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Section Seven

Home Health                                                                                                                                                                                  
CELL PHONE

Policy No:  7-001.1

PURPOSE

To provide guidelines for Home Health employees, and patients and physicians requiring 24-hour, non-emergency care.

POLICY

The Egyptian Public & Mental Health Department, Home Health Department, will be available for 24-hour, non-emergency care using the cell phone.  The cell phone is to be utilized by patients and physicians that may need assistance that occur after regular business hours.  EHD staff may also utilize to call home health nurses out in the field during regular business hours.

CELL PHONE

Policy No:  7-001.1

Procedure No:  7-001.1.1

EMPLOYEES

PURPOSE

To provide guidelines for Home Health employees, and patients and physicians requiring 24-hour, non-emergency care.

PROCEDURE

1. A telephone call or fax is received at Egyptian Public & Mental Health Department that requires the Home Health staff.

2. Obtain phone number of caller.

3. Instruct caller that a nurse will return their call shortly.

4. The EHD staff person should call the cell phone number, 618-383-1261.
5. A voice mail message may be left, if nurse is unable to answer.

CELL PHONE

Policy No:  7-001.1

Procedure No:  7-001.2.1

CLIENTS

PURPOSE

To provide guidelines for Home Health employees, and patients and physicians requiring 24-hour, non-emergency care.

PROCEDURE

1. Explain the procedure to clients upon admission and at each re-certification or resumption of care.  Depending on client’s understanding, this procedure should be repeated at the nurse’s discretion.

2. The patient should be instructed to call the cell phone at 618-383-1261 for non-emergencies only.
3. Client will sign the “Cell Phone Disclaimer” form, during admission.

4. The Egyptian Public & Mental Health Department packet with the cell phone number and office number will be left in the home for patients to refer to.

ON-GOING ASSESSMENTS, RECERTIFICATIONS & FOLLOW-UP

Policy No:  7-003.1

PURPOSE

To outline the requirements for on-going assessments, re-certifications, and follow-up.

POLICY

The total plan of care must be renewed at least every 60 days or more often as warranted by the condition of the patient/client.

Agency personnel must alert the patient’s/client’s physician to any changes that suggest a need to alter the plan of care.  A significant change in condition (SCIC) may also need to be completed (see SCIC policy).

The plan of care will be revised within three working days of the initiation of each service or reassessment of the patient/client.

ON-GOING ASSESSMENTS, RECERTIFICATIONS & FOLLOW-UP

Policy No:  7-003.1

Procedure No:  7-003.1.1

PURPOSE

To outline the requirements for on-going assessments, re-certifications, and follow-up.

PROCEDURE

1. Personnel will follow the policy for OASIS re-certification/follow-up.

2. Each patient/client will be reassessed and the plan of care reviewed and revised when:

a. The patient/client is not responding to the care/service provided.

b. The patient’s/client’s condition improves or deteriorates (see SCIC).

c. The patient/client has a change in diagnoses (see SCIC).

d. There is a significant change in the patient’s/client’s care, environment and/or support system.

3. The physician will be notified of any of the above situations.  Documentation in the record should support the assessment as well as the actions taken in response.

4. Two to three weeks prior to the re-certification date, the Program Director and or designee will alert personnel regarding the need for a review and update of the plan of care and possible re-certification.

5. Case conference will be held and documented on the “Multidisciplinary Case Conference” form.  The form will be kept in the patient record.

6. The physician will be contacted to verify the continued need for care/services and his/her agreement with the continued plan of care.

7. The staff member assigned to the patient/client will complete the process within 14 days prior to re-certification date to assure adequate mailing to and from the physician.

8. The Program Director and/or designee will be notified when the level of care indicates a change in the patient’s/client’s eligibility status.

PATIENTS/CLIENTS ON HOLD OR TRANSFERRED

Policy No:  7-004.1

PURPOSE

To delineate the process for patients/clients who are transferred to an inpatient facility.

POLICY

1. No intervention is needed for patients/clients who are hospitalized for less than 23 hours, unless there is a significant change in condition.

2. Patients/clients who have an inpatient stay for longer than 23 hours will be transferred to inpatient facility using the proper OASIS transfer form.

