses 

Percent of 
responses 

It takes too long to receive any follow up documentation needed 18 25% 

AVS response times add delays to the process 10 14% 

An interview is a requirement and it is difficult to connect with patients or their representatives 18 25% 

There are too many applications and its hard to find time to finish pending applications. 17 23% 

Other 10 14% 

Total 73 100% 

 
Other responses - 10 responses: 

• PBS can't get the document verification we need to determine financial eligibility.  

• Related, we just plain and simple don't have enough trained staff to keep up with demand. 

• 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. 

• caseloads are way to HIGH 

• Overworked not enough PBS staff  

• When applicants have simple assets, such as a checking account or savings account, these 
applications can move more quickly. It is when we are looking at an application for someone on 
Medicare or over age 65 that have complicated assets, transfer flags, trusts, property sales-
verification becomes more cumbersome, and it takes longer to determine that someone is 
eligible for NF or COPES waiver  

• ACES and Barcode systems are outdated to the eligibility specialists 

• Incomplete resource information causes unexpected AVS results, needing additional 
verification.   

• If there is a transfer of resources, then it takes more time to get it resolved. 

• Caseloads too high. 

 

Question PBS5 [Open text] – 21 responses 

Do you have any ideas on how to shorten that timeline? 
 

• dms delays causing newer work to show up because people fax, vs older work via USPS/mail. 

• Hiring more PBS to be able to handle the heavy caseload. 

• There may need to be an eligibility change specific to hospital settings. 

• We need more PBS workers and lower caseloads. This would allow us the necessary time 
needed to process these cases more efficiently 

• Let clients who are at the hospital be presumptively eligible for Medicaid for 2-3 months with 
the information we can gather while attempting to gather the rest of the information we need 
so client can discharge to a SNF, ALF, or home. Have documents in order from the hospital/ ORIs 
that can help us get ahold of documents from vendors.    
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• YES, START ADEQUATELY FUNDING/STAFFING PBS FTE's!!!  THE RATIO OF SOCIAL SERVICES 
STAFF AT HCS TO FINANCIAL IS LAUGHABLY LOPSIDED. 

• Maybe have the clients in the hospital provide verbal verification of information and explain 
that if AVS returns a report with flagged information, we will request additional information 
which could affect your benefits.  

• We need more PBS workers. Our caseloads over 530s we cannot keep up with the current 
applications coming in, maintaining our current caseloads, and manage all the changes that 
happen every day. We are pulled in so many directions. The training for PBS at HCS is not 
enough due to all the programs we provide. We have high turnover because of this and our 
caseloads. Social services case managers only have a caseload 75-100 and they have aids. We do 
not. Since we don't have this, it makes it hard to keep up with and process things timely. We 
have been forgotten about for far too long.  

• Hire more staff at HIU. Hire more PBS staff. Pay PBS staff more so there isn't as much turnover 
from PBS staff leaving to pursue higher paying roles. 

• We should evaluate how we handle situations where there is questionable resource transfer, 
but the client is in a state where they can't explain the expenses (due to health or cognitive 
issues) and the representatives are having a hard time finding info/verification on what the 
transfers were made for. There should be more prudent worker determination in these 
situations. 

• Staffing is the biggest issue that is leading to longer times for PBS. Due to the volume of 
applications we are receiving and amount of time that needs to go into each application is 
making difficult to complete applications in a timely manor. For each client there are often 
multiple calls being make hospital staff, client and representatives. Then verification has to be 
requested.  Which includes mailing out letters and again often have additional conversations 
with hospital staff, client, and representatives. Verification is received it can take up to 30+ days 
if it is mailed to be seen in our system.  It may take another one to three weeks before PBS can 
review the documents. 

• Reduce caseloads 

• Hire and train more PBS staff. Caseloads have been consistently well over 500-550 per PBS  
to maintain. 

• Good communication between PBS and Social Services to help get information if there is a more 
complicated case that needs additional verification to determine eligibility. Making sure both 
are on the same page.  

• The only thing that could speed up the process would be to allow eligibility (fast track) while in 
the hospital so that PBS can do an accurate determination of their financial eligibility and not 
feel so pressured and make mistakes. This would be beneficial for those seeking to discharge 
home, AFH. The question is do you have a caregiver you can put in place that fast, or available 
AFH?   

• Change the application process so that every question must be answered with attached 
documents and proper signatures before the application can be submitted. Have a PBS unit 
assigned to the hospital to work on hospital applications. 

• More trained staff.  

• "Improved eligibility systems. ACES needs to be severely upgraded to assist the workers 
complete their work timely and efficiently. Allow the system to assist and 'think' for the PBS, 
who is using and navigating programs in the system. If IE&E is making our exterior customers 
(clients and providers) experience more user friendly, it's equally as important in making our 
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interior customers (PBS Staff) experience equally more user friendly, who are determining 
eligibility for our programs.  
Greatly increase the pay for HCS PBS for retention purposes. The PBS work is very complicated, 
and too much is placed on the PBS to be the 'brain' of the ACES system. With all of the policy 
and procedural expectations placed on the PBS, they deserve way more money to do this job.  
Have the social worker who is assigned to discharge the client from the hospital assist the PBS in 
gathering needed information needed to establish eligibility. " 

• Creating a statewide centralized hospital financial team. 

• "If our SW is at the hospital, they could coordinate with the PBS to get the interview completed. 
They could also let us know the status of the client and if they are able to do the interview or 
have a family member or friend reach out to the PBS. Our SW and the hospital SW could help 
the PBS get the verification to us to determine financial eligibility faster. Also see below." 

• Each region should have a designated Application Intake Unit processing only applications from 
start to finish (opening services) this will free up time for field staff to work clients already on 
services and this would have impact on timeliness of processing documents and getting needed 
LTC services to hospital clients.   

 

Question PBS6 [Open text] – 18 responses 

You are boots on the ground! Your opinion is very valuable. Is there anything else you would like to share 
with us? 
 

• "Screening applications process is not working 
PBS can screen their own applications more timely  

• None. 

• The hospitals have a lot of political clout. I get it.  Financial staff WANT to do a good job and get 
eligibility determined promptly, but it doesn't help when the hospital staff are relentless in 
demanding status updates and every call we get from them takes PBS's away from doing  
the work.   

• Have a designated hospital social worker that can specifically work on Medicaid application and 
cross train them to understand the process and how to troubleshoot if it's not working. What 
does this look like. It means collaborating with the financial administrators to get the work done. 
This would cut down on time and allow for a smoother process with hospital applications. 

• We need more PBS workers to make our caseloads more manageable and go back to zip codes 
coverage. We also need better training and high pay. HCS cannot function without PBS workers. 

• "Our eligibility system (ACES), is older than most of the PBS staff and does not function 
efficiently. There are many processes that staff are expected to just remember while processing 
cases. We could really use a more modern eligibility system that is better able to deal with the 
complexities that come into play when determining financial eligibility for LTSS.  

Also, as mentioned above, we need to figure out a way to retain PBS staff better, such as higher pay. 
The turnover has gotten to the point where we are constantly training new staff, which results in 
staff feeling like they are never gaining ground on the workload. Each PBS currently has a caseload 
of over 500 cases, and we can never get that number down because staff leave, and we have to fill 
the vacancies with new staff that have to be trained. It feels like a never-ending cycle." 

• "Current in-office coverage plans for coming further are not equitable in planning once more 
offices open up, such as Kent. Needs to be re-evaluated and in-office work needs to be equitable 
at that time. 
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Your PBS have been working extra work to make up for employee attrition and increased 
caseloads. Working people extra hard, outside of their normal work perimeters without any 
extra compensation or pay is unfair work practice. If we are to maintain a 500ish caseload but 
you have worker with over 600 cases, then we are doing 20% extra workload for no extra 
incentive, and no extra pay. Fix this. It's been going on far longer than it ever should have. It's far 
past being a "temporary issue" 

• Allowing PBS to take additional self-attestation can assist in limiting the amount of verification 
that is needed. 

• Staff is very overworked, we are very stressed; we keep getting sick due to stress. Hire PBS 1, 2 
and 3's to help with processing applications. We need more STAFF 

• PBS need better pay with a starting wage at $90,000.00 annually to maintain stability of 
employees. We are well understaffed, underpaid, under a lot of stress of the job, need updated 
systems to do the jobs and the ability to do the job at home full-time. This would save the State 
a lot of money with less offices to fill as it has been proven the job can be done remotely. 

• Financial eligibility for those on Medicare or over age 65 is more stringent than financial 
eligibility for those on MAGI (age 19-64 not on Medicare). It is difficult to circumvent the needed 
verifications for the more complicated program that are determined by state and federal statue. 
If someone is not already on a Medicaid program and are applying for LTSS while in a hospital, 
there are some system barriers and rule barriers that require the person to be placed into a 
facility before full eligibility can be determined. 

• The hardest part of having these discussions is the feeling of blame that is portrayed sometimes 
without even meaning to.  We need to try to make sure that everyone knows that we 
understand the difficulties between both the financial and the struggles that social services have 
trying to find the perfect placement for their client.  I know we are all busy and overwhelmed at 
times, I would still like to see PBS staff assist social services at least once to attempt to find 
placement, work with the client and the facility, while trying to help with our needs for the 
department. Same with social services seeing the hard cases that PBS receive and struggle to get 
all the verifications or information for the clients that do not have someone to help them, or 
help the AREP as they are under a lot of stress and do not know what they need to get or where 
to look.  If the hospital could safely discharge somewhere while we are trying to get services in 
place that would benefit the hospital.  The problem is this is not an overnight solution as there 
are so many players and parts to it.   I think everyone is doing a great job.  It is not easy. 

• We can't call DSHS the employer of choice if people keep leaving.  We need to find a way to 
keep workers by offering higher pay.  We also need to have better technology.   

• PBS work so hard for HCS and often times the hospitals do not understand the complexity of our 
work. The demands of the job are intense. Keeping trained PBS is challenging because the pay is 
not representative of the job. 

• Get rid of MRCPI (Most Recent Continuous Period Institutionalization) and CSRA (Community 
Spouse Resource Allowance). Make all LTSS clients, who are married, qualify up to the Federal 
Spousal Resource Standard and drop the State Spousal Resource Standard. The MRCPI and CSRA 
processes are very time consuming for the PBS user. Let's do more in adjusting policy and 
making our systems more user friendly to the PBS. 

• "Financial does have a small staff in the region for hospital cases. Due to the volume of 
applications, the regular financial pool has to take some of the hospital applications. At this time 
caseloads and non-hospital application counts are so high that it is difficult to complete these 
quickly.  
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Additionally, hospital applications are often missing all information outside of name, date of 
birth, and social security number. I have had multiple cases where the hospital is calling me daily 
for an update on a case and pushing for eligibility when a client is completely financially 
ineligible due to resources that were unreported and only found after AVS returned.  
Constant calls from hospitals actually delay processing as financial is required to return calls 
within 2 business days. This takes away from the time financial can spend actually working on 
these cases and getting documents processed. " 

• "There are so many variables when it comes to what we see out there. Client's cases are getting 
more and more complicated. Trusts, life estates, promissory notes, transfer of resources, LTC 
insurance policies, AVS flags, etc; it takes time to go through it all. Most of these need to be 
staffed because everyone of the documents looks and is worded differently.  
We have so many new PBS's who are still in training and the caseloads and applications have 
doubled in the last five years. Everybody is getting burned out trying to keep up." 

• Also increase the flexibility of eligibility for clients in the hospital such as expanding self-
attestations rules. 

 

Other Staff 

Question O1 [Rating Question] – 16 responses 

The work of transitioning patients from acute care hospitals has an impact on the work of all staff.  In 
your current role, how much do you think this work-stream impacts your work? Please rate the impact 
using a 1 to 10 scale, 1 being does not impact, 10 being greatly impacts. 
 

Figure 36: Distribution of Responses for Question O1 (Impact of Transitioning Patients) 

 
 

Question O2 [Multiple Choice] – 29 responses from 16 respondents 

 
Are you getting what you need regarding barriers to discharge? Select all that apply. – 

• I know how to get my questions regarding policy and process answered. 
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• I know where to go to get the information I need. 

