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Welcome to the PASRR webinar this morning/afternoon. 

Before we start there are a couple of housekeeping items we would like to review: 
You will be in “listen only mode” throughout the webinar. 
If you have questions during the webinar, please type them into the “Chat” or “Question” feature. Please do not use any resident specific information. All questions will be answered at the end of the webinar. It is very likely that most questions will be covered in our presentation today, so we encourage you to wait until we are getting close to wrapping up and then submit your question.
A copy of this presentation will be available on the DDA and HCA websites. You are free to share the final presentation with your colleagues and partners. 



To rename yourself, pull up the 
participants list, find your name, 
and right click.
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Welcome! 

So you know who is with us presenting today, we’ll introduce ourselves

My name is Beth Loska and I am the Behavioral Health LTC Coordination Manager for PASRR, with the Health Care Authority.

Hello!  I’m Tiffany Meyers, from Residential Care Services.  I am the Nursing Home Policy Program Manager

Hi Jodi Lamoreaux, from Residential Care Services.  I am the Nursing Home Policy Program Manager

Hi, I am Rebecca Kaiser, from the Nursing Facility Policy Unit and I am the RCL Enrollment Specialist.

Hi, I am Debbie Hoeman, Behavioral Health Policy Program Manager, with Residential Care Services. 

Hi, I am Heidi Johnston, PASRR Program Manager with the Developmental Disabilities Administration.

Hello! I’m Yvonne Alexander, PASRR Coordinator for the Developmental Disabilities Administration.



For Your Information …

• We will focus on the unique roles of Washington 
hospitals, clinic and nursing facilities regarding 
federally mandated Pre-Admission Screening and 
Resident Review.

• PASRR helps our patients in their journey from 
hospital to skilled nursing facility, using person-
centered practices and integrated care.
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We hold PASRR webinars annually. With us today we have skilled nursing facilities, hospitals, DSHS staff (DDA, HCA, ALTSA) and HCA contractors. 

We welcome all in attendance and would like to mention that this year’s webinar includes updates from the February 2020 Notice of Proposed Rule Changes for PASRR (CMS-2418-P).  

Today’s webinar will focus on the Unique roles of Washington Hospitals, Clinics and Nursing Facilities regarding the Federally Mandated, PreAdmission Screening and Resident Review (PASRR).

Our goal in PASRR is to Initiate, Evaluate & Incorporate person-centered practices and identify strategies to better integrate supportive community & state-provided services – assisting each patient in their journey from a Hospital to a Skilled Nursing Facility.



Purpose of PASRR is to:

• Transition resident to most supportive and least 
restrictive setting.

• Identify person-centered services critical to the 
success of the most vulnerable.

• Continuously improve quality and delivery across 
the state.
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The PASRR process here in Washington continues to grow evolve.  We serve a diverse population with a diverse team, and collaboration and support are vital to the progression and expansion of PASRR. 

PASRR ensures the resident is transitioned to the most supportive and least restrictive environment, while providing specific recommendations for Facilities to incorporate into Care Plans
PASRR prioritizes identification and delivery of critical services to the most vulnerable, while prioritizing continuous quality improvement to ensure PASRR remains person centered to ensure enforcement of this program uniformly across the state.




Regulations Related to PASRR

Both the federal government and the State of Washington regulate 
PASRR.

• 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 Code of Federal Regulation 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.
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Hello, first I’d like to clarify the PASRR abbreviations.  You might sometimes see Pre-Admission Screening and Resident Review abbreviated as P-A-S-R-R and sometimes it is spelled P-A-S-A-R-R.  The two acronyms are used interchangeably.  The federal rules formerly required an annual review and the second “A” in the P-A-S-A-R-R spelling stood for “annual.”   

The requirement for an annual assessment was discontinued in 1996, though the Code of Federal Regulations, or CFRs, have not been updated to reflect the change.  

So, a new PASRR is not required annually, but is required whenever a resident with Serious Mental Illness (SMI) or Intellectual Disability or Related Condition (ID/RC) experiences a significant change in condition, or if a resident is newly identified as having a SMI or ID/RC.  Additionally, Developmental Disabilities Administration (DDA) completes follow-up evaluations for people who remain in a Nursing Facility longer than 90 days.
 
For your reference, this slide shows the federal and state rules related to PASRR.  
For Washington State, rules are found in the Washington Administrative Code, known as WACs.  For Nursing home specific rules, look at 388-97-1910 through 388-97-2000.  Rules specifically related to Developmental Disabilities are at 388-834.  
The federal regulation is found at 42 CFR 483.100 through 483.138. The guidance for those rules is found in Appendix PP, at F644 and F645.

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-483/subpart-C
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-483/subpart-C
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


Developmental Disabilities Administration 
PASRR Program Behavioral Health/Serious 

Mental Illness PASRR Program

We all use the same 
Level I 

Pre-Admission and Resident Review Form

Department of Social and Health 
Services

Health Care Authority 
Medicaid State Agency
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PASRR Is a federal program, however, in Washington state, the responsibilities for PASRR are divided among different Agency’s.  The Department of Social and Health Services administers their DDA PASRR Program through the Developmental Disabilities Administration. The Health Care Authority administers the BH PASRR Program through appointed, regional PASRR evaluators. 

If a client has both an ID/RC and Serious Mental Illness concern, the Level I PASRR evaluation should be completed and sent to BOTH DDA and BH PASRR. Please direct your questions regarding Intellectual Disabilities and Related Conditions to DDA and your Serious Mental Illness (SMI) questions to HCA. 

Both sections of PASRR utilize the same Level I PASRR Pre-Admission and Resident Review Form, but there are a few key differences that are worth noting.

The DDA’s PASRR Program is
Staffed by state employees
Able to return to the facilities for regularly scheduled Follow-ups
Most recommended services are arranged by DDA

The BH PASRR Program
Delegates authority to Independent Contractors
Only return due to Significant Change in Condition or need for Follow-up
Recommended services are coordinated by the Skilled Nursing Facility with Managed Care Organizations (MCOs)




CMS
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The purpose of PASRR is to provide a preadmission screening that includes in determinations based on a physical and mental evaluation of each individual with a known or suspected mental illness or intellectual disability.  These individualized recommendations are needed prior to nursing facility admission, as they are incorporated into the patient’s care plan to assist the patient in transitioning to their new environment.

