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Risk Assessment Related Q & A  
Questions? Answers 

Can you please give a couple of examples of 
high-risk consumers? I'm having a hard time 
understanding how you would predict a 
timeline for 30 days from or 90 days from the 
risk assessment. I feel like some would be 
obvious but foresee other situations being 
difficult to pinpoint a timeline on. 

The key issue in making a high-risk or 
medium-risk assessment is whether an 
individual with the risk concern is likely to 
experience urgent medical intervention to 
prevent significant health deterioration or 
loss of functioning, law enforcement 
involvement, loss of housing or financial loss 
exceeding $2,000 within the next 30 to 90 
days without mitigation.  
 
You are correct that some high and medium-
risk situations would be more difficulty to 
determine than others. 
 
Example #1: A consumer suffers from an 
open and deep wound on his leg that 
required hospitalization. Since the consumer 
returned home, he requires attention and 
care to prevent further infection and decay 
twice daily. Since the consumer required 
emergency medical intervention and was 
hospitalized for this condition within the past 
30 days, and since it is likely that he will 
experience substantial injury or loss within 
the next 30 days without mitigation, he is 
assessed as a high-risk in physical 
functioning. 
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Example #2:  Urgent repairs are needed to a 
consumer’s roof that if left undone, would 
undoubtedly jeopardize the consumer’s 
health and financial wellbeing within the 
next 30 days and would require repairs in 
excess of $2,000 to correct. 
 
Please note however, if there is a substantial 
concern of injury of loss and you can’t decide 
between high-risk (over next 30-days) or a 
medium-risk (over next 90-days), err on the 
side of caution and assess the consumer as a 
high-risk because of seriousness of the 
consumer’s condition. 
 

I have a consumer who regularly pushes his 
ERS button and 911 comes to his house. 
usually there isn't anything the responders 
do for him. would this count as high risk? He 
has trouble breathing, they arrive but don't 
end up taking him to the ED. 

This consumer would be assessed as a high-
risk in CA/PS if his “physical functioning” 
(breathing), is likely to require an emergency 
room visit or hospitalization or cause him to 
experience substantial injury or loss within 
the next 30 days to treat or prevent injury, 
health deterioration or loss of functioning. 
 
In this case, the consumer would be assessed 
as high-risk if he has experienced in the past 
30 days or would experience in the next 30 
days, substantial injury or loss as per the 
high-risk definition. 
 

Would someone who called 911 frequently 
who was arrested and facing court then be at 
high-risk? 

If the consumer in question was arrested and 
facing a court hearing because he or she 
frequently called 911 without cause, it is 
unlikely that he or she has a legitimate 
health issue that constitutes a high-risk 
concern. The CM should check to assure that 
the consumer’s risk assessment is accurate 
and encourage the consumer to use natural 
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supports or other resources to mitigate 
concerns he or she may have that are not 
assessed as high-risk. 
 

Will we create the lists of clients needing 
monthly contacts because of high risks or will 
reports be generated from OA? 

A new report entitled the Consumers 
Identified with High-Risks(s) Report lists all in-
home consumers a staff person manages 
that are assessed with high-level risks in the 
Report Description list. 
 
This report identifies consumers with high-
risks in one or more risk categories of a 
completed Risk Assessment, to alert staff to 
complete a monthly direct risk-focused 
contact with these consumers. 
 

Is there any idea of the additional time 
requirement/impact this will have on case 
managers? 

Any increase in a CM’s time to serve 
consumers assessed with one or more high-
risks we believe will be minimal.  
 
According to the final results received by 
Central Office on the risk assessment survey 
sent out to CMs related to their 
reassessments in April and May (2019), CMs 
reported that 6.52% of their consumers last 
year were assessed as high-risk and 5.35% 
would be assessed as high-risk this year 
based upon the new definition. 
 
Most CMs are well-aware of consumers they 
serve who are assessed with high-risk 
concerns. Direct contacts can be completed 
face-to-face or over the phone. The amount 
of time CMs will invest with high-risk 
consumers should, therefore, not be 
significantly higher than the time they spend 
now to serve these consumers. 
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If there is a high-risk consumer requiring a 
monthly direct contact; what is CM’s 
responsibility if the consumer is not 
cooperating, such as returning phone calls or 
answering doors? Will be able to close after a 
certain amount of time? 

The existing policy is in place for CMs who 
work with consumers who refuse to 
participate in reassessments.  “Failure to 
participate in the assessment or re-
assessment process or to provide requested 
assessment or re-assessment information 
within the application time frame, results in 
a denial of service eligibility” (OAR 411-015-
0008 (j)(A)). 
 
Yes – after clear attempts to re-assess a 
consumer have been made and documented 
in CA/PS, a CM may begin due process 
procedures outlined in APD-PT-17-058 that 
may lead to the closing of services. 
 

Will CM service report "know" that client is 
in-home vs. CBC? or will a high-risk CBC client 
still show as needing a monthly direct 
contact? 

If staff assess high-risk concerns for a 
consumer in CBC settings, these consumers 
will appear on the Consumers with High 
Risk(s) Report in the Report Description list 
that comes after the CM Services Due Report 
in Oregon ACCESS. Staff should be aware of 
these consumer’s high-risk concerns but are 
not required to complete direct contacts with 
those consumers. 
 
No, the CM Service Due and Coming Due 
Report will simply identify that a CM Service 
(direct or indirect) is due not that a risk-
focused direct service is due for high-risk CBC 
consumers.  
 

Previously, the risk assessment for facilities 
was documented as the facility assuming all 
risks. Will we now be doing a formal risk 
assessment the same way we do in-home? 

No. CMs are not required to do a formal risk 
assessment of consumers in CBC service 
settings at this time. Only OSIPM in-home 
consumers (CEP, ICP, Spousal Pay) require a 

http://www.dhs.state.or.us/policy/spd/rules/411_015.pdf
http://www.dhs.state.or.us/policy/spd/rules/411_015.pdf
http://www.dhs.state.or.us/policy/spd/transmit/pt/2017/pt17058.pdf
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risk assessment. Staff who conduct CA/PS 
risk assessments will use new mitigation and 
monitoring reports for in-home consumers 
(excluding State Plan Personal Care, PACE, 
and Oregon Project Independence in-home 
benefit plans). 
 
Note: A Direct CM Contact using the Risk 
Mitigation /Monitoring Direct Service is now 
required to mitigate and monitor in-home 
MAGI consumers assessed with one or more 
high-risk concerns. The CM Services Due and 
Coming Due Report will record high-risk in-
home MAGI consumers.  
 

When risks change, are we supposed to go 
into client details and create a new risk 
assessment? For example, if someone is high 
risk, we would do a direct contact each 
month. When we address these risks, do we 
address these in the risk assessment tool, or 
in the narrative? 

Risk levels can and should be updated 
whenever necessary. CMs should make any 
changes in risk levels and narrate mitigation 
and monitoring activities for high-risk 
consumers using the “Modify” tab on the 
Risk Assessment Tool in Client Details of 
Oregon ACCESS. Narration of any change in 
risk level should also be documented in the 
Plan Mitigation Comment Box on the Risk 
Assessment screen. 
 

Do we take into consideration person 
"choice" when selecting what level of risk, a 
client may be? 

Yes, informed individual choice is the basis of 
person-centered service planning and the 
consumer-employer’s responsibility as he or 
she manages his or her service plan (OAR 
411-030-0050(2)). The consumer or his or 
her representative is responsible for service 
plan decisions. CMs are responsible to 
identify (assess) what risk concerns the 
individual has, discuss the risks with the 
individual, work with him or her to minimize 
or eliminate risks, develop a back-up plan, 

http://www.dhs.state.or.us/policy/spd/rules/411_030.pdf
http://www.dhs.state.or.us/policy/spd/rules/411_030.pdf
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and document all on the Risk Assessment 
Tool and in narration. 
 
If an individual’s personal choice results in a 
high-risk assessment in one or more risk 
categories, then the CM should document 
this information and do his or her best to 
offer mitigation strategies and monitor the 
consumer’s health, safety and wellbeing 
through monthly direct contacts. 
 

For the Risk Assessment changes, if there is a 
consumer who chooses (poorly) to keep a 
high/medium-risk, would we check up on 
them monthly?  

Yes, a consumer who chooses to live with 
and not seek to minimize high-risk concerns 
must nevertheless, receive monthly direct 
contacts to mitigate and monitor the risk(s). 
A CM is not required to complete monthly 
contacts with a consumer assessed with 
medium-risk concerns.  
 
If there is a substantial concern of injury of 
loss and the CM had difficulty determining 
the risk level between a high or medium-risk 
assessment for a consumer, he or she should 
err on the side of caution and assess the 
consumer as a high-risk. 
 

Is there a time when we would say they are 
always going to have that risk due to choice 
and not do the monthly RA contact? 

No. However, if the consumer refuses to 
pursue risk mitigation, the CM should 
continue to monitor the consumer’s 
condition and update a Back-up Plan as 
necessary in narration. The CM should also 
work with natural supports to provide the 
best supportive environment possible to 
minimize risks for high-risk consumers in 
these situations. 
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When we are doing the RA Contact, is there 
going to be a way for us to edit the Risks 
rather than create a new Risk assessment if 
the risk has been mitigated? 

Yes. You will be able to edit the information 
using the “Modify” tab on the Risk 
Assessment Tool page in Oregon ACCESS, 
including the comments in narration, 
whenever there is a change in risk levels. 
CMs are encouraged to edit the risk 
information as soon as changes occur in a 
consumer’s risk assessment. 
 
The risk information recorded previously for 
this consumer will not be removed but will 
remain in the system for historical record. 
 

What if our consumers are not wanting to 
mitigate their risks and get upset with us 
bringing it up mitigation strategies monthly 
knowing it will not change?   

Some consumers may be content to live with 
their assessed and understood levels of risk – 
even high-risk(s). Even if a consumer resists 
effort to mitigate known risks, CMs are 
required to continue risk-focused direct 
contacts to monitoring the risk(s) and 
document any pertinent information related 
to a consumer’s risk levels in narration. 
 
When appropriate, CMs should tactfully 
provide risk mitigation counsel and options 
for consumers who experience negative 
health and safety outcomes. 
 

Will the RA Paper Tool be updated and if so, 
when will it be updated and posted on the 
CM tools website? 

Yes, the risk assessment paper tool will be 
updated and made available on the CM Tools 
website. 
 

Will make a correlation between CA/PS 
assessed level of needs and hours authorized 
- meaning if evaluated as high risk - the 
impacts this has on challenging  behavior in 
mitigating risk - in other words can someone 
be high-risk in assessment and independent 

All in-home consumers who are assessed 
with one or more high-risks are required to 
receive a direct monthly service from their 
CM regardless of the SPL levels or details 
related to their person-centered service plan.  
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in cognition  - also if someone is direct 
contact every month - does risk assessment 
relate to an hours exceptions? Just making 
sure the dots connect between the two. 

Since a consumer’s risk assessment is 
determined by the assessed levels from the 
Risk Assessment Tool in Client Details, a 
direct contact for a consumer with high-
risk(s) is not related to any provision for 
exception hours in the service plan. 
 

APS does not always keep case managers 
appraised of APS case status. How will know 
if there is a new or existing unmitigated risk 
identified by APS? 

As the CM, you will need to do your best to 
communicate with any APS personnel who 
are involved in active APS concerns with 
consumers you serve.  
 
In some cases, because of confidentiality and 
legal concerns, a CM may not be able to get 
all the information they desire related to 
consumer’s situation and risk needs.  
 
CMs should be able to maintain accurate and 
current information related to a consumer’s 
high-risk needs through direct contacts with 
the consumer or his or her representative.  
 

A potential systems issue is that we have 
found that we cannot modify a risk 
assessment in Oregon Access without 
creating a whole new Risk Assessment. Is this 
the expectation or will there be a 
modification to Oregon Access? 

Yes. CMs are now able to edit and modify 
risk assessments at any time and are 
encouraged to do so when a consumer’s risk 
level has changed. 

If we assess high-risk for a client, will it 
automatically trigger the CM services report 
to indicate a need for a direct contact? 

Yes. A new column labeled “CM/Risk” has 
been added between the “Service Type” and 
the “Last Service Date” columns on the CM 
Service(s) Due and Coming Due Report. 
 