• I am getting everything I need to train hospital staff on who requires the assessments and when 
to make referrals. 

• I am not getting what I need. 

• This question is not relevant to me. 

 
Table 113: Distribution of Responses for Question O2 (Support for Managing Barriers) 

Response Number of responses Percent of responses 

I am given everything I need to prevent and reduce barriers to 
discharge. 

2 7% 

I am getting everything I need to train hospital staff on who requires 
the assessments and when to make referrals. 

5 17% 

I know where to go to get the information I need. 6 21% 

I know how to get my questions regarding policy and process 
answered. 

7 24% 

I am not getting what I need. 3 10% 

This question is not relevant to me. 6 21% 

Total 29 100% 

 

Question O3 [Ranking Question] – 15 responses  

In your opinion, what are the main barriers that HCS staff encounter when working on acute care 
hospital transitions? Using your mouse, please order the following steps so that the most significant 
barrier is ranked 1 and the least significant is complete/ascertain is ranked 6, with the remaining being 
ordered in descending level of difficulty. 

• Patients who are not ready for discharge to an LTSS setting. 

• Patients who do not need an assessment in order to transition to an LTSS setting. 

• Patients who are not able to consent to LTSS. 

• Providers who are not willing to accept the patient to their facility. 

• I am not aware of barriers to transition. 

• Other 

 
The table orders the barriers in order of the sum of all rankings given to that response. Responses with 
low sums were most frequently ranked as significant barriers (or given low number rankings). “Patients 
who are not ready for discharge to an LTSS setting” seems to be the most significant barrier according to 
respondents, but “Patients who do not need an assessment in order to transition to an LTSS setting” and 
“other” were ranked as the top barrier most frequently. 
 

Table 114: Distribution of Responses for Question O3 (Barriers Ranking) 

Barrier Sum of rankings 
Number of respondents ranking 

this barrier as number 1 

Patients who are not ready for discharge to an LTSS setting. 35 2 

Patients who do not need an assessment in order to transition to an 
LTSS setting. 

48 4 
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Patients who are not able to consent to LTSS. 45 2 

Providers who are not willing to accept the patient to their facility. 50 2 

I am not aware of barriers to transition. 81 1 

Other 56 4 

 
Other responses - 10 responses: 

• Hospitals do not assist clients in turning in a completed signed application, or no application is 
received at all.  I reviewed a list of cases from a Clark County hospital inquiring on the status and 
every case either had an incomplete application or a current application on a closed case was 
not submitted.   

• discrimination based on age, social status, or mental health concerns 

• The Treatments and interventions provided in the hospital cannot be replicated in a LTSS 
setting.  

• Financial eligibility 

• Financial, restraints,  

• dishonest and hostile hospital (NOT DSHS workers) discharge workers/planners 

• Financial eligibility  

• Hospital staff are meeting timelines for assessments in the acute care setting. 

• Financial eligibility  

• New and/or ill-equipped Providers that take on challenging clients from the hospital but then, 
are unable to manage them.  This causes a lot of rework for RCCMs trying to stabilize 
placements, find new placements, Significant Change assessments, ETRs, etc.  Some clients even 
end up back in the hospital when the Provider "can't meet the clients care needs". 

 

Question O4 [Multiple Choice] – 63 responses from 15 respondents 

If hospital assessments were completed by hospital staff and not HCS staff, what do you think the 
biggest challenges would be for the hospitals? - Selected Choice - 

• Training on the CARE tool. 

• Training on services offered by HCS. 

• Creating a Person-centered care plan. 

• Constant staff turnover would result in constant training need. 

• Communication with HCS to authorize service providers. 

• Understanding when an assessment would be needed. 

• Other 

 
Table 115: Distribution of Responses for Question O4 (Potential Challenges for Hospital Staff Conducting 

Assessments) 

Response Number of responses 

Training on the CARE tool. 8 

Training on services offered by HCS. 10 

Creating a Person-centered care plan. 10 

Constant staff turnover would result in constant training need. 11 
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Communication with HCS to authorize service providers. 8 

Understanding when an assessment would be needed. 6 

Other 10 

Total 63 

 
Other responses - 10 responses: 

• The hospital staff are already stretched too thin to complete their current roles and do not have 
time, energy, or staff to complete these assessments.  

• They can't even assist a person to complete an application, I would not trust a hospital to do an 
accurate assessment.   

• Staff responding to pressure to discharge without plan fully in place.  

• Financial eligibility, consent issues, accurate reporting of behaviors. 

• Able to meet QA, this job is highly complex, and it takes a village to transition folks out.  

• honesty and integrity in conducting an assessment due to management pressure to move 
patients out of the hospital. 

• Conflict of interest- hospitals are looking for the faster turnaround time to discharge clients and 
I can see them inflating care needs to get a higher rate just to be able to move the individual 
from an acute setting.  

• Access to all HCS programs (DMS, ACES, CARE). 

• Conflict of interest. Hospital RCW/WAC vs HCS policies. 

• 1) The hospitals motivation/agenda will be to get patients out of the hospital as soon as the 
initial $$ they get for the admit are used up. HCS staff are trying to find good stable placements 
for these clients as best they can with the available resources. 

 

Question O5 [Open Text] – 9 responses 

You are boots on the ground! Your opinion is very valuable. Is there anything else you would like to share 
with us? 
 
Responses: 

• Hospitals complain, but without a completed application to start with the Medicaid process, the 
eligibility can't begin.  In addition, some clients do not want HCS services and facilities are not 
willing to accept a client without an active Medicaid case. We have done outreach to hospitals 
over the years about how to streamline the process.   

• I have seen and heard much about discharges being pressured from hospital administration as 
well as client choice being disregarded because it would be a more timely process. Both of these 
are concerns of mine as I work to teach programs to the field and use supportive housing 
appropriately. Usually, both end with a fast discharge that has to be redone and client 
readmitted as they end up without needed supports. 

• Hospital staff would benefit from an understanding of Medicaid services to include care 
coordination with Managed Care Organizations.  LTSS are approved and authorized by Home 
and Community Services, however most medical services are approved and authorized by the 
Managed Care Organizations and the Health Care Authority.  (this includes medical 
transportation, Dialysis, Wound Care and Ostomy Supplies, DME, Home Health, Medications, 
Medical Treatments, Behavioral Health and SUD treatments etc.)  
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• I worked in the medical hospital setting for over 8 years. I now supervise a diverse hospital 
team, including nurses. I have also supervised a team that was funded through a pilot by the 
hospitals to have workers sit in hospitals to complete assessments. Our assessments aren't the 
issue, it's everything else...financial eligibility, decision making capacity (we have to have a DPOA 
or a Guardian in place if a client cannot designate their spouse for decision making, by law), 
appropriateness for clients for our services, behaviors, medical/clinical complexity, the list goes 
on. Having the hospital complete assessments does NOT take the list away! I have hired staff 
from the hospitals who have left because they have said this job is too much and there is too 
much to know/do. They are always amazed by the fact that it is NOT "just an assessment".  

• "Hospitals have a conflict of interest: Their goal is to free beds, assessment accuracy, doing 
person-centered practices, and many other aspects of this work is not their priority, if hospitals 
were to do assessments, they may not be accurate in order to elevate rates/speed up 
discharges.  
This survey is simplifying a very complex job, it doesn't feel the researchers have engages the 
SME's enough to ensure they are asking the right questions. It takes AH case managers 1-2 years 
to get accurate and able to be really independent. Staff can't possibly know everything, and it 
takes a team of people behind the scenes supporting case managers. New CM's receive 100% 
file reviews of all assessments often for almost a year post training. Researchers should ask to 
see the training required of CMs. In R3 it is 100's of hours and lots of coaching and mentoring." 

• It takes years for HCS staff to be able to be knowledgeable about long-term services and 
supports.  HCS staff has access to supervisor, program managers and subject matter experts in 
order to do their job effectively, hospitals would not have that same level or support or even 
want that same level of support. We can't even get hospitals to make appropriate referrals for 
HCS services.   

• WSHA pushed years ago because HCS did not do assessments in the acute hospital setting, this 
created the acute hospital team. After we started going into the hospitals HCS made an 
agreement with WSHA that we would attempt to get in and do an assessment in 4 days instead 
of the 7 days which is in policy. HCS has worked to always do what is best for our clients and 
collaborate with all the hospitals we partner with. We meet with them weekly, and we go into 
every hospital at least 2 times per year to give them training on what we do. We have 
established teams to assist with managed care organizations, the health care authority and HCS 
ACH staff to ensure we are doing everything we can for these clients. We also staff on a weekly 
basis with HQ staff to seek assistance from the policy experts on these difficult discharges we 
have. We currently are far below our strategic goal set by HCS of the average length of stay 
since referral for patients still hospitalized being 30 days or less.  

• "Hospital providers will push clients into settings that are NOT the clients preferred choice due 
to limited bed capacity, costs associated with housing clients in hospitals, and medical readiness 
for discharge, their standard of care and safety regarding discharge planning is different than 
HCS. Whereas HCS has a duty and legal obligation to provide services that are client driven. 
There will be a conflict of interest for hospital employees to conduct these services.  
Additionally, they would require access to all HCS data sources such as ProviderOne, Barcode, 
ACES, CARE etc. 
 
Rules and Authority for Obtaining Client Consent for Healthcare versus HCS Medicaid 
LTSS: 
Because health care providers and Home and Community Services serve different functions, 
different statutory authorities for client consent apply. 
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Rules that apply in a Healthcare setting (RCW 7.70.065): 
Hospitals and healthcare providers seek consent from their patients for medical care and can 
use the informed consent statute, chapter 7.70 RCW, to obtain necessary consent. 
Persons authorized to provide informed consent to health care on behalf of a 
patient shall be a member of one of the following classes of persons in the following 
order of priority: the guardian, DPOA for healthcare decisions, spouse or registered 
domestic partner, children at least 18 years old, parents of the patient, adult siblings, adult 
grandchildren familiar with the patient, adult nieces and nephews familiar with the 
patient or any adult who had exhibited special care and concern, is familiar with the patient's 
personal values and is reasonably available to make health care decisions. 
 
Rules that apply for Medicaid LTSS (42 CFR):  
HCS IS NOT A HEALTH CARE PROVIDER. Rather it admins access to Washingtons Medicaid Long 
Term Care services and so HCS must follow Medicaid law when looking for client consent for 
Medicaid LTSS. Community First Choice Medicaid rules require that the person-centered 
planning process be: driven by the person"" and ensure that the person directs the process to 
the maximum extent possible and is enabled to make informed choices and decisions. See 42 
CGF 441.450. The CFC person centered plan must, "Be finalized and agreed to in writing by the 
person and signed by all people and providers responsible for its implementation"  
42 CFR 441.540(b)(9).  
 
In order to comply with the person-centered requirements, HCS should look to the client 
directly to make choices about Medicaid services to the extent possible. Medicaid rules also 
allow a client to choose a representative to act on their behalf to make decisions about 
Medicaid services and supports, including to sign HCS documentation and allow the rep to make 
other decisions about the clients Medicaid services. " 

• Having the hospitals do CAREWEB assessments will ultimately, decrease the quality/accuracy of 
the assessments due to pressure from the hospital management of their social workers to get 
patients out of the hospital asap to any provider that will take them.  Then, HCS staff will be 
tasked with cleaning up the messes/disasters that result.  This will burn out our staff and our 
hiring and training challenges will increase even more than they have with the new populations 
we are now trying to serve (MH, heavy Drug use, homeless, etc.) 

 
 

HCS Assessors/NCCs - 69 respondents 

Question LS1 - 62 responses 

Please select a value from 0 to 100 using the slider below, with 0 being very uncomfortable and 100 
being very comfortable. - How comfortable are you in addressing patient barriers to discharge from an 
acute care hospital setting? 

 
Table 116: Distribution of Responses for Question LS1 (Comfortability in Addressing Barriers to 

Discharge) 

Statistic Value 

Average 81.3 
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Median 90 

High 100 

Low 0 

Skipped the Questions 7 

 

Question LS2 - 68 responses 

Are you getting what you need regarding barriers to discharge? Select all that apply. 

