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VISN 2 OFFICE OF CARE COORDINATION/HOME TELEHEALTH

1.  PURPOSE:  To establish policy, responsibility and procedures for VISN 2’s Office of Care Coordination/Home Telehealth (CCHT).

2.  POLICY:  VISN 2 utilizes a seamless interdisciplinary approach to coordinating care across all settings, episodes of illness and at the appropriate level of care.  Care Coordination is defined as “the ongoing monitoring and assessment of selected patients using Telehealth technologies to proactively enable prevention, investigation, and treatment that enhances the health of patients and prevents unnecessary and inappropriate utilization of resources.  Care Coordination uses best practices derived from scientific evidence to bring together health care resources from across the continuum of care in the most appropriate and effective manner to care for the patient.” The goal for this program is to improve clinical outcomes and access to care while reducing complications, hospitalizations, and clinic or emergency room visits for patients in post-acute care settings and high-risk patients with chronic disease. The term "telehealth" applies to the use of technologies to provide clinical care, patient education, provider education and hospital administration in circumstances where distance separates those receiving services and those providing services.

3.  RESPONSIBILITY:  VISN 2’s Office of Care Coordination/Home Telehealth is under the direction of VISN 2’s Director for Geriatrics and Extended Care. Care Lines in which clinical care is provided using this methodology will assign appropriate staff to assess and deploy appropriate equipment to relevant patients. The VISN 2 Office of Care Coordination is responsible for facilitating the design and deployment of the program and telehealth equipment throughout the VISN.  Additionally, the Office of Care Coordination/Home Telehealth will conduct quarterly analyses of outcome measures contained within the Care Coordination/Home Telehealth scoreboard designed by the National Office of Care Coordination.

4.  PROCEDURES:

     a.  Inclusion Criteria:  All appropriate patients and caregivers will be assessed for enrollment in VISN 2’s Care Coordination Program.  The following criteria will be considered in selecting patients:  

          1.  Patients with chronic conditions, including but not limited to, congestive heart failure (CHF), chronic obstructive pulmonary disease (COPD), diabetes mellitus (DM), hypertension (HTN), major depression and conditions such that technology and care coordination could improve resource utilization and clinical outcomes.

          2.  Palliative care due to terminal illness.

3. Wound care (surgical, vascular or pressure). 

4.  Patients determined to have two (2) or more hospital admissions or one (1)

or more emergency room visit (s) in the preceding fiscal year for medical or behavioral conditions where benefit is probable or who have been diagnosed with conditions as above.

          5.  Patients enrolled in Primary Care Clinic with greater than or equal to four (4) outpatient visits in the preceding fiscal year. 

          6.  The patient home environment is such that daily care and medical problems can be managed in the home.  Access to utilities and safety concerns are addressed for appropriate installation of equipment.

7. The patient and caregiver accept the technology in the home.

8. The patient and caregiver demonstrate competency in using and maintaining

telehealth equipment.

          9.  Other specific circumstances that may improve quality of life and improve clinical outcomes.

b. Exclusion criteria:

          The patient and/or caregiver:

1.  Is unwilling or unable to give consent.

2. Is unwilling or unable to operate telehealth equipment.

3. Does not have a compatible phone line.

4.  Has a history of behaviors that might impact on the safety of staff and

equipment in the home.

     c.  Referrals:  Referrals to Home TeleHealth and Care Coordination will be accepted from both inpatient and outpatient settings.  Referrals should be sent to the appropriate coordinating program.  

     d.  Initiation of care:  The following criteria will be used to enroll new patients into the VISN 2’s Care Coordination Program/ Home Telehealth.

          1.  Informed written consent will be obtained from the patient or caregiver before initiation of the technology.

          2.  A baseline survey for assessing function and well-being will be administered during the enrollment phase at designated intervals subsequent to admission.

          3.  An initial home or office visit will be done to conduct an initial assessment and to review installation and instruction of equipment.

          4.  During the home or office visit, an assessment will be conducted to determine access to utilities and address any safety issues related to installation of equipment.

          5.  During the home or office visit, patients and/or caregivers will demonstrate competency in equipment use and maintenance.

          6.  Care Coordination services may be provided when needed by physicians, nurse practitioners, registered nurses, social workers, rehab therapists, dietitians or others within the scope of practice of the interdisciplinary team.

          7.  Patients and/or caregivers will be given instructions on whom to call in case of an emergency.

     e.  Coordination of Care:  Care coordination is provided to ensure the implementation of program/project goals, to avoid duplication of services, and to ensure continuity of care in the event of consultation with other professionals, admission to the hospital or discharge to other levels of care settings.

          1.  Informal communication with the primary care providers as needed, will be utilized through the computerized patient record system (CPRS), e-mail, and phone contacts as appropriate.  In addition, an updated progress note or quarterly note will be generated to communicate to the primary care providers the patient’s progress in the program.

          2.  Will collaborate with the primary care team regarding changes in a patient’s condition as needed through telephone, visit notes, and a view alert on progress note.

          3.  Audio/video visits and other services provided by the Care Coordination project will be entered into the computerized patient record system (CPRS).  The base station will be located in a secure office.  Access to the online software will be by password to protect patient confidentiality.

          4.  Home visits, office visits, and video technology visits will be scheduled by the staff according to the needs of patients.

          5.  In the event of a natural disaster, please refer to the facility policy.

f. Discharge:  Care Coordination may be terminated when:

1. The conditions for which care was initiated have become stable and no longer

require interventions; 

2. Treatment goals have been met;

3. The patient has requested to withdraw from home telehealth; 

4. The patient has moved outside the service area or become institutionalized

for a long-term period or;

5. The patient has expired.

     g.  Safety Management:  Staff members will follow established guidelines and practice safety procedures and regulations of the (name) VA Medical Center.  Patient and caregiver safety will be a priority during planning and implementation of care. Staff will participate in programs and in-services regarding safety by (name) VA Medical Center and will use professional assessment skills and good judgement in all work-related activities.

          1.  Patient Safety:  The initial assessment will include patient and caregiver safety in the home.  Include in written patient material will be safety and appropriate use of equipment.

               A.  Patient accident/incidents, which must be reported as required by State statute, to the State Department of Children and Family Services abuse hotline, include patient abuse, neglect, and living conditions which place the patient in imminent danger.  The primary care social worker will be notified of any reports made.  The report will be documented as required by Medical Center Policy.  Incident reports will be completed per Medical Center protocol.

          2.  Staff Safety:  All accidents/incidents involving employees will be reported as soon as possible to the immediate supervisor and employee health.

5.  REFERENCES:  

     VHA directive 2002-042, The Credentialing and Privileging of VHA Health Care Providers Remotely Delivering Health Care to Patients at Home, in Vet Centers and in Non-Health Care Settings via Telemedicine and/or TeleHealth.

     VHA Care Coordination Toolkit sanctioned by the Office of VHA Care Coordination dated December 2003. 

6.  RESCISSIONS:  None

7.  FOLLOW-UP RESPONSIBILITY:  Network Geriatrics and Extended Care Line Director.  Author:  Paula Hemmings, (518) 626-7304.  

8.  AUTOMATIC RESCISSION DATE:  July 29, 2007.  









Signed 8/16/04//

                                                                   WILLIAM F. FEELEY

                                                                   Network Director
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