The new “CM/Risk” column indicates if the 
service is due or coming due and whether it 
is a CM service or a Risk-focused service. If it 
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is a CM service, “CM” will print. If it is a Risk 
service, “Risk” will print. 
 

HCBS Individually-Based Limitations Q & A 
Questions? Answers 

Are visitors allowed to stay overnight when 
visiting the client in the CBC? 

Since consumers are allowed visitors at any 
time consumers can stay the night but 
visiting is not moving in so they cannot live in 
the consumers room.  

Are overnight visitations ever considered as a 
risk to other consumers in an AFH? How 
frequently are they permitted 24 hr. visitors? 
If an AFH is unable to accommodate, do they 
have basis for issuing a move-out order?   

When we say visiting we mean visiting in the 
true sense of the term and it is not moving 
in.  So, one measure is, does the visitor have 
their own home and return to?  Another 
measure is, is the visit disruptive or does it 
cause others harm.  If not, and it is not 
moving in, then ok.  At end of life, people 
may be visiting 24/7 for days and we 
recognize that for what it is, true visiting, so 
we don’t necessarily want to be literal about 
it being 24 hours.  But if someone brings a 
suitcase and sleeping bag then the provider 
can be clear that they can visit (assuming the 
resident wants the visit) but they can’t move 
in. Moving someone in or harming others by 
not controlling visitors are potentially 
reasons for move out. 

Memory Care not included either, right? 
What about NFs? 

Memory care is included, Nursing Facilities 
are not included as they are institutions and 
not Home and Community-Based Care. 

Do ALF/AFH get to establish house rules 
regarding visitors; such as no visitors during 
middle of night? So as not to disturb other 
residents. 

Not exactly.  All CBC settings can have 
policies that provide for building security and 
the safety of all occupants including visitors.  
For example, it may be appropriate to have 
locked doors night, or have a check-in policy 
for all visitors so the provider knows who is 
in the building in case of fire for evacuation 
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needs or if a crime has occurred.  Visits 
should be orderly and not intrusive or effect 
the health and safety of others.   

Will CM's be able to access the IBLs tool 
while they are doing the assessment? 

Yes. 

Is there a plan for this training to be given to 
APS, or some version of this training and/or 
the full training? 

The training is available to all that are 
interested in I-Learn.   

Can you give an example of an IBL? Here are some possible examples that 
assume the person has cognitive issues, 
there is a health or safety concern and the 
person does not understand the 
consequences of their behavior.  There is one 
example for each area that can potentially be 
limited. 
 
Access to residents own food. 
Resident/or Representative is requested to 
limit sugared snacks due to difficulty to 
managing blood sugars. 
 
Visitors at any time 
Resident is asked to limit a specific visitor to 
day time only due to this visitor causing 
disturbances at night. 
 
Lock on door 
Resident/or Representative is requested to 
disable ability to lock door due to resident 
locking self out and hurting others due to 
frustration with not being able to get into 
own room. 
 
Decorating and furnishing 
Resident/or Representative asked to replace 
lighted candles with battery operated 
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simulated candles as lighted candles are a 
fire safety hazard. 
 
Freedom from Restraints 
Resident/or representative is asked to 
consent in facility abiding by use of side rails 
which makes the resident feel more secure in 
bed. 
 
Control of own schedule 
Resident/or Representative is asked to limit 
ability to leave facility unaccompanied by 
staff as resident will get lost or walk into 
traffic. 
 
Choice of roommate 
Resident/or Representative is asked to limit 
choice of roommates as they have rejected 
roommates several options without good 
cause. 

What are other resident's rights regarding a 
potential resident who is a registered sex 
offender? 

Nothing in HCBS rules prevent a provider 
from screening out a registered sex offender. 
Both the AFH and RCF/ALF rules have 
provisions for notification and move out of 
sex offenders that remain in force.  All 
residents retain the right to live in a safe 
secure environment.  That is a right that is 
not allowed to be limited. 

What if a consumer in a CBC setting 
decorates their side of the room with posters 
or objects that his/her roommate finds 
offensive? 