 
Table 117: Distribution of Responses for Question LS2 (Support for Managing Barriers) 

Responses 
Number of 
Responses 

Percent of Responses 

I am given everything I need to prevent and reduce barriers to discharge. 18 26.1% 

I am getting everything I need to train hospital staff on who requires 
assessments and when to make referrals. 

23 33.3% 

I know where to go to get the information I need. 46 66.7% 

I know how to get my questions regarding policy and process answered. 40 58.0% 

I am not getting what I need. 14 20.3% 

Total 69 100.0% 

 

Question LS3 - 69 responses 

On a scale of 1 to 10, one being extremely poor and ten being extremely good, how would you rate your 
communication with the hospital? 

 
Table 118: Distribution of Responses for Question LS3 (Rating of Communication with Hospital) 

Statistic Value 

Average 6.55 

Median 7 

High 10 

Low 0 

Skipped the Questions 2 

 

Question LS4 - 22 responses 

Can you tell us more about current communication, where it is lacking, and why? 

 
• Regarding doing assessments for clients looking to discharge from WSH, we are constantly 

having to educate them on the CARE process.  We always have follow-up questions from 6358s, 
that they struggle to answer sometimes. 

• Often cases are now being referred by RNCMs and the hospital social workers are not involved 
in the planning.  Referrals are being made for patients who are not medically stable for 
discharge per hospital records but nursing reports they are.  Phone calls to RNCMs are not 
consistently being returned to discuss client care needs.   

• I have explained several times that they should not send a referral until the client is medically 
stable and not to send one if the plan is for the patient to transfer to another hospital. They do 
not listen.   
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• Clients are discharged from the hospital prior to assessment. Hospital staff do not communicate 
that a person has been discharged after a confirmed assessment date. 

• Don't call back. No information about discharging dates. Say one thing, something else happens. 
hospitals think we can provide/set services within a couple of days. 

• On days I have an assessment scheduled, I like to call the assigned hospital CM or nurse to 
confirm that the client is prepared and can consent to services (or has an AREP/DPOA). Several 
times I have been told I am good to go but when I get to the hospital, clients have been unable 
or unwilling to participate in the assessment. There seems to be a disconnect between our 
definitions of medically stable and decisional. 

• Hospital workers are hard to get a hold of by phone. 

• Communication among different hospitals has declined in recent months. I'm uncertain whether 
this is due to budget cuts or layoffs, but effectively communicating with staff has become 
increasingly challenging. When I can't reach staff, I make it a point to arrive early at the hospital 
on the day of an assessment to locate them and obtain the answers I need. 

• Certain hospitals do not provide the contact information for the discharge planner assigned to 
the client; once we finally find them, they document that they emailed us/contacted us while 
this is the other way around. Some of the discharge planners if they have another client the next 
day, never forward our emails to the next day assigned case manager and the communication is 
delayed until we have to figure it out who is the new person. 

• I rarely work with hospital staff. 

• Due to hospital constantly switching case managers it has been difficult to get hold of anyone 
and when you do speak to someone that is knowledgeable about the client. Often, we are 
leaving messages and the impression is that the client is not high on their priority list but when 
they are it becomes an emergency to then come out to assess and get them discharged. 
Hospitals don't understand why we cannot assess while clients have been on restraints. There at 
times seems to be an unwillingness for them to support the client when they need a long-term 
application, or they need guardianship. 

• Challenging due to playing phone tag d/c planners change frequently.  Often I don't have the 
day-to-day changes/updates due to hospital staff being extremely busy and changes in d/c 
planners. 

• Communication with the hospital discharge planner is not an issue for me. Waiting for all the 
steps, including financial eligibility determination can be frustrating and cause the hospital staff 
to be frustrated. There are only 2 FTEs for PBS assigned to hospitals in Region 1. That is not 
enough, by far! If there were more PBS assigned to the hospitals, then that would shorten the 
delays in hospital discharges. 

• To address an ongoing issue regarding the discharge planning process and a significant lack of 
follow-up communication between the hospitals and our team. While hospitals insist on 
creating a discharge plan and communicating with the patient's family, they often do not include 
us in these discussions. This oversight leads to unnecessary chaos and complications. 

• Multicare hospitals tend to move their care managers around to different floors every day. This 
leads to a breakdown in communication when I am trying to find the care manager of the day, 
or I am submitting paperwork to one care manager one day, and several days later a different 
care manager asks for the paperwork that was already submitted. Some hospitals also have one 
social work and care manager phone line where I can leave messages, some hospitals are great 
at calling back, while others will never call back no matter how often i am leaving messages. 
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• At times it seems like a us versus them mentality. Having worked in a hospital setting for many 
years, I know the importance of d/c timely. Could this work be outsourced, I guess it could but 
regardless of how fast assessments are pumped out, the delay is often other factors, such as 
finding placement (you need caregivers willing to take clients, often severely mentally ill or drug 
addicted), becoming financially eligible, guardianships, etc. We all do better when we see value 
in each role and understand the barriers collectively. 

• With facilities where we cannot access electronic medical records the information we receive is 
not well informed and does not well capture the needs of clients or the safety concerns that 
may be posed to providers upon discharge. In general, communication with hospitals is lacking 
when it comes to addressing barriers to discharge and ownership on the part of the hospitals 
when it comes to addressing these barriers. Hospitals do express frustrations with our processes 
concerning eligibility, decision making, and available services. 

• 1) Hospital staff assigned to our clients change almost daily (not all hospitals generally 
Multicare), which makes it impossible to get real time information from them even after HCS 
staff have reviewed EPIC. When HCS staff leave messages with them, they don't always pass that 
information on to the next staff taking over the client, which delays scheduling an assessment if 
client was medically/psychiatrically stable. 2) Hospital staff turnover has been high, so having to 
educate them regularly can be time consuming and should not be our job to inform them of our 
expectations. That should have been provided from their leadership. However, Multicare 
leadership also changes frequently. 3) Hospital staff get upset when we can't assess a client who 
is restrained (physically and/or chemically) or lacks decisional capacity. Their patience is thin and 
feel rushed to converse and to get the client out of the hospital. 4) Hospital staff don't always 
treat HCS staff with respect. I don't have an issue calling them out as they need to understand 
we don't work for them and that we work with them to transition clients out of the hospitals. 

• Social service staff turnover and streamlined communication has been a barrier.  Some floors 
have a different social worker every day. I find I am repeating information for, sometimes 
weeks, as to barriers to discharge or information needed to move forward. This is not always 
handed off to the next staff member and slows the process considerably. 

• the hospital has limited insight to what our services provide, and additionally send inappropriate 
referrals where clients are clearly not medically and/or psychiatrically stable. Additionally, 
sending referrals on clients who do not have a formal decision maker, and have been deemed 
not to have capacity. AND, on client who require physical and/or chemical restraints. WE are 
asked to "bend rules" in order to meet with client and complete the assessment. Additionally, 
LTC Medicaid application is not completed in a timely manner. And when asked to complete, the 
hospital team does not do so. Delaying progress to be able to discharge client to the appropriate 
setting. Overall, hospital administration lacks the insight of what the services provider and 
refuse to challenge that insight. 

• Different social workers each day and week. NO consistency. 

• This survey needs to be more specific on the questions--ex. Are you referring to information, 
things needed etc. from the hospital or from HCS? 
Communication with hospitals is extremely frustrating and difficult: Hospitals change assigned in 
house Case Managers to a given patient multiple times a week, so often unclear who I need to 
get ahold of regarding a patient on any given day, Hospital CM's do not typically leave current 
contact information (phone/email) in their notes in EPIC medical chart (that we all have daily 
access to) so even if we know who was the last CM assigned working with the client--we don’t 
have contact information. There is a general "Case Management Line" you can call but 99% of 
the time no one answers and if you leave a message--no one returns with a call back. We are 
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often left to spend an extensive amount of time trying to find out WHO is the current CM and 
HOW to get ahold of them; leaving messages on the CM main line, calling nurses stations and 
trying to connect or get assignment information and contact information etc. Once we do get 
ahold of a CM their knowledge of what’s going on with the patient as far as HCS services is 
usually extremely limited: (Did you ask if they want HCS services?, are they agreeable to HCS 
services  Hospital is recommending?, have you explained the options we have?, what are THEIR 
wishes for discharge plans?, what is the hospital recommendations for discharge, what are 
alternative acceptable plans? Was a financial application for HCS services applied for? ) 99% of 
the time they haven't even talked to the patient at all about HCS services and just put in a 
referral--because they want us to get them out of the hospital asap, even though the referral 
may be completely inappropriate or the client does not want services at all! THEN after finally 
contacting the CM and discussing all this--they don't make any notes or very minimal in their 
chart for the next CM that gets assigned in a day or two, and the whole process starts again 
trying to get ahold of a new CM who has no clue what is going on or the details of last 
conversation with a different CM. 

 

Question LS5 - 67 responses 

Do you feel the workload is consistent with the hours allocated to do your job? 

 
Table 119: Distribution of Responses for Question LS5 (Workload and Hours) 

Responses Number of Responses Percent of Responses 

Yes 21 31.3% 

Sometimes 30 44.8% 

No 16 23.9% 

Total 67 100.0% 
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Question LS6 - 67 responses 

Do you feel the current training programs prepare hospital staff to make correct referrals and evaluate 
the need for an assessment? This is in reference to the current structure and process, not the quality of 
your work. Training programs for hospitals are: 

 
Table 120: Distribution of Responses for Question LS6 (Adequacy of Trainings) 

Responses Number of Responses Percent of Responses 

Very inadequate 7 10.4% 

Inadequate 21 31.3% 

Neutral 23 34.3% 

Adequate 12 17.9% 

Very adequate 4 6.0% 

Total 67 100.0% 

 
Responses to this question are varied. There are 28 responses between "very inadequate" and 
"adequate" and 16 responses between "adequate" and "very adequate." Neutral is the most common 
response.  

 

Question LS7 - 65 responses 

In your opinion, what are the main barriers that HCS staff encounter when working on acute care 
hospital transitions? 
 
Using your mouse, please order the following steps so that the most significant barrier is ranked 1 and 
the least significant is ranked 6, with the remaining being ordered in descending level of difficulty.  

 
The table orders the barriers in order of the sum of all rankings given to that response. Responses with 
low sums were most frequently ranked as significant barriers (or given low number rankings). “Patients 
who are not ready for discharge to an LTSS setting” seems to be the most significant barrier according to 
respondents and was ranked as the number one barrier most frequently. 
 

Table 121: Distribution of Responses for Question LS7 (Barriers Ranking) 

Barriers 
Sum of 

rankings 
Responses ranking 

this barrier 1st 
Responses ranking 

this barrier 2nd 
Responses ranking 

this barrier 3rd 

Patients who are not ready for discharge to an 
LTSS setting. 

136 27 15 13 

Patients who are not able to consent to LTSS. 162 11 20 26 

Providers who are not willing to accept the 
patient to their facility. 

216 8 11 10 

Patients who do not need an assessment in 
order to transition to an LTSS setting. 

240 3 11 10 

Other 254 16 8 5 

I am not aware of barriers to transition. 357 0 0 1 

 

 
Other responses – 24 responses: 
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• Lacking providers for clients to discharge to 

• Patients who do not want HCS services, but the hospital staff insist we push them into it. 

• Most are on drugs and don't want to pay participation. 

• Financial status 

• Financial being completed 

• financial eligibility (13)30 

• Hospital discharging clients who should not discharge or discharged to an inappropriate setting 
• Hospitals overall are not forthcoming and honest in regards to being medically and mentally 

stable and predictable for placement. 
• guardianship status 
• Financial eligibility, lack of setting options in client's preferred setting 

• Delays in financial eligibilty determination by PBS 
• Patient's not able to complete financial reporting requirements no guardian.  Involuntary psych 

patient cannot go to bank to get bank statements.  Usually no informal support for my clients 
• Communication with hospital and community providers 

• Hospital staff not understanding our rules or just trying to get clients of the hospital send 
referrals that are a waste of time. 

