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The following training presentation is on recent revisions to the DBHR Mental Health
Preadmission screening and resident review (PASRR) Level 2 forms and process.

For more PASRR related information including all forms and useful links to Federal

regulations and technical assistance resources, please copy and save the URL posted on this
slide. It will take you to DBHR’s PASRR webpage.
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I would like to express sincere appreciation to the PASRR Level 2 workgroup members who
worked so very hard to bring us where we are today, they are:
Vaughn Bonnet PASRR evaluator to Grays Harbor, Jefferson, Lewis and Clallam
Counties
Ann Edington PASRR evaluator Providence Behavioral Health Thurston-Mason
Counties
Michael Davis — PASRR evaluator Applied Insight, Greater Spokane area and
surrounding Counties
Sandra Jones—Quality Assessor for the State’s MH PASRR program, and PASRR
Evaluator for King, Whatcom, San Juan Counties
Jennifer Wrye---PASRR evaluator King county
Lori Ledbetter — PASRR evaluator Clark, Cowlitz and Wahkiakum Counties
Maureen Craig — DBHR PASRR Administrative Assistant

We are going to provide you with a little bit of background related to PASRR.

We will briefly go over the DBHR MH PASRR process as it currently exists.

Provide a walkthrough of the revised MH PASRR Level 2 forms (the main purpose of our
presentation).

And also go over the distribution of these documents.

| would encourage you to write down any questions, and submit them to the PASRR
Question or Comment email on the PASRR webpage. Please note the inbox address listed



on this slide. This is a newly created inbox specifically designated for PASRR related inquires,
and will be routinely monitored. All questions received will be reviewed and answered as
quickly as possible.
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PASRR background-

We’'ll briefly touch on the code of federal regulations (CFR) that drive our decision making
and PASRR processes at the state level.
We'll discuss our consultation efforts in working with the federally designated technical

assistance center - PTAC
Briefly highlight the Level 1 process and how it contributes to the Level 2
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The Code of Federal Regulations (CFR) listed on this slide contain the detailed requirements
of PASRR.
In brief the CFR Requires:

All patients admitted into a Medicaid certified nursing facility receive a screening for
SMI/ID/RC.

PASRR is intended to:

 Identify if an individual may have a SMI/ID or RC.

* That they are placed in the best location that their individual care needs can be met.

* If where they are going to can meet all of their individual care needs or accommodate
for any specialized care needs.

The Level 1 screen is the first step in the PASRR process.

The Level 1 must be completed by the referring party prior to admission into a Medicaid
certified nursing facility usually a hospital however, it can be completed by a home and
community services case worker, or an individual’s primary care provider.

If the Level 1 form identifies a potential Ml a referral for a more in-depth psychiatric
evaluation (the Level 2) is to be made to you the PASRR MH Evaluator and GMHS. This will
be the focus of our presentation today the Level 2.

For a complete training presentation previously provided on the PASRR Level 1 screening
form, please visit the PASRR webpage listed on the slide at the beginning of this



presentation.
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Useful resource of PASRR information-

This site will take you to the PASRR Technical Assistance Center known as PTAC.
PTAC is the designated technical assistance center to provide free technical assistance to all
states in the improvement of their PASRR processes.

The DBHR MH PASRR Level 2 workgroup has been working in direct consultation with PTAC
in:

The review and approval of all our Level 2 documents and instructions.

We have sought guidance on mental health evaluation testing instruments, and common
practices,

We also had them review the new substance use disorder questionnaire we developed
based on research that we will go over with you later in the presentation.

We also received a training and Q&A session on Dementia and PASRR recommendations.

| would encourage you to visit their website often it contains useful information, webinars,
and FAQs, all about PASRR.

| would also encourage you to share their resource with hospital and skilled nursing facility
staff during your training sessions with them.
It is a valuable, free resource.
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As | mentioned, this training presentation is about the recent revisions to the DBHR PASRR
Level 2 forms and what is expected in their use.

For a complete overview and training presentation of the Level 1 form and further details
about PASRR and the Level 1 process, please visit the web link posted on this slide. | again
encourage you to share this resource with hospital and nursing facility staff as it is specific
to their requirements in the PASRR process. It is also where community providers will be
able to find the most current version of the Level 1 form.

As most of you know, the DSHS Level 1 form was revised last summer. The revisions were
made out of necessity to better align with CFR requirements. The Level 1 redesign
workgroup consisted of staff members from DBHR, DDA, HCS, RCS, HCA and the DOH.
PASRR is continuing to evolve and is no longer a static process. Change is difficult, but at
times, necessary. Ultimately, meeting the behavioral health needs of individuals admitted
into a Medicaid certified nursing facility is our primary purpose.

| mention the Level 1 form because as you know, the Level 2 PASRR process begins after the
Level 1 referral is received.

Once referral for a level 2 is made from a hospital or community provider to a SNF, PASRR
contractors have 72 hours to complete the Level 2. Level 2’s are to be completed PRIOR to
admission into a SNF hence the “Preadmission” in PASRR. If the individual already resides
in the SNF the Level 2 must be completed within 14 days from the day that referral was
made. This is usually in the case of a significant change in condition, or upon expiration of



an exempted hospital discharge.
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Why Revise-

As you know, our previous Level 2 forms required to list multiaxial diagnosis which the DSM
5 has since removed.

And with the implementation of ICD 10 and DSM 5 it became necessary to revise our Level
2 form.

Level 2 Workgroup formation:

Volunteers consisting of PASRR GMHS’ were asked to participate in the revision of the
DBHR MH Level 2 forms.

The workgroup meets on a monthly basis and has participants from throughout the state.
The result of the dedication and talent of the individuals who participated on the
workgroup along with review and input from our contracted psychiatrists is what we will be
sharing with you.

The workgroup reviewed each separate Level 2 form line-by-line word-by-word.
Cross walked CFR requirements, and sent all final versions to our 2 contracted psychiatrists
and PTAC for review and input.

The workgroup then reviewed all of their input and incorporated recommendations into
the forms after review and discussion.



Washington State Department of Social and Health Services

pro— . PASRR Lever 1
d

EvaLuaTion

DIVISION OF BEHAVIORAL HEALTH AND RECOVERY
Preadmission Screen and Resident Review (PASRR)

Lever 2
Flow Chart

PASRR Leven 1
Evawanon
goes with medical
records to SNF

Hospital or SNF
notifies evaluator

Triage by the
Evaluator to make
determination

Wikl condition
DOESNOT

et e s
l [PEpT———

2 Inrmiae Psy.
TRIC EVALUATION
SummMARY

EVALUATION Both copies are sent
to DSHS.
Recorded into

2. Clinical database the
1 copy mailed to SNF
with SNF Letter

Evaluator
Copies to: DSHS
o Evab or Hospital
. DSHS IF currently in SNF
© indwidual
 and/or guardian
 Phaysician 1archived

ﬂ & Health Servic

Transforming lives

PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov

PASRR Evaluation Flow



Washington State Department of Social and Health Services

Transforming
Lives

PASRR - Level 2 Forms

The Revisions

* Initial Psychiatric Evaluation
Notice of Determination (NOD)
Invalidation
Follow-up/Significant Change
Interrupted

PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov

As a PASRR evaluator you are familiar with our forms and are aware that there are varying
degrees or “intensity” if you will, of the PASRR Level 2 Evaluation:

* The Initial Psychiatric Evaluation — A Comprehensive Psychiatric Evaluation that will
contain behavioral health service recommendations for the person with an identified
SMI. (Completed prior to admission into a SNF. Usually while at a hospital or by a
community physician, HCS or some other community referring agency.

