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HOME HEALTH CARE SERVICES
Cleveland TGA Definition: The provision of services in the home by licensed health care workers, such as nurses, including post hospital release care or other skilled nursing, physical therapy, speech therapy and the administration of intravenous and aerosolized treatment, parenteral feeding, diagnostic testing, and other medical therapies provided by a licensed/certified home health agency in a home/residential setting. Services require a medical referral stating the need for home health services and the expected length of care.
HRSA Definition: Support for Home Health Care services provided in the patient’s home by licensed health care workers such as nurses; services to exclude personal care and to include: a) the administration of intravenous and aerosolized treatment; b) parenteral feeding; c) diagnostic testing; and d) other medical therapies.
Care and Treatment Goals: The overall goal of Home Health Care services within the Cleveland TGA is to provide coordinated medical care post hospital release with the HIV medical care providers for eligible PLWHA, regardless of their current and/or past medical history and ability to pay.
Service Objective:

· To provide medical care services for clients who require post hospital release home health care
Program Components: Services include:
· The administration of intravenous and aerosolized treatment
· Parenteral feeding
· Diagnostic testing
· Other medical therapies
Personnel:

	Staff Qualification
	Expected Practice

	All nursing staff, 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

	Support for Home Health Care services provided in the patient’s home by licensed health care workers such as nurses; services to exclude personal care and to include:
· The administration of intravenous and aerosolized treatment

· Parenteral feeding

· Diagnostic testing

· Other medical therapies
	Assurance that:
· Services are limited to medical therapies in the home and exclude personal care services

· Services are provided by home health care workers with appropriate licensure as required by State and local laws
	1. Document the number and types of services in the client records, with the provider’s signature included
2. Maintain on file and provide to the Grantee on request copies of the license of home health care workers
	Personal care excluded


QUALITY MANAGEMENT:

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

	PROCESS
	
	
	
	
	

	Home health services will begin 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 service date reflective of 72 hours from date of referral

	The home health agency may elect to refuse a referral for the following reasons only:
· Based on the agency’s perception of the referred patient’s condition, the patient requires a higher level of care than would be considered reasonable in a home setting. The agency must document the situation in writing and immediately contact the patient’s physician.

· The agency has attempted to complete an initial assessment and the referred patient has been away from home on three occasions. The agency must document the situation in writing and immediately contact the referring physician.
	Documentation in client files reflects the agency’s decision and written communication to the physician and appropriate monitoring entity for any referrals refused.
	Number of referrals refused
	Number of clients referred for Home Health Care 
	Client Files
CAREWare
	100% of client files that were refused for home health care services have documented evidence of reason for refusal and communication with the referring provider.

	The agency may discontinue services in only the following circumstances:
· The patient is determined ineligible financially.

· The patient is not stable enough to be cared for outside of the acute care setting as determined by the agency and the patient’s physician.

· The patient moves from the Cleveland TGA.

· The patient no longer has a stable home environment appropriate for the provision of home health services as determined by the agency.

· The patient no longer desires home health care.

· The patient no longer medically requires home health care as determined by the agency or the physician.

· An employee of the agency has experienced a real or perceived threat to his/her safety during a home visit, in the company of an escort or not. The agency may discontinue services or refuse the patient for as long as the threat is ongoing. Any assaults, verbal or physical, must be reported to the monitoring entity within 24 hours and followed by a written report. A copy of the police report is sufficient, if applicable.

All services discontinued under above circumstances must be accompanied by a referral to an appropriate service provider agency.
	Documentation of discharge/transition plan in client file.
	Number of clients discharged/transitioned
	Number of Home Health clients
	Client files
CAREWare
	100% of clients discharged and/or transitioned for any reason as indicted will have a discharge or transition plan in their client file.

	Home health services require a physician’s referral only. The referring physician must provide written orders and verbally to initiate care, act as that patient’s primary care physician, maintain a consistent treatment plan, and communicate any changes from the initial plan directly to the home health agency. In the even that this is not possible, the physician must be willing to transfer the client to the care of a willing physician.
	Documentation of physician written orders in client file.
	Number of new, referred clients
	Number of clients accessing home health services with physician written orders documented
	Client files
CAREWare
	100% of client files reflect the physician’s written orders for home health care services.

	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.

	The home health agency will certify upon intake, and throughout the course of the treatment plan, the patient is not in need of acute care.
	Documented evidence of continuous assessments of the client in the client chart.
	Number of clients with assessments completed
	Number of Home Health clients
	Client Files
CAREWare
	80% of clients have documented evidence of continuous assessments of the client in their client file.

	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 towards meeting the goals within the plan of care.
	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 meet the goals within the plan of care.
	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 of ADLs..
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