• Not able to get information from the assigned hospital staff. Also, clients being subject to 
restraints, and delays being able to assess them. 

• Financial eligibility has not yet been determined. 
• Financially ineligible patients and/or lack of adequately supportive, sustainable, and safe 

placement to which client is in agreement. 
• Poor communication between care teams 

• pending financial eligibility 
• PDN clients, Vent, Trach who require HD. 
• Referrals from hospital on the day the client discharges, or the day before the anticipated 

discharge 
• discharge instructions, DME/equipment and supplies not provided and ordered 

• Patients who refuse an assessment and able to make their own decisions but hospital insists 
that they need to transition into the community on LTSS. 

• financial eligibility, providing verification timely when there are no informal supports. 
 
  

 

 
30 This includes variations of capitalization by respondents consolidated. 



   

 

 

110 

 

 

Question LS8 - 67 responses 

If hospital assessments were completed by hospital staff and not HCS staff, what do you think the 
biggest challenges would be for the hospitals? 

 
Table 122: Distribution of Responses for Question LS8 (Potential Challenges for Hospital Staff Conducting 

Assessments) 

Responses 
Number of 
Responses 

Percent of 
Responses 

Training on the CARE tool. 49 73.1% 

Training on services offered by HCS. 56 83.6% 

Creating a Person-centered care plan. 43 64.2% 

Constant staff turnover would result in constant training need. 54 80.6% 

Communication with HCS to authorize service providers. 55 82.1% 

Understanding when an assessment would be needed. 47 70.1% 

Other 38 56.7% 

Total Respondents 67 100.0% 

 
Other responses – 37 responses: 

• I think that it would be a conflict of interest as the hospital staff are eager to push people out 
the door.  I think it would impact the patient’s ability to be placed in adequate placement or be 
successful. 

• I think it’s a great idea.  We could use more in-home and residential assessors. 

• Biased results since hospitals' goals aim to financial instead of a client focused perspective. 

• PBS financial eligibility. 

• It would cause us HCS worker to fix errors they create. In some ways it would be nice for them 
to help with assessments, but they are also overworked and the last thing they need is to learn 
another assessment tool. 

• Conflict of interest; hospital staff may code incorrectly for a better chance at finding an 
accepting facility. 

• financial eligibility 

• AFH's would want us CM's to complete a significant change, provide 30-day discharge notice, 
and a fabricated assessment. 

• Treatments that needed nurse delegation. Information needed that will apply / be eligible for 
HCS programs. 

• An issue might be placement to AFHs. How transparent is the process going to be if the 
discharge planners are going to complete it? 

• Conflict of interest impacting appropriateness of assessment, accuracy of assessment. Hospitals 
are already understaffed as it is. 

• Extreme conflict of interest. 

• conflict of interest. The hospital wants to discharge clients, and it seems unlikely they would 
take the time to make sure the patient's needs are truly addressed. 

• Accuracy and often hospital staff are new/inexperienced with our system, and this would be a 
big challenge. 

• Fin eligibility/guardianship. 

• Discharging clients before services are set up correctly. 
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• The hospital staff need to understand that clients need to also be financially eligible. 

• Risk of inaccurate assessments in order to expedite hospital discharges. 

• OVERCOMING CONFLICT OF INTEREST. 

• all the above 

• high case loads and lack of time to do a good assessment 

• conflict of interest 

• Role confusion 

• This would be a huge conflict of interest as hospitals are driven by the dollar and whether they 
are being reimbursed from the insurance company, not client choice. 

• It would be a conflict of interest, the hospitals are driven by time and money and are constantly 
pressured to quickly discharge a patient. Also, once a patient discharges to a residential setting, 
the transition to RCCM or AAA is not immediate, so the hospital would need to case manage 
these clients for an undetermined amount of time even though they are no longer in the 
hospital. 

• Assessment would be focused on the hospital agenda not client's needs 

• financial eligibility 

• waiting on financial eligibility and providers 

• This is a terrible idea. It creates a barrier to patient care (and they already have enough of 
those). It is not a cost effective or reasonable expectation. The CARE tool is too time consuming 
and cumbersome for them to be required to do so. DSHS assessors could be situated at the 
hospital setting, preferably nursing or medical SW, a certain number of days a week (probably 
two or three) and be prepared to provide assessments on site. Medical records and bedside 
records, MAR should be gathered by the assessor and hospital staff (probably unit clerks) should 
provide the assessor copies or access to the records for those planned discharges. 

• Bias. Pressure from administration. 

• hospital staff have a different agenda and are not client centered. They just want to discharge.   

• It would be a disservice to HCS and to the client on the service clients will receive from hospitals 
as they will not spend any time to get to know their patients because they think that all 
assessments take 20 minutes. Hospitals will end up asking HCS for help as they realize it's not 
that simple. 

• Understanding financial eligibility for different programs 

• No one but HCS staff that do hospital assessments have any idea of what is involved. There is no 
way a person, not part of HCS, could assess and work on an appropriate discharge plan for a 
client. There only goal would be to get them out of the door as soon as possible. 

• The hospital is not worried about the client but rather discharge. 

• Hospital priorities create conflict of interest. They already push us to assess non-decisional 
clients. 

• See following notes. 
 

Question LS9 - 42 responses 

You are boots on the ground! Your opinion is very valuable. Is there anything else you would like to 
share with us? 

• It is too much to list. The short version is that WSH, a lot of times, see's HCS as the only option 
to discharge their clients.  The other issue is that we are discharging client's from a lock down 
facility to an AFH, ESF, EARC or their own apt. None of those are lock down. Everything we 
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offer to a client from Mental health, making sure they take their meds, supervision, etc. is all 
voluntary. There also way too many hoops to discharging a client from WSH.  We are asked to 
do some of the financial stuff for N05/magi clients, which we should not have to. 

• To be brutally honest, we don't get paid enough for what we do.  There are too many clients 
and not enough hours to do our jobs and help everyone that needs it in a timely manner.  
People are quitting - we need to drop the caseload NOW!!!! 

• I still don't understand why this survey is being sent to all HCS staff when there is only a small 
group of hospital assessors.  I do not believe that you will get adequate data as you are 
opening it up for everyone to express whatever beef they have with the hospital HCS 
assessors vs. addressing what the actual problems are.  Calling staff out in a meeting that had 
800+ participants was horrible and put a target on the hospital team (which I am a part of).  I 
have never felt more embarrassed and ashamed of my role with HCS than during that 
moment and I am not the only one who felt that way.  

• A large percentage of those in the hospital are on drugs and are homeless.  They don't even 
need care and will split from the residential facility as soon as they can.  They don't want to 
pay participation and can't follow rules.   

• DSHS ACH staff effective communicates and responds to hospitals timely. The same cannot be 
said for the hospital staff. Hospital staff check off a lot of boxes. Without having a 
conversation with the client. The hospital will complete a referral for AFH or SNF. Then when 
meeting with the client they wanted in home services all along. Also, hospital staff fail to 
follow up with PBS staff. Instead, attempt to force the ACH worker to get this information to 
them promptly. Hospital workers need to be more in tune with the wants and needs at 
discharge of a client. Client has autonomy regardless of the hospital worker's personal 
thoughts. Contact ACH staff the minute a person gets discharged, goes to a SNF or AMA's 
from the hospital.  

• We need supervisors/ managers to really ask the front workers about their daily struggles, not 
only with assisting clients but also within our departments.  Too many issues that need to be 
resolved before we can adequately serve better. 

• Completing the assessment is the easiest part of the job we do – it’s all the backend stuff that 
cogs the machine, like waiting for financial eligibility or making referrals and waiting for an 
answer.  

• PBS's should be allowed to complete interviews in person, on site. Hospital staff should be 
trained in basic financial and functional eligibility criteria. Due to high turnover at the 
hospitals, the trainings should occur quarterly. 

• There needs to be better communication between hospital, and HCS. We should be working 
together towards helping the client. Often, hospitals want clients out of the hospital before 
medically ready or stable. 

• I feel if there was a collaborative meeting where both DSHS and the hospitals could sit down 
and gains insight into each other's timelines and process there could be a mutual 
understanding of how to work together to better serve the patients in the hospitals and 
honoring their decisions on what services they want. 

• Depending on WHEN did the Hospital Association complained about delays but in the last 
months, many new workers were hired in ACH units so delays should not happen any more 

• I agree with the concerns already expressed on having all staff participate in these polls and 
surveys when ACH workers are the ones "boots on the ground." My experience as an ACH 
hospital CM is vastly different from that of a residential worker, as is my caseload and 
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function of the job .I don't feel that the barriers described above are reflective of the barriers 
that exist for ACH or the conversation that has already occurred regarding this in the all-staff 
meeting. Financial eligibility is a huge and time-consuming barrier resulting in longer lengths 
of stay. I do not feel that getting out to the hospitals to do my assessment and gathering 
information for my assessment is a barrier most of the time. I personally feel, in my unit and 
region, like my workload at this time is appropriate and my caseload is manageable. This has 
not always rang true, but leadership has consistently worked to make sure caseloads are 
equal across our region. There are MANY times that I have completed the functional 
assessment and wait weeks for financial eligibility. At times this is due to clients not being 
able to provide information needed due to hospitalization, DPOAs/guardians having barriers 
to accessing information or simply not doing it, and at times it is simply just because PBS 
workers are extremely understaffed. Additionally, lack of residential settings is very tough. 
There are an extremely limited amount of AFHs in counties such as Skagit, Whatcom, Island, 
etc.. There is still only one SDCP plus facility on this side of the state. Many ALFs require 
Medicaid spenddowns. BH options outside of AFH are rather limited. Another thing that can 
slow us down is communication between committees, MCO, etc.. Requiring approval for SDCP 
and meaningful day can add on an additional day or two stay in the hospital which is not a lot, 
but it certainly adds up. The turnaround time between HCS and MCOs for CBHS referrals is 
extremely lengthy. A recent issue that my teams have been experiencing are non-responsive 
guardians, both professional and family members. I have also experienced DPOAs who get 
appointed and do not understand the role they are committing to. I feel in my area we have 
educated the hospitals that a decision maker is required for our services and do not receive 
many referrals with no decision maker in place. Though DPOAs can be hastily appointed, 
which is cause for concern on if client was truly decisional enough to appoint someone and 
that the DPOA fully understands the responsibilities required. Other inappropriate referrals 
are extremely common - clients who are not medically or psych stable, and clients who are 
going to SNFs and don't need to be referred to HCS for SNF transition to name a few 
examples. I also feel a very large barrier we face internally is no clear expectations on contact 
precautions, what staff should and shouldn't do in terms of PPE, and the hospitals accepting 
that boundary and working with us to find alternative if needed. Regarding barriers with 
communication with hospitals, communication, especially on pre-screening questions can be 
spotty at times but our leadership is very good at escalating this issue to hospital leadership 
so it gets solved quickly. Some hospitals are better than others in terms of communication, 
understanding HCS processes, and staffing. Our major hospital is currently obviously 
understaffed and making staffing changes frequently which does feel to delay discharge when 
additional coordination from the hospital is needed for DME, methadone in the community, 
dialysis in the community, and home health referrals, etc.. Hospital case managers are already 
spread thin as it is. The idea of them completing our very complex assessment when 
appropriately, with accuracy, and without obvious conflict of interest is concerning. The care 
tool is user friendly, but our assessment and its standards are complex.  

• It will be nearly impossible for hospital staff to not be impacted by the higher ups at the 
hospital assessing clients when unnecessary or the client is unable to consent resulting in 
placements clients did not choose.  

• Meeting financial reporting requirements is a big issue for my involuntarily committed clients. 

• Often the staff are extremely busy at the hospital, and it is challenging to communicate with 
them.  Getting accurate information is often a challenge due to the constant change in daily 
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covering d/c planners.  Hospital staff also have a lot of pressure on them to d/c patients and 
sometimes they can be unpleasant to work with because of this. 

• Not having a decision maker in place for those clients that have cognitive deficits, clients not 
ready for discharge due to their medically and psychiatrically complexity, facility providers not 
willing to accept due to low Medicaid rates, and clients not being able to access their financial 
documents will continue to be the biggest barriers.  

