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NETWORK 2 HOMEMAKER/HOME HEALTH AIDE PROGRAM

1. PURPOSE:  To establish policy, procedures and responsibilities for the

Homemaker/Home Health Aide Program (H/HHA).  This memorandum pertains to all personnel who are involved in the process of arranging health related services for eligible veterans at risk for nursing home placement from all sites of the VA Medical Center.

2. POLICY:  Network 2 will initiate a H/HHA program to purchase home health aide

services for veterans, who are at risk for nursing home placement, which will enable the veteran to remain at home with a higher quality of life.  HHA services provide assistance with activities of daily living (ADL’s), which include bathing, dressing, feeding, ambulation, transfers, and exercises.  In addition, instrumental activities of daily living (IADL’s), which include housekeeping, laundry, meal preparation, grocery shopping, and escorting to appointments can be provided as needed.

a.  Homemaker/HHA services will be provided by contract with state-licensed public and private home health agencies.   VA staff will monitor contract compliance.

b.  To the degree that resources permit, H/HHA services are provided in the

following order of priorities:

1. Veterans who are in need of nursing home care primarily for the treatment of

a service connected disability;

2. Veterans who have a service connected disability rated at 70% or more;

3. Non-service connected veterans;

     c.  Eligible veterans who meet established criteria, as specified in the H/HHA

Determination of Medical Need (Attachment A), can receive the H/HHA services if institutionalization can be avoided and resources are available.

     d.  H/HHA services will be integrated with Extended Care Programs and will utilize

existing organization and staff.

e. VA healthcare staff will provide primary medical care for veterans receiving

H/HHA services.

f. Patients requiring services in excess of 14 hours per week require prior approval

by the local GEC Care Line Manager or designee.

3.  RESPONSIBILITY:
     a.  The GEC Care Line Manager is responsible for management of the H/HHA program.  This includes fulfilling all labor management commitments at the local site.  The program will be implemented as an integrated part of the existing outreach program.

     b.  A team consisting of the Contracting Officer and Program Coordinator or COTR will be responsible for securing mutually acceptable agreements with the H/HHA agencies, signed by the contracting officer and an authorized agency representative.  In addition, the local GEC Care Line Manager will appoint appropriate staff the responsibility for fund control point management, workload reporting, budgeting and actual bill processing.

     c.  The H/HHA Program Coordinator or designee is responsible for reviewing eligibility and appropriateness of clients, coordination and communication with agency staff, and monitoring contract compliance.

     d.  The Network 2 local VA Physicians, Nurse Practitioners, and Physician Assistants

are responsible for primary medical and psychiatric care for veterans in the H/HHA program.

     e.  Assigned VA staff will have ongoing communication with the veteran to ensure continued need for HHA and to assess satisfaction with the services provided.  A new Determination of Medical Need form (Attachment A), and H/HHA Quality Monitor and Reauthorization form (Attachment B) will be completed every six months.

     f.  The Community Health Agency is responsible for:

1. Development of the care plan using referral data provided by the local

VA.   

2. Supervision of the HHA.

3. Provision of information and documentation per the contracted agreement, or

upon request.

4. Submission of monthly bills to the VA.

4.  PROCEDURES:               

     a.  Patient Selection and Referral Process:

1.  Referrals for H/HHA should be interdisciplinary and may be initiated from any of the following programs:

a. Inpatient units

b. VA outpatient clinics

c. Veterans state nursing home programs 

d. Community nursing homes and agencies

e. Nursing homes without walls 

f. Adult Day Health Care 

g. Home Based Primary Care 

h. Fee basis home care where primary medical care is provided by VA

staff.

          2.  A H/HHA Determination of Medical Need form (Attachment A) will be completed by the referring source and forwarded to the H/HHA program coordinator or designee.                   

          3.  The H/HHA coordinator or designee will review the information to determine

eligibility and appropriateness prior to referral to the community health agency.  Approval will be based on availability of adequate financial resources to cover care.

4.  The H/HHA Coordinator or designee will send referral to the H/HHA agency.

The agency will send orders to the VA provider for signature.

5. Veterans readmitted during the service authorization period will be evaluated to determine the need for continuation, modification or termination of services in the post discharge environment.

b. Selection of Community Health Agency:

1. Community based licensed home health agencies that provide H/HHA

services will be utilized to provide services.  Whenever possible, JCAHO accredited agencies will be selected.  

2. Selection of the H/HHA agency is based on the veteran’s preference, geographic location and the scope, availability and quality of service the agency can provide.

c. Duration of H/HHA Services:

1.  The need for H/HHA services will be reviewed every 6 months.  The responsible VA staff member will ensure completion of the appropriate section of the Medical Need form and forward it to the H/HHA Program Coordinator or designee.  The patient may continue to receive HHA services as long as the VA team and the Home Health Agency agree that services are appropriate and resources are available to provide these services.

d. Fund Management:

1. H/HHA funds will be obligated on computerized VA Form 4-1358.  The cost of

H/HHA services per patient will not exceed 65% of the average contract nursing home per diem rate.