CMS Provides Federal Guidelines for PASRR and determines the timeframes, information to include in Level I and Level II PASRR Forms, as well as how to provide continuous quality monitoring of the PASRR program.

Our Hospital and Community Partners initiate the PASRR Level I when a patient might be a candidate for a nursing facility.  The hospital initiates and forwards the Level I,  prior to discharge, to either the DDA or HCA Administrative Partner or both.  PASRR Evaluators have timeframes and other requirements for their assessments, so prompt and courteous coordination with PASRR evaluators is greatly appreciated.

Please note - There has been extensive clarification from CMS regarding the PASRR Process and which documents equate to the Preadmission Screening Evaluation.  The Level I form filled out by community partners does not provide the level of detail needed for nursing facilities to incorporate into their care plan mandated for PASRR compliance by RCS, so the Level II is considered to be the Vital Assessment  - “Preadmission Screening evaluations for PASRR must be performed prior to NF admission (per section 1919(b)(3)(F) of the Act)” and must be completed by state appointed PASRR evaluators.  Once completed, this evaluation includes a Notice of Determination and the completed Level II screening.




Hospitals and 
Community Partners

• Hospital admission is the ideal time to 
identify potential PASRR clients.

• Hospitals & clinics referring Level I 
PASRR forms are expected to adhere to 
state policies.

• Level I referrals may be initiated by 
specialty providers as well (Internal 
Medicines, etc.).

• “For a respite admission for those with 
SMI indicators, The PASRR Level 2 
(either an invalidation or full 
evaluation) must still be completed 
prior to Hospital Discharge/ NF 
admission.”  Pg 5, Level I PASRR Form.
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This slide identifies hospital responsibilities and other medical settings that could also be required to forward a Level I Referral (part of the initial MDS Assessment)

Hospital Admission is the Ideal Time to identify potential PASRR Clients as it allows for schedule coordination between the hospital and the PASRR evaluator
DDA has a lead time – 2 days
HCA has a lead time – of 72 hours
Hospitals & Clinics referring Level I PASRR forms are expected to adhere to state policies.
Level I referrals can also be initiated by specialty providers as well (Internal Medicines, etc.)
“For a respite admission for those with SMI indicators, The PASRR Level 2 (either an invalidation or full evaluation) must still be completed prior to Hospital Discharge/ NF admission.”  per Pg 5, Level I PASRR Form.




Important Notice – WA Level I Forms

• Addition option for PASRR Level I referral coming soon:
• PASRR screener cannot rule out possible MI/ID/RC based on the available 

data.
• The completed Level 1 is sent to the PASRR Evaluators/Assessors for 

determination. 

• Please fill out Level I forms with all relevant data.
• Your signature on the Level I form is an attestation that you have properly 

screened the individual. This form is a federal requirement and should 
include all pertinent data.

• Do not leave the Level I blank. 

10
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Addition options for PASRR Level I referral coming soon:
One Option will state that the PASRR screener cannot rule out possible MI/ID/RC based on the available data.
The completed Level 1 would still be sent to the PASRR Evaluators/Assessors for determination. 
Please fill out Level I forms with all relevant data.
Your signature on the Level I form is an attestation that you have properly screened the individual. This form is a federal requirement and should include all pertinent data.
Do not leave the Level I blank. 



DDA HCA RCS

SMI/BH, DD/ID, RC

HCS

• A client does not have to be 
eligible for DDA state 
services to qualify under 
PASRR.

• PASRR Is more inclusive!
• Refer all clients with ‘known 

or suspected’ mental health 
concerns.

• Traumatic brain injuries and  
stroke are examples of 
related conditions if they 
occurred prior to age 22.
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DDA – Developmental Disabilities, Intellectual Disabilities and Related Conditions
HCA is the Behavioral Health authority for Washington State
Residential Care Services – Nursing Home Survey/Inspection
Home and Community Services - Home and Community Based Services Waiver
•A client does not have to be eligible for DDA state services to qualify under PASRR.
•PASRR Is more inclusive!
•Refer all clients with ‘known or suspected’ mental health concerns.
•Traumatic brain injuries and  stroke are examples of related conditions, however, when they occurred is important- before the age of 22 is covered by DDA.



Nursing 
Facilities

• Nursing Facilities should not admit 
clients without a complete Level II 
PASRR evaluation.

• Specialized service recommendations 
from PASRR should be reviewed by a 
multi-disciplinary team.

• These recommendations should be 
incorporated into the individual’s care 
plan.

• Minimum Data Set review could 
indicate PASRR conditions or other 
changes in resident behavior would 
indicate the need for a significant 
change.
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According to WAC 388-97-1915, Nursing Facilities must not admit clients without a complete Level II PASRR evaluation.
•Specialized service recommendations from PASRR should be reviewed by a multi-disciplinary team.
•These recommendations should be incorporated into the individual’s care plan.
•Minimum Data Set review could indicate PASRR conditions or other changes in resident behavior would indicate the need for a significant change.



What does PASRR do?  

PASRR has three goals:
• To identify people referred to nursing facilities who have 

an intellectual disability or related condition or a serious 
mental illness.

• To determine that individuals are admitted appropriately.
• To make sure individuals receive the services they need 

for ID/RC or SMI.
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PASRR has three goals:

The first goal of PASRR is to identify people referred to nursing facilities who have an intellectual disability or related condition (ID/RC) or a serious mental illness (SMI);
The second goal is to ensure that the individuals with the serious mental illness, Intellectual disability or related condition are admitted appropriately.  This means the person is admitted in a home that is the least restrictive setting that still meets their particular care needs.
The third goal of PASRR is for each person identified through the PASRR process to receive the services they need, if they are identified as needing services.  The services I’m describing are services that are specific to their serious mental illness or intellectual disability or related condition.  



Why is PASRR important?

According to Medicaid.gov: 
“PASRR can also 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 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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The first goal of PASRR is to identify people referred to nursing facilities who have a “known or suspected” intellectual disability or related condition (ID/RC) or a serious mental illness (SMI);
The second goal is to ensure that the individuals with the serious mental illness, Intellectual disability or related condition are admitted appropriately. This means the person is admitted in a home that is the least restrictive setting that still meets their particular care needs.
 