• Intakes/applications needs to be screened more thoroughly. Do the clients even financially 
qualify, often times no. Do they want an assessment, not always. Also, we are not a "housing" 
program which we are often seen as by some hospital staff.  

• Even though Acute hospital CM ask intake questions that are answered with No by the 
hospital staff like, are any restraints recently used, is the client on isolation, are they 
decisional and if not is there a decision maker, we often get referrals that when we show up 
the client has been or was in restraints, on isolation, not decisional. If not caught, then the 
assessment is opened and needs to be held which does no one any good. We also have many 
incidents where the client is discharged to a setting like AFH or back before services have 
been opened. This damages relationships with providers and hurts the client.   

• The motivation of the hospital is often to get the client out of the hospital. In their rush to get 
the client out of the hospital, they discharge patients before services have started, damaging 
the relationship with the AFH providers. This harms the client and the providers. 

• Having hospital staff complete HCS CARE assessments is a conflict of interest and a disservice 
to our Medicaid clients. Hospitals are focused on discharges, not the needed care to keep 
clients safe and stable following the discharges. I know this from personal experience. 
Hospital staff are focused on getting the patient out of the hospital bed in order to admit 
another patient needing the bed.  
HCS does not assign enough financial workers/PBS' to the hospital discharge effort. There are 
many more SSS-3s (20?), and only 2 PBS assigned to hospitals in Region 1. How can two 
workers keep up with the demand? It is insulting to the PBS workers and causes frequent 
turnover with in the PBS' assigned to the hospitals.  

• Thank you so much for allowing me to participate in this discussion. I think the biggest issue 
that would arise from having the hospital perform the assessments is the blatant conflict of 
interest. Over and over again it is painfully evident that the first priority of hospital staff is just 
getting patients out-whether or not it is a safe, appropriate, or agreed upon discharge. There 
is a lot of money involved that incentivizes the hospital SW to get patients out quickly 
whereas HCS does not have that constraint and really has the luxury, more often than not, of 
allowing client choice, safety, and sustainability guide discharge planning. 

• To address a significant difference in the approach taken by hospitals and our HCS program. It 
appears that hospitals are often more focused on meeting numbers and protocols rather than 
being client-centered. At HCS, we prioritize the needs of our clients and tailor our services 
accordingly. 
 
When determining the best course of action for a client, it is essential to ask them directly 
about their needs and preferences. This client-centered approach ensures that we provide 
the most effective and personalized care. 
 
Hospitals often need to discharge patients by the fourth day to meet insurance requirements 
and receive payment. In contrast, HCS is dedicated to addressing the client's needs and will 
work as quickly as possible to meet those needs, without being constrained by deadlines. 



   

 

 

115 

 

 

 
I believe that a more collaborative and client-focused approach would greatly benefit all 
parties involved. I kindly request that hospitals consider incorporating this perspective into 
their discharge planning process. 

• Hospitals are very focused on length of stay and getting patient's discharged. 
That is their priority. I am very concerned that they would not have the time to meet with 
client's to truly know what they want and need. It is also very time consuming to gather 
information from the chart and I am concerned details on a patient's behaviors could be 
missed. 

• 1)Health care providers (hospital's) and HCS serve different functions, different statutory 
authorities for client consent.  HCS must follow Medicaid law for client consent for LTSS, 
requiring client centered planning process.  This is often in conflict with hospital 
policy/procedures.  
2)Hospitals will send HCS referrals without talking to client and confirming that client is 
requesting services.   
3)there are multiple programs that require training for clients to receive appropriate services 
such as behavior supports, memory care, GOSH, etc.  It would take significant training initially 
and on-going.  

• Extraordinary work since COVID, leadership is learning to be more collaborative, and willing to 
consider creative solutions to resolving barriers and supporting line staff! I applaud the 
support for complex case management, interdisciplinary and multidisciplinary care 
conferences, guardianship, RSW, SHDD teams who include MCOs, Hospital, Providers, HCS 
Case Managers and Leadership!  I'm so proud to be a part of the hospital team.  Thank you!  
Next steps....so many changes/programs, resources, trainings etc. Sometimes I feel 
overwhelmed with new information. It's also difficult to find the source of truth, so many 
inconsistencies with where information is stored and who to contact.  

• The hospitals and HCS have very different goals and mission statements. HCS is client 
centered and we focus on the whole person approach. Hospitals are driven by the dollar and 
focus only on the medical aspect of the clients. Many times clients are admitted socially 
meaning they have no medical reason to be in the hospital. HCS is meeting the timelines for 
assessments.  

• There is high turnover at many of our hospitals. Becoming comfortable with the Care Tool and 
fully trained in Care Assessments can take several months. I ask if we have the time and 
resources to constantly start over training new staff at the hospitals. 

• I believe the lack of communication with hospital staff is the biggest discharge barrier. They 
are not trained well enough on our timeframes and often times are asking us to bend our 
policies. In addition, hospital staff send referrals for clients who are not medically ready for 
discharge and do not have a decision maker in place. Hospital is focused on meeting their 
agenda and are not focused on client's specific needs. Furthermore, hospital staff will make 
referrals to HCS for client's who are not even aware referral was made, and the hospital is 
trying to force them into accepting our services.  

• Last week's meeting was a disappointment.  Acute Hospital CM had to defend what 
responsibilities are in the one-hour period.  Headquarters should have done better and have 
included frontline Hospital CM in discussion/Teams Meetings prior to last week's 
presentation. 

• Shifting the work doesn't address the issue. Provide more funding for staffing of HCS hospital 
teams and address barriers to placement as mentioned previously.  
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• Hospitals are businesses and care about the bottom line, not about the care of the patients. 
CARE assessments cannot be done by someone who works at the hospital or has pressure 
from the hospital's agenda. They are contrary to each other. CARE assessments are primarily 
from the patient's perspective, it would be completely skewed otherwise. 

• Hospital staff turnover and the high use of travel nurses is a reality and will be. A 
comprehensive or rapid assessment form could be developed for discharge planning / 
transition (home health admission forms/ Medicare/ Medicaid examples are good for 
comprehensive assessment forms. The staff nurse (is very busy) might be able to handle filling 
that out for discharge planning. Sometimes they are not even given the information for a 
discharge with enough time to plan for it.  Assessors on the hospital units need to be 
medically knowledgeable. 

• What is the value of training and educating hospitals without addressing specific issues we 
encounter while working with them? We have ongoing dialogue with them concerning our 
processes and services, but we have no means to hold them accountable to our processes and 
services and it's likely unreasonable to expect this to be the case. Hospitals are able to send 
whichever referrals they want regardless of client stability and regardless of whether or not 
the client is wanting our services. It's not uncommon for us to be forced into undesirable 
transitions due to pressure from the hospitals and internal pressures to please all 
stakeholders. The pressure to assess clients who are not stable or eligible or who have 
questionable capacity to make decisions puts us in bad positions. Once an assessment is 
complete, assessors face tremendous pressure to transition clients regardless of the quality of 
transition. If we were going to work to change anything we should focus less on completing 
assessments immediately and more on appropriate timing of assessments. 

• Assessments are not the barrier to clients being discharged. The first issue is getting someone 
financially eligible. This is a process that takes time. We need designated hospital financial 
workers who can work more quickly to determine eligibility. The next issue is a decision 
maker. Hospitals use a different hierarchy to make medical decisions. We need more 
attorneys to gain guardianships and more professional guardians. What would help the most 
is have facilities like a nursing home where these people could be placed at a lower level of 
staffing than a hospital. They could then be placed there until eligibility or guardianship could 
be determined and a placement could be found. It would not be in the best interest of the 
client if hospital staff did HCS placement assessments. They want the client discharged no 
matter what the client wants. I will take a lot of training for hospital workers to learn the HCS 
guidelines. The hospital discharge planners I have talked to, said they would not do 
assessments as that is the HCS social worker's job. They said the barriers are not the 
assessments.  

• This request from WSHA is disheartening to say the least. They need to see what we do from 
beginning to end to grasp how challenging each case can be. If this were to happen, the 
barriers to discharge won't change...and hospitals will be more inundated with trying to find 
the right time to assess patients and look for placement while performing their other duties. 
At this point, they will quit and find an easier job elsewhere. 

• I have been a social worker in the health care field for 30 years and with HCS for 4 years. It 
takes years to learn this role and how to complete a strong, detailed and accurate 
assessment. While we share the same goal of getting client's discharged from the hospital, 
HCS and the hospital system have differing policies.  HCS is client centered.  We must start 
with the client and what they want and assure that they understand that there is a financial 
participation they need to provide toward services.  We must work within client choice and 
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the nuances of that in finding appropriate and preferred placement options for the client.  
The hospitals continually ask us to "expedite" referrals and placement, asking us to bend 
policy. I continually remind the hospital that I cannot find placement options until the client is 
financially eligible, for example. The assessment is a vital component and first step in the 
process of connecting services to the client, but also a small component in the overall picture.  
My assessments are timely and always completed within the designated timeframe set by 
HCS.  That has not been a barrier to placement, in my experience.  I do believe that HCS is 
always accountable to the hospitals, but the hospitals are consistently a barrier due to poor 
communication related to staff turnover.  As an assessor, I spend an inordinate amount of 
time processing inappropriate referrals.  Client's that are not medically or behaviorally stable, 
clients that do not want services and those transitioning to a skilled nursing facility. Such 
referrals constitute at least 50% of my intakes.  Educating the hospital on appropriate 
referrals is ongoing. I pride myself in being a collaborative professional and there are times all 
too frequently that we are met with a combative feeling when interacting with the hospitals 
about patients.   

• The assessment is just one small part of the entire process. This is 100% misunderstood. 
There is so much involved and working with hospital clients and it is one of the hardest roles 
at HCS. Knowing all the programs available, how to access them, and how to implement them 
are required of hospital case workers.  
Hospital clients have to be Medicaid eligibility, which is a long and involved process.  
Clients have to be willing to accept long-term care services, be willing to give up their homes, 
sell their houses, give up their cars, most of their belongings, their pets. They have to agree to 
pay all of their money to the residential provider, except 105.00. Try to buy cigarettes and pay 
for a cell phone with 105.00 a month?  
Clients have to agree to follow the rules of the residential setting, not use drugs etc. live with 
complete strangers, share space, bathrooms and bedrooms. Eat whatever food is served to 
them. There are LOTS of reasons people have no desire to go into residential placement.  
Clients have to medically stable, off of restraints, be decisional or have an appropriate 
decision maker. The entire guardianship process is very long and can be very traumatic to a 
client that doesn't want to give up their decision making rights etc. People forget how much a 
client loses of their freedoms when they get a guardian. Clients on restraints have to become 
medially stable enough to be taken off of restraints for their safety and safety of others. 
Homeless clients have to be willing not to be homeless. It is surprising how many really don't 
want to change their circumstances.  
Clients that have any injections other than insulin, cannot go to a residential setting unless 
they or another appropriate adult can do the injections for them. Weight loss, non-insulin 
diabetic injections, MS injections, RA injections, mental health medications all CANNOT be 
administered by an AFH provider. Complex wound care cannot be delegated, TPN, IV 
medications etc all cannot be delegated. If a client needs these medical interventions, they 
generally have to go a skilled nursing home and SNF's generally don't want Medicaid clients 
long term and don't want clients that have a drug history or behaviors etc. SNF's don't want 
clients that have high cost wound care, radiation, chemo, dialysis, blood transfusions etc. Of 
course the SNF can try to obtain extra funding to pay for these services but it is easier to turn 
down the admit and find someone with less care and medical needs to fill their bed. These 
types of clients are very limited discharge options.  
AFH providers don't necessarily want medically complex clients even if the tasks can be 
delegated. Taking care of a client that is bedbound, tube fed, with a trach is a lot of work and 
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a lot of responsibility and they do not financially get compensated for it. We need a medically 
complex AFH level of care, where clients can go to RN run homes and receive medical care 
and have the provider be appropriately compensated. Right now, we have E High rate (which 
not all medically complex clients are eligible for) then it jumps hundreds of dollars to the PDN 
level of care (which only a limited number of clients are eligible for) and nothing in between. 
Trying to get a Medical need ETR (exception to rate/policy) is extremely difficult, in fact all 
ETR's are hard to get.  
A lot of referrals that hospital workers get are failed placements. Failed AFH, ALF, RSW clients, 
in home, SNF, pending in home services etc. Hospital case workers are supposed to be able to 
fix the issues that caused the failed placement or placements, and treat these clients just like 
any ole regular clients, get out to do their reassessment etc. and work on a discharge plan. 
The RSW caseworker should keep their failed RSW client and work on a discharge as an RSW 
team.  
Hospital case workers also carry a small caseload--clients that discharge home and are waiting 
for caregivers to start. They have to manage all of these clients, needs, waiting the weeks to 
months for services to start.  They also carry caseloads of unstable residential placements and 
must hold on to these clients until they are stable in their placement or locate then a new 
placement.  
Psychiatrically unstable clients that need personal care are not accepted into a Psychiatric 
hospital setting (because they "don't provide personal care" and these clients end up staying 
in the hospital for a long time until they stabilize. The same thing applies for drug/alcohol 
treatment. Clients are just expected to go cold turkey with not using drugs, alcohol or 
cigarettes with limited with no treatment or support. Local Gero Psych hospitals are limited 
and hard to access so clients have a dementia/behavioral crisis are restrained and drugged in 
hospital settings as they have nowhere to go for a real evaluation and treatment plan.  
There are so many things that can be done to help hospital clients get out of the hospital 
faster, processes streamlined and expedited. For example, line workers that are complex case 
case managers that take on the complicated cases and exclusively work them and don't have 
their FTE tied to assessments--like the NFCM SME positions.  
Streamlining the assessment for hospital clients would be a good start.  
Having an inbox for anything that is complex or complicated and have someone else do the 
referrals for RSW, SDCP, Behavioral Support, EWC lifts, etc.maybe the SHPC or a SME level of 
worker.  
 