* The Notice of Determination-The notification of the determination for SNF services and
any identified SMI or need for specialized behavioral health services is to be provided to
the appropriate individuals listed on the form.

* The Invalidation — One could consider this “triage.” An Invalidation consists of a brief
interview of staff or the individual that may include an analysis of data and behaviors to
invalidate the presence of an SMI, and that include facts that support the referred
individual of NOT having a SMI DX nor would require, or benefit from any specialized
behavioral health services.

* The Follow-up or Significant Change in Condition — Referral for a change in the
individual’s previous behavioral health status that requires another full Level 2
Psychiatric Evaluation and any changes to their behavioral health recommendations that
will require an update to their plan of care.



The Interrupted Evaluation- The initial face to face interview has begun toward the
completion of a full psychiatric evaluation. This form is used when the evaluation is halted
due to obvious findings that the individual does not have a SMI. This usually lasts no
longer than a period of (1 up to 4) 15 minute time segments.
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The first form in our PASRR process we will discuss is the PASRR Initial Psychiatric
Evaluation Summary. It follows the request for a referral from a positive Level 1 Screen.
This form is to be completed within 72 hours if the individual is currently in a hospital being
referred to a Medicaid certified nursing facility or if the individual is currently residing in a
SNF, it is to be completed within 14 days from the referral.

This form completes the Level 2 process for potentially mentally ill persons in a Medicaid
certified nursing facility. Based on the diagnosis and need for treatment, a determination
will be made regarding the most appropriate placement and plan of care.

10



Washington State Department of Social and Health Services —

7 7 7 7 7 Hal ISIONT TG
PASRR — Level 2 Forms IvVes
Initial Psychiatric Evaluation

ASSESSMENT CATEGORY
i DVISIONOF BEHAVIORAL HEALTH ANDRECOVERY  [(SSESENENTEon
& Healh Services. ve

Draadmissinn Qaraan and Dasidant Daviaw (DAGDD) P Eacan.
Tanalomsing foes TTeaGmission SCreen and ReSIGeNt REVIEW (FASRR] | U e sy Facsy

O Significant Change
Initial Psychiatric Evaluation Summary O] metica Coveres
DATE OF REFERRAL
The following evaluation Is required by OBRA 1967 1o complete the Level 2 process for potentially mentally
persons in a Medicaid certified nursing facity. Based on the diagnosis and need for reatment, Wl e S FEVALUATION
be made regarding the most appropriate placement and plan of care.

NAME: LAST FIRST MIDDLE DATE OF BIRTH

NURSING FACILITY PLACEMENT AND MAILING ADORESS

REASON FOR REFERRAL: CURRENT SYMPTOMS AND BEHAVIORS

PASRR Rights reviewed with indvidual Oves ONo
Individual agreed to evaluation O Yes [0 No Comments:
SITE OF EVALUATION
O Home [J Nursngfacity [J Communityfacity [J Psychiatric inpatient setting [ General medical hospital setting
0] Other (specty)
NAME OF SITE OF EVALUATION
GENDER PRIMARY LANGUAGE
O Mae [ Female O Engish [ Other (specity)
RACE / ETHNICITY MARITAL STATUS PRIMARY LIVING SITUATION DURING THE PAST YEAR
[0 American Indian/Alaska Native O Mamed [ Home (O Other psychiatric inpatient
O African American/Black 0O single O Nursing faciity [0 Mental Health residential
O AsianvPacific Islander O widowed O Homeless [ Developmental Disabiity faciity
m;m’:""";‘w 0O Hispanic O Oworcedseparated O state Hosptal [0 Otner residential program
b [ Whke, not o Hispanic ongn 0 Unknown [ Otner (specty)
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ASSESSMENT CATEGORY BOX

One box must be marked; Preadmission, Initial Nursing Facility, or Significant Change in
Condition.

If individual is covered by Medicaid, check the box.

DATE BOXES

Date of Referral - Type in the date the referral was made.

Date of Evaluation - Type in the date the evaluation was completed or attempted.

Date of Birth - Type in the date of birth of the individual.

NAME

Type in the last name of the individual - check correct spelling.

Type in the first name of the individual - check correct spelling.

Type in the middle name/initial of the individual - check correct spelling.

If the individual does not have a middle name, leave it blank.

NURSING FACILITY PLACEMENT AND MAILING ADDRESS

Type in the name and address of skilled nursing facility where the individual is going to be
placed.

Make every effort to identify the facility of discharge. If unknown, continue to follow up
with

referring party to find out placement and notify DBHR.

REASON FOR REFERRAL

List all current symptoms and behaviors that lead to the referral.

PASRR RIGHTS

Review PASRR rights with the individual and check the box.

11



Did the individual agree to the PASRR evaluation - Check the appropriate box. If no, indicate
reasons

why in the comment box.

SITE OF EVALUATION

Check appropriate box indicating the location of where the evaluation was completed. If
other, write

in location site.

NAME OF SITE OF EVALUATION

Type in name of location where evaluation was conducted.

GENDER

Check appropriate box - what gender the individual self identifies as.

PRIMARY LANGUAGE

Check appropriate box. Specify other primary language.

RACE/ETHNICITY

Check appropriate box.

MARITAL STATUS

Check appropriate box.

PRIMARY LIVING SITUATION DURING THE PAST YEAR

Check the appropriate box. If other, specify other living situation.

11
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Medical:

Psychiatric Diagnoses of record:

PRINT NAME OF PERSON COMPLETING EVALUATION: TITLE:
SIGNATURE OF PERSON COMPLETING EVALUATION: DATE:
CONTRACTOR:
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Section 1.

DSM:

List all diagnoses indicated by the present evaluation using the most current DSM (you
MUST include the CORRECT DSM 5 code)

Medical:

List all applicable medical diagnoses.

Psych:

List all psychiatric diagnoses of record.

PRINT NAME and TITLE
SIGNATURE - Sign and type in the date form was completed.
CONTRACTOR - If you are working for a contractor, type in the name of the contractor.
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SIGNATURE OF REVIEWING PSYCHIATRIST

DEPARTMENT OF SOCIAL AND HEALTH SERVICES - DBHR DESIGNEE'S SIGNATURE DATE

DATE:

LEVEL 2 PASRR INITIAL PSYCHIATRIC EVALUATION
DSHS 14-338 (REVISED - 02/2016)

Page 10f3
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Comments/Recommendations of the Reviewing Psychiatrist:

The psychiatrist will write all recommendations or comments related to the completed

evaluation here.

This section is to be completed only by the reviewing psychiatrist.
This is the portion to be reviewed by the SNF staff for implementation of any identified

specialized behavioral health services for incorporation into the individual’s plan of care.

SIGNATURE

Sign and write in the date upon completion of psychiatric review.

Department of Social and Health Services/DBHR Designee

Sign and date upon completion.

13
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D . o | . N r b
Initial Psychiatric Evaluation-Cont.
2 for Plan of Care
[ Follow-up Evaluation Date
[ No follow-up Evaluation Needed (Unless significant change in condition occurs whie in nursing faciity)

A Mental Health Services: provide explanation for recommended service(s)
[0 1. Acute psychiatric hospitaization (The mental heakh needs of the individual cannot be met at the skilled nursing facilty)

[J 2 Speciakzed services can be provided in a skiled nursing facilty by a licensed mental health professional or mental health agency for
Oa  Individual Services, i e., case management, therapy, case consultation for

Ob.  Psychiatric and evaluation / for

[J 3. No mental health services are recommended at this time (explain below)

B. Recommendations for Nursing Facility: (nclude likes and dislikes about people, and commundy environments, what helps keep them calm)
[ 1. Environmental

[ 2. statf approaches / training
[0 3. Behavioral supports:
04, Activities

5. Other.

C. Other Medical Services:
[0 1. Psychiatric medication management as currently provided by the individual's primary physician (non-psychiatrist)

[0 2. Medical assessment 1o address the following physical health symptoms:

[0 3. Ancillary services (podiatry, PT, dental, etc.)

D. for

1. Is f possible for this mdvidual to reside in the community and have their needs met?
Washington State 2. Indwvidual's stated preference of living situation in commundty:
Department of Social 3_Evaluator recommendations for community transition:
& Health Services
S Trasformeng eSS PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 14

Section 2. Recommendations for Plan of Care

Follow up evaluation date
Check the appropriate box. If a follow up evaluation is needed, indicate a date to follow

up.

A. MENTAL HEALTH SERVICES - Check the appropriate box. Provide a specific explanation.
1. Acute psychiatric hospitalization - if checked, the MH needs of the individual cannot be
met at the SNF. Notify staff as appropriate.

2. Specialized services - check the appropriate box - (a and/or b) and provide specific
examples.

3. No mental health services are needed - Explain why.

B. RECOMMENDATIONS FOR NURSING FACILITY -

This section is to provide the nursing facility staff with information to help them meet the
mental

health needs of the individual while they are in the nursing facility.

Check applicable boxes (1-5).

Write your recommendations in a manner that is appropriate for all levels of nursing facility
staff. Be

descriptive. Ask “person centered” questions that include likes and dislikes about people,
and

14



community environments, and what helps to keep them calm. Recommendations must be
specific to
the individual.

wnN = O

C. OTHER MEDICAL SERVICES - Check appropriate boxes (1-4).
2.
3
4

Note any physical health symptoms that may impact their psychiatric condition.

. Note any ancillary services that will benefit the individual during their nursing facility stay.
. Note any substance use treatment (tobacco, alcohol, or other).

. RECOMENDATIONS FOR COMMUNITY TRANSITION -

Note if the individual’s current needs could be met in the community.
Note individual’s stated preference of living situation in community.
. Note specific recommendations that will help to facilitate a potentially successful

transition into the community.

14



Washington State Department of Social and Health Services —

3. Pi
A.  Current psychiatric problems and status:

B. Recent relevant events (list for and/or SNF / referral):

C. B and

D. Interview and Impressions:

Washingtes State
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Section 3. Presenting Problems:

 List current symptoms and behaviors as exhibited during interview, conversations with
staff and medical record information as noted in the chart.

* List reasons for hospitalization and/or nursing facility placement.

e List behaviors and emotional problems exhibited during the interview and self-reported
by the individual and/or as reported by staff.

This is where information you observed and gathered during the interview is written and
interpreted. Write your conclusions in a manner that is appropriate for all levels of nursing
facility staff. Note any discrepancies between what is documented as opposed to what is
observed.

15
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4. Psychiatric History
A. Psychiatric history (include history of suicide attempts and risk of harm to self or others):
B. Date of onset of psycr ] Lessthan iyear [ i-5years [ Morethan5years [ Unknown
C. Psychiatric hospitalizations:

Within past two years: Total during lifetime:

[ None [ None

[ 1 - 5 hospitalizations [ 1 - 5 hospitalizations

[ More than 5 hospitalizations [0 More than 5 hospitalizations

[J Unknown [ Unknown
D. Provide of psychi (reason, location, dates, course of treatment) with emphasis on most recent hospitalization
E. History of previous ions with of (if known):

F. Current mental health services provider / Behavioral Health Organization (BHO) / agency name and telephone number:

NAME: LAST FIRST DATE OF BIRTH

LEVEL 2 PASRR INITIAL PSYCHIATRIC EVALUATION Page 2 0f 3
DSHS 14-338 (REVISED - 02/2016)

Washingten State
ﬁmmwnmmols«xial
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Section 4. Psychiatric History

 List all psychiatric history. Include inpatient treatment, outpatient treatment, any
suicide attempts, or risk of harm to self or others.

e Onset of Psychiatric Symptoms - Check appropriate box

* Psychiatric Hospitalizations - Check appropriate boxes

e List reasons and course of treatment during psychiatric hospitalization(s) with emphasis
on most recent.

e History of previous medications-List any known history or adverse reactions or failed
trials to any psychiatric medications.

e Current MH services - List current mental health provider and frequency of services if
known and Behavioral Health Organization.

16
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5. Substance Use History
A. s there history or current use of alcohol or substances for this individual? O Yes O No [J Unknown

B. Ifyes, specify substance(s) used, dates, circumstances (current and past) and treatments received (location and date(s) of treatment):

C. Substance use disorder questionnaire attached: O Yes [0 No Comments:

ﬂ Department of Social
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Section 5. Substance Use History:

* Is there a history or current use of substance or alcohol for this individual? Check
appropriate box.

* If yes, specify substances, dates and circumstances on form.

e If yes, complete substance use disorder questionnaire and attach it with the evaluation.

17
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Substance Use Disorder Questionnaire:

This slide shows the new substance use disorder questionnaire that is to be submitted
along with the completed Level 2 evaluation if the individual shows evidence of a possible
substance use disorder.

It is basically self-explanatory by asking the individual the questions listed on the form and

writing down answers provided.
The intent of this SUD questionnaire is to help the SNF seek out a SUD assessment by a CDP

if needed.
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6. Family History
A Famil history of mental iness? (note refaionship)

B. Family history of suicide? (note refationship):

C. Family history of alcohol'substance abuse? (note relationship):

ﬂ Department of Social
& Health Services
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Section 6 Family History

Is there a family history of mental illness for the individual? If yes, note relationship.
Is there a family history of suicide for the individual? If yes, note relationship.
Is there a family history of substance use for the individual? If yes, note relationship.

19
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7. C Medical and M
A. Attach copies of y reports, recent medical notes and the comprehensive history and physical examination and medical
diagnoses list for psychiatric review.
“Required as y to determine diag 3 medical history; review of all sy , specific of the individual's
neurological system in the areas of motor functioning, sensovy functioning, gait, deep tendon reflexes, cranial nerves, and abnormal reflexes; and
in case of abnommal finding(s), which are the basis for a NF by

B. Attach copies of medlcahon use profile: for purposes of psychlatm: review, record medication, copy of the current physicians orders.
Specify for all g freq y of PRN , during the past 90 days.

C. List current psychotropic medications:

m Depamnem of Soml
& Health Services
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Section 7. Current Medical Information and Medications:

A. Attach copies of all supporting medical documentation as listed on the form.
This documentation must accompany the evaluation for psychiatric review.

B. Attach copies of medication use profile as listed on the form. Attach a copy of the
current physician orders. Specify additions or changes for all medications, including
frequency of PRN medications, during the past 90 days. This documentation must
accompany the evaluation for psychiatric review.

C. List all psychotropic medications. This documentation must accompany the evaluation
for psychiatric review.

20
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8. Psychological Test Instruments
Total Score: | Instruments: Comments:

Mini Mental Status Exam (MMSE)

Geriatric Depression Scale (GDS)

Brief Psychiatric Rating Scale (BPRS)

Mood Disorder Questionnaire (MDQ)

Functional assessment: (include review of MDS, any OT, PT, Speech Therapy documentation)
See attachments for complete information.

-’ﬂt Washingten State
ﬂ Department of Social
& Health Services
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Section 8 Psychological Test Instruments-

Testing Instruments

Complete all appropriate tests as needed documenting score and particular findings in the
comment section. If the test is not performed or does not apply, write N/A in score box for
each test.

Functional assessment
Include a review of the MDS, or any OT, PT, and Speech Therapy consults. This
documentation must accompany the evaluation.