The third goal of PASRR is for each person identified through the PASRR process to receive the services they need, if they are identified as needing Specialized services.  The services I’m describing are services that are specific to their serious mental illness or intellectual disability or related condition and are not included in the daily rate or typical treatment.

https://www.medicaid.gov/medicaid/ltss/institutional/pasrr/index.html


The instructions related to 
“significant change of condition” 

have been updated to match 
recent CMS guidance.

For more information about 
significant change of condition, 
see the Resident Assessment 
Instrument Manual pages 2-24 
through 2-29.
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Level I is completed by the referring party – usually a hospital or community medical office.
For those completing Level 1’s, please fill out the entire first section with all information available.

Level II is completed by the behavioral health or intellectual disability PASRR evaluator – or both, if dually diagnosed.

For more information about significant change of condition, see the Resident Assessment Instrument Manual pages 2-24 through 2-29. The instructions related to “Significant Change of Condition” have been updated to match recent CMS guidance.

https://downloads.cms.gov/files/mds-3.0-rai-manual-v1.17.1_october_2019.pdf
https://downloads.cms.gov/files/mds-3.0-rai-manual-v1.17.1_october_2019.pdf


Include the 
DSM, if 
known
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Please read the form carefully and provide as much information as possible to assist the evaluator.





• If an individual does 
NOT have all three 
indicators, but you 
believe the individual 
may have SMI, refer 
to PASRR. 

• Any positive findings 
in Section 1.A.1., to 
include anxiety 
and/or depression 
refer to PASRR.

 
• 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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If an individual does not have all three indicators, but you believe the individual may have SMI: Refer for PASRR
 
If an individual has any positive findings in Section 1.A.1 – even if it is just anxiety and/or depression, refer for PASRR.
 
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.




Click to add text

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. 

Referral requirements are clear.
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In section B, the referring party determines whether the individual should be referred to the DDA PASRR team for possible intellectual disability or related condition.
There are 4 ways a person qualifies to be referred to DDA.
If the person is a DDA client, answer “yes” to question #1. After answering “yes” to #1,  jump down to #11 (Answer “yes” there also, and refer.  Question 11 is always answered yes if the person is being referred to the DDA PASRR team.
If the person isn’t a DDA client, or if you’re unsure, answer questions 2-5. If there’s no evidence that an answer is “yes”, the question should be answered “no”.  If the answers to 2 – 5 are all “yes,” then the person qualifies for referral under intellectual disability (or ID).  Answer yes to #11, and refer to DDA.
If the person hasn’t qualified as a DDA client or under ID, complete questions 6-9 to see if the person should be referred under related condition (or RC). Those questions are: If all the answers in this section are “yes”, answer “yes” to #11 and make the referral.
If you haven’t referred the person as a DDA client, or as a person believed to have ID or RC – intellectual disability or related condition – but you still have reason to believe one of these conditions may exist, answer “yes” to questions #10 and #11 and refer.  If you answered yes to #10 –- explain what leads you to this conclusion.
Question 12 is optional.  If you have additional information that may be useful to the PASRR assessor, please enter it here.




Clarification about “Related Condition”

• 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 before age 22 and is expected to continue indefinitely. 

• This includes TBI, stroke, etc. If in doubt, refer.
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Occasionally, we get a referral for someone who had mostly “yes” answers here but at least one question was “no”.  For example, a person who experienced a traumatic brain injury may have a disability that causes functional limitations similar to a person with intellectual disability, and it may be expected to continue for life, but if the TBI occurred at age 40, this is NOT a related condition.  If it occurred at age 20, all questions would be answered “yes” and the person should be referred.  If you don’t know when the TBI occurred, you may refer this person by answering “yes” to question # 10, the one about having reason to believe the person has ID/RC in the absence of conclusive evidence.




Space for additional relevant 
information

A diagnosis of dementia does 
not exclude an individual from 
the PASRR process, and it is 
considered relevant information.  

The PASRR process must be 
completed if the individual has a 
diagnosis of dementia. 
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Section C should be completed with any relevant information available to you.  These questions are helpful for staff at the nursing facility where the person is being referred, and also for the PASRR team. This includes dementia,delirium and other MH concerns.  If someone is homeless, they should be considered for MI/substance use disorders and would be eligible for a PASRR Level II Evaluation.  When in doubt, please refer.




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

The treating physician, Physician’s Assistant, ARNP, or regional authority, certifies in writing that the NF stay is expected to last less than 30 days.
The signature can be electronic (see form for detail) et




How does the hospital designate an 
Exempted Hospital Discharge?

Complete Sections IIA and III in the PASRR Level I
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Section 2A is used to indicate an exempted hospital discharge.
Note that all 3 boxes at the top of this section must be checked to indicate exempted hospital discharge.
In section 3, check exempted hospital discharge.
The name and signature block refers to the treating professional – dr., Physician’s Assistant or Advanced Registered Nurse Practitioner
If ID/RC indicators are present, send completed L1 to your DDA PASRR team.
Keep in mind, NFs and PASRR evaluators have been asked to report hospitals to DOH if a hospital demonstrates a pattern of EHD when > 30 days

•*This information is important to share with case managers and floor staff.



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?
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If the person doesn’t have indicators of ID/RC or SMI, skip this section.

If person admits under EHD, contact PASRR assessor as soon as you become aware the stay may extend beyond 30 days.
This should be rare since the treating professional is certifying in writing that the person is expected to need treatment for 30 days or less.
The NF is responsible to contact the PASRR team as soon as they become aware the stay may last longer than 30 days.  A facility can be cited if the Level I on file is for an exempted hospital discharge but the admit date is more than 30 days in the past.

ADDED NOTES:
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. 



What about people who admit to the NF for a respite stay?

• 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 one 
calendar year).
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For individuals with ID/RC, the DDA PASRR Assessor completes the Level I.  
A physician’s office should contact the regional PASRR Coordinator if you wish to refer someone to a NF for respite (PASRR staff will sign section III).
Note that PASRR staff doesn’t refer people for NF care, but they are required to complete a L1 before respite can occur.
Respite admissions must be 30 days or less (allowed: 30 total days over the course of 1 year).




What is a Categorical Determination?
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A respite admission for a person with intellectual disability, related condition, or serious mental illness results in a categorical determination.
Most determinations made by a PASRR assessor are done individually, by interviews and record gathering.  For respites of 30 days or less, PASRR may categorically determine that specialized disability services are not needed.
The reason for deciding this categorically is that people who are on short term respite generally won’t be admitted long enough to benefit from a specialized service.
The authority to make a categorical determination is established in the Medicaid state plan.




If there is credible suspicion of 
SMI or ID/RC, but no diagnosis, 

you must complete the 
Additional Comments section.
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Section 4 questions are for summarizing your findings and then direct you to the BH & DDA Contact information.  

Be sure your information is consistent through out the form.

The “Additional Comments” section is where you document your creditable suspicion of SMI, ID/RC.




The last page 
contains 
additional 
information.  

Many of your 
questions are 
answered 
here.
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The last page of the PASRR Level I is Page 5, and is usually not included with hospital documents – it contains valuable additional Information. You may find answers to your questions here regarding what constitutes as credible suspicion, criteria for exempted hospital discharges as well as timeliness and distribution criteria for the PASRR Level I.




COVID-19: 
PASRR timelines no longer in effect
• In March 2020, Washington received CMS approval of an 1135 waiver 

that impacts PASRR timelines.

• This waiver allowed that PASRR Level 1 and Level 2 assessments not 
be required for 30 days after admission.

• The waiver is NO longer in effect.  PASRR must be completed BEFORE 
admission to a nursing facility. 
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In March 2020, Washington received CMS approval of an 1135 waiver that impacts PASRR timelines.  An administrator letter was issued related to the waiver, which is no longer in effect.





Back to Basics: 
PASRRs must be completed before admission

The nursing home bears the responsibility to track admissions 
and obtain a Level 1 and Level 2, if indicated.

A facility could be cited for failing to obtain a PASRR Level 1 
and a Level 2 before to admission.

Presenter Notes
Presentation Notes
HJ

Hospitals must ensure to send positive Level 1’s to PASRR.  Nursing facilities should not accept patients who do not have a completed Level 1 and Level 2 if indicated.

The nursing home bears the responsibility to track admissions and obtain a Level 1 and Level 2, if specified.

A facility could be cited for failing to obtain a PASRR Level 1 and a Level 2 prior to admission.




DDA PASRR can help people with intellectual 
disabilities or related conditions

•Assistive Technology.
•Therapeutic Supplies.
•Remote Services.
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DDA PASRR assessors have purchased assistive technology such as iPads to help nursing facility residents stay in touch with friends and family, they may not be able to meet with in person.

Therapeutic supplies include items recommended by behavior professionals that help with self calming.

Some DDA PASRR services have continued to be provided by phone or teleconference.  These include planning for community activities and skill development.

Communication with the PASRR Team is highly important for the resident, the PASRR Team and the nursing facility! Informing the PASRR Team when residents experience changes is HIGHLY important to ensure PASRR is providing the best services possible to the resident. It also helps the nursing facility remain compliant with requirements. 




Communication with the PASRR team is highly 
important for the resident, the PASRR Team and 
the nursing facility! 

• Let PASRR know as soon as possible if a PASRR resident:
• Has a significant change in condition.
• Is diagnosed with COVID.
• Is hospitalized.
• Experiences behavior challenges.
• Requests supports in addition to regular NF care.
• Passes away.
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Communication with the PASRR Team is highly important for the resident, the PASRR Team and the nursing facility! 

Informing the PASRR Team when residents experience changes is HIGHLY important to ensure PASRR is providing the best services possible to the resident. It also helps the nursing facility remain compliant with requirements. 

Let PASRR know as soon as possible if a PASRR resident:
Has a significant change in condition.
Is diagnosed with COVID.
Is hospitalized.
Is experiencing behavior challenges.
Is requesting supports in addition to regular NF care.
Passes away.




Residential Care Services
Behavioral Health Support Team

• Create Long Term success for people with behavioral 
challenges living in long-term and community-based 
settings. 

• Provide clinical and regulatory expertise to facility staff to 
help them provide high-quality, person-centered care 
while remaining in compliance with regulations. 

BHST Mission:

Presenter Notes
Presentation Notes
DH

The BHST is a small but mighty team made up of 6 consultants, 1 trainer, 1 Outcome Improvement Specialist and a Unit manager.  

This amazing team has the mission of: 

Creating long-term success for people with behavioral challenges living in long-term and community-based settings. 
We also aim to provide clinical and regulatory expertise to facility Staff to help them provide high-quality, person-centered care while remaining in compliance with regulations. 






Why you Might Call the BHST!
• Are you preparing to admit a new resident? 
• Are you struggling to provide care & 

services because of a resident's behaviors? 
• Are you looking for training about 

behavioral health or mental health? 
• Do you have regulatory questions?
• Are you looking for new ways to approach 

care & services? 
• Are you looking for a way to better 

understand the residents you serve?  
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The BHST is a support service for long term care providers. Though there are many reasons why it might be appropriate to reach out to the BHST some of the common reasons include: 

Accepting a new resident. When considering the acceptance of a new resident you might have concerns about the admission or how to create plans that support the residents care needs. 

Commonly the BHST is called when a provider or facility is struggling to provide support to a current resident who has challenging behaviors. It’s important to note that behaviors are not necessarily tied to a diagnosis, as challenging behaviors can range from resistance to care, yelling out, all the way to aggressive or assaultive behaviors. 

If you are looking for free training around behavioral health, mental health and improving the quality of services look no further! 

Additionally, the BHST also provides support around new ways to approach care and services and ways to better understand the residents you serve. 

One of the biggest take aways from this short presentation is to call. If in doubt reach out and the BHST will see how they can assist. 




Resident Specific Consultations 
•Consultations Include: 

• Behavioral Health 
Interventions 

• Regulatory Expertise 
• Community Resources
• Communication & 

Coordination with Case 
Management Teams 

• …And More! 
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The BHST was created with funding through the mental health transformation initiative with the hope of creating additional community capacity and supports for high needs residents. One of the many ways the BHST does this is through the Resident Specific consultation. 

Resident specific consultations are created with one, or up to three, residents as the subject of the consultation. 

Information in each consultation is dependent on the determined need of the facility based on information identified in the processing of the request, the conversation with the facility staff and conversations with others, such as the case management team. 

Through this process the behavioral health quality improvement consultants, also referred to as BQIC’s, determine with providers and others such as case managers the challenges the facility faces when attempting to provide care to their resident. With this information we create consultation documents that place emphasis on these concerns, while providing: 

Behavioral Health Interventions and approaches 
Regulatory Expertise 
Community Resources 
And more depending on the need. 

Generally, the BHST provides the above-mentioned information through an in person meeting at the facility with LTC staff, where we provide LTC staff with: 

 The resident specific consultation document
 Our teams Best Practice and Regulatory Information Document 
And two Additional materials documents 





Preliminary Technical Assistance

Reasons to 
Consider 

Submitting a PTA: 

The resident has a 
history of failed 

placements. 

The resident has a 
history of challenging 

behaviors. 

Facility Staff are unsure if 
they can provide care 

and services to a 
potential resident. 

Facility staff want to 
have a better plan or 

identified interventions 
upon the resident’s 

admission. 

Facility staff have 
regulatory concerns. 
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Another facet of the resident specific consultation service is what we call a PTA or Preliminary Technical Assistance consultation. 
This service is essentially a pre-placement consultation intended to help the provider increase their understanding of the regulations and interventions as they prepare to admit a resident who has a known history of challenging behaviors. 
Some of the more common reasons we see PTA requests are: 
The Resident has a history of failed placements.
The resident has a history of challenging behaviors.
The facility staff is unsure if they can provide care and services to this potential resident. 
The facility staff wants to have a better plan and identified interventions upon their resident's admission.
The facility staff has regulatory concerns.  






Connection 
Café: 

An Informal 
Q & A 

Opportunity 
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Over the years the BHST has learned that there are times where a facility needs support, wants to ask general questions, address general concerns or address gaps in knowledge that doesn’t include a specific resident at the root of the request. To meet this need the BHST has created an opportunity called the connection café. 

This is an opportunity for all LTC staff, regardless of discipline, to participate in an informal question and answer session with a BQIC. 

In addition to the informal question and answer sessions, the connection café format has also morphed into a platform to address specific topics of the facilities choice. Some of which include, sexuality in long term care, care planning, organizational and staff development, residents who participate in drug seeking behaviors, and so much more… 

As seen on your screen we have a flyer that explains the service. 



BHST Training 

• Free Trainings! 
• Many Classes have Continuing 

Education Credits Awarded for 
Completion. 

• Courses are generally 1-2 Hours in 
Length. 

• All Training are Provided Through 
Zoom to Improve Access to LTC 
Staff Statewide! 
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Behavioral Health Training Specialist provides unique training opportunities that marry behavioral health expertise with regulatory technical assistance. The BHST trainings are FREE and range anywhere from 1-2 hours in length, on a variety of topics. 

Many of these trainings are also approved to provide continuing education credits to those who complete the training. We are also working on getting all BHST offered trainings CE approved in the future. 

Please note that our trainings are currently primarily web based via zoom. We have made this decision in order to ensure providers across the state can access the same great trainings without barriers like travel or long wait times. However, upon special requests, our trainer does provide on site training as needed. 







Behavioral Health Training: 
• Coping with Abuse (2.5 CEU)
• Trauma Informed Care (1.5 CEU) 
• Active Listening (1.5 CEU)
• Professional Boundaries (1 CEU)
• Mandated Reporting (1 CEU)
• Documentation Basics (2 CEU)
• Co-occurring Disorders (2 CEU)
• Greif and Loss 
• …And more! 
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Here on the BHST we are proud to announce that we have many trainings available to LTC providers and Staff. A few examples of our current trainings are: 

Suicide Prevention and Responding to Concerns 
Professional Boundaries: Residents with Sexualized Behaviors and Dementia 
Documentation Basics 
Trauma informed Care 
Active Listening 
Mandated Reporting 
Crisis Response & De-escalation 
Improving Resident Quality of Life 
Greif and Loss 
Coping with Verbal and Physical Abuse 
…. And many more! 

In addition to a short list of our trainings, on the slide you see an example of our monthly training calendar. This calendar can be found on the BHST website and are posted by the 15th of each month. Our calendar is also sent out monthly to all LTC providers monthly to ensure they are aware of training opportunities available to them. 

If you are interested in training the BHST provides, the process of signing up is simple! When accessing a training calendar, there is a small link below the title of the training that states ‘Click here to Register.’ Select that link and put in your required information. Shortly after a link for the training will automatically be sent to you! 




Technical Assistance, Staffing’s & 
Regulations 

The BHST Assist’s With: 

• Answering Regulatory Questions

• Advising within Complex Case Staffing’s 

• Advising on Complex Situations 

Presenter Notes
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Another facet of the BHST services is our technical assistance and staffing. 

Everything the BHST does falls under the umbrella of technical assistance. Under this umbrella the BHST has the unique ability to advise around LTC regulations, where traditional field staff in RCS are not allowed. 

Because of our unique ability to advise, we often receive questions around how certain complex situations fit with a facility's specific regulations. When we provide staffing around these regulatory based questions we consider the many elements of a situation, the potential regulations that may affect the situation and provide the LTC facility with advisement on how to proceed with providing care and services within the minimum licensing requirements. 

In addition to regulatory questions, at times the LTC facility does not require a full consultation to meet their need or answer their questions. In this case, the consultant will take all of the information from their research and advice the provider through a phone or web-based video call. 
These staffing's often come with the BQICs recommendations, resources, our Best Practice and Regulatory Information packet, our additional materials documents and communication with case managers and others involved. We also are following up conversations with emails to the providers and often case mangers to ensure information is shared to all who are involved in the specific situation. 
We aim to meet the need of the facility and specific situation to positively impact the ability to provide care and service. No matter what service is rendered please know that we aim to meet your needs. 







How Do I Send A Referral? 

RESIDENT NAME / DOB NAME OF THE HOME / 
FACILITY

CONTACT NAME / PHONE 
NUMBER OF A PERSON AT 

THE FACILITY 

A BRIEF EXPLANATION OF 
WHAT IS GOING ON (SUCH AS 

BEHAVIORS OR CONCERNS)

FACILITY APPROVAL FOR THE 
BHST REFERRAL 

Send General-Inquires to: 
RCSBHST@dshs.wa.gov 

Send Training Requests to: 
ALTSABHSTTRAINING@dshs.wa.gov
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Not sure if you should refer? That is okay! The BHST encourages you to reach out and we can figure it out together! 