3. Home Health care will be placed on hold until the end of the certification period.  If the patient/client is in an inpatient facility at the end of certification period, the patient/client will be discharged.  A discharge summary does not have to be completed, if the certification period has ended.

PATIENTS/CLIENTS ON HOLD OR TRANSFERRED

Policy No:  7-004.1

Procedure No:  7-004.1.1

PURPOSE

To delineate the process for patients/clients who are transferred to an inpatient facility.

PROCEDURE

1. When a patient/client is in an inpatient facility for less than 23 hours or for a condition which does not significantly change the plan of care:

a. No intervention needed as far as OASIS.  The nurse may want to talk with a physician or patient about any changes in the plan of care.

b. All disciplines must resume care by the same method, unless specified in a verbal order.

2. When a patient/client is in an inpatient facility for more than 23 hours:

a. Complete a Transfer OASIS form.

b. After the patient/client is discharged from the hospital, agency personnel will contact the physician and a verbal order is written to resume care.

c. OASIS Resumption of Care will be completed at the initial home visit after the inpatient stay.

3. A patient/client may be placed on “HOLD” if they are temporarily out of the service area visiting family.  The physician will be notified and a verbal order will be written.  Other cases will be looked at individually.

MAINTAINING & MANAGING VACCINE STORAGE

Policy No:  7-006.1

PURPOSE

To maintain and manage vaccine supplies without affecting their potency and effectiveness.

POLICY

The Egyptian Public & Mental Health Department Public Health nurses will make every effort to provide proper storage and temperature for vaccines.

MAINTAINING & MANAGING VACCINE STORAGE

Policy No:  7-006.1

Procedure No:  7-006.1.1

PURPOSE

To maintain and manage vaccine supplies without affecting their potency and effectiveness.

PROCEDURE

1. The majority of commonly recommended vaccines requires storage temperatures of 35-46 degrees F (2-8 C) and must not be exposed to freezing temperatures.

2. Varicella is the only vaccine required to be frozen at less than 5 degrees F (-15 C).

3. Vaccines should not be stored near the cold air outlet from the freezer to the refrigerator.

4. Any refrigerator or freezer used for vaccine must maintain the required temperature range year round, be large enough to hold the year’s largest inventory, and be dedicated to the storage of biologics (i.e., food or beverages should not be stored in vaccine storage units).

5. Vaccine should be stored centrally in the refrigerator or freezer, not in the door or on the bottom of the storage unit, and sufficiently away from the walls to allow air to circulate.

6. Thermometers should be placed in a central location in the storage unit, adjacent to the vaccine.

7. Temperatures should be documented on a chart or calendar to be kept on file for three years.

8. One person from each office will be designated to check the thermometers and record temperatures every day the office is open, which is normally Monday through Friday.  A back-up person will also be designated.

9. The designee or back-up person will check vaccine temperature and will notify the supervisor if there is a problem.

10. In case of power outage, every effort will be made by staff and administration to protect the vaccine.

PULSE OXIMETRY

Procedure No:  7-007.1.1

PURPOSE

To perform a non-invasive measurement of oxygenated hemoglobin in arterial blood.

PROCEDURE

This procedure applies to Registered Nurses and Licensed Practical Nurses.

1. Wash hands in accordance with the Hand Washing Policy.

2. Identify monitoring site.  The oximeter probe may be applied to the ear, finger, toe, or bridge of the nose in adults and the foot, wrist, or hand in infants.

3. Instruct the client to breathe normally.

4. Use acetone to remove nail polish, if applicable.

5. Turn machine on and attach sensor to the identified monitoring site.

6. Assess for proper sensing of pulse and verify with the client’s actual pulse.  Clients with peripheral vascular disease, Reynaud’s Syndrome, or cold hands may have difficulty obtaining readings.

7. Read saturation level on the monitor.

8. Run printout of monitor reading, if this option is used.

9. Remove probe and turn off oximeter.

10. Wash hands in accordance with the Hand Washing Policy.

11. Document in the clinical record:

a. Monitoring site;

b. Oxygen saturation results; and

c. Note the oxygen administration rate.

EDUCATIONAL RESOURCES

Procedure No:  7-008.1

PURPOSE

To provide guidelines for identifying and providing educational resources required achieving educational objectives for patients/clients/families/caregivers.

POLICY

The agency will recommend or provide educational resources for patients/clients based on patient/client educational need.

EDUCATIONAL RESOURCES

Procedure No:  7-008.1

Procedure No: 7-008.1.1

PURPOSE

To provide guidelines for identifying and providing educational resources required achieving educational objectives for patients/clients/families/caregivers.

PROCEDURE

1. The agency may provide educational resources that include, but are not limited to:

a. Members of the care team.

b. Written instructions developed by staff pertinent to services, treatments, medications, etc.

c. Written information provided by community, regional and national companies and associations.

d. Written information provided by the patient’s/client’s hospital or physician

e. Community resources.

2. Educational methods will be based on the patient’s/client’s ability to comprehend information and may include any of the following methods of instruction (but are not limited to):

a. Verbal instruction

b. Written instruction

c. Return demonstration/role playing

d. Verbal demonstration of meds, dosages and side effects

3. When appropriate, the agency will contact and arrange for additional education to be provided by community resources.

4. Patient/client education will be provided in a language and at a level the patient/client can be expected to understand, including the use of special devices, interpreters and other aids as necessary, to meet the patient’s/client’s specialized needs.

MONITORING PATIENT’S/CLIENT’S RESPONSE

REPORTING TO PHYSICIAN

Policy No:  7-009.1

PURPOSE

To provide guidelines for monitoring patient’s/client’s response to care and for reporting to the patient’s/client’s physician as required for the delivery of services.

POLICY

Patients/clients will be monitored for their response to services provided during each session.

MONITORING PATIENT’S/CLIENT’S RESPONSE

REPORTING TO PHYSICIAN

Policy No: 7-009.1

Procedure No:  7-009.1.1

PURPOSE

To provide guidelines for monitoring patient’s/client’s response to care and for reporting to the patient’s/client’s physician as required for the delivery of services.

POLICY

1. During each session, the personnel will monitor the patient’s/client’s response to care against established goals, including but not limited to:

a. Care interventions/treatments

b. Medications

c. Teaching

2. During case conferences as well as the recertification process, the care/service will be evaluated to determine achievement of goals.

3. The patient’s/client’s physician will be contacted whenever any of the following occur:

a. Changes in the patient’s/client’s condition

b. Changes in the patient’s/client’s psychosocial status

c. Changes in the patient’s/client’s home environment (if significant to the patient’s health status)

d. Lack of achievement of goals within the specified time frame

e. The patient’s/client’s response to care

f. Changes have occurred regarding diagnosis, prognosis, treatment, including procedures and medications, and precautions and limitations.

4. Based on physician communication, an order may be required for any changes in the plan of care.

5. Changes in the plan of care will be documented according to agency policy and procedure.

PHYSICIAN ORDERS/PLANS OF CARE

Policy No: 7-010.1

PURPOSE

To outline the requirements for the complete individualized diagnostic and therapeutic orders.

POLICY

Diagnostic and therapeutic orders will be obtained from the attending physician or designee, according to agency policy and applicable law and regulation.

PHYSICIAN ORDERS/PLANS OF CARE

Policy No: 7-010.1

Procedure No: 7-010.1.1

PURPOSE

To outline the requirements for the complete individualized diagnostic and therapeutic orders.

PROCEDURE

1. Only a registered nurse may take an order from a physician for the initial plan of care and/or revisions.

2. The contents of the diagnostic and therapeutic orders (plan of care) will include:

a. The patient’s/client’s diagnosis

b. A description of the treatment and/or procedure to be done, including when appropriate, the type, frequency and duration

c. Who is to perform the treatment or procedure

d. A description of equipment, if any, necessary in the provision of care

e. A description of current medication, including name, dose, frequency and route of each medication

f. A description of any medical, physical, psychological or environmental precautions or limitations that affect the implementation of the plan of care

3. For Medicare-certified patients/clients, the plan of care must include:

a. Mental status

b. Types of services and equipment required

c. Frequency of visits

d. Prognosis

e. Rehabilitation potential

f. Activities permitted

g. Nutritional requirements

h. Safety measures to protect the patient/client from injury

i. Instructions for timely discharge/referral

4. All diagnosis and therapeutic orders, including verbal orders, will be signed by the physician and incorporated into the client’s record within fourteen days.

5. The plan of care will be reviewed orally and in writing with the physician as often as necessary, but at a minimum of every sixty-two days, or as the patient’s/client’s condition warrants.

6. Factors which contribute to reviewing the plan of care and therapeutic orders more frequently are:

a. Changes in the physical and/or psychosocial condition of the patient/client

b. Outcomes or treatments have changed and/or been achieved

c. Response to care is unexpected and/or achieved

ADMISSION CRITERIA & PROCESS

Policy No: 7-011.1

PURPOSE

To establish standards and a process by which a patient can be evaluated and accepted for admission.

POLICY

1. Patients will be accepted for care without discrimination based on race, color, creed, sex, age, handicap (mental or physical), communicable disease or place of national origin.  The agency does not have to accept a patient whose source payment is less than the cost of services.

2. Patients will be accepted for care based on consideration.  Consideration will be given to the adequacy and suitability of agency personnel, resources to provide the required services, and a reasonable expectation that the patient’s medical, nursing, rehabilitative, and social needs can be adequately met in the patient’s place of residence and within our scope of services.

3. While patients are accepted for services based on their medical needs, the patient’s ability to pay for such services, either through state or federal assistance programs, private insurance or personal assets are factors that will be considered.

4. Prior to acceptance, the person shall be informed of the agency’s charges for the various services that if offers.

5. The agency reserves the right not to accept those patients who do not meet the admission criteria.

6. Patients will be referred to other resources if the agency cannot meet the patients’ needs.

Admission Criteria:
1. The patient must be under the care of a physician.  The patient’s physician must order and approve the provision of any services.  A skilled service must be ordered.

2. The patient must desire home care services.

3. The patient must reside within the geographical area of the Egyptian Public & Mental Health Department Home Health services.

4. The physical facilities and equipment in the patient’s home must be adequate for safe and effective care.

5. Services may be provided to patients insured by Medicare, who have a primary need for skilled nursing, physical therapy, occupational therapy and/or speech therapy on an intermittent basis, and are homebound.  (A patient is considered to be homebound if he/she is essentially confined to a place of residence due to an illness or injury and, if ambulatory or otherwise mobile, is unable to be absent from his/her residence except on an infrequent basis or for periods of relatively short duration, e.g., for a short walk prescribed as therapeutic exercise, to attend religious services, or attend an adult daycare, or to receive medical treatment or trip to barber/beautician.

6. Acceptance for home care services is realistically based on the patient’s willingness and ability to function in a non-instituitional environment, and the willingness, ability and availability of family/caregiver or significant individuals to participate in the care.

7. Eligibility for participation is not based on the patient’s race, color, creed, sex, age, handicap (mental or physical), communicable disease, or place of national origin.

8. Cooperation with the patient’s physician by the patient and family is an essential part of home health service.  The doctor’s orders must be followed in each case.  For example:  if the doctor wanted to hospitalize the patient and the patient refused, the home health service could no longer continue service to that patient, unless advised to do so by the physician.  A patient who has left the hospital or nursing home without medical discharge is not eligible for home health services, as they would no longer have a physician’s plan of treatment.

ADMISSION CRITERIA & PROCESS

Policy No: 7-011.1

Procedure No: 7-011.1.1

PURPOSE

To establish standards and a process by which a patient can be evaluated and accepted for admission.

PROCEDURE

1. Referral information provided by family/caregiver, health care clinicians from acute care facilities, skilled or intermediate nursing facilities, other agencies and physician offices assist in the determination of eligibility for admission to the program.  If the patient’s physician does not make the request for service, he/she will be consulted before or after the first evaluation visit.

2. The Home Health Coordinator or designated RN assigns agency personnel to conduct initial assessments of eligibility for services within forty-eight (48) hours of acceptance of referral information and/or discharge from referring facility.

3. The initial assessment visit must be performed within forty-eight (48) hours of the referral, within 48 hours of the patient’s return home, or on the start of care date ordered by physician.

4. The patient’s most critical needs for home care services must be identified during the initial assessment, and met in a timely fashion.

5. A registered nurse must conduct the initial assessment and comprehensive assessment.

6. In the event that the time frame for assessment cannot be met, the patient’s physician, the referral source, as well as the patient will be notified for approval of the delay.

a. Such notification and approval will be documented in the patient’s clinical records.

b. If approval is not obtained for the delay, the patient will be referred to another agency for services.

7. During the initial assessment visit, the admitting clinician will assess the patient’s eligibility for home care services according to the admission criteria to determine/confirm:

a. Level of services required

b. Eligibility (meets admission criteria)

c. Source of payment

8. Upon acceptance into service, the patient will be provided with an agency brochure and various educational materials providing the patient/family/caregiver with sufficient information on:

a. Nature of goals of care and/or service

b. Hours during which care or services are available

c. Access to care after hours

d. Cost to be borne by the patient, if any, for care/service

e. Scope of care provided/available

f. Safety information

g. Infection control information

h. Complaint/grievance process

i. Advance Directives

j. Mechanism for notifying the patient and/or family/caregiver of changes in care/service and any related liability for payment because of those changes

9. Patient’s rights and responsibilities are explained to the patient and/or family/caregiver.  Home Health agency hotline number is given to the patient.

10. The admitting clinician will document that the above information has been furnished to the patient and/or family/caregiver and any information not understood by the patient and/or family/caregiver.

11. The patient and/or family/caregiver, after review, will be given the opportunity to either accept or refuse services.

12. The patient or his/her representative will sign the required forms indicating acceptance of services.

13. Refusal of services will be documented in the clinical record.  Notification to the coordinator or clinical supervisor, physician, and referral source will follow with appropriate documentation in the clinical record.

14. The admitting registered nurse will consult with the clinical supervisor or coordinator concerning the patient’s condition following the initial visit.  Based on the clinical personnel’s assessment of the patient’s eligibility for admission, the patient will be admitted for services or referred to alternate sources for care.

15. If the patient is accepted for home health care, a plan of care will be developed in consultation with the physician and patient, and then submitted to the physician for signature.  The plan of care must be in writing and signed by the physician within 14 days.  It is reviewed by the physician for necessary revisions and signed every 60 days or more often as indicated.

16. A comprehensive assessment must be completed within five (5) calendar days of the patient’s start of care.

a. Each patient must receive a patient-specific, comprehensive assessment that identifies the need for home care that meets the patient’s medical, nursing, rehabilitative, social and discharge planning needs.

b. Outcomes and Assessment Information Set (OASIS) data must be collected on all patients served by the agency, except prepartum and postpartum patients, patients under the age of eighteen (18), and patients who are not receiving personal care or support services (patients receiving only homemaker service).  The OASIS data shall be collected during the comprehensive assessment.  The assessment tool must include the exact use of the current versions of the OASIS data set.

17. A clinical record will be initiated for each patient admitted for home health services.

18. If a patient does not meet the admission criteria or cannot be cared for by the agency, the coordinator or supervisor should be notified and appropriate referrals to other sources of care made on behalf of the patient.

19. When services are to be terminated by the home health agency, the patient is to be notified three (3) working days in advance of the date of termination stating the reason for termination.  This information shall be documented in the clinical record.  When indicated, a plan shall be developed or a referral made for any continuing care.

20. Services shall not be terminated until the registered nurse, the appropriate therapist, or both, in consultation with the patient’s physician, deem it appropriate or arrangements are made for continuing care.

AUTHENTICATION OF PHYSICIAN ORDERS

Policy No: 7-012.1

PURPOSE

To ensure that physician orders are obtained in accordance with applicable law and regulation.

POLICY

Physician orders will be obtained when indicated by the patient/client condition.

AUTHENTICATION OF PHYSICIAN ORDERS

Policy No: 7-012.1

Procedure No: 7-012.1.1

PURPOSE

To ensure that physician orders are obtained in accordance with applicable law and regulation.

PROCEDURE

1. A professional, Licensed Registered Nurse, will take physician orders.  A Licensed Practical Nurse may take verbal orders if cosigned by a Registered Nurse.

2. Physician orders will be documented on a form provided by the Egyptian Public & Mental Health Department.

3. A copy of the physician’s order will be kept in the clinical record.

4. The physician will sign the original physician’s order/prescription.  A facsimile will be accepted and every effort will be made to obtain the original copy.

5. When the signed physician’s order form is returned to the Egyptian Public & Mental Health Department, the copy will be removed from the client’s record and destroyed, and the original will be retained in the client’s record.

6. Signed physician orders will be in the clinical record within 14 days of initiation of care or new order, unless otherwise specified by applicable state law and regulation.

RELEASE OF INFORMATION

Policy No: 7-013.1

PURPOSE

The Egyptian Public & Mental Health Department will maintain confidentiality of patient/client information.

POLICY

The Egyptian Public & Mental Health Department will have each patient/client sign the “Admission Service Agreement” which contains a statement regarding “release of information”.

RELEASE OF INFORMATION

Policy No: 7-013.1

Procedure No:  7-013.1.1

PURPOSE

The Egyptian Public & Mental Health Department will maintain confidentiality of patient/client information.

PROCEDURE


1. Upon admission to the Home Health program, the patient/client will sign the “Admission Service Agreement”.

2. The patient/client will receive an explanation for the “Release of Information”.

3. The “Release of Information” will give consent to and authorize the organization (Egyptian Public & Mental Health Department) to disclose and release information contained in the clinical record to the health care providers involved in the patient/client’s care, third party payers, utilization review and professional standard review organizations, regulatory review entities, accreditation reviewers, and any other organizations, companies, community resources, etc., that may/will assist the patient/client to meet home care and/or health needs.

4. The signed “Admission Service Agreement” will be kept in the patient/client clinical record.

RELEASE OF INFORMATION

Policy No: 7-013.1

Procedure No:  7-013.1.1

PURPOSE

The Egyptian Public & Mental Health Department will maintain confidentiality of patient/client information.

PROCEDURE

1. During the admission visit, as well as subsequent follow-up visits, the patient/client and family/caregiver will be given information (verbally and/or in writing) which describes:

a. The services/disciplines anticipated to be involved in the care of the patient/client

b. The nature and purpose of any technical procedure, including written information when available

c. The benefits and effects of the procedure, including who will perform the procedure

2. When appropriate, the family/caregiver will be utilized in the care and treatment of the patient/client.  This may include:

a. Assisting with ordered treatments (with physician approval)

b. Carrying out activities specified in the plan of care/treatment

c. Encouraging the patient/client with designated activities

d. Performing activities when agency personnel are not present

3. Every attempt will be made to include, to the extent possible, available family/caregiver(s) in rendering care and restoring a patient/client to pre-illness levels of functioning.

4. The patient/client may refuse all or part of his/her care.

5. The patient/client will be informed of the expected consequences whenever any treatment/care is refused.  Documentation of such refusal will be made part of the client’s record and includes:

a. Date/time of visit and/or phone contact

b. Specific care/service/treatment being refused

c. Description of what was explained to the patient/client regarding consequences of decision

d. Date and time of physician contact

e. Action to be taken per physician orders

f. Patient/client response after any explanations

6. If the patient/client is determined to be a danger to themselves or others (i.e., suicidal), or if the patient/client refused treatment and does not verbalize clearly that they understand the consequences of such refusal, the personnel should:

a. Notify his/her program director immediately.

b. Notify the attending physician immediately.

INFORMED CONSENT/REFUSAL OF TREATMENT

Policy No: 7-014.1

PURPOSE

To communicate the agency process for informing patients/clients and families/caregivers regarding services as well as involving patient/clients in the care process.

POLICY

Upon admission and throughout the course of care, the patient/client and family/caregiver will:

1. Be given information, in an understandable language, to make informed decisions regarding the care/service being provided.

2. Be encouraged to participate in the care process, including planning for transfer, referral, and discharge.

3. Be allowed to refuse all or part of his/her care to the extent permitted by law; the expected consequences of such actions must be explained.

TREATMENT PLAN/CARE PLANNING

Policy No: 7-014.1

PURPOSE

To provide direction to personnel providing direct patient/client care.

POLICY

A written plan of treatment/care will be initiated at the start of care and updated at least every 60 days.  The plan of treatment/care will be approved and signed by a qualified physician.

DEFINITIONS
1. Plan of Treatment/ Care:  the plan of treatment/care will include the information required to provide the client with the best care.  

a. The following information may be included:

i. Pertinent diagnoses

ii. Mental status

iii. Types of equipment/equipment

iv. Frequency of visits

v. Goals and interventions appropriate to each discipline

vi. Prognosis

vii. Rehabilitation potential

viii. Functional limitations

ix. Precautions

x. Activities

xi. Nutritional requirements

xii. Food/drug allergies

xiii. Medications

xiv. Treatments

xv. Safety measure

xvi. Instruction for timely discharge or referral

xvii. Discharge plan

FINANCIAL RESPONSIBILITY

Policy No: 7-015.1

PURPOSE

To outline the process by which patients/clients and/or families/caregivers will understand their financial responsibility for services.

POLICY

Upon admission, admitting personnel will inform the patient/client and/or his/her representative of his/her responsibilities for services.  The patient/client will be informed of any subsequent changes on his/her financial responsibility.

FINANCIAL RESPONSIBILITY

Policy No: 7-015.1

Procedure No:  7-015.1

PURPOSE

To outline the process by which patients/clients and/or families/caregivers will understand their financial responsibility for services.

PROCEDURE

1. Insurance coverage and patient/client’s responsibility for co-pay, if known at time of admission, will be discussed and presented in writing to the patient/client/family/caregiver.

2. If more information is needed for verification of coverage, staff will discuss this with the program director and may alert Social Services if the patient/client’s financial situation is unclear.  The staff member will notify the billing department if a tailored payment plan is required.

3. Egyptian Public & Mental Health Department patients/clients will be notified in advance of charges by posting a notice in the lobby area.

4. For Medicare clients, an Advanced Beneficiary Notice (ABN) may be completed if services furnished are believed to be non-covered (See ABN policy).

PATIENT/CLIENT NOTIFICATION OF CHANGES IN CARE/SERVICE

Policy No: 7-016.1

PURPOSE

To define the agency requirements for patient/client notification of changes in care/services.

POLICY

The patient/client will be notified within twenty-four (24) hours of any significant changes in the agreed-upon schedule or plan of care.

PATIENT/CLIENT NOTIFICATION OF CHANGES IN CARE/SERVICE

Policy No: 7-016.1

Procedure No:  7-016.1.1

PURPOSE

To define the agency requirements for patient/client notification of changes in care/services.

PROCEDURE

VISIT SCHEDULE

1. Personnel will contact the patient/client the night prior to a visit to verify the approximate time of the visit (within a two hour time span).

2. Any significant changes will be called into the office (i.e., moving a visit from morning to afternoon).

3. When a significant variation of tentative time for visit (i.e., greater than one hour) is anticipated, personnel will notify the patient/client of the change and verify acceptance.

4. When a visit cannot be made because of unforeseen problems, personnel will immediately notify the office.

PLAN OF CARE CHANGES

1. Whenever the plan of care is changed including services, frequencies, treatments, etc., the patient/client will be notified at the time of the visit.

2. Documentation of the notification will include:

a. Date/time of notification

b. Specific changes in the plan of care

c. Patient/client response and/or acceptance

CHANGES IN LIABILITY FOR PAYMENT

1. The patient/client will be advised verbally and in writing of any changes in the initial information regarding his/her liability for payment within thirty (30) days from the date the agency becomes aware of the changes.

2. Documentation of the notification will be made in the patient’s/client’s billing record.

ADVANCED BENEFICIARY NOTICE

Policy No: 7-017.1

POLICY
Effective February 14, 2000, providers must be in compliance regarding Advanced Beneficiary Notices (ABN) and Mandatory Claims Submission (MCS) or Demand Bills.