The hospitals also have to look at their processes and referrals. Not all clients that need some 
level of help need to come through the HCS door. They need to really review clients before 
submitting referrals, does it look like they are going to be financially elig, does the client truly 
understand what Longterm Care is and do they really want it. Is the client medically and 
behavioral or Psych stable. Do they have too complex of medical needs to go into residential 
placement. Is the client really ready for an assessment? Are they really successfully out of 
restraints? Decisional? etc.  Staff needs to be truthful to us, they need to be good partners 
with HCS, willing to work with us as a team and not as an adversary.  

• Hospitals have a biased view of what the client "needs', as their end goal is discharge planning 
and not person-centered services. Additionally, they do not have a dialogue with clients 
regarding the referral they are sending, and what this means. Clients at times do not consent 
to the referral and are not interested in services. They do not have a dialogue with client, and 
at times tell the client that if they do not agree to services, they will be sent to the 
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streets/general population.  
When meeting with these individuals, and discussing services, clients clearly did not consent 
to meeting with HCS nor did they consent to having an assessment.  
Overall, the lack of understanding from hospital administration and wanting to understand is 
what has created this predicament.  

• It would be a conflict of interest for hospital staff to complete the assessment.  It would 
created more work once client is moved to the facility.  For example, client might be find 
ineligible.  Staff at hospital has high turned over and constant training would be needed. 

• Assessments done by hospital staff does not sound good. One will that put our jobs in 
danger? Second, they are not really aware what AFH provider need and what does 
assessment really needs. Hospital staff focus on getting patient discharge so assessment may 
not be as accurate. Also, if assessment is done by hospital, then we will not be able to get to 
know client and his needs nor we will be able to build rapport. Assessment is the small part of 
larger system.  

• hospitals frequently tell HCS case managers like myself that a client is 'ready for discharge' 
when they are on IV medications... or when client is receiving intramuscular injections/ or 
chemical restraints for behaviors. more than once, a hospital social worker says a patient is 
decisional and ready for assessment when medical notes clearly indicate they are 
awake/oriented x0. hospital social workers get frustrated with HCS cm's and tell us to talk to 
LNOK for consent, but, then we have to explain that, HCS needs DPOA or guardian or CV in 
place to provide consent for purpose of completing assessment for govt' benefits. 

• See previous notes. 
Answer to ranked question on biggest hospital challenges if they did assessments: This 
feature is not working correctly in the survey, neither did the question with "slider" 
previously. I will rank here: #1, then #3, then #4, (number 2 is not a valid question, all patients 
have to have an assessment before discharging to LTSS HCS setting. Other: complicated 
Financial eligibility process and what we do with financial workers to assist in this, learning 
OUR laws regarding legal decision maker which is VERY different than what the hospital does 
(next of kin is not legal to use). All of the extremely varying programs and needed committee 
approvals for special situations for some of those programs (ex: dementia support programs, 
behavioral support programs etc...it’s not just what services are offered and pick one, but the 
considerably different processes and approvals needed for each different type of service 
before placement can happen--funding and programs that vary patient to patient according 
to their needs ex : dementia, behavioral health, criminal/legal background, homeless, 
employment support, etc etc etc...every patient needs an individualized plan and programs 
and financial approvals for that plan are different for each patient: do they need to be in a 
dementia facility--that has specific requirements, approval and service levels, processes 
etc..nothing is cookie cutter enough to have the hospital staff do this, placing a client is a LOT 
more than doing the initial assessment—that’s only 10% of the process from start to finish. 
Also note 2 of your questions in this survey were unable to be answered by most staff: the 
question with "slider" (not visible) on "how comfortable are you etc." and the above question 
on ranking most significant barriers. You need to make sure these surveys are compatible 
with our computers and security features. Thank you! 
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Appendix 11: 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. 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 and 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)31  
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 institutionalization32. 

 
Person-Centered Planning/Person-Centered Service Plan 

 

 
31 42 CFR 441.300 (subpart G) 
32 42 CFR 441.300 

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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Per 42 CFR 441.301(c)(1) and 42 CFR 441.301(c)(2) states must ensure LTSS planning and the subsequent 
services and supports follow a person-centered approach. Person-centered planning dictates an 
individual or their authorized individual must be provided information to enable them to make informed 
decisions to the "maximum extent possible" from a choice of supports. It is also required to be timely 
and convenient for the individual.  

 
Assessment Requirements 
Per 42 CFR 441.301(c)(2),33 the person-centered service plan discussed below must address the services 
and supports necessary to meet the needs identified through a functional needs assessment.  

 
Conflict of Interest Regulations  
1915(c) waiver distribution laws mandate states must avoid conflict of interest in care planning. Per 42 
CFR 441.301(c)(1)(v)34, a waiver request must follow a person-centered planning process that includes 
"strategies for solving conflict or disagreement," the example uses establishing conflict of interest 
guidelines for those involved with care planning. Similarly, 42 CFR 441.301(c)(1)(vi)35, mandates 
providers of HCBS to avoid care planning unless there is regional necessity. If this case arises precautions 
to avoid conflict of interest must be taken. 

 
Qualifications for Assessor 
Per 42 CFR 441.301(b)(2), to receive waivers, states must submit qualifications of those who will be 
responsible for developing the person-centered care plan.  

 
Discharge Goals 
Per 42 CFR 440.180, these services are intended for those who would be otherwise placed in an 
institution, specifically hospitals, nursing facility, or ICF/IID36 and mandated services must be under the 
equivalent cost of these37. Individuals cannot receive these waivers if they are in the care of these 
institutions38. Additionally, a complete list of services for HCBS can be found in 42 CFR 440.180(b)39 and 
42 CFR 440.180(c)40 which also dictates states can request other services with approval by CMS if they 
are cost-effective and necessary to avoid institutionalization.  

 
1915(k)41 
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 settings42. HCS uses the CARE assessment for eligibility of clients enrolled in this program.  

 

 

 
33 42 CFR 441.301(c)(2) 
34 42 CFR 441.301(c)(1)(v) 
35 42 CFR 441.301(c)(1)(vi)  
36 42 CFR 441.301(b)(1)(iii) 
37 42 CFR 441.301(a)(3) 
38 42 CFR 441.301(b)(1)(ii) 
39 42 CFR 440.180(b) 
40 42 CFR 440.180(c) 
41 42 CFR 441.500 
42 42 CFR 441.525(a) 

https://www.ecfr.gov/current/title-42/part-441/subpart-G#p-441.301(c)(2)
https://www.ecfr.gov/current/title-42/part-441/subpart-G#p-441.301(c)(1)(v)
https://www.ecfr.gov/current/title-42/part-441/subpart-G#p-441.301(c)(1)(vi)
https://www.ecfr.gov/current/title-42/part-441/subpart-G#p-441.301(b)(1)(ii)
https://www.ecfr.gov/current/title-42/part-440/section-440.180#p-440.180(b)
https://www.ecfr.gov/current/title-42/part-440/section-440.180#p-440.180(c)
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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Client Choice 
While not labeled as such, 42 CFR 441.530(a)(1)(ii), requires clients/individuals are able to choose their 
preferred setting from a range of options. These options must be identified in the person's service plan 
and are tailored to the individual's needs, preferences, and the availability of resources. This is also 
noted per 42 CFR 441.540(a)(6)43. 

 
Assessment Requirements 
Per 42 CFR 441.53544, States must conduct a face-to-face assessment of the individual's needs, 
strengths, preferences, and goals for the services and supports provided under Community First Choice. 
Assessment must support a person-centered service plan. 

 
Conflict of Interest Regulations  
1915(k) state plan distribution laws mandate states must avoid conflict of interest in care planning. Per 
42 CFR 441.540(a)(5)45, a state plan request must follow a person-centered planning process that 
includes "strategies for solving conflict or disagreement," the example uses establishing conflict of 
interest guidelines for those involved with care planning. Similarly, 42 CFR 441.301(c)(1)(vi)46, mandates 
providers of HCBS to avoid care planning unless there is regional necessity. If this case arises precautions 
to avoid conflict of interest must be taken. 

 
Person-Centered Service Plan 
Per 42 CFR 441.54047 states must ensure LTSS planning and the subsequent services and supports follow 
a person-centered approach. Person-centered planning dictates planning must be driven by the 
individual. They must be provided information to enable them to make informed decisions to the 
"maximum extent possible" from a choice of supports. It is also required to be timely and convenient for 
the individual.  

 
Qualifications for Assessor 
Like 1915(c), per 42 CFR 441.535(a)(1)48 states must submit qualifications of those who will be 
responsible for developing the person-centered care plan. 

 
Decision Making 
Per 42 CFR 441.540(a)(1), the planning process must include people chosen by the individual49.  

 
Discharge Goals 
This Medicaid state plan program is specific to HCBS, which excludes the following: nursing facilities, 
institution for mental diseases, intermediate care facilities for individuals with intellectual disabilities, 

 

 
43 42 CFR 441.540(a)(6) 
44 42 CFR 441.535 
45 42 CFR 441.540(a)(5) 
46 42 CFR 441.301(c)(1)(vi)  
47 42 CFR 441.540 
48 42 CFR 441.535(a)(1) 
49 42 CFR 441.540(a)(1) 

https://www.ecfr.gov/current/title-42/part-441/section-441.540#p-441.540(a)(6)
https://www.ecfr.gov/current/title-42/section-441.535
https://www.ecfr.gov/current/title-42/part-441/section-441.540#p-441.540(a)(5)
https://www.ecfr.gov/current/title-42/part-441/subpart-G#p-441.301(c)(1)(vi)
https://www.ecfr.gov/current/title-42/section-441.540
https://www.ecfr.gov/current/title-42/part-441/section-441.535#p-441.535(a)(1)
https://www.ecfr.gov/current/title-42/part-441/section-441.540#p-441.540(a)(1)
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hospitals providing long-term care services, and other institutional settings as specified in 42 CFR 
441.530(a)(2)(v)50.  
 

Center for Medicaid Services (CMS) 

Below items were transcribed from Requirements for Person-Centered Plans for Home and Community-
Based Services,51 which was compiled from The State Medicaid Manual52 which is "for states 
administering Medicaid provides instructions, regulatory citations, and information for implementing 
provisions of Title XIX of the Social Security Act (the Act.)53" It also includes excerpts from Washington's 
application to CMS for HCBS funding. 

 
Definition and importance of person-centered plan 
A person-centered plan is used in reference to "a written individual plan based on individual needs, 
goals, and preferences that includes HCBS." The person-centered planning process and medical 
assessments are used to determine the individual's care plan involving the beneficiary, their family, and 
other supports "to address a beneficiary’s long-term care needs as an alternative to institutionalization." 
The purpose is to "identify and address a beneficiary’s changing strengths, capacities, goals, preferences, 
needs, and desired outcomes."  

 
Client Choice 
Basic Framework of 1915(c) waiver services states as part 5 of 5, that patients/clients have the right to 
choose enrollment in these services54.  

 
Qualifications for who establish the care plan 
While federal law prohibits conflict of interest, CMS states the beneficiary, their treating physician, or 
qualified case manager are qualified "to review the results of the assessment and develop a person-
centered plan."  

 
Ongoing assessment needs 
"Reassessments must be completed at least annually or when a beneficiary has a change in 
circumstances." 

 
Financial Eligibility 
"Once a beneficiary’s eligibility for Medicaid HCBS is determined, a comprehensive assessment of the 
beneficiary’s physical, psychosocial, and functional needs is completed." 
 
Federal law and CMS require the submission of an application for administering waiver and state plan 
services.  
 

 

 
50 42 CFR 441.530(a)(2)(v) 
51 https://www.cms.gov/files/document/hcbs-care-plan-req-booklet-102815pdf 
52 https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Paper-Based-Manuals-Items/CMS021927 
53 B(1) 
54 Description of the §1915(c) HCBS Waiver Authority, pg. 6, https://wms-
mmdl.cms.gov/WMS/help/35/Instructions_TechnicalGuide_V3.6.pdf 

https://www.ecfr.gov/current/title-42/part-441/section-441.530#p-441.530(a)(2)(v)
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Below excerpts were pulled from an approved Washington state application for the 1915(c) waivers 
discussed above. Regulations regarding performance of assessment and care plan are effectively the 
same for the Community First Choice (CFC) program and not included for brevity. 

 
Who performs the assessment55  
Washington's waiver application to CMS specifies the operating agency or a tribal case manager 
performs the initial "assessment of need." Re-evaluations are performed by different entities for in-
home and residential settings. For individuals in residential settings re-evaluations are performed by the 
local offices of the operating agency (Home and Community Services) or a Federally Recognized Tribe 
under contract with the operating agency. While re-evaluations for individuals living an in-home setting 
(i.e., their own home or home of family/friend) are performed by Area Agencies on Aging or a Federally 
Recognized Tribe who are under contract with the operating agency to case manage this population. 

 
Qualifications for Assessor56 
Washington's application specifies "Qualifications of Individuals Performing Initial Evaluation." 

• Must pass a background check before hire and performing assessments 

• Employees must successfully complete the formal training course sponsored by their division 
within one year of their appointment. 

• Initial evaluations are performed by case managers who can be a Registered Nurse (licensed in 
the State), Tribal Case Managers, or a Social Service Specialist.  

o For Social Service Specialists and Tribal Case Managers, minimum qualifications are as 
follows: 

▪ A Master's degree in social services, human services, behavioral sciences, or an 
allied field and one year of paid social service experience equivalent to a Social 
Service Specialist 2. OR 

▪ A Bachelor's degree in social services, human services, behavioral sciences, or 
an allied field, and two years of paid social service experience performing 
functions equivalent to a Social Service Specialist 2. 

OR 
▪ Six (6) years of professional/practical social service experience performing 

functions equivalent to a Social Service Specialist 257. 

 
Qualifications for care planner (determining service plan)58 
Per 42 CFR §441.301(b)(2) states are required to specify who is responsible for the development of 
the service plan and the qualifications of these individuals. Washington's application specifies care 
plan must be determined in collaboration with individual by someone meeting below 
requirements59: 

• Employees must successfully complete the formal training course sponsored by their 
division within one year of their employment 

 

 
55 Appendix B, B-6  
56 Appendix B, B-6 
57 A two year Master's degree in one of the above fields that included a practicum will be substituted for one year of paid social 
service experience. 
58 Appendix D, D-1 
59 Qualifications specified in Appendix C-1/C-3 
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• Case managers who can be a registered nurse, licensed in the state, a social service 
specialist, or a Tribal Case Manager. For social service specialists and Tribal Case Managers, 
minimum qualifications are as follows: 

▪ A master's degree in social services, human services, behavioral sciences, or an 
allied field and one year of paid social service experience performing functions 
equivalent to a social service specialist 2; OR 

▪ A bachelor's degree in social services, human services, behavioral sciences, or an 
allied field and two years of paid social service experience performing functions 
equivalent to a social service specialist 2; 

OR 
▪ Six (6) years of professional/practical social service experience performing 

functions equivalent to a Social Service Specialist 260. 

 

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 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 123: 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 

 

 
60 A two-year Master's degree in one of the above fields that included a practicum will be substituted for one year of paid social 
service. 

 

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
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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 
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 
home and community services. 

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.007
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 124 These regulations 
were taken from Chapter 388-106: Long-term Care Services61. The sections included below pertain 
directly to the CARE Assessment process and performance. Table 125 cites additional state regulations 
that pertain to waiver and state plan services and other relevant processes. 

 
Table 124: 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) 

 
Table 125: Additional relevant WAC regulations 

Regulations Title Summary 

WAC 388-106-0015 
through 0047 

Applying for services This section discusses long term care services 
which help individuals remain in the community, 
limitations and services that are not covered, how 
to apply for services, where services can be 

 

 
61 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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received, when services can be received, who can 
provide these services, when services are 
authorized, termination and denial of services, and 
conditions under which temporary out-of-state 
services may be allowed. 

WAC 388-106-0270 
through 0295 

Community First Choice (CFC) This section outlines services available under 
community first choice (CFC), qualified providers, 
personal emergency response services, where CFC 
services can be received, eligibility, costs and 
payers, and limitations to different services 
available under CFC. 

WAC 388-106-1300 
through 1315 

Client Rights This section outlines the rights and responsibilities 
of clients, what a client should do when they 
disagree with the results of an eligibility 
assessment, and rules surrounding fair hearings on 
CARE assessments and administrative hearings. 

WAC 388-106-1400 
through 1620 

New Freedom Consumer Directed 
Services (NFCDS)  

This section outlines services that may be received 
under New Freedom consumer directed services 
(NFCDS), eligibility, timing, costs and individual 
budgets, service denial, certificates of need, and 
nursing home comparable home and community-
based long-term services capacity and availability. 

WAC 388-106-0336 
through 0348 

Residential Support This section outlines services that may be received 
under the residential support waiver, eligibility, 
timing, costs and paying, and wait lists for services. 

WAC 388-440 Exception to Rule ETR allows benefits to be provided when a client 
doesn't meet all the requirements. This process is 
outlined here. Included as this has been mentioned 
as a barrier to discharge for some CDP and is used 
in hospital time lapse data. HCS explanation can be 
found here: Chapter 3.docx 

 

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. 

• Multiple Potential Discharge Locations 
o Goldilocks Effect62 

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

• Ignoring patient choice  
 
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 

 

 
62 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. 

https://app.leg.wa.gov/WAC/default.aspx?cite=388-440
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Fview.officeapps.live.com%2Fop%2Fview.aspx%3Fsrc%3Dhttps%253A%252F%252Fwww.dshs.wa.gov%252Fsites%252Fdefault%252Ffiles%252FALTSA%252Fhcs%252Fdocuments%252FLTCManual%252FChapter%2525203.docx%26wdOrigin%3DBROWSELINK&data=05%7C02%7Chayssev%40wwu.edu%7C91197b4b47854b67e16f08dd4474f1b7%7Cdc46140ce26f43efb0ae00f257f478ff%7C0%7C0%7C638741991851571709%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=SVrWI92HnXypxZdmnxVCXoCob8FSxDLjKQBtFBN9lrg%3D&reserved=0
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effect, and the latter indicating another governing principle related to discharge goals. When asked to 
clarify hospital policy, the hospital responded with: "patient choice" and "guardianship policy." 
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Appendix 12: Input from Tribal Government 
The text below is content from tribal government regarding Proviso 34, as received by the research 
team. 
 
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 12th and 14th for feedback on Proviso 34 functional assessments 
conducted by the Department of Social and Health Services prior to acute care hospital discharge and 
placement in a post-acute facility.  
 
Tribes from various regions of Washington state participated in providing information of their position 
as social worker positions and administration/director that have brought tribal perspective with 
experience on assessments and transitional care.    
 
In all forums, tribes stressed the need for relationships between hospitals and tribes. Although this 
wasn’t a topic related to Proviso 34, some experience shared could have resulted in a better experience 
for the patient during their transition from the hospital to a post-acute facility to receive additional care 
or rehabilitative services.  
 
When discussing the assessments, tribes mentioned there hasn’t been any assessments that were done 
within the hospital and normally this was either done through private agency or through the 
Department of Social and Health Services (DSHS). One tribe mentioned there was at one point, several 
years ago, a social worker was available from the DSHS to assist with the care planning and assessment 
for the tribal member preparing to discharge and transition to a sub-acute facility to receive continued 
care. That process has since been eliminated.  
 
There was discussion mentioned around the financial eligibility before an assessment could be done that 
can be cumbersome to the tribe and the tribal member seeking services.  
 
Many of the shared experiences centered around systematic and contextual factors that made 
transitional care delayed or resulted in hospital discharge without appropriate continued care services. 
Tribes reported that delayed and hospital discharges had an impact on the mental, emotional well-being 
of the tribal member that had unfavorable lasting effects on their overall health. These lasting effects 
had psychological effects such as depression, frustration, feeling of a poor quality of life due to social 
isolation.   
 
During these delays, tribes reported that often the medical care changed as the medical treatment was 
provided and the tribal member was needing post-acute care that was not within the scope of the 
hospital’s provision of medical treatment. This change resulted in unanswered calls for medical 
attention, unanswered calls for assistance with daily living activities, prolonged or absence of check-ins 
from hospital staff, even missed meals.  
 
Tribes reported that often transactional delays were a result of contextual factors such as:   

• Insurance coverage delaying the approval for placement or denying placement for the tribal 

member.  
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• Medicare has denied placement because the needs requested by the hospital and social worker, 

didn’t meet the requirements for the individual to be placed.  

• Finding placement for the tribal member or elder waiting to be placed. 

o Not enough facilities near tribal members home or align with their traditions and values.  

o The facility is asking for guarantee of payment before accepting patient. 

o No placement beds available.  

 
Some systematic factors that caused transactional care that was mentioned were:  

• Fee For Service patients has had a negative impact with placement, due to billing confusion that 

is centered around a rate.  

• Early discharge due to overcrowded hospitals or needing to “free” a bed for someone else.  

• The inadequate communication and limited engagement between the hospital social worker, 

tribe and DSHS (if patient is on Medicaid) to effectively prepare for an efficient discharge to 

post-acute facility.  

• Navigating how to read and interpret systems that work with assessments, billing, Medicaid, 

dual eligible and private insurance.  

All these systemic and contextual factors have led the elder or tribal member to stay longer than 
necessary, in some cases reported, their stay lasted as long as two days up to two weeks before they 
were able transition to a post-acute facility.  
 
A few tribes shared the experience that an elder or tribal member informed them of the treatment 
while waiting for placement, that left them discouraged to receiving further treatment. In one instance, 
an elder was discharged due to contextual factors mentioned, the hospital placed the elder in a van and 
dropped her off at a shelter that was in the city, which was hours away from the tribe’s reservation 
without reaching the tribe to pick her up. Some experiences were due to the overcrowding of hospital, 
the hospital had to discharge the tribal member as care was provided and needed post-acute care. The 
tribal member was just wheeled outside the hospital and dropped off.  
 
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, preparation from the placement agency for the patient to receive 
continuity of care and community-based follow-up 
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Appendix 13: Letter for Hospital Distribution 
 
Dear Hospital Chief Nursing Officers, Complex Discharge Leaders, and Government Affairs Leaders, 
  
As a result of WSHA and hospital advocacy, DSHS Home & Community Services (HCS) must study the 
Medicaid functional assessment process. Part of the study is a survey to gather feedback from hospitals 
about the functional assessment process. Please use this link 
(https://wwu.az1.qualtrics.com/jfe/form/SV_5BkmB9TLQuHl8qO) and fill out the survey by Wednesday, 
December 18. 
  
We strongly encourage all hospitals to respond to this survey. We know HCS turnaround times can be a 
key barrier leading to long length of stay for Medicaid patients. This is an opportunity to quantify what 
your hospital has experienced. The data collected in this survey will be used by DSHS to develop a report 
to the Washington State legislature. Your hospital’s response will help provide a broader picture of the 
impact of the HCS assessment process across the state. This information will also help inform WSHA’s 
advocacy to address complex discharge barriers. 
  
Study on HCS Assessment Process: For many years, we have heard feedback from members about how 
long the Home and Community Services (HCS) assessment process can take and the impact it has on 
moving patients who are medically ready to discharge to the next level of care. Based on this feedback, 
in 2023 WSHA and WSHA members successfully advocated for a study of HCS assessment processes and 
turnaround times. DSHS is responsible for managing this study and they have contracted with Western 
Washington University (WWU).  
  
Survey Details: WWU has developed a study to gather information about the assessment process, 
including a survey on hospital and patient experiences. WSHA worked with WWU to ensure the survey is 
collecting information in a low-barrier manner and is as efficient as possible. The survey necessarily asks 
a number of detailed questions, and we recommend setting aside at least 30 minutes to complete it. 
WWU is also gathering public input. 
  
There is no restriction to one survey per hospital. WWU has requested that anyone within the hospital 
setting that interacts with the HCS assessment process respond to the survey so they get maximum 
input. We leave it to all of you to determine how you want to respond and which individuals on your 
teams are involved in responses. Please consult with discharge, case management, and social work 
leaders at your hospital or health system. If you’d like to know who on your teams received this email, 
feel free to ask. 
  
If you have any questions, please reach out to Zosia Stanley (zosias@wsha.org, 206-216-2511) & Caitlin 
Safford (caitlins@wsha.org, 206-696-1430). 

  
Best,  

mailto:zosias@wsha.org
mailto:caitlins@wsha.org
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Zosia Stanley, JD, MHA 
Vice President and Associate General Counsel 
Washington State Hospital Association 
999 Third Avenue, Suite 1400 |Seattle, WA  98104 
Direct: (206) 216-2511   
Email:  zosias@wsha.org 
Pronouns: she/her 
  
  

  
  
Caitlin Safford, MHA (she/her) 
Senior Director, Government Affairs 
Washington State Hospital Association 
999 Third Avenue, Suite 1400 | Seattle, WA 98104 
Mobile/Text: (206) 696-1430  
Email: caitlins@wsha.org 
  
  

  
 
  

mailto:zosias@wsha.org
mailto:caitlins@wsha.org
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Appendix 14: Best Practices Literature Review 
Process & Overview 

This section elaborates on solutions for expediting patient discharge, drawn from sources referenced in 
the Bree Collaborative Complex Patient Discharge Report and Guidelines. Many of the 
recommendations in the literature can also be applied to improve the timeliness of assessments and the 
accuracy of referrals, which is a critical part of the discharge process. Solutions have been categorized 
into three groups: planning, communication, and training. Methodology for this section can be found in 
the Literature Review Methodology section above. 
 

Improved Planning 

The literature identifies many best practices in transitional care that can help facilitate more timely 
assessments. Many of the strategies align with or build upon those being implemented in Washington 
State’s Enhanced Care Management (ECM) pilot program (Complex Discharge Task Force, 2024). 
 
One key strategy the literature suggests is identifying patients at risk for prolonged LOS and discharge 
barriers early in their stay. This allows for timely deployment of specialized case management tools, 
such as ECM teams, to minimize the length of stay for these at-risk patients (Meo et al., 2020). Early 
planning also fosters better understanding among staff, patients, and families regarding discharge plans 
(Meo et al., 2020). It helps establish clear goals for all parties to work toward, contributing to a 
smoother discharge process. 
 
Another recommended early planning technique is setting an Estimated Date of Discharge (EDD) early in 
the patient’s stay (Rohatgi et al., 2018). One study even suggested that establishing anticipated 
discharge dates within 24 hours of admission would improve discharge efficiency (Li et al., 2022). 
Discussing discharge times with patients the day before discharge seems to aid in discharge efficiency 
and reduce length of stay, and setting goals such as “discharge by noon” may also help (Patel et al., 
2018; Tipton et al., 2021). Utilizing tools like whiteboards to display discharge times may also improve all 
parties’ understanding and planning, providing a visual reminder of goals and keeping everyone on the 
same page (Patel et al., 2018). 
 
The literature suggests several other strategies for optimizing discharge planning, including early 
identification of discharge sites and preemptive planning for the completion of discharge paperwork 
(Zhao et al., 2018; Patel et al., 2018). Implementing extra hospital rounds focused on discharge planning 
and prioritizing rounding on patients who can be discharged earlier can help discharge remain a priority 
and allow for discharge plans to be adapted as needed (Patel et al., 2018; Zoucha et al., 2018).  
 
Early EDD planning may also make scheduling and completing discharge assessments easier, improving 
the discharge process. These recommendations provided by the literature, coupled with the ECM 
model’s incorporation of specialized HCS Assessment teams, can help mitigate discharge assessment 
timing issues. Identifying barriers and beginning the troubleshooting process early in a patient’s stay can 
help ensure timely and accurate CARE assessments and lead to more efficient discharges.  
 

Improved Communication 

The literature identifies effective communication as another vital aspect of efficient care transitions, and 
it can be applied to HCS and hospital referral and communication regarding assessments as well. 
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Effective communication between members of hospital staff as well as communication between HCS 
and hospital case managers are especially important.  
 
The literature indicates that collaboration involving hospital leadership, physicians, nurses, and case 
managers can help ensure that discharge plans are comprehensive and incorporate many experts’ 
perspectives (Patient Flow Initiative Eliminates Barriers to Discharge, 2016). Creating efficient processes 
for specialists to communicate their recommendations and holding frequent meetings to discuss patient 
discharge dates and barriers are also important (Rohatgi et al., 2018; Patient Flow Initiative Eliminates 
Barriers to Discharge, 2016). All of these recommendations are being implemented through the ECM 
model, which incorporates weekly multidisciplinary meetings and encourages cross-system 
communication (Complex Discharge Task Force, 2024). 
 
Effective communication about discharge assessments, including their timing and findings, is crucial for 
ensuring that all parties remain informed. Clearly communicating assessment timelines can ensure that 
patients, case managers, and HCS are on the same page and prepared for assessments. Those 
administering discharge assessments should also communicate assessment findings efficiently and 
effectively to ensure that any necessary support can be arranged as soon as possible to prevent 
discharge delays. It may also be necessary to introduce new communication tools for HCS and hospitals 
to communicate regarding discharge assessments.  
 

Training 

The literature supports the ECM model’s recommendations for specialized training across all 
organizations involved in patient care, and this training can be applied to conducting assessments. Like 
discharge, conducting CARE assessments involves many organizations. Ongoing training is essential for 
maintaining high standards in discharge and assessment practices.  
 
One study found that implementing hospital staff trainings focused on effective interdisciplinary 
communication reduced the time between discharge order completion and actual patient exit (Jones et 
al., 2022). These trainings encouraged the use of electronic medical records and online discharge 
communication tools which tracked progression toward discharge and synthesized patient information 
and discharge plans. Another source, which was focused on improving the quality and accessibility of 
discharge letters, suggested that conducting regular workshops on writing discharge instructions would 
help improve discharge processes (Schwarz et al., 2019).  
 
Regarding discharge assessments more specifically, staff training may be conducted to improve the 
quality of the assessment process and the resulting referrals. Trainings could focus on strategies for 
improving assessment timeliness, addressing obstacles, and improving discharge recommendations.  
 

Case Examples 

Abuzied et al. (2020) analyzes the best practices used by a hospital that reduced LOS (length of stay) 
from 9.16 to 7.47 days between 2016 and 2018. A multidisciplinary LOS committee was formed to 
implement changes designed to optimize the patient flow and decrease the LOS. The committee 
included representatives from medical specialties as well as a social worker, home care nurse, case 
manager, head nurses, and quality nurse and physicians. Some of the committee’s methods included 
revising hospital discharge policies and utilizing a shared electronic system to track LOS data. They also 
addressed delays related to lab tests, imaging, and procedures while enhancing coordination between 
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departments. Additionally, staff training and awareness campaigns emphasized early discharge planning 
and multidisciplinary collaboration. Readmission rates were monitored to ensure improvements did not 
compromise patient safety, and ongoing data analysis helped refine strategies to sustain reduced LOS. 
By standardizing discharge protocols and improving communication among care teams, the hospital was 
able to streamline patient flow and reduce inefficiencies. These measures also contributed to better 
resource utilization, ensuring that hospital beds were available for new admissions without unnecessary 
delays. 
 
Weiss, Marianne, et al. (2010) focuses on hospitals in the Midwest and looks at ways to reduce hospital 
readmissions to the emergency department within 30 days of patient discharge. Potential causes of 
readmission in this window are cited as “inadequate predischarge preparation, lack of patient and family 
readiness, poor discharge transition coordination, and unsuccessful coping with the demands of self-
management at home.” Using the Readiness for Hospital Discharge Scale (RHDS), the study examines 
the relationships between nurse and patient assessments of readiness for discharge. The findings report 
that nurses recorded patient readiness for discharge more often than patients themselves. Additionally, 
the study found a connection between the patient’s perception of how ready they were to discharge 
and their difficulty of coping post-discharge. The results also concluded that there was a link between 
“nurse assessment of discharge readiness and likelihood of post discharge utilization”. 
 
Hamline et al. (2020) explores ways to improve hospital discharge efficiency by addressing non-medical 
delays. A quality improvement team examined the discharge process step by step, identified the main 
causes of delays, and evaluated which solutions would have the most impact with the least effort. Key 
interventions included altering physician workflow to facilitate early discharges, implementing a 
standardized discharge checklist, and conducting physician discharge workshops. 
The altered physician workflow allowed nighttime physicians to evaluate patients for early morning 
discharges, reducing bottlenecks during peak hours. The standardized discharge checklist ensured that 
all necessary discharge components—such as transportation, prescriptions, and follow-up 
arrangements—were addressed proactively. Physician workshops reinforced discharge priorities and 
educated staff on efficiency strategies. These interventions streamlined communication and 
coordination, allowing for a more structured discharge process without negatively impacting patient 
experience or readmission rates. The study found that the percentage of discharges before noon 
increased from 13.2% to 18.5%, and the percentage of discharge orders placed before 10 AM increased 
from 13.6% to 23.6%. 
 
Waring, Justin, et al. (2015) examines the factors that go into a safe discharge from the hospital, 
specifically, how communication across multiple occupations and organizations can impact this. Several 
barriers were identified, including organizational barriers to discharge such as labor division, discharge 
planning meeting structures, communication technology and discharge planning tools. Additionally, 
cultural differences between different health and social care actors within the hospital system was cited 
as a factor impacting discharge. Regarding challenges related to knowledge, it was found that 
perceptions of discharge in the context of someone’s overall role varied greatly, with hospital staff 
seeing it as an end point of care and social workers seeing it as the beginning of their role in the 
patient’s care, which impacted the perceived value of discharge and the organization of tasks. 
 
Hesselink, Gijs, et al. (2013) examined organizational cultures within hospitals across five European 

counties in order to better understand patient safety related to the discharge process. Barriers cited in 

the study included fragmentation between hospital and primary care actors and interfaces, clinical tasks 
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being valued above administrative tasks in the discharge process, and a lack of action being taken 

towards evaluating and improving the discharge process. Recommendations included placing more 

emphasis and value on the transition process from hospital to community care providers, specifically 

informing the community care providers about patient outcomes. 
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