On the screen you will see a QR Code, this code, once scanned with your phone will bring you to the BHST webpage where you will find information about our services, the training calendar and even testimonies from individuals who have used our services. 

If you wish to submit a referral, they can be sent to the BHST inbox: RCSBHST@dshs.wa.gov

Generally, we need:  Residents Name/ DOB, Name of the Facility, Contact Name and Phone Number of a Person at the Facility, a Brief Explanation of what is going on (such as behaviors or concerns), and Facility Approval for the BHST referral (of course if you are calling from the facility, consent to services is implied!)
Please note that if we do not have the approval from the facility, we cannot process the intake. This is one of the most common reasons referrals to our team are delayed!  Thank you so much for your time! We look forward to hearing from you in the future! 





mailto:RCSBHST@dshs.wa.gov
mailto:ALTSABHSTTRAINING@dshs.wa.gov


Significant Change of Condition

Significant change definition is in the Resident Assessment 
Instrument, RAI, Manual, in Chapter 2

Referrals to PASRR for significant change
• Must be done promptly.
• Required for individuals who have been previously identified 

by PASRR as having mental illness, or intellectual disability or 
related condition.

• Required for those not previously identified.
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What is meant by Significant change:
A “significant change” is a major decline or improvement in a resident’s status that: 
1. Will not normally resolve itself without intervention by staff or by implementing standard disease-related clinical interventions, the decline is not considered “self-limiting”; 
2. Impacts more than one area of the resident’s health status; and 
3. Requires interdisciplinary review and/or revision of the care plan.

A significant change also is:
Interdisciplinary team determination
Self limiting – won’t normally resolve itself – if not resolved within 2 weeks, sig change assessment should occur.  For PASRR referral, DO NOT wait until the Sig Change Assessment is needed (2 weeks) – make the referral as soon as the changes are evident.
Two or more areas of decline or improvement, though staff can decide if one area is significant enough to warrant an assessment

Referral required for residents who have been previously identified by PASRR to have mental illness, Intellectual Disability, or a related condition.
Referral also required for individuals not previously identified to have MI, ID or related condition, if the individual exhibits behavioral, psychiatric or mood symptoms that suggest MI, or if an ID was not previously identified and evaluated through PASRR
Referral required for a resident transferred, admitted or readmitted to a NF following an inpatient psychiatric stay or other equally intensive treatment

A final word about significant change
When making determination, it must be individualized – what is a sig change for one person may not be for another. This is why PASRR is reviewed client by client, ensuring resident centered care and considerations.



Referral to PASRR for significant change may 
not be necessary if…

The resident is expected to return to baseline function within two 
weeks, and any one of the following apply:

• The interdisciplinary team, IDT, can initiate corrective action to 
address the symptoms.

• A short-term illness is causing the symptoms.
• Cyclical signs and symptoms are associated with a previous diagnosis.
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When is a Significant Change not necessary?

Example of the IDT initiating corrective action to address symptoms:
When a resident is experiencing anticipated side effects from a psychoactive medication while the team is attempting to establish an effective dose level
Corrective action = the IDT can monitor, manage symptoms, and communicate with the physician to make further med adjustments if needed.

Example of short-term illness:
Resident has a mild fever secondary to a cold, and the IDT expects the resident to fully recover.

Example of cyclical signs and symptoms:
Resident with previous diagnosis of bi-polar disease shows signs of depressive symptoms.

It is always important for the IDT to document team discussion and the team’s rationale for determining whether a situation is a significant change for the resident or not.  The team’s thinking should be obvious to someone who was not present at the team’s decision-making when documentation is reviewed.




Resident-Centered Care Planning

Services

Best Outcome

Goals and Preferences

Presenter Notes
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RK:
At the bottom of the pyramid – the foundation, is the resident, and the resident’s goals and preferences

Care planning must set objectives for the best outcome for the resident – highest practicable physical, mental and psychosocial wellbeing.
Care planning must determine what interventions or services are needed to achieve the goals of the care plan

Federal and state rules require a care plan based on the assessment. The Care Plan must be:
Updated as resident needs change, and with a significant change, and reviewed at least quarterly.
Developed and completed by an interdisciplinary team – IDT’s allow different perspectives and expertise while collaborating effectively to create positive outcomes with resident goals. 
Person Centered and individualized. 
The resident or resident representative must be involved in the process of goal setting and care planning. 



How do I incorporate PASRR recommendations from the Level 
II or follow-up into the care plan?

Presenter Notes
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RK:
Federal requirements at F656, CMS requires that PASRR recommendations be incorporated into the care plan.

When incorporating the recommendations into the care plan:

First, read the entire Level II report.  It contains important information about the individual’s history, goals, preferences, strengths, and support needs.  It can be a valuable tool to gain knowledge about the resident. Information in the PASRR report can help to strengthen your entire care plan.

For DDA PASRRs, review the “professional evaluations” section.  If an evaluation by a professional is requested, the NF must have the evaluation completed and provided to the PASRR assessor within 30 days, along with a copy of the NF care plan.  The professional evaluations are important to the assessor because they often help determine what Level 2 services would be most appropriate for the resident.

PASRR recommendations are centered around the needs of each individual and support the person-centered approach.



Resident Care 
and 

PASRR

Presenter Notes
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PASRR helps support better health outcomes and increased satisfaction with care.

The PASRR evaluation and services are person centered and designed to improve the resident’s life.  They are individualized to the resident’s wishes and needs.
PASRR services are integrated into the person-centered care plan.
If communication and coordination is effective, the resident, and facility and PASRR staff are all knowledgeable about the services provided to the resident.

At a minimum, when evaluating the care plan which is at least on a quarterly basis, it would be a good time to review PASRR specialized services and recommendations with the resident/resident representative. If changes are requested or needed sooner, talk with the PASRR Assessor and Evaluators about changes the resident would like to see.



BH PASRR Scenarios - Negative PASRR Level 1
1. Ms. Thomas has no history of SMI, is on no psychotropic medications and is displaying no 

signs/symptoms of depression, anxiety, etc. 
• 1.A.1. (Serious Mental Illness Indicators) marked “no.”
• 1.A.2. (functional limitations) marked “no.”
• 1.A.3. (inpatient psychiatric hospitalization or needing supportive services to prevent 

disruption to normal living situation, such as COPES for MH reasons) is marked “no”.
• Skip sections IIA, IIB and III as these only pertain to SNF stays of <30 days.  
• On page 4, section IV, the first box is marked, “No Level II evaluation indicated: Person does 

not show indicators of SMI or ID/RC.”
• Lastly, discharge planning staff/Social Services will need to sign the Level I form verifying 

completion and accuracy.
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We have included a few common scenarios that a facility may come across while considering the need for a BH PASRR Level I. Please note these following scenario’s do not apply to residents that require both ID/RC and Behavioral Health.

Ms. Thomas has no history of SMI, is on no psychotropic medications and is displaying no signs/symptoms of depression, anxiety, etc. 
1.A.1. (Serious Mental Illness Indicators) marked “no.”
1.A.2. (functional limitations) marked “no.”
1.A.3. (inpatient psychiatric hospitalization or needing supportive services to prevent disruption to normal living situation, such as COPES for MH reasons) is marked “no”.  
Skip sections IIA, IIB and III as these only pertain to SNF stays of <30 days.
 
On page 4, section IV, the first box is marked, “No Level II evaluation indicated:  Person does not show indicators of SMI or ID/RC”
Lastly, discharge planning staff/Social Services will need to sign the Level I form verifying completion and accuracy.
 
 
In this situation, THE PATIENT MAY BE ADMITTED TO A NF without further involvement from PASRR.



2.   Mr. Smith has a history of depression and has been on Celexa for six years, is accepting of his medical 
hospitalization and the plan for nursing facility placement. 
• Section 1.A.1. (indicators) will be marked “yes.” 

• 1.A.2 (functional limitations) will be marked “no.” 

• 1.A.3. will most likely be marked “no.”  

• Skip sections IIA, IIB and III as these only pertain to SNF stays of <30 days.

• On page 4, section IV will have the 2nd box marked, “Level II evaluation referral required for SMI: Person 
shows indicators of SMI per Section 1.A.”  

• Lastly, discharge planning staff/Social Services will need to sign the Level I form verifying completion and 
accuracy.

• Under Additional Comments, please add any pertinent information regarding medications, PH9 scores, and 
other additional notes – especially if you have triaged records with the PASRR contractor for your area prior to 
submission.

BH PASRR Scenarios – Positive PASRR Level I
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In this scenario
Mr. Smith has a history of depression and has been on Celexa for six years, is accepting of his medical hospitalization and the plan for nursing facility placement. 
Section 1.A.1. (indicators) will be marked “yes.” 
1.A.2 (functional limitations) will be marked “no.” 
1.A.3. will most likely be marked “no.”  
Skip sections IIA, IIB and III as these only pertain to SNF stays of <30 days.
On page 4, section IV will have the 2nd box marked, “Level II evaluation referral required for SMI: Person shows indicators of SMI per Section 1.A.”  
Lastly, discharge planning staff/Social Services will need to sign the Level I form verifying completion and accuracy.
Under Additional Comments, please add any pertinent information regarding medications, PH9 scores, and other additional notes – especially if you have triaged records with the PASRR contractor for your area prior to submission.




3. Mr. Brown has a history of depression and is on Celexa and is recuperating from a 
fall.  This medical hospitalization has been rough for him. He is displaying active 
symptoms of depression such as declining or refusing some days of therapies, is 
irritable with nursing staff and is withdrawn.  However, the medical team think that 
under normal circumstances, rehab will be less than 30 days.

• Section 1.A.1. (indicators) will be marked “yes.” 

• 1.A.2. (functional limitations) will now be marked “yes” – since his psychiatric symptoms or behaviors are negatively 
impacting his care. 

• The criteria for Section IIA. “Exempted Hospital Discharge” is met and should be notated in as such in Section III.  

• Page 4, Section IV, the last box should be marked, “Level II evaluation referral for SMI”. 

BH PASRR Scenarios - Negative PASRR Level 1
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Mr. Brown has a history of depression and is on Celexa and is recuperating from a fall.  This medical hospitalization has been rough for him. He is displaying active symptoms of depression such as declining or refusing some days of therapies, is irritable with nursing staff and is withdrawn.  However, the medical team think that under “normal” circumstances, his overall SNF stay will be 30 days or less.
Section 1.A.1. (indicators) will be marked “yes.” 
1.A.2. (functional limitations) will now be marked “yes” – since his psychiatric symptoms or behaviors are negatively impacting his care. 
The criteria for Section IIA. “Exempted Hospital Discharge” is met and should be notated in as such in Section III.  This section must be signed by the medical team (OT/PT, ARNP, etc.)
Additionally, page 4, section IV will have the 6th box marked “No Level II evaluation indicated at this time due to exempted hospital discharge: Level II must be completed if scheduled discharge does not occur”.
Lastly, discharge planning staff/Social Services will need to sign the Level I form verifying completion and accuracy.
 
**Nursing facilities please take note:  if rehab does not go as planned and Mr. Brown will stay beyond 30 days, the Level 1 does NOT need to be redone, but the hospital’s version needs to be faxed to the PASRR Contractor on day 25.




4. Mr. Clark has a history of depression and has active symptoms of depression.  He is 
deconditioned and will require more than 30 days at the nursing facility.  

• Section 1.A.1. (indicators) will be marked “yes.” 
• 1.A.2. (functional limitations) will be marked “yes.” 
• 1.A.3. may be either yes or no.
• Skip sections IIA, IIB and III as these only pertain to <30 days. 
• Page 4, Section IV will have the  2nd box marked, “Level II evaluation referral 

required for SMI: Person shows indicators of SMI per Section 1.A.” 
**In this circumstance,  if the patient is identified while still in the hospital, the 
patient will need to be seen for the PASRR Level 2 Evaluation preadmission before 
admission to the nursing facility.  The nursing facility can be cited for accepting a 
patient with a positive Level I without a completed Level 2.

BH PASRR Scenarios – Positive PASRR Level 1
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Mr. Clark has a history of depression and has active symptoms of depression.  He is deconditioned and will require more than 30 days at the nursing facility.  
Section 1.A.1. (indicators) will be marked “yes.” 
1.A.2. (functional limitations) will be marked “yes.” 
1.A.3. may be either yes or no.
Skip sections IIA, IIB and III as these only pertain to SNFs stays of <30 days.
Page 4, Section IV will have the  2nd box marked, “Level II evaluation referral required for SMI: Person shows indicators of SMI per Section 1.A.”  
**The patient will need to be seen for the PASRR Level 2 Evaluation before admission to the nursing facility.  The nursing facility can be cited for accepting a patient with a positive Level I without a completed PASRR Level 2 evaluation or invalidation.



5. Ms. Smith initially had a negative PASRR Level 1 and entered the nursing facility for rehab.  
Unfortunately, she had some setbacks resulting in a longer than anticipated stay.  She became more 
depressed, withdrawn and began losing weight.  She scored 16/27 on the PHQ-9 and her primary 
physician was contacted regarding the possibility of starting an antidepressant.  

• This is an example of a Significant Change.  
• Complete a new PASSR Level 1, noting the significant change date (approximately) on page 1, and on 

Page 4. 
• Skip sections IIA, IIB and III as these only pertain to <30 days.
• Section IV, mark the 5th box down, “Level II evaluation referral required for significant change.”

No

BH PASRR Scenarios – Significant Change Level 1
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In this scenario Ms. Smith initially had a negative PASRR Level 1 and entered the nursing facility for rehab.  Unfortunately, she had some set-backs resulting in a longer than anticipated stay.  She became more depressed, withdrawn, and began losing weight.  She scored 16/27 on the PHQ-9 and her Primary Physician was contacted regarding the possibility of starting an antidepressant.  
This is an example of a Significant Change.  
In this instance, the facility will complete a new PASSR Level 1, noting the significant change date (approximately) on page 1, and on Page 4. 
You will skip sections IIA, IIB and III as these only pertain to <30 days.
Additionally, Section IV, the 5th box down, “Level II evaluation referral required for significant change. Will need to be selected.




Reinvestment Grants

• Washington state participates in the 
Civil Money Penalty Fund Grant 
Program.

• https://www.dshs.wa.gov/altsa/civil-money-
penalty-cmp-funds
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Civil money penalties (CMPs) are fines imposed on nursing facilities that do not meet federal health and safety standards.  Washington state receives a portion of the funds collected to be reinvested in support of projects that improve the overall quality of life and/or care of nursing facility residents.

Opportunities are available for nursing homes to participate in grant projects.  More information is available at the link in the slide. Some facilities are using these funds to purchase equipment to assist residents to communicate with others outside of the facility including family and friends.  PASRR has found that for residents who are able to communicate with family and friends it has reduced anxiety and increased stability for  the resident.

https://www.dshs.wa.gov/altsa/civil-money-penalty-cmp-funds
https://www.dshs.wa.gov/altsa/civil-money-penalty-cmp-funds


A Final Thought 
PASRR is a partnership between the resident, important people in the 
resident’s life, hospital, NF and state agencies.

At its center is our common desire to provide person-centered, high-
quality services for each individual we serve.
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I want to end with a final thought.

Look at PASRR as a partnership between the resident, important people in the resident’s life, hospital, NF, and state agencies.

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




Where can I find more information?

ID/RC PASRR website:  www.dshs.wa.gov/dda/pasrr

SMI PASRR website: www.hca.wa.gov/pasrr 

Behavioral Health Support for Providers:
www.dshs.wa.gov/altsa/residential-care-services/behavioral-health-
support-providers 
BHST Email: rcsbhst@dshs.wa.gov
BHST Referral Message Line: 360-725-3445
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HCA and DDA maintain PASRR internet sites.  At these links, you can find contact information for the PASRR teams, helpful links, FAQs, and –soon- a copy of this presentation.  We encourage you to send your staff to these sites, especially when turnover occurs.

Behavioral Health Support for Providers has a website, link to email and a referral line.


https://www.dshs.wa.gov/dda/consumers-and-families/pre-admission-screening-and-resident-review-pasrr-program
http://www.hca.wa.gov/pasrr
http://www.dshs.wa.gov/altsa/residential-care-services/behavioral-health-support-providers
http://www.dshs.wa.gov/altsa/residential-care-services/behavioral-health-support-providers
mailto:rcsbhst@dshs.wa.gov


PASRR Contacts
DSHS Developmental Disabilities Administration (ID/RC)

Lonnie Keesee, ID/RC PASRR Unit Manager, lonnie.keesee@dshs.wa.gov
Heidi Johnston, PASRR Program Manager, heidi.johnston@dshs.wa.gov 
Wendy Einer, PASRR Program Coordinator, wendy.einer@dshs.wa.gov
Pre-Admission Screening and Resident Review (PASRR) Program | DSHS (wa.gov)

Washington Health Care Authority (SMI)
Beth Loska, LTC Coordination Manager/PASRR, elizabeth.loska@hca.wa.gov 
Tabitha Craven, PASRR Program Manager, tabitha.craven@dshs.wa.gov 
BH PASRR Evaluator map is located at www.hca.wa.gov/pasrr 

DSHS Aging and Long-Term Services Administration’s Residential Care Services
Charles Demler, NH Policy Program Manager, Charles.demler@dshs.wa.gov 
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The next two slides supply information about how to contact people who work with PASRR in Washington State.


mailto:lonnie.keesee@dshs.wa.gov
mailto:heidi.toda@dshs.wa.gov
mailto:wendy.einer@dshs.wa.gov
https://www.dshs.wa.gov/dda/consumers-and-families/pre-admission-screening-and-resident-review-pasrr-program
mailto:elizabeth.loska@hca.wa.gov
mailto:tabitha.craven@dshs.wa.gov
http://www.hca.wa.gov/pasrr
mailto:Charles.demler@dshs.wa.gov


Aging and Long-Term Support Administration
 RCS Behavioral Health Support Team 

 Debbie Hoeman, Behavioral Health Policy Program Manager debbie.hoeman@dshs.wa.gov

 Home and Community Services
 Julie Cope, RCL and NFCM Policy Unit Manager, julie.cope@dshs.wa.gov
 Rebecca Kaiser, RCL Enrollment Specialist, Rebecca.kaiser@dshs.wa.gov 

Washington State Department of Health
 Liz Gordon, Clinical Care Supervisor, Investigation and Inspection 

elizabeth.gordon@DOH.WA.GOV

PASRR Contacts
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Questions and Answers

Presenter Notes
Presentation Notes
HJ

We would like to thank you for your time today and we are now ready to answer your questions.
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