21
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9. Behavioral Health Services

A. Has the individual requested behavioral health services?

[ Yes [JNo Ifyes, what type? Comment

B. Agrees to recommended behavioral health services?

OvYes ONo [J Uncertain Comment:

C. Does the individual perceive a need for mental health services? [] Yes [J No  Comment:

Jﬁk Washingten State
ﬂ Department of Social
& Health Services

Transforming lives
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Section 9. Behavioral Health Services

Indicate if the individual has requested behavioral health services.

Indicate if the individual agrees to any recommended behavioral health services or if they

are uncertain.

Indicate if the individual perceives a need for behavioral health services.

22



10.
A and assets: to findings)

B. Individual’s stated goals:

C. Identify current support network and adult family situation (include names, ial support provi
D. s skills, gths and favorite activities with interests:
NAME: LAST FIRST DATE OF BIRTH
Page 30of 3

LEVEL 2 INITIAL PSYCHIATRIC EVALUATION
DSHS 14-338 (REVISED - 02/2016)

i ig Department of Social
& Health Services
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Transforming lives

Section 10.

List the individual’s strengths and assets.

List the individual’s goals.
Identify and list the individual’s current support network and adult family situation — List

names, relationship, any potential support provided.
List the individual’s identified skills, strengths and favorite activities with interests.
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Immediately send two (2) copies and any pertinent
medical documentation to the Psychiatrist for psychiatric,
quality assessor review, and for DBHR processing.

* Complete the Notice of Determination

Washingten State
m Department of Social
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 24

Upon completion of Level 2 psychiatric evaluations, immediately send two (2) copies and
any pertinent medical documentation to the Psychiatrist for psychiatric, quality assessor
review, and for DBHR processing.

Complete the NOD and distribute as instructed.
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PASRR — Level 2 Forms Cont.
Notice of Determination
THE NOTICE OF DETERMINATION
(NOD)
At e
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The Notice of Determination
Use this form upon completion of a PASRR Level 2 Initial Psychiatric Evaluation Summary.

The purpose of this form:

To fulfill 42 CFR 483.128 distribution and determination notification requirements when a
PASRR Level 2 evaluation has been performed and why.

To provide written notification of the determination(s) made to the client and/or family
member and SNF for inclusion into the medical record.

To provide notification to the SNF that a written report is in process and is forthcoming.
To provide notification to the client of community living options, their appeal rights, and
instructions on how request a fair hearing

25
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Transforming lives

1. Write in the Date
2. Write in Client Name

Division of Behavioral Health and Recovery (DBHR)
Notice of Pre-Ad S ing and d (PASRR)
Determination

Date:

Client Name:

ﬂ YL\r},\zmrcn:afSr_wi
ii & Health Services

You have been referred for nursing facility care.
You have been in the nursing facility longer than 30 days.
You have had a significant change in your behavioral health.
The federally required preadmission screening and resident review (PASRR) process is intended to:
identify whether you are an individual that may need or perhaps benefit from behavioral health services;
*  Determine whether you need nursing facility services;
o inform you of other options available to you;
o Assess your health, and If you choose nursing facility services, make behavioral health service
recommendations if appropriate.

¥ the full PASRR report is not attached, it will be sent to the nursing facility where you are staying, and become part of
your medical record within 30 days. The nursing facility social work or nursing staff will talk with you about your PASRR
evaluation, and offer you an opportunity to read it. If you do not receive a copy, please ask the social work or nursing staff,
for a copy of it and/or to discuss it with you.

The PASRR evaluation and recommendations.
1f any is for you, it is YOU
services.

ision if you want to accept behavioral health

PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 26

3. Check the appropriate box (referred for NF care etc.)

26
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Notice of Determination (NOD) —Cont.

Determinations

Based on a review of your records and conversations with you and others involved in your care, DBHR has made the
following determinations, effective as of the date of this notice.

DBHR has determined that:

e Youdo D do not |:] have a tal health diagnosis, as defined in federal regulations (42 C.F.R. §483.102(1).

e Youdo D do not E] meet the requirements for nursing facility level of care, as defined in WAC 388-106-0355.

e If you have a mental health diagnosis and you meet the requirements for nursing facility level of care,
you do D do not E] currently require specialized behavioral health services.
If you are determined to need these services, they would help you to acquire skills or behaviors that will enable
you to function with as much self determination and independence as possible, and/or in order to prevent or slow
the loss of your current functional status, while you reside at a nursing facility.

Pagelofa
At sz
& Health Services
frevsforming thves PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 27

4. Discuss with the client if able (or POA etc.) the intent of the PASRR see bullets on form
5. *IMPORTANT* Please discuss with the client that any recommendations from the
evaluation do not require them to do anything. And that If any behavioral healthcare is
recommended, it is THEIR decision if they want to accept behavioral health services.

6. Check each appropriate box under (DBHR has determined) section:

27
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o If you have NOT been d d to require

d behavioral health services, that determination is based on

PO
the foliowing reasonts):

benefit from specialized behavioral health services.

benefit from specialized behavioral health services.

D You have a serious physical illness which results in a level of impairment so severe that you are not expected to|
[ You have a diagnosis of dementia which results in a level of impairment so severe that you are not expected to
You are experiencing a delirium that prevents an accurate mental health diagnosis.

DBHR has not identified any services in addition to services provided by the nursing facility that will assist you
to function with as much independence as possible, and/or prevent or slow any loss of your functional ability.

Legal Guardian Name:

Address Line 1:

Address Line 2:

City, State, Zip:

Evaluator Signature:

Evaluator Printed Name

Evaluator Title:

O[pniuﬂon:

Evaluator Phone:

ﬂvukahr nices

Transforming li

PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 28

6. Check each appropriate box under (DBHR has determined) section:

7. Fill in guardian name etc.

8. Fill in your name etc.

28
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Distribution of this Notice:
Pre-Admission to Nursing Facility:

*  Copy to Hospital

e Copy to Skilled Nursing Facility

o Copyto Patient and/or legal guardian
Nursing Facility:

¢ Copyto patient record

__Copy to attending physicisn

Distribution Comments:

-’ﬂt Washingten State
ﬂ Department of Social
& Health Services

Transformin, g lives

PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 29

Please provide a copy of this notice to:

The client (If appropriate and client is willing to accept it)

The referring facility/entity e.g. hospital social worker (to be included it in the admission
packet for the SNF).

Use the distribution comments section for any additional information that will be helpful to
know

e.g. copy to pt. declined because they didn't have their purse with them etc. etc.

Gave instructions to hospital social worker to include in dc packet to SNF

29
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This determination is made by the
amwistratve Cooe (WAG) 3881060955
A bt for nursing feckey cae sarves
WAC 34897-1920
Presdmason screenng —ievel |
WAC 34897-2000

WAC 388971940

WAC 388971960
Presdmession screening ~evel 1

Your Appeal Rights

You Nave the following rights
@ To dection oe terminate sarvces ot any time.

o Tosubmt documents mto evidence.

o Tocreus enamine winesses teibhyng for the desartment

Aform 10 request an admenstrative (far] hearng & inchuded

Optional Community Residential Settings

Adult Famiby omes

semartia

Asuisted Uving Faciities

Sressing. and trasaportation.
Supported Uving Senvices

e tood,
Sasbington dante noses
Department of Social
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 30

The information above is required to have in the NOD
Reference of authority — WAC etc.
Appeal rights for the individual are now listed along with options of other types of

community residential settings
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This determination Is being made by the 3
Washington Administrative Code (WAC) 388-106-0355
Am 1 ebgible for nursing facilty »
WAC 388.97-1920
Presdmisson screening —Level |
WAC 38897-2000

WAC 388.97-1940

. mot subject
WAC 368971960
Preadmission screenng—Level il

Your Appeal Rights
otee

: or

You have the following rehts
© To dechne or terminate services at any time.

attorneys,

o Tosubmit documents into evidence.

Optional Community Residential Settings

Aduit §amily Momes

the adult. A reom. meals. laundre.
Some ofter
dementia ®

Assisted Uving Facilities

) bathing.
dressing. and transportation.

Supported Uiving Services

congregate
care foc: day of one-to-cme
support . food,
Washingten State p—_—
Department of Social
& Health Services

Transforming lives

PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 31

The request for hearing form is also now a part of the NOD.

The individual must be provided with the means to appeal the determination and
instructions how to do so by requesting a fair hearing.
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DIVISION OF HEALTH AND
REQUEST FOR MENTAL HEALTH
FAIR HEARING
Por Chapter 182526 for DSHS hearing rules
WAIL YOUR REGUEST TO THIS ADDRESS. FOR AGENCY USE ONLY
OFFICE OF ADMINISTRATIVE HEARINGS (OAN) Verbal request taken
PO Box 42488
Olympla, WA Name
Phone: (360) 407-2700
Fax: (360) 6648721 Tetophone Number.
T PASRR Tovision.
Mealth and Recovery
(You may attach sdditions! information f needed)
NARAL GF PURSON REGUASTS¥0 FAR ARG [ngwatont)
RCORESS OF AP l o I AT ] T ook

REGROMAL SUPPORT NETWORK (3 T

Ve represented by (4 you are going to represent yourself 4o not il in the next two ines)
mw—lﬂ—W

=y [

o you other

T ves, what languege or assistance?

voulive. Forinformation vy ooy
i i VL'\r‘;\zmrc'n: of Sr_x‘mz agranta
& Health Services
—Trensformng tves_ PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 32

These are instructions now included as part of the NOD on how to request a fair hearing.
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THE INVALIDATION

Washingten State
m Department of Social
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 33

We will now go over the INVALIDATION portion of the Level 2 process-

This form is to be used when an evaluator determines that a resident or nursing facility
applicant, who has been identified as positive on a PASRR Level 1 screen, does not require
a Level 2 Psychiatric Initial Evaluation or Follow-up. If an individual meets the criteria for
serious mental illness he or she must be provided with an evaluation unless any one of the
following invalidating conditions applies to that individual.
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DIVISION OF BEHAVIORAL HEALTH AND RECOVERY | PATE OF REFERRAL

wasniogter state
T e Preadmission S I.edv?ilzld t Review (PASRR
orsTorming Wves readmission Screen and Resident Review ( ) SATE T VATOATION
Invalidation

This form is to be used when an evaluator determines that a resident or nursing facility applicant, who has been DATE OF BIRTH

identified as positive on a PASRR Level 1 screen, does not require a Level 2 Psychiatnc Initial Evaluation or

Follow-up. If an individual meets the criteria for serious mental illness he or she must be provided with an
unless any one of the following g C applies to that

NAME: LAST FIRST MIDDLE

O Current nursing facility resident
NURSING FACILITY PLACEMENT AND MAILING ADDRESS

O Preadmission
NAME OF SITE OF INVALIDATION

A Level 2 Initial Psychiatric Evaluation or Follow-Up is NOT required b of the following

Washingtens State
Department of Social
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 34

DATE BOXES

Date of Referral - Write/type in the date the referral was made to contractor.

Date of Invalidation - Write/type in the date the evaluation was completed or attempted.
Date of Birth - Write/type in the date of birth of the individual.

NAME

Write/type in the last name of the individual-check correct spelling.
Write/type in the first name of the individual-check correct spelling.
Write/type in the middle name/initial of the individual-check correct spelling.
If the individual does not have a middle name, leave it blank.

NURSING FACILITY PLACEMENT AND MAILING ADDRESS

If the individual is currently in a nursing facility, check the “Current nursing facility resident”
box and

provide the name, and complete address of the facility.

Check the Preadmission box if the individual has not yet been placed in a Nursing Facility.
Inform

discharge staff to include the Invalidation in the discharge packet of information sent to the
nursing

facility.
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‘Categories for Invakdations

O 1. The indwicual has been gischarged out of the nursing tacy.

O 2 Thendvicual has a pmary dagnosis of severe medical iness which results In a level of Impaiment so severe that helshe could not be
@xpectad 1o beneft from specialzed behavioral heakh treatment
List severe medical dagnoses.

O 3 The ndwicual has a diagnosss of a mage (a8 Gefined in ana Statistcal Manual of Mental Disorders
oS, aate 38 s of tha

i (A Irich D) fos et a6 i ated halo

O 4 The ndvisual appears 10 exhibit symploms of 2 Major NeUrDCOgniive disorder:

A. Evidence of sgnificant cognitive decine from a previous per incoe o
atterition, executive function, keaming and memory, Language, PercepiuaMONr, of S0Cal CogNN) based on

1. Concem of the indiidual, a knowledgeable informant, of the clincian at there has been 3 significant decine in
cognitive function. and

2 Asustantal mpament i cognve per
testing or, in fis absence, another quantified ciNKal assessment

by standardized

B. The cogniive deficis interlere with independence in everyday activises (Le., at @ mnimum, fequiing assistance wih complex
instrumental actiities of dady iving such s paying bills of managing medications)

C. The cogniive deficis do not occur exchusively i the context of a delirum.

D. The cognitve deficks are not betier explained by another mental SOrder (6.0.. Major depressive dsorder, SChCophrenia)

The indidual DOES have one (or more) serious mental liness (SMI) dlagnosss.
Ust dlagnoses and DSM cocel(s)

AND goes nof have symploms of serous mental iness as described on the folowng page In e CRITERIA FOR SEVERITY OF
SYMPTOMS.

Waakingtea S1ate LEVEL 2 PASRR INVALIDATION
Department of Social DSHS 14413 (REV. 0222016) (AC 0222010) sl
& Health Services

S Trasformeng eSS PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 35

Check at least one category of invalidation that disqualifies the individual for a Level 2
Initial

Psychiatric Evaluation. Invalidations must be completed within 7 days of the referral as
required in

CFR, and in DSHS PASRR contract.

Check box 1 if the individual

Has been discharged. This includes transfers to another facility, home or death of the
individual.

Check box 2 if the individual

Has a severe medical illness as the primary diagnosis

The diagnosis results in a level of impairment so severe that he/she could not be expected
to benefit from specialized behavioral health treatment

List severe medical diagnoses

Check box 3 if the individual has

A diagnosis of a major neurocognitive disorder

Check box 4 if the individual

APPEARS to exhibit symptoms of a major neurocognitive disorder as defined in the
Diagnostic and Statistical Manual of Mental Disorders (DSM) See form for symptom criteria
Check box 5 if the individual

has been has been diagnosed with at least one serious mental illness AND does not have
symptoms of serious mental illness as described in the CRITERIA FOR SEVERITY OF
SYMPTOMS listed on page 2 of the form

35



List all diagnoses using the most current DSM
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past six months that were not appropriate for the person's

CRITERIA FOR SEVERITY OF SYMPTOMS

ona ori basis.

The degree of symptoms of the mental disorder has resulted in ! itati major life activities within the
state. An indit typically has al least one of the following
and icati y with other
fear of of

1) Interpersonal functioning. The individual has serious difficulty i

individuals; has a possible history of

or loss of
relationships and social isolation. The individual may be at risk of harm to self or others.

2) Concentration, persistence and pace. The individual has serious difficulty in ining focused ion and ion in order to
simple tasks found in activities of daily living. The individual requires assistance or makes frequent errors in task
completion.

3) Adaptation to change. The individual has serious difficulty in
from the ion, or i

1o change, by by signs and

symptoms of iliness, wif
adapting to change.

by mental health or judicial system due to difficulties in

Washingten State
ﬁﬁkmwnmmol&xml
& Health Services

Transforming lives

PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 36

CRITERIA FOR SEVERITY OF SYMPTOMS:

Check box 5 if the individual

has been has been diagnosed with at least one serious mental illness AN D

does nOt have symptoms of serious mental illness as described in the

CRITERIA FOR SEVERITY OF SYMPTOMS listed on page 2 of the form

List all diagnoses using the most current DSM
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"‘ﬁk Washingten State
ﬁ Department of Social
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 37

Evaluator Comments:

Use the space provided to document related information to confirm individual’s ineligibility
for a Level 2 Evaluation. Include comments from the staff and family as appropriate.
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Evaluator Information

SIGNATURE: DATE:

PRINT NAME: TITLE:

CONTRACTOR: COUNTY:
["NAME OF INDIVIDUAL:

LEVEL 2 PASRR INVALIDATION
DSHS 14-413 (REV. 02/2016) (AC 02/2010) Page 10f2

_!ht Washingten State
ﬂ Department of Social
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 38

Evaluator Information:

SIGNATURE - Sign the form

DATE - Date of signature

PRINT NAME and TITLE

CONTRACTOR - If you are working for a contractor, write in the name of the contractor
COUNTY - Where the Invalidation was completed

NAME OF INDIVIDUAL - May auto fill but needs to be completed to verify individual in case
pages are separated

38
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Immediately send a copy to the Nursing Facility or hospital discharge

staff.

* The Invalidation must be includedin the individual’sclinical record

* Original Invalidations are to remain with contractor/evaluator
records.

* Invalidations with Category 1 Discharge - Send a copy of the
Invalidation to the facility of discharge. DO NOT send a copy to
DBHR. Category 1 - discharge will not be reimbursed.

* All other Invalidations- Submit to DBHR with a completed A19

Invoice for processing and payment.

i ig Department of Social
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 39

Distribution of the Document as listed on this slide
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THE FOLLOW-UP OR
SIGNIFICANT CHANGE IN CONDITION

Washingten State
ﬁﬁkmwnmmol&xml
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 40

This psychiatric evaluation is intended to be filled out when individual’s currently residing in
a Medicaid certified nursing facility that since their last Level 2 evaluation have had a
significant change in condition or are in need of a follow-up Level 2 evaluation. Based on
the diagnosis and need for treatment, if any, a new determination will be made regarding
the most appropriate placement and plan of care.
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PASRR — Level 2 Forms Lives
Follow Up/Significant Change-Cont.
ASSESSMENT CATEGORY
m pusaates s DIVISION OF BEHAVIORAL HEALTH AND RECOVERY oot e B L
& Health Services Level 2 O Foliow-up
ves P ission Screen and Resident Review (PASRR) | O 3“.’373:,"2 :xz'mwm
Follow-up or Significant Change OATE OF PREVIOUS LEVEL2 |
Psychiatric Evaluation Summary OR SIGNIFICANT CHANGE

The following psychiatric evaluation is required by OBRA 1987 for persons currently residing in a Medicaid certfied | OATE OF REFERRAL
nursing facilty that since their last Level 2 evaluation have had a significant change in condition or are in need of a

follow-up Level 2 evaluation. Based on the dlagnosis and need for treatment, If any, a new determination wi be | DATE OF EVALUATION
made regarding the most appropriate placement and pian of care

NAME: LAST FIRST MIDDLE DATE OF BIRTH

NURSING FACILITY PLACEMENT AND MAILING ADDRESS:

REASON FOR REFERRAL: (CURRENT SYMPTOMS AND BEHAVIORS THAT HAVE CHANGED SINCE LAST PASRR LEVEL 2)

PASRR Rights reviewed with individual O ves O No

Individual agreed to evaluation ) Yes [ No __ Comments

SITE OF EVALUATION:

O Home [ Nursingfaciity [J Community facility [J Psychiatric inpatient setting ] General medical hospital setting

O Otner (specity):

NAME OF SITE OF EVALUATION.

GENDER PRIMARY LANGUAGE

0O male O Female O Engish [0 Other (specity)

RACE / ETHNICITY. MARITAL STATUS PRIMARY LIVING SITUATION DURING THE PAST YEAR

0 amen Mative 0 uamias 0 some 0 o e inpatiant

O African AmericanBlack 0 single 00 Nursing faciity 3 Mental Health residential

O AsianPacific Islander 0O widowed O Homeless O Developmental Disabiity faciity

O Hispanic O Divorced/separated O State Hospral O Other residential program
White. not of Hispanic origin [ Unknown [ _Other (specity):

Washington State
Department of Social
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 41

You will find this form very similar to the Initial Psychiatric Evaluation Summary with only a
few differences. It should be very familiar to use.

Instructions how to use this form:
ASSESSMENT CATEGORY BOX
One box must be marked; Follow-up or Significant Change in Condition
If individual is covered by Medicaid, check the box.
DATE BOXES
Date of Previous LEVEL 2 - Type in the date the previous Level 2 was completed or
Date of significant change in condition - as noted by facility staff and/or the individual’s
support network.
Date of Referral — Type in the date the referral was made.
Date of Evaluation- Type in the date the evaluation was completed or attempted.
Date of Birth - Type in the date of birth of the individual.
NAME
Type in the last name of the individual - check correct spelling
Type in the first name of the individual - check correct spelling.
Type in the middle name/initial of the individual - check correct spelling.
If the individual does not have a middle name, leave it blank.
NURSING FACILITY PLACEMENT AND MAILING ADDRESS
Type in the name and address of skilled nursing facility where the individual is residing.
REASON FOR REFERRAL
List current symptoms and behaviors that have changed since the last PASRR Level 2.

41



List all current symptoms and behaviors that lead to the referral for Significant Change

List reasons including any symptoms and behaviors for the need to complete a Follow-
up.

PASRR RIGHTS

Review PASRR rights with the individual and check the box.

Did the individual agree to the PASRR evaluation - Check the appropriate box. Make any
appropriate  comments regarding their willingness to participate in the comment box.
SITE OF EVALUATION

Check appropriate box indicating the location of where the evaluation was completed. If
other, write in location site.

NAME OF SITE OF EVALUATION

Type in name of location where evaluation was conducted.
GENDER

Check appropriate box — what gender the individual self identifies as.
PRIMARY LANGUAGE

Check appropriate box. Specify other primary language.
RACE/ETHNICITY

Check appropriate box.

MARITAL STATUS
Check appropriate box.
PRIMARY LIVING SITUATION DURING THE PAST YEAR
Check the appropriate box. If other, specify other living situation.
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1. Diagnosis Indicated by Present Evaluation
DSM:

Medical:

Psychiatric Diagnoses of record:

PRINT NAME OF PERSON COMPLETING EVALUATION: TITLE:
SIGNATURE OF PERSON COMPLETING EVALUATION: DATE:
CONTRACTOR:

Washingten State
m Department of Social
& Health Services

frevsforming thves PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 42

Complete the following sections with emphasis on changes in the individual’s condition
since the previous Level 2 evaluation. Include any staff and individual’s support network
observations.

Section 1.

List all diagnosis indicated by the present evaluation using the most current DSM (you must
include the correct code)

List all applicable medical diagnoses.

List all psychiatric diagnoses of record.

PRINT NAME and TITLE

SIGNATURE - Sign and write in the date form was completed.

CONTRACTOR - If you are working for a contractor, write in the name of the contractor.
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1 of the 9

SIGNATURE OF REVIEWING PSYCHIATRIST: DATE:

DEPARTMENT OF SOCIAL AND HEALTH SERVICES - DBHR DESIGNEE'S SIGNATURE: DATE:
LEVEL 2 PASRR INITIAL PSYCHIATRIC EVALUATION Page 1013
DSHS 14.338 (REVISED - 04/2016)

Washingten State
m Department of Social
& Health Services

frevsforming thves PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 43

Write recommendations or comments related to the completed evaluation here. To be
completed only by the reviewing psychiatrist. This is the portion is intended for the SNF
staff and is to be reviewed by the SNF staff for implementation of any identified specialized
services for incorporation into the individuals plan of care.
SIGNATURE

Sign and write in the date upon completion of psychiatric review.
Department of Social and Health Services/DBHR Designee
Sign and date upon completion.
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PASRR - Level 2 Forms “ives
Follow Up/Significant Change-Cont.

for Plan of Care |
O Follow-up Evaluation Date:
O No Foliow-up Evaluation needed (Uniess significant change in condition occurs while in nursing faciity)
A, Mental Health Services: provide explanation for recommended service(s):
O 1. Acute psychiatric hospitalization (The mental health needs of the individual cannot be met at the skilled nursing facility)

0 2. Speciaiizea services can De Provided in a skilied NUTSING Tacisty Dy @ IICeNsed MeNtal NeAIth Professional or Mmentai Neatn agency for.
Da.  Individual Services. Le.. case management, therapy, Case consultation for

Ob.  Psychiatric assessment and medication evaluation / management for:

[0 3. No mental health services are recommended at this time (expiain below).

. Recommendations for Nursing Facllity: (Inciude likes and disiikes about people. and community environments, what heips keep them caim):
O 1. Enviconmental

0 2. Staff approaches / training:
0 3. Benavioral supports:
O 4. Activities:

0. Other

o

. Other Medical Services:
O 1. Psychiatric medication management as currently provided by the individual's primary physician (non-psychiatrist)

[ 2. Medical assessment to address the following physical heaith symptoms:

(13, Anciiary sericss (podiatry, BT, dentsl. atc.
02 anciary sarvices (posisty, BT, Senial ste )

o. for
1. Is & possidle for this individual to reside in the community and have their needs met?
2. Ingividual's stated preference of living situation in community.

3. Evaluator recommendations for communty transition

ashi ate
Departi Social
& Health Services
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Follow-up evaluation date
Check the appropriate box. If a follow-up evaluation is needed, indicate a date to
follow-up.

A. MENTAL HEALTH SERVICES - Check the appropriate box. Provide a specific explanation.
1. Acute psychiatric hospitalization - if checked, the MH needs of the individual cannot be
met at the SNF. Notify staff as appropriate.

2. Specialized services - check the appropriate box - (a and/or b) and provide specific
examples.

3. No mental health services are needed - Explain why.

B. RECOMMENDATIONS FOR NURSING FACILITY -

This section is to provide the nursing facility staff with information to help them meet the
mental

health needs of the individual while they are in the nursing facility.

Check applicable boxes (1-5).

Write your recommendations in a manner that is appropriate for all levels of nursing facility
staff. Be

descriptive. Ask “person centered” questions that include likes and dislikes about people,
and

community environments, and what helps to keep them calm. Recommendations must be
specific to

the individual.



C. OTHER MEDICAL SERVICES- Check appropriate boxes (1-3).
1. Note any psychiatric medication management currently prescribed.

2. Note any physical health symptoms that may impact their psychiatric condition.

3. Note any ancillary services that will benefit the individual during their nursing
facility stay.

D. RECOMMENDATIONS FOR COMMUNITY TRANSITION -

1. Note if the individual’s current needs could be met in the community.
2. Note individual’s stated preference of living situation in community.
3. Note specific recommendations that will help to facilitate a potentially

successful transition  into the community.
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3. Presenting Prol )
A. Current psychiatric problems and status:

B. Recent relevant events since previous PASRR Level 2 Evaluation: (list changes in condition, either improvement or decline)

c. and

D. Interview and Impressions:

Washingtes State
ﬂmmwnmmols«xial
& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 45

A. List current symptoms and behaviors as exhibited during interview, conversations with
staff and medical record information as noted in the chart.

B. List reasons for hospitalization and/or nursing facility placement.

C. List behaviors and emotional problems exhibited during interview and self-reported by
the individual and/or as reported by staff.

D. This is where information you observed and gathered during the interview is written
and interpreted. Write your conclusions in a manner that is appropriate for all levels of
nursing facility staff. Note any discrepancies between what is documented as opposed to
what is observed.
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4. F History
A. Psychiatric history: (include history of suicide attempts and risk of harm to self or others)
B. Date of onset of psy [ Lessthan 1year [J 1-5years [J More than 5 years [J Unknown
C. Psychiatric hospitalizations:

Within past two years: Total during lifetime:

O None O None

[ 1 - 5 hospitalizations O 1 - 5 hospitalizations

[ More than 5 hospitalizations [ More than 5 hospitalizations

O Unknown O Unknown
D. Provide of psy (reason, location, dates, course of treatment) with emphasis on most recent hospitalization:
E. History of previous with resp of resp (if known)

F.

Current mental health services provider / Behavioral Health Organization (BHO) / agency name and telephone number:

NAME: LAST FIRST DATE OF BIRTH

LEVEL 2 PASRR INITIAL PSYCHIATRIC EVALUATION Page 20f 3

DSHS 14-338 (REVISED - 04i2019)

A. List all psychiatric history. Include inpatient treatment, outpatient treatment, any

Transforming lives
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mmwnmmolﬁxml
& Health Services

PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 46

suicide attempts, or risk of harm to self or others.
B. Onset of Psychiatric Symptoms - Check appropriate box
C. Psychiatric Hospitalizations - Check appropriate boxes

D. List reasons and course of treatment during psychiatric hospitalization(s) with emphasis
on most recent.
E. History of previous medications-List any known history or adverse reactions or failed

trials to any psychiatric medications.

F. Current MH services-List current mental health provider if known and Behavioral Health

Organization.
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5. Use History
A. s there history or current use of alcohol or substances for this individual? [J Yes [J No [J Unknown

c. use disorder O Yes [0 No Comments:

ﬁA-.’ gton State
ﬁ Department of Social
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A. Is there a history or current use of substance or alcohol for this individual? Check
appropriate box.
B. If yes, specify substances, dates and circumstances on form.

C. If yes, complete Substance Use Disorder Questionnaire and attach with evaluation.
(see previous slide)
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6. Family History
A. Family history of mental iliness? (note relationship):

B. Family history of suicide? (note relationship):

C. Family history of abuse? (note C

ﬂ Department of Social
& Health Services
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A. Is there a family history of mental illness for the individual? If yes, note relationship.
B. Is there a family history of suicide for the individual? If yes, note relationship.
C. Is there a family history of substance use for the individual? If yes, note relationship.
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7. Current Medical Information and Medications

A. Attach coples of laboratory reports, consultations, recent medical notes and the comprehensive history and physical examination and medical
diagnoses list for psychiatric review.
q as yto g medical history: review of all systems: specific evaluation of the individual's
neurological system in the areas of motor functioning, sensory functioning, gait, deep tendon reflexes, cranial nerves, and abnormal reflexes: and
in case of abnormal finding(s). which are the basis for a NF by approp

B. Attach copies of medication use profile: for purposes of psychiatric review, record medication, copy of the current physicians orders.
Specify / changes for all g frequency of PRN during the past 90 days.

