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1.  PURPOSE:  The purpose of this Veterans Health Administration (VHA) Directive is to:





   (a)  Emphasize the need for a comprehensive array of home care services for eligible VA beneficiaries, 





   (b)  Define, describe, and differentiate the various home health services available from VHA and the private sector, and 





   (c)  Outline a policy for appropriate use of VHA and community home care resources including responsibility for coordination of care, medical management of the home care patient, and monitoring the quality of care delivered.





2.  BACKGROUND:  Home care plays an increasingly important role in VHA’s integrated delivery system.  As inpatient stays are reduced and outpatient care expands, the home setting provides a transitional or alternative site for managing populations with post-acute, chronic, or long-term problems.  In addition, the home is often the care setting of choice for veteran patients.  To effectively manage quality and costs, VHA provides or arranges for a variety of home health care services based on individual patient need.  These services include:





   (1)  Home-Based Primary Care, (HBPC) formerly known as Hospital-Based Home Care (HBHC); 





   (2)  Community Health Nursing referrals to community agencies and;





   (3)  Homemaker/Home Health Aide (H/HHA) Services.  It is essential to recognize that these programs and services provide different types of care.  





   a.  HBPC is one of the designated, Special Programs outlined in the “Vision for Change” plan for the restructuring of VHA.  HBPC provides primary care, delivered by a physician-directed interdisciplinary team of VA staff over an extended period of time to homebound (often bedbound) patients for whom return to an outpatient clinic is not practical.  It also provides comprehensive training in primary care of long-term care patients to medical residents, geriatric fellows, and allied health professionals





   b.  Community home care agencies provide a wide range of specific clinical services, principally nursing services, to convalescing, post-acute patients, usually over a short period of
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time.  Some community home care agencies are highly specialized and can provide specific treatments such as hyperalimentation in the home which in the past required hospitalization.  Many community agencies provide hospice home care which consists of a comprehensive array of palliative services for the dying patient (see Appendix A). 





    c.  While referrals to community home health agencies are critical to the discharge plan for large numbers of veterans, it should be recognized that primary care is not intended nor provided.  It is critical that proper processes be implemented to ensure coordination between VHA primary care providers and community home care agencies.


The The Homemaker/Home Health Aide Program, provides personal care in the home to veterans who would otherwise need nursing home care.  (It does not include “skilled,” professional services).  These patients receive their primary care from VHA clinics or programs. 





NOTE:  As a patient’s home care needs change, VA should be able to change the home care service provided.  For example, a veteran can be transferred from the HBPC program to a fee-basis or Medicare supported home health benefit, or vice versa.  Specific definitions and funding mechanisms of home care services are found in Appendix A.





3.  POLICY:  It is VHA policy to provide a comprehensive array of home care services for eligible VA beneficiaries and to monitor the quality of care delivered.





4.  ACTION:  Each medical center will have a comprehensive, coordinated and accessible array of home care services to meet the needs of its beneficiaries.  Efforts will be made to coordinate such services through a responsible primary care provider or team, to eliminate fragmentation, gaps in service, and duplication of care.  To accomplish these goals, the following actions will be undertaken:





   a.  Those programs and staff at the medical center who provide and/or arrange for home care services for patients will coordinate their programs to ensure that beneficiaries receive the most appropriate home care services.  This collaboration will include HBPC (where activated), Community Health Nursing referral staff, and Homemaker/Home Health Aide program staff.  At several VA medical centers, HBPC and the Community Health Nursing staff have successfully integrated their functions.





   b.  An organizational mechanism should be developed at each medical center to coordinate and review home care referrals, so that VA practitioners will have one access point to initiate the planning for the most appropriate in-home services for a patient.  This improved process will not require additional staff, but can be accomplished by establishing collaborative relationships between the programs.  Where possible, the programs’ staff should be physically located together.  The sharing of expertise within a single collaborative unit will benefit and strengthen all of the programs.  For example, HBPC offers the expertise of the different disciplines as well as access to the Director, HBPC Program for consultation.  Community Health Nursing brings knowledge of allowable services under Medicare or Medicaid funding, as well as knowledge of local agencies’ strengths and weaknesses in delivering different modalities of home health care. 
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c.  Initial and subsequent placement decisions will be made on the basis of clinical need rather than other factors such as dual entitlement.  Some frail elderly and chronically-ill individuals 


require skilled services on an intermittent basis, while others require primary health care that is comprehensive, coordinated, continuous, and accessible,  Only careful assessment of the home 


health care needs of the patient when a change in health status is noted, can result in an appropriate management plan.  This assessment will be made at quarterly intervals at a minimum.  (The Medicare Home Care benefit requires reevaluation and recertification every 60 days; the HBPC Program every 90 days (M-5, Pt. V, Ch. 4, November 29, 1991); the Fee-Basis program annually (M-1, Pt. I, Ch. 18, Chg. 2, Sec. XXII, December 16, 1993).





   d.  All patients referred to community agencies will have an identified primary care provider so that agency personnel will have access to medical direction.  Every attempt will be made to


provide continuity and coordination of care between agency staff and the appropriate VA providers.





   e.  The quality of services rendered by community agencies providing skilled and personal care services will be overseen by VA staff.  Whenever possible, certified and/or accredited agencies will be selected.  When not possible, however, agencies which are not accredited by Joint Commission on Accreditation of Healthcare Organizations will be asked to furnish evidence of the quality of their services.  A sample of patients who are using community services will be visited to assess the quality of care provided as well as patient satisfaction with that care.  Long periods of time between VA outpatient visits during which time no VA provider has the opportunity to provide oversight will be avoided.  Every complaint from beneficiaries concerning the services of a community agency will be explored promptly and thoroughly.