          2.  The agencies will submit invoices annotating actual services provided in the previous month.  These will be reviewed and certified by the H/HHA Program Coordinator or designee.

3 The H/HHA Program Coordinator or designee is empowered as fund control

point official and will be responsible for processing certified invoices for payment.

e. Monitoring:

l. Opportunities for improvement will be identified based on feedback obtained

from veterans serviced, significant others, agency staff and VA staff.

2. Medical record documentation will be made in the progress notes by the

H/HHA Coordinator or designee.

5.  REFERENCES:

     VHA Directive 10-93-022, “Implementation Plans for Alternative Use of Community Nursing Home Funds”

     VHA Directive 10-96-031, “Purchase of H/HHA Services”

     Public Law 101-366, Section 201, “H/HHA Program”

     VHA Directive 96-045, “Continuum of Home Health Care within the Veterans Health Administration”

6.  RESCISSIONS:  Network Memorandum 10N2-32-00 dated October 26, 2000.

7.  FOLLOW-UP RESPONSIBILITY: Network Geriatrics and Extended Care Line.  Author:  Marsha VonRhedey, (716) 393-7509. 

8. AUTOMATIC RESCISSION DATE:  July 18, 2006.







Signed 9/15/03//







WILLIAM F. FEELEY







Network Director

ATTACHMENTS:  A, B

DISTRIBUTION:  Network 2 Medical Centers

                        Network Care Line Managers



      VISN 2 Network Web Site

	HOMEMAKER /HOME HEALTH AIDE (H/HHA)

DETERMINATION OF MEDICAL NEED

	PATIENT:


	SSN:

	The veteran under consideration would require nursing home care if not accepted into the Homemaker/Home Health Aide Program.

	DATE:
	

	STATUS:
	

	CASE MANAGER:
	

	VERIFICATION METHOD:
	

	Please ( (check) the indicators below that apply for this veteran:

	One or more ADL dependencies :

	
	Bathing

	
	Toileting

	
	Transferring

	
	Feeding

	
	Incontinence

	Two or more of the following conditions:

	
	Dependency in 3 or more IADL’s (shopping, meal preparation, light housekeeping, medical management, financial management, mobility/ability to leave home, using telephone, laundry).

	
	Current resident in a nursing facility.

	
	Recent discharge from a nursing facility.

	
	75 years old or older.

	
	High use of medical services (3 or more hospitalizations in the past year and/or utilization of outpatient clinics or emergency evaluation units 12 or more times in the past year).

	
	Clinical depression.

	
	Living alone in the community.

	
	Significant cognitive impairment

	Please ( (check) one of the following:

	
	I.    This veteran has a service connected disability rated at 50% or greater.

	
	II.   This veteran is in need of H/HHA services primarily for treatment of conditions related to

       service connected disability

       List condition(s):

	
	III.  This veteran is service connected, but does not meet indicators I or II above.

	
	IV.  This veteran is non-service connected.

	SERVICE REQUESTED:               (      )    Homemaker                 

                                                          (       )    Aide

	DAYS PER 

WEEK:
	HOURS PER 

DAY:
	TOTAL WEEKLY 

HOURS:

	AUTHORIZATION

	PHYSICIAN SIGNATURE:


	DATE:

	CONCURRENCE

	ECL MANAGEMENT TEAM OR DESIGNEE:


	DATE:


	HOMEMAKER/HOME HEALTH AIDE PROGRAM

QUALITY MONITOR AND RE-AUTHORIZATION

	NOTE:  The case manager has the responsibility for follow-up with the recipient of care to assure that high quality services are being provided by the agency, and that continuation of Homemaker/Home Health Aide services for the current number of hours/days is appropriate.               

                 

	- SEMI-ANNUAL REVIEW -


	- SEMI-ANNUAL AUTHORIZATION -

	DUE DATE:
	DUE DATE:

	 ( DATE OF CONTACT WITH VETERAN (                                                                                         

	(PERSON SPOKEN TO
	RELATIONSHIP TO PATIENT(

	NOTE:  Inquire about the aide’s reliability (reporting on time) and competence (performing duties satisfactorily).    CIRCLE the appropriate response below:

	- COMPETENCE -



	The patient/caregiver describes the homemaker/home health aide’s care  or services to be:

	Exceptional          Good          Satisfactory          Unacceptable    
	Exceptional          Good          Satisfactory          Unacceptable    

	- TIMELINESS -



	The patient/caregiver describes the homemaker/home health aide’s reliability to be:

	Usually Arrives Early     Prompt    Inconsistent     Usually Arrives Late
	Usually Arrives Early     Prompt    Inconsistent     Usually Arrives Late

	- SATISFACTION -



	In the patient/caregiver’s own words, describe how satisfied he/she is with the homemaker or home health aide and the agency they represent:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	CASE MANAGER’S

6 MONTH REVIEW
	CASE MANAGER’S

6 MONTH RE-AUTHORIZATION

	Signature:
	Date:
	Signature:
	Date:








