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FYI…

• Previous years’ webinars can be found at: 
https://www.dshs.wa.gov/dda/consumers-and-
families/pre-admission-screening-and-resident-
review-pasrr-program

• Today’s webinar will focus on revisions to the 
form, program updates, the role of hospitals and 
nursing facilities in the PASRR process, and 
answers to frequently asked questions.

• CEUs are available. Certificates will be emailed to 
individuals who registered, logged in and 
participate through the end of the webinar. If 
you are participating as a group, the individual 
who registered must distribute certificates to the 
remainder of the group.

• Multiple caseworkers may be associated with a 
PASRR client.
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https://www.dshs.wa.gov/dda/consumers-and-families/pre-admission-screening-and-resident-review-pasrr-program


Regulations Related to PASRR/PASARR

• Both the federal government and the State of Washington 
regulate PASRR.
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– The federal rules related to PASRR can be 
found at: 42 C.F.R. 483.100 - 483.138 (Note: 
an annual PASRR is no longer required but 
CFR has not been revised to reflect this 
change.)

– Washington Administrative Code addresses 
PASRR in two sections: 388-97-1910 through 
388-97-2000 and Section
388-834

http://www.ecfr.gov/cgi-bin/text-idx?c=ecfr&SID=5fea05a8eb64820d3b7995bccaed9d83&rgn=div6&view=text&node=42:5.0.1.1.2.3&idno=42
http://apps.leg.wa.gov/wac/default.aspx?cite=388-97-1910
http://apps.leg.wa.gov/wac/default.aspx?cite=388-97-2000
http://apps.leg.wa.gov/wac/default.aspx?cite=388-834


What does PASRR do?

• PASRR has three goals:

– To identify people referred to nursing facilities who 
have an intellectual disability or related condition 
(ID/RC) or a serious mental illness (SMI);

– To determine that they are placed appropriately;

– To make sure they receive the services they need for 
ID/RC or SMI.
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Why is PASRR Important?

According to Medicaid.gov: 

“PASRR can advance person-centered care planning by 
assuring that psychological, psychiatric, and functional 
needs are considered along with personal goals and 
preferences in planning long term care”.

PASRR can enhance nursing facility (NF) care by providing 
additional disability-related services not included in the NF 
daily rate and by making recommendations to the NF.
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https://www.medicaid.gov/medicaid/ltss/institutional/pasrr/index.html
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Timeliness Matters

The PASRR team knows the importance of timely 
hospital discharges and is prepared to respond 
quickly.  However, there are steps hospitals or 

medical offices can take to ensure the process goes 
smoothly.
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What Referring Parties Need to Know

• You must complete a PASRR Level I for every person entering a 
Medicaid-certified nursing facility, regardless of whether the 
individual has Medicaid or where the individual is admitting from 
(hospital, group home, assisted living or their own home). If the 
individual is identified as having ID/RC or SMI, immediately send 
the completed level 1 to the DDA PASRR Coordinator or the HCA 
PASRR Contractor.

• The PASRR Level I form should be accessed from the DSHS 
website to ensure use of the current version.  The form number 
is 14-300.

• The current form has a revision date of September 2018. 
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http://forms.dshs.wa.lcl/formDetails.aspx?ID=995


Additional 
Considerations for 
Referring Parties

• Best practice: Include the PASRR Level I form in the hospital 
intake packet for use in anticipated NF admission.

• Share information regarding the patient with the PASRR 
evaluator as soon as possible.  To see what information is 
required, follow these links:
– §483.134 Info for MH Evaluator

– §483.136 Info for ID/RC Assessor

• Being proactive will reduce response time!
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https://www.ecfr.gov/cgi-bin/text-idx?c=ecfr&SID=5fea05a8eb64820d3b7995bccaed9d83&rgn=div6&view=text&node=42:5.0.1.1.2.3&idno=42#se42.5.483_1134
https://www.ecfr.gov/cgi-bin/text-idx?c=ecfr&SID=5fea05a8eb64820d3b7995bccaed9d83&rgn=div6&view=text&node=42:5.0.1.1.2.3&idno=42#se42.5.483_1136


What Receiving SNFs Need to Know
• As noted, the current form has a revision date of September 2018.

• If the SNF observes that referring parties are using an outdated version of the 
form, they should:

1. Inform the hospital, physicians office etc. that a new form is in use; and

2. Do one of the following:

• Request the referring party to complete a new form prior to admission; 

OR

• Complete a new form in the SNF making a note in the clients chart why the new form was 
completed. 
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• The SNF should not admit patients without PASRR completed. 
• File a complaint with Department of Health if you see a pattern of noncompliance.

https://www.doh.wa.gov/LicensesPermitsandCertificates/FileComplaintAboutProviderorFacility/FacilityComplaintProcess


Who do we contact if we feel the assessor is not 
responding in a timely manner? Medicare has 
regulations about when a patient should discharge…

For concerns about assessors, contact:
• Health Care Authority: 

• Debra Hoeman, PASRR Program Manager – debbie.hoeman@hca.wa.gov

• Developmental Disabilities Administration:
• Terry Hehemann, PASRR Program Manager - hehemtl@dshs.wa.gov

mailto:hoemadl@dshs.wa.gov
mailto:debbie.hoeman@hca.wa.gov
mailto:hehemtl@dshs.wa.gov


A Word About Guardianship or 
Power of Attorney (POA)

• Assisted decision making can’t be assumed –
current paperwork must be presented (check 
expiration date).

• POA is granted by the person requesting 
assistance and can be withdrawn at any time.

• Guardianship does not deny the right to make 
choices!

• If a PASRR determination is challenged by a 
guardian or POA, refer the issue to the PASRR 
evaluator.
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The instruction related to “significant 
change of condition” has been updated 

to match recent CMS guidance.

For more information 
about significant 
change of condition, 
see the RAI Manual 
Chapter 2 pages 28 -
30.

https://downloads.cms.gov/files/1-MDS-30-RAI-Manual-v1-16-October-1-2018.pdf
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Include the 
DSM, if 
known



• If an individual has 
all three indicators: 
REFER

• If an individual does 
NOT have all three 
indicators, but you 
believe the 
individual may have 
SMI: REFER

• The same criteria is 
used for a significant 
change. 

• For SMI (only), a 
referral for Level II is 
not required if all the 
criteria for Exempted 
Hospital Discharge are 
met and the stay is less 
than 30 days. 
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
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Referral requirements 
are clear.

An example of “another agency or 
facility that serves individuals with 
ID” might be the United Cerebral 
Palsy Association of WA or other 
similar agencies. 



Clarification About “Related Condition”
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The form makes it clear that functional limitations alone do not necessitate a 
referral.  

Functional deficits must be attributable to a severe disability which occurred prior 
to age 22 and is expected to continue indefinitely. 

This includes TBI, stroke, etc. If in doubt, refer.



A diagnosis of dementia 
does not exclude an 
individual from the 
PASRR process, but it is 
considered relevant 
information.  The PASRR 
process must be 
completed if the 
individual has a diagnosis 
of dementia. 
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Space for additional relevant 
information



What about people who are going to a NF for short-
term rehab after hospital treatment?

• To qualify as an EHD, three things must be true:

– The person will go directly from a hospital 
to the NF;

– The person will be treated for the same 
condition in the NF as they were treated 
for in the hospital; and

– The treating physician certifies in writing 
that the NF stay is expected to last less 
than 30 days.
• The signature can be electronic (see form for detail)
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Some people with ID/RC or SMI don’t need to be assessed by DDA or 
HCA prior to NF admission.  These cases are called Exempted Hospital 
Discharge (EHDs).



How does the hospital designate an EHD?
Complete Sections IIA and III in the PASRR Level I to show the EHD.

21



What happens if a person entered the facility on an EHD, but the stay later 
extends beyond 30 days and the person does not meet PASRR Level II criteria?

This should never occur because: 
• The physician should not sign this section for individuals that do not meet the Level II 

requirements; a signature indicates the physician believes the individual may have an 
SMI or ID/RC (which would require follow up after 30 days). The Exempted Hospital 
Discharge only applies to individuals who would otherwise have been referred for a 
Level II. 

• If the individuals meets all the criteria for an EHD, a physician, ARNP or PA is required to 
sign the section regarding EHD.

• If an individual admitted on an EHD and the stay extends  beyond 30 days, the SNF is 
responsible to notify the PASRR assessor. 22
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Categorical Determinations

• For individuals with ID/RC, the 
DDA PASRR Assessor typically 
completes the Level I.  

• Contact the regional PASRR 
Coordinator if you wish to refer 
someone to a NF for respite (a 
Regional DDA Authority or 
designee will sign section III).

• Respite admissions must be 30 
days or less (allowed: 30 total 
days over the course of 1 year).



How is a Categorical Determination Documented?
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Referral resources are 
listed on page 4.
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If there is credible 

suspicion of SMI or 

ID/RC but no diagnosis, 

you must complete the 

Additional Comments 

section.
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The last page 
contains 
additional 
information.  
Many of your 
questions are 
answered 
here.



What is the NF’s 
responsibility for PASRR at 
admission?
• Confirm that the PASRR process has been completed as required prior 

to admission.
• Questions to ask:

– Is there a PASRR Level I?
– Is the information in the Level I correct?
– If the Level I indicates SMI or ID/RC, has the HCA or DDA PASRR assessor 

confirmed whether the person:
• Has a disability?
• Requires NF care?
• Needs specialized services?

• Note: PASRR is conducted at admission and following a significant 
change (improvement or decline). It is not conducted annually.
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How can the NF tell if all pre-admission 
requirements have been met?

1. A completed PASRR Level II assessment
OR:

2.    For ID/RC:
– A completed PASRR Determinations and Planned Action Notice (PAN) Form (form 10-573).

» The SNF will receive a written report within 30 days of receiving a copy of the PAN
– A completed DDA PASRR Significant Change Review Form (form 10-610) indicating no PASRR impact.

For SMI:
– A completed Notice of Determination (form 15-480)
– A completed Level II Invalidation Form (form 14-413); this form remains valid unless there is a change 

in condition for the individual.

Each of the forms listed above are completed by the PASRR Assessor.
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• A Level I has been completed and appears accurate.
• When indicated on the Level I, Level II 

determinations have been completed as evidenced 
by:

http://forms.dshs.wa.lcl/formDetails.aspx?ID=17876
http://forms.dshs.wa.lcl/formDetails.aspx?ID=36643
https://www.dshs.wa.gov/sites/default/files/FSA/forms/word/15-480.doc
http://forms.dshs.wa.lcl/formDetails.aspx?ID=1124


DSHS 10-610
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What is the NF’s responsibility 
after admission?

• If you realize there are errors on the Level I (no matter how minor), or if a resident with 
SMI or ID/RC experiences a significant change of condition, the SNF must complete a new 
Level I, following all instructions including forwarding to DDA or HCA if indicated. 

• Make a note in the resident’s chart why a new Level I was completed.

• The Level I and Level II (when indicated) and most recent follow-up must be kept in the 
resident’s chart. Incorporate PASRR information into the resident’s care plan.

• If the resident discharges before you get a written report, file the report in the client’s 
chart; no follow up is necessary.

• If you have questions, contact the PASRR Assessor.
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How do I incorporate PASRR 
recommendations from the 
Level II or follow-up into the 

care plan?

• Read the entire Level II report; it contains important information 
about the individual’s goals, preferences, and strengths, as well as 
support needs.

• For DDA PASRRs, review the “professional evaluations” section.  
The NF must have these evaluations completed and provided to 
the PASRR assessor within 30 days, along with a copy of the NF 
care plan.

• PASRR goals must be incorporated into the NF care plan.
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• Specialized services (SS) are equipment, therapies, or other provisions 
that are needed by an individual because of the ID/RC or SMI.

• SS are provided in addition to NF care and are paid for by DDA or HCA.

• NF care should work in tandem with SS toward the same goals.

• SS may occur in the NF or in a community setting while the person 
resides in a NF.

• For SMI, contact your community Behavioral Health Organization.

What are specialized services?

https://www.dshs.wa.gov/sites/default/files/BHSIA/dbh/BHO/BHO_Contacts_For_Services.pdf
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How does the NF 
coordinate with 

Specialized Service 
providers?

• Keep SS goals in mind when service planning.

• Share any needed information with SS providers.

• Discuss other scheduled activities.

• Report relevant observations, concerns, or questions to the PASRR 
Assessor or  SS provider.
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Does a resident admitting directly from the ER need 
a PASRR Level I completed?

Yes; every person admitting to a Medicaid certified facility must 
have a Level I completed prior to admit.  The only exception is if the 
client is returning to the same facility they resided in prior to the 
trip to the ER.  Admissions from ERs can NOT be exempted hospital 
discharges.

See the instructions on the last page:



A PASRR Initiative:  The Communication Toolkit
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A Final Thought 

PASRR is a partnership between hospitals, NFs, 
and State Agencies;

At its center is our common desire to provide 
the most individualized, high-quality services 
for each individual we serve.



PASRR Contacts
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• Health Care Authority: 
• Debbie Hoeman, SMI PASRR Program Manager – debbie.hoeman@hca.wa.gov

• Department of Health:
• Liz Gordon, Clinical Care Supervisor, Investigation and Inspection - Elizabeth.Gordon@DOH.WA.GOV

• Developmental Disabilities Administration:
• Terry Hehemann, ID/RC PASRR Program Manager - hehemtl@dshs.wa.gov

• Home and Community Services:
• Julie Cope, System Change Specialist – copejf@dshs.wa.gov

• Residential Care Services:
• Lisa Herke, NH Policy Program Manager -herkela@dshs.wa.gov

mailto:hoemadl@dshs.wa.gov
mailto:hoemadl@dshs.wa.gov
mailto:Elizabeth.Gordon@DOH.WA.GOV
mailto:hehemtl@dshs.wa.gov
mailto:copejf@dshs.wa.gov
mailto:-herkela@dshs.wa.gov


Where can I find more information?

ID/RC PASRR Internet Site:

https://www.dshs.wa.gov/dda/consumers-and-
families/pre-admission-screening-and-resident-review-
pasrr-program

SMI PASRR Internet Site:

www.hca.wa.gov/pasrr
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https://www.dshs.wa.gov/dda/consumers-and-families/pre-admission-screening-and-resident-review-pasrr-program
http://www.hca.wa.gov/pasrr