5.  REFERENCES





   a.  Public Law 101-336, Section 201.





   b.  Public Law 103-452, Section 103C.





   c.  Title 38 United States Code, Section 1717.





   d.  M-5, Part V.





   e.  VHA Directive 96-031.





   f.  VHA Directive 10-94-028.





   g.  M-1, Part 1, Chapter 18, Change 2, Section XXII.
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6.  FOLLOW-UP RESPONSIBILITY:  Assistant Chief Medical Director For Geriatrics and Extended Care (114A) is responsible for the contents of this Directive.





7.  RESCISSIONS: This VHA Directive will expire July 12, 2001.








									s/T. Garthwaite for





							Kenneth W. Kizer, M.D., M.P.H.


							Under Secretary for Health








Attachment








DISTRIBUTION:	CO:	E-mailed 7/16/96


				FLD:	VISN, MA, DO, OC, OCRO, and 200 - FAX 7/16/96


				EX:	Boxes 104, 88, 63, 60, 54, 52, 47, and 44 - FAX 7/16/96
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APPENDIX A





DEFINITIONS 





1.  Home-Based Primary Care (HBPC).   A designated HBPC is a program providing primary health care, delivered by an interdisciplinary team of VA staff, to functionally dependent, homebound patients.  Services include medical care, nursing care and education, rehabilitation, nutritional counseling, and social work.  





  a.  HBPC manages: long-term care patients with multiple, complex medical problems requiring prolonged intervention to maintain status and retard decline; terminally-ill patients, and, as resources permit, certain patients with relatively short-term problems who need skilled, high-tech health services, home training or home adaptation.





  b.  Medications, supplies, medical equipment, and assistance with home improvements and structural alterations are provided.  Caregiver support and training are provided.  Bereavement care is offered to survivors of deceased patients for up to 6 months.  At affiliated medical centers, HBPC provides comprehensive training in primary care of long-term care patients to medical residents, geriatric fellows and allied health professionals.





2.  Community Home Health Agencies.  Referrals to home health agencies for skilled home care services are usually arranged by the Community Health Nurse or team.  Payment mechanisms include Medicare, Medicaid, Fee-Basis, and private insurance.  Allowed services may vary according to the payment source.





3.  Medicare is the largest payer for skilled home care services in this country.  It pays for part time or intermittent skilled, nursing care and home health aide services; physical therapy, occupational therapy and speech pathology; medical social work services; and durable medical equipment (with a 20 percent co-payment).  To qualify for home care under Medicare, a patient must have at least one skilled need.  Without the continuing presence of a skilled need, supportive services such as home health aide visits cease.  Most Medicare home care is for relatively short-term post-acute care.  However, some chronically ill recipients can receive care for long periods, i.e., those with indwelling catheters, blind diabetics, psychiatric patients requiring intramuscular medications.





4.  Medicaid.  Home health service benefits available through Medicaid vary widely from State to State.  State agencies in charge of medical assistance programs will be contracted to determine specific services in a given State.





5.  VA Fee Basis.  VHA authorizes payment for medically necessary, skilled home care services for eligible beneficiaries on a fee for service basis.  Nursing, physical therapy, occupational therapy, speech therapy, and social work are examples of allowable services.  Fee Basis, except for patients in need of the bowel and bladder care, does not pay for home health aide visits.  The VA Clinic of Jurisdiction pays a per visit rate to the community home health agency providing
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care.  It is possible to establish a preferred provider or negotiated rate with a community agency.  The total cost of Fee Basis care for any patient cannot exceed the cost that would have been incurred if the veteran was treated in a contract nursing home during any one month.





6.  Private Health Insurance.  Covered services are similar to Medicare, but frequency and duration of services may be more restrictive.  Those who make referrals and provide case management will need to explore the limits of coverage for both fee for service plans and Health Maintenance Organizations (HMOs).





7.  Hospice Home Care  Medicare, many State Medicaid Programs, and some private insurance plans offer a hospice benefit to their beneficiaries.  Beneficiaries waive curative treatment options in favor of palliative services: comfort care, counseling, and supportive home care visits for terminally ill individuals and their families.  The patient’s physician certifies an expected life expectancy of less than 6 months.  Hospice provides skilled nursing, home health aide, social work, and chaplain visits.  Medications for the terminal condition, durable medical equipment, and supplies are furnished.  Bereavement counseling is provided to survivors of deceased patients. 





8.  Homemaker/Home Health Aide (H/HHA) Program.   The program provides homemaker/home health aide visits to eligible beneficiaries using Contract Nursing Home funds.  Expenditures for a veteran may not exceed 65 percent of the average nursing home per diem rate.  Veterans enrolled in this program must be in receipt of primary health care from VA and will meet program criteria including the need for nursing home care.
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