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Home and Community Based Health Services Standard of Care

HOME AND COMMUNITY BASED HEALTH SERVICES
Cleveland TGA Definition: Therapeutic, nursing, supportive and/or compensatory health services provided by a licensed/certified home health agency in a home setting in accordance with a written, individualized plan of care established by a case management team that includes appropriate health care professionals.  The case management team must document the appropriateness of in-home care and determine the client to be ineligible for or on the waiting list for the State of Ohio home health waiver program.

Services include durable medical equipment; home health aide services and personal care services in the home; day treatment or other partial hospitalization services; home intravenous and aerosolized drug therapy  (including prescription drugs administered as part of such therapy); routine diagnostics testing administered in the home; and appropriate mental health, developmental, and rehabilitation services. Inpatient hospital services, nursing home and other long term care facilities are not included.

HRSA Definition: Provision of Home and Community-based Health Services, defined as skilled health services furnished in the home of an HIV-infected individual, based on a written plan of care prepared by a case management team that includes appropriate health care professionals. Allowable services include: durable medical equipment; home health aide and personal care services; day treatment or other partial hospitalization services; home intravenous and aerosolized drug therapy (including prescription drugs administered as part of such therapy); routine diagnostic testing; appropriate mental health, developmental, and rehabilitation services. Non-allowable services include: Inpatient hospital services; nursing home and other long term care facilities.
Care and Treatment Goals: The overall goal of Home and Community-based Health Services within the Cleveland TGA is to provide in-home skilled health services to eligible PLWHA, regardless of their current and/or past medical history and ability to pay.
Service Objective:

· To improve and/or increase activities of daily living (ADL) for clients who require in-home skilled health services
Program Components: Services include:
· Durable medical equipment

· Home health aide and personal care services

· Day treatment or other partial hospitalization services

· Home intravenous and aerosolized drug therapy (including prescription drugs administered as part of such therapy)

· Routine diagnostic testing

· Appropriate mental health, developmental, and rehabilitation services
Personnel:

	Staff Qualification
	Expected Practice

	All nursing staff, home health aides, physical therapists, and social workers that require licensure and/or certification will meet the appropriate licensure requirements set forth by the state of Ohio.
	Personnel files reflect required licensure and/or certifications.

	Home health provider agencies must be appropriately licensed by the state of Ohio and able to bill Medicare, Medicaid, private insurance, and/or other third party payers.
	Evidence of agency licensure on file.

	Home health providers must have one full year of experience providing home health services.
	License on file.


Description of Service (HRSA Program Monitoring Standards):

	STANDARD
	PERFORMANCE MEASURE/METHOD
	MONITORING STANDARDS
	LIMITATIONS

	Provision of Home and Community-based Health Services, defined as skilled health services furnished in the home of an HIV-infected individual, based on a written plan of care prepared by a case management team that includes appropriate health care professionals 

Allowable services include: 

· Durable medical equipment 

· Home health aide and personal care services 

· Day treatment or other partial hospitalization services 

· Home intravenous and aerosolized drug therapy (including prescription drugs administered as part of such therapy) 

· Routine diagnostic testing

· Appropriate mental health, developmental, and rehabilitation services 

Non-allowable services include: 

· Inpatient hospital services 

· Nursing home and other long term care facilities 


	Documentation that: 

· All services are provided based on a written care plan signed by a case manager and a clinical health care professional responsible for the individual’s HIV care and indicating the need for these services 

· The care plan specifies the types of services needed and the quantity and duration of services 

· All planned services are allowable within the service category 
Documentation of services provided that: 

· Specifies the types, dates, and location of services 

· Includes the signature of the professional who provided the service at each visit 

· Indicates that all services are allowable under this service category 

· Provides assurance that the services are provided in accordance with allowable modalities and locations under the definition of home and community based health services 

Documentation of appropriate licensure and certifications for individuals providing the services, as required by local and state laws 


	· Ensure that written care plans with appropriate content and signatures are consistently prepared, included in client records, and updated as needed 

· Establish and maintain a program and client record keeping system to document the types of home services provided, dates provided, the location of the service, and the signature of the professional who provided the service at each visit 

· Make available to the grantee program files and client records as required for monitoring 

· Provide assurance that the services are being provided only in an HIV-positive client’s home 

· Maintain, and make available to the grantee on request, copies of appropriate licenses and certifications for professionals providing services 


	Non-allowable services:
· Inpatient hospital services;

· Nursing home and other long term care facilities


QUALITY MANAGEMENT:

Program Outcomes: 
·  80% of clients accessing Home and Community-based Health Services have the ability to remain in the community
· 80% of clients accessing Home and Community-based Health Services meet their goals within their plan of care
Indicators:  Number of requests for Home and Community-based Health Services
	 SoC
	Outcome Measure
	Numerator
	Denominator
	Data Source
	Goal/Benchmark

	PROCESS
	
	
	
	
	

	Home health staff will contact client within 72 hours after the receipt of the physician’s referral, unless otherwise specified
	Documentation of initial service date reflects 72 hours from date of referral
	Number of new clients referred to Home Health care
	Number of new clients accessing Home Health care
	Client files

CAREWare
	80% of client records have documentation of initial contact date reflective of 72 hours from date of referral

	The home health agency must conduct an initial home visit with the referred client and develop a written plan of treatment. Progress notes will be kept in the client file and the patient’s eligibility must be recertified for the program every 6 months. Home health care providers will update the plan of treatment at least every sixty (60) days. The agency will maintain ongoing documented communication with the physician and the case manager in compliance with Ohio Medicaid and Medicare Guidelines.
	Documentation of treatment plan, progress notes, and communication logs in the client chart.
	Number of new clients 
	Number of clients accessing home health services with treatment plan, progress notes, and communication logs documented
	Client files

CAREWare
	80% of client files reflect current treatment plans, progress notes, and communication logs in the client chart.

	OUTCOMES
	
	
	
	
	

	Home health agency will continuously monitor and evaluate the patient’s care throughout the course of a treatment plan, making changes when appropriate and informing the patient’s physician of such change. Activities of daily living are assessed for each client to determine efficacy of home health services for improvement in patient’s ability to remain in the community.
	Client files reflect current and updated treatment plans, when appropriate, progress notes, and documented communication with health care team. ADLs will be assessed to determine efficacy of program for patient’s ability to remain in the community.
	Number of clients with updated treatment plans and ADLs assessed
	Number of home health clients
	Client Files

CAREWare
	80% of clients have documented evidence in their files of updated treatment plans, as appropriate, progress notes and documented communication of the health care team; to include assessment ofADLs.
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