Each case will need to be addressed on an 
individual basis.  Generally, the provider or 
Case Manager can begin by facilitating a 
discussion between roommates and the best 
resolution is compromise or ceasing in 
respect for the other occupant.  If the 
material could reasonably be considered to 
cause harm to the other occupant, then that 
that is not ok appropriate.  If it can’t be 
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resolved informally, the one that wants to 
hang the offensive material may prefer a 
private room and that option should be 
discussed though it would likely involve 
moving from that setting to another or even 
different town. If competent, a move out 
notice could be issued. The person would 
have hearing rights and an administrative 
law judge would ultimately determine if it 
meets the threshold for move-out.  If not 
competent then it may be necessary to have 
a representative and a limitation proposed.  

Facilities try to keep schedules and tell 
people when they are to have showers etc.  
My understanding is the client has a choice.  
How are we to ensure they meet the client's 
need and what do when they claim staffing 
prevents the clients request? 

Facilities are supposed to address consumer 
preferences and how they are addressed in 
the facilities care plan.  If you learn that a 
preference is not addressed by their care 
plan you can support the individual by 
bringing it to the providers attention.  If 
providers fail to make reasonable 
accommodations to meet consumer 
preferences the issue can be elevated to the 
SOQ complaints team or Licensors 

Who is going to train the providers on the 
limitations? 

LTSS Policy and SOQ/Licensing staff. But in a 
sense, all of us together reinforce policy as 
we address each individual situation 
together. 

Where does a Case Manager receive a copy 
of the facilities documented consent for 
individual based limitations? Is this going to 
be on the care plan or are we going to be 
asking for some other documentation 
outside of the facility care plan? 

The Case Manager will be the one 
documenting a limitation for a Medicaid 
consumer.  The documentation for the 
providers file will be the copy of the service 
plan with the limitation noted.  The APD 
0556 is with publications and is anticipated 
to published prior to roll-out. It is for the use 
of providers with private pay individuals.   

If the consumer has cognitive issues and is 
not able to provide consent to the IBLs, can 

We do not yet have a policy solution for 
when someone does not have a 
representative and we can’t find someone to 



 

Page 13 of 16 
 

RISK ASSESSMENT AND HCBS INDIVIDUALLY-BASED LIMITATIONS 

we still apply the limitation for their safety. If 
there is no one else involved in their care? 

appoint. We anticipate a solution during the 
rollout period.  Providers will be able to 
continue informally limiting provide limits in 
these situations during the roll-out period as 
they have historically. We will catch those 
cases up when a policy solution is approved. 

How does the "freedom to leave" look in a 
locked RCF memory care facility? 

While most people in memory care are likely 
not safe leaving, some may be.  For example, 
someone may be a spouse living in the 
facility and can come and go using the key 
code.  A resident may never leave their room 
without assistance so are not needing a 
limitation as they is not a danger to self or 
others and they don’t actively seek to leave. 
Many may need limitations to the right to 
control their own schedule and activities but 
many will also have representatives that 
agree with the limitation as a necessary 
component to assist the person be safe.  In 
most cases it will likely be the reason they 
chose a memory care facility. 

How are the AFH's going to keep the other 
residents safe if they are going to allow 
visitors at say 2am? 

AFH provider have had experience with 
visitation and the responsibility to keep 
people safe.  Over time there they get to 
know their residents and guests and learn 
who they need to monitor an who is safe and 
not a threat.  As with all IBL’s it will be 
dependent on the situation. Is the resident 
competent? Was the visit arranged in 
advance?  Can the resident control their 
visitors?  There could be circumstances 
where the provider knows in advance and 
the resident is capable of letting the person 
in and relocking the door.  If, on the other 
hand a stranger shows up at 2am the 
provider should be checking with the 
resident about whether they want a visitor, 
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get a general understanding of why a visitor 
at an unusual hour?   A provider may have to 
monitor the situation to assure the health 
and safety of all.  Night needs are not 
uncommon it the AFH world so to some 
degree this is familiar.   It is really hard to 
speculate if night time visiting will be a wide 
spread problem or not.   

The PowerPoint has pictures of the IBLs, will 
it be explicitly stated in the PowerPoint? 

It will be explicit in the I-learn training 

Could we as CMs sign the consent to the 
limitation if no one is involved and there are 
cognitive issues? 

No, we are looking at other solutions. 

How many times will we 'Educate' a provider 
before we must close the home? This will 
affect the consumers and help the transition 
process. 

