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DEPARTMENT OF VETERANS AFFAIRS

MEMORANDUM

     MEDICAL CENTER




MCM-171-4



Richmond, Virginia 23249


HOME CARE PROGRAM

1. PURPOSE:

a. To describe appropriate procedures for obtaining home health services through community resources.

b. To outline a policy for appropriate use of Veterans Health Administration (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 provided. 

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 may be the site for care in veteran populations with post-acute, chronic, or long-term problems.  In addition, the home is often the care setting of choice for veteran patients.  The Veterans Affairs Medical Center (VAMC) arranges for a variety of home health care services based on individual patient need.

3.  POLICY:  The Home Care Program staff will arrange for an array of home care services, including skilled home health, home hospice, and home infusion therapy, for veterans based on individual needs, and the provision of continuity of care between community agency, staff and VAMC providers.

4.  RESPONSIBILITY:
1.   The Primary Care Service Line Chief serves as Medical Director of the Home Care Program. 

1.   Clinical providers will delineate the treatment plan for home health services.

1.   Clinical providers will initiate consult(s) to appropriate specialists, such as:

1.   Antimicrobial (IV) therapy  - Infectious Disease

Pain control/chemotherapy - Hematology/Oncology

1.   Parenteral nutrition - Gastroenterology

1.   Cardiac/IV medications - Cardiology

1.   Special Line Placements (IV) - General Surgery/Radiology 

1.   Other IV medications - appropriate specialty

1.   Primary care providers and/or appropriate specialists will be responsible for managing the home health care plan with community home health agency.

1.   The Chief of each Service/Service Line Specialty will establish the method whereby physician orders are signed for their home care patients, directly with home health agencies.  They will sign orders for their patients who have been discharged from the hospital even when consults/referrals for home care have been initiated by the inpatient staff, housestaff or attending.  They will provide 24 hour coverage/on call service for their home care patients through their own service specialty.

1.   The Community Health Nurse Coordinators (CHNC) provide their expertise in home care coordination, provision of continuity of care, and referring patients to community home health agencies.  They also function as liaison to home care agencies and monitor quality of agency services.

1.   Case Managers will coordinate completion of home health consult/referral for their respective areas.  They will identify the appropriate primary care/specialty provider responsible for follow-up with the home care agency orders, including the attending physician.  They will also communicate directly with the home health agency staff and providers regarding clinical needs.

1.   The Prosthetic Treatment Center will provide equipment for home health patients, in accordance with MCM-11-50 “Continuum of Care Planning”.  In cases where home care staff provides equipment education, community health office staff will complete documentation in the patient’s record.

1.   Social Workers will coordinate completion of home health consults/referrals in the absence of a case manager.  

1.   Nursing staff will provide clinical input, as needed, for home care referrals.

1.   All team members will complete their Home Care Interdisciplinary Team member note as part of the Home Care Services consult/referral.

5.  PROCEDURES:
a. A health care provider will initiate consult/referral for home care to the CHNC Office (See Flow Chart, Attachment A).

b. The CHNC will forward the consult/referral to appropriate team members for completion of their interdisciplinary team note.  Based on the patient’s clinical needs and preference, the CHNC office will refer to an appropriate home care agency.  

c. The primary care provider and/or appropriate specialist (identified at time of consult/referral) will give medical direction to the home health agency staff as needed, will sign initial home care plan, and will sign additional orders, as needed. Per Medicare regulations, all home care orders must be co-signed/signed by an attending physician.

d. The CHNC office will investigate concerns and complaints regarding home care services.

6.  DEFINITIONS:  See Attachment B.

7. REFERENCES: 

a. VHA Directive 96-045, Continuum of Home Health Care Within the Veterans Health Administration, dated July 12, 1996.

b. VHA Directive 98-022, National Home and Community-Based Care Strategy, dated April 1, 1998.

8.  RESCISSION:  MCM-171-4, Home Health Program, dated May 4, 1998.

JAMES W. DUDLEY

Director
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Attachment B

DEFINITIONS

1. Community Home Care Agencies:  Referrals to home care agencies are for skilled office services and are arranged by the Community Health Nurse Coordinator.  Payment mechanisms include Medicare, VA/Fee Basis, private insurance, and Medicaid.  Frequency of services may vary from twice a day to monthly home visits depending on needs and payment source(s).

2.  Home Infusion Therapy (HIT) is defined as any therapy with continuous or intermittent peripheral or central venous access for administration of drug.  It may include IV antibiotics, and other IV drugs, SQ continuous infusion of pain medication via an infusion pump, but excludes single-dose IM or SQ injections.
3. Hospice Home Care: Medicare, CHAMPUS, 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, as well as skilled, home care visits for terminally-ill individuals and their families.  The physician certifies an expected life expectancy of less than six months.  Hospice may provide skilled nursing, therapy, home health aide, social work, and chaplain visits, as well as medications for the terminal condition, durable medical equipment, and supplies under an all-inclusive per diem rate.  Bereavement counseling is provided to survivors for approximately a year after the patient’s death.
4. Medicaid: Home care service benefits available through Medicaid vary widely from state to state.  State agencies in charge of medical assistance programs will determine specific services in a given state.  Patients are often in need of the Medicaid Personal Care Program services for non-skilled, custodial services in order to prevent nursing home placement.

5. 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% co pay).  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 a relatively short-term post–acute care.

6. Private Health Insurance: Covered services may be similar to Medicare, but frequency and duration of services may be more restrictive.  Those who make referrals need to explore the limits of coverage for both fee-for-service plans and Health Maintenance Organizations (HMO).
7. VA Fee Basis: VHA authorizes payment for medically necessary, skilled home care services for eligible beneficiaries.  Nursing, physical therapy occupational therapy, speech therapy, infusion therapy hospice care, and social work services are examples of allowable services.  Fee Basis, except for patients in need of 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 care agency.
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