C. List current psychotropic medications:

Washingtes State
m Department of Social
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A. Attach copies of all supporting medical documentation as listed on the form.
This documentation must accompany the evaluation for psychiatric review.

B. Attach copies of medication use profile as listed on the form. Attach a copy of the
current physician orders. Specify additions or changes for all medications, including
frequency of PRN medications, during the past 90 days. This documentation must
accompany the evaluation for psychiatric review.

C. List all psychotropic medications. This documentation must accompany the evaluation
for psychiatric review.
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8. Psychological Test Instruments
Total Score: nts: Comments:
[ | Mini Mental Status Exam (MMSE) —
—1 Geriatric Depression Scale (GDS) [—
[ Brief Psychiatric Rating Scale (BPRS) [
1 Mood Disorder Questionnaire (MDQ) [—
Functional assessment: (include review of MDS, any OT, PT, Speech Therapy documentation)
See h for complete information.

Jﬁk Washingten State
ﬂ Department of Social
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Testing Instruments
Complete all appropriate tests as needed documenting score and particular findings in the

comment section. If the test is not preformed or does not apply write N/A in score box for
each test.

Functional assessment

Include a review of the MDS, and any OT, PT, and Speech Therapy consults. This
documentation must accompany the evaluation.
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9. Behavioral Health Services

A. Has the individual requested behavioral health services? [ Yes [ No Ifyes, what type? Comment: =
B. Agrees to recommended behavioral health services? Yes No [J Uncertain Comment: =
C. Does the individual perceive a need for mental health services? O Yes No Comment: |

D. Were mental health services recommended in the previous Level 22 [ Yes [ No Ifyes, please describe: |

E. If mental health services were received, describe outcome: =

_!ht Washingten State
ﬂ Department of Social
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A. Indicate if the individual has requested behavioral health services.

B. Indicate if the individual agrees to any recommended behavioral health services or if
they are uncertain.

C. Indicate if the individual perceives a need for behavioral health services.

D. Indicate if the individual had any behavioral health service recommendations in the
previous Level 2.

E. Describe the outcome of any behavioral health services received in the comments box.
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B. Individual's stated goals:

C. Have there been significant changes in their support network since the last PASRR? Yes No If yes, what kind? Comment: |

D. Individual's identified skills, gths and favorite activities with i 1
NAME: LAST FIRST DATE OF BIRTH
[ | —
i ig l;r‘p\mmcn. afiﬁcx‘\va;
& Health Services
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A. List the individual’s strengths and assets according to this assessment and input from
others.

B. List the individual’s goals.

C. Identify and list the individual’s current support network and adult family situation — List
names, relationship, any potential support provided.

D. List the individual’s self-identified skills, strengths and favorite activities with interests.
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Distribution
Upon completion of Level 2 Follow Up or Significant Change
Psychiatric Evaluation Summary:

* Immediatelysend two (2) copies of the form and any pertinent
medical documentation tothe Psychiatrist for psychiatric, quality
assessor review, and for DBHR processing.

i i Department of Social
& Health Services
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Distribution of the document as listed on this slide
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The Interrupted Evaluation

(Invalidation)

i i Department of Social
& Health Services
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This form is to be used only when a Level 2 Evaluation is terminated.
The invalidation must be sent to the SNF for incorporation into the individual’s clinical
record.
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DIVISION OF BEHAVIORAL HEALTH AND RECOVERY

“" Denrtmentof o Level 2 DATE OF REFERRAL
& Health Services
e Preadmission Screen and Resident Review (PASRR) |
lnva"datlon DATE OF INTERRUPTED
Interrupted Evaluation INVALIDATION:
[
INSTRUCTIONS: This form is to be used only when a Level 2 Evaluation is terminated (see criteria below). DATE OF BIRTH:
An Invalidation must be completed and filed in the patientrecord. If the evaluation is terminated after fiteen | =
minutes or more, (not to exceed 60 minutes) this Interrupted Evaluation form should be completed, attached toa
copy of the Invalidation, and submitted to DBHR with an A19 voucher.

ﬂ an;\znm'n:afs‘r_mi
ii & Health Services
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Type or write in the Date of Referral was made
Type or write in the Date of the Interrupted Invalidation
Type or write in the Individual’s date of birth
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The evaluation was terminated after minutes (use 15 minute increments, not to exceed 60 min.)
Check one of the following

[ did not meet the criteria for serious mental illness; or
[ did meet the criteria for major neurocognitive disorder; or
[ did meet criteria for severe medical illness

Washingten State
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& Health Services

Transforming lives PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 56

After beginning the Evaluation and upon interview, your findings reveal that one of the
criteria listed on this slide applies,

Write or type in how many 15 minute increments were completed before terminating the
interview.

*PLEASE NOTE*

The Interrupted Invalidation is not indented to exceed 60 minutes in length or (4) 15
minute increments.

You should have a good idea before an hour long interview, if you need to complete the
more extensive level 2 evaluation or not.

If any of the invalidation criteria apply, check the appropriate box:
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Evaluator Information
SIGNATURE: DATE:
—
PRINT NAME: TILE
—1  —
CONTRACTOR COUNTY:
— —
i i Department of Socia
& Health Services
oG e PO Box 45050, Olympia, WA 98504 | www.dshs.wa.gov 57

Sign the form

Date the form

Print your name and title

Provide the name of your contractor if you have one
List the county where you preformed the Invalidation
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An Invalidation must be completed and filed in the patient record.

* |f the evaluationis terminated after fifteen minutes or more,
(not to exceed 60 minutes)
* The Interrupted Evaluation form must be completed
* Attachit to a copy of the Invalidation, and submit to DBHR with an A19 voucher.

i i Department of Social
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Distribution of this document as listed on this slide
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES Behavioral
Health Administration

Division of Behavioral Health and Recovery
PO Box 45330, Olympia. WA 98504-5330

To: Socia Services Dvecter
Nursing Facity
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ity State, 2p code /
. » _ LR
.

From:  Sharonl Rushing, PSR Frogram Adminiarator < £

Subject: (NamE

O 43,100 - 138) the
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resdes in your fackty or who & being admitied W10 your fackty

PASHR Lovel 2 for: (INDIVIDUAL'S NAME)

& The mursing facity 500ial work or nursing Staft must talk with the ndividusl sbout this Level 2 PASAR Evaluation
360 offer the Inciviual n GppOMUATY 10 read It discuss it, and receive 3 copy of i
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n other
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Organation RO} i your courty
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s, or caregvers
Egr e iedhvideal’s olae of Cire.
- O [ aan
o e
Neither copies of the Level.
etaarond o roed o i them.
These doauments ore confidentio) med kol recort
o on o 05 o Lo it 100 OB SRR convache Wrequest 8 updatedLave 2 Evestion.
: 2
.
o Copm el —
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What happens to all of your completed Level 2 Evaluations?

Upon psychiatric and QA review, all PASRR Level 2’s are sent to DBHR from the QA reviewer.
DBHR enters information into a PASRR database and processes evaluator reimbursements.
A copy of each completed Level 2 is sent to the respective skilled nursing facility with a
letter from the DBHR PASRR administrator directed to the SNF social work department with
instructions as to what they are to do with the PASRR recommendations.

DBHR maintains on file a copy of each completed Level 2.
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~ . o
QUESLIOINST

Please send them to:

PASRR Inquiries@dshs.wa.gov

ﬂ Department of Social
& Health Services
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For questions please send them to the PASRR inbox email address on this slide.
All questions will be reviewed and answered as quickly as possible.
This concludes today’s PASRR Evaluator Level 2 Training presentation.

Thank you for your participation.
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