Beginning in July 2020 providers will be 
expected to allow the rights just like 
providing medications or any other provider 
responsibility.  Sanctions such as civil 
penalties or closing could occur after that 
date.  

Can you share more details about facility 
training?   

We have spent several years talking to 
providers about what is coming.  We have 
conducted training for providers at the 
Oregon Health Care Association and Leading 
Age Associations conferences within the last 
five months. We plan Administrator Alerts 
and other forms of training and 
communication as well. 

Is there a flier that we can share with 
consumers that we can give out at resident 
held meetings? 

The 0556V and other fact sheets are 
available on the HCBS website. 

Will there be any mandated poster for 
providers to post? 

No 

Are they going to have any forms for this? 
Are the consumers/auth reps receiving a 
brochure about HCBS IBL? 

The service plan is being revised so no new 
forms but rather a revision to a current one. 
The APD 556 is the only new form and that is 
for providers primarily for use with private 
pay residents or to provide information to 

https://www.oregon.gov/DHS/SENIORS-DISABILITIES/HCBS/Pages/Resources-Oregon.aspx
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the Case Manager justifying the need for the 
limitation.  Case Manager could use it as a 
paper version but would need to transfer the 
information to the service plan. 

What if a consumer disagrees with a limit? If they are competent then that is their 
choice. They may face the consequences of 
their decisions such as negative health 
effects, eviction, or criminal prosecution.  

Will there be any data collection of the 
percentage of those on LTC services and the 
number of limitations...(e.g.20% of those on 
LTC have limitations)? 

We initially built in tools to capture that data 
but did not implement in an effort to 
minimize workload. 

Who will provide oversight/ accountability to 
Providers who are limiting our consumers 
rights? and how will you know this is 
happening when cognition / or verbal 
communication is impacted? 

Over time we expect the many eyes and ears 
of the system will be looking for these 
elements as expected practice.  Case 
Managers, family visitors, ombudsman, 
surveyors, licensors, legal aid, advocates, will 
all be watching and can report violations. 

Regarding visitors, are there any limits to the 
frequency of overnight guests in facilities? 
Many facilities have policies restricting 
guests, especially overnight. What is to keep 
someone effectively living with the consumer 
as a "guest"? 

There is no limit to overnight guests. Similar 
to there is no limit to someone visiting every 
day during the day time.   In this scenario we 
are assuming the person leaves during the 
day to go to work, school, or home.  
Providers are not obligated to provide guests 
food or exceptional use of facility such as 
showers or similar accommodations.  As long 
as it is visiting and not moving in, it cannot 
be limited unless there is a health or safety 
reason. 

What happens if a resident does not consent 
to a limitation? Could they potentially lose 
their placement? 

Potentially.  If their behavior puts others as 
risk it would likely meet move out criteria. 

I already have multiple ACH operators who 
feel the last batch of changes regarding 
allowing guests 24 hours is excessive. I can 
foresee multiple consumers who might be 
given notices to move out by ACHs instead of 

These rules represent a cultural shift for 
providers and many find the changes initially 
difficult to manage.  We will want to be 
supportive over the transition period but 
firm that providers must come into 
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cooperating with these changes.  We also 
have a shortage of homes and beds for our 
clients as it is. When consumers start getting 
evicted due to this rule is Oregon providing 
extra support to find placements are is this 
like the October 17 changes and all work will 
fall on the ongoing CMs? 

compliance.  Over the roll-out year (and 
beyond) please feel you can staff cases 
where providers are upset or feel they 
cannot comply.   We want to support both 
Staff and Providers with the changes.  As we 
have talked to provider groups including 
AFH’s the level of anxiety has gone down and 
many providers openly say to their peers 
they meet the rules already.  We do not want 
to paint providers as all negative about the 
changes.  There will no doubt be challenging 
situations and individual cases.  Let’s staff 
those and talk them through as we support 
each other in managing these changes. 

Is alcohol included in food? do we need an 
IBL for limiting alcohol? 

CMS prohibits blanket limitations to rights. 
CMS prefers limitations are handled at the 
individual level though the person-centered 
plan.  Historically, we have allowed providers 
to have policies prohibiting the use of 
alcohol.  This policy may or may not need to 
change over the transition period. 

 