An ABN is a written notice given to a Medicare beneficiary before home health is furnished, if we believe that Medicare will not pay for some or all of the home health care a physician ordered for a beneficiary.  We must give a Medicare beneficiary an ABN before reducing or terminating home health care the beneficiary is already receiving, if the physician’s order for such care would still continue the care, but we expect payment for the home health services to be denied by Medicare.  If we expect payment for the services to be denied by Medicare, we must advise the beneficiary, orally and in writing, before home health care is initiated or continued that, in our opinion, the beneficiary will be fully and personally responsible for payment.  To be “fully and personally responsible for payment” means that the beneficiary will be liable to make payment “out of pocket”, through other insurance coverage, or through Medicaid or other federal or non-federal payment source.  A signature is required from the beneficiary on the appropriate form, either in person or via mail, as soon as such determination is made.

INITIAL:  This form is to be used when we believe that Medicare will not pay for some or all of the ordered home health care.  An example of this would be if the agency had prior knowledge of the beneficiary’s non-homebound status, or the patient admits to driving.

REDUCTION:  This form is to be used in the event that the agency feels that Medicare will not pay for all of the services ordered.  An example of this would be if the physician orders daily visits for skilled assessment, and after the patient becomes relatively stable, the agency wishes to decrease visits.  The physician does not decrease the visits and the patient still wants the full range of service, then a reduction notice should be given.

TERMINATION:  This form is to be used when the agency feels Medicare will not pay for further service.  An example of this would be when a wound is completely healed and the patient still wants every other day visits.  The agency feels the patient should be discharged, but the patient wants the full range of ordered visits.

DEMAND BILLS:  A demand bill shall be submitted promptly after so requested by the beneficiary.  Visits shall continue as ordered by the physician and requested by the patient, with the verbal and written understanding that the beneficiary will most likely be responsible for partial or full payment. 

PATIENT’S RIGHTS

Policy No: 7-018.1

PURPOSE

To provide guidance regarding patient’s rights.

POLICY
Egyptian Public & Mental Health Department home health staff will provide every patient/client with information about their rights and responsibilities.

PATIENT’S RIGHTS

Policy No: 7-018.1

Procedure No: 7-018.1.1

PURPOSE

To provide guidance regarding patient’s rights.

PROCEDURE
1. On the first visit, explain in detail, with emphasis, on the 1-800-252-4343 phone number, for complaints and home health information.

2. The Rights must be signed and dated by the client and the nurse on the first visit.

3. One copy is for the client to be kept where easily accessible (ex. On the refrigerator), and one copy is to be placed in the client’s record.

4. Document all of the above in the nurse’s notes on the first visit.  If the client is unable to understand these rights, document this and the reason why.  If someone else is in the home and understands, then document this information.

5. The Rights are to be reviewed with client at least one time every visit for the first three visits or until the client voices full understanding (unless it is determined that the client is incapable of retaining the information).  The Rights are to be reviewed with long-term clients at least once every certification period.  This is to be documented in the nurse’s notes each time with client’s comprehension.

ADVANCE DIRECTIVES

Policy No: 7-019.1

POLICY
The Egyptian Public & Mental Health Home Health Program will comply with State and Federal regulations concerning Advance Directives.  Upon admission to the Egyptian Public & Mental Health Department Home Health Agency, each client will be given a copy of “Making your Wishes Known-A Patient Guide to Advance Directives.”  Each client will be asked to sign a statement saying that they have received the booklet and that it has been discussed with the Registered Nurse.

Advance Directive teaching will be documented in the client record during the admission and the first home visit.  If the client has Advance Directives, their wishes are to also be documented.  This agency will comply with the Advance Directive that has been initiated if the client is in an irreversible condition.  The doctor will be notified.  A copy will be placed in the client record when available.

The Egyptian Public & Mental Health Department will avoid discrimination based on whether a person does or does not have an Advance Directive.  Any person who does not have an Advance Directive and wishes further discussion may have a social worker visit upon receipt of physician’s orders.

The client has the right to complain about the information given regarding Advance Directives to 1-800-252-4343, the Hotline number.  This number is available in the front of the Egyptian Public & Mental Health Department Home Health Agency’s booklet.

The Egyptian Public & Mental Health Department will notify a client of any changes in the Illinois State law on Advance Directives within 90 days of any changes.  Each client will be given a copy of the State law included in the booklet on admission.

The Egyptian Public & Mental Health Department Registered Nurse will discuss this policy with the client’s caregiver when available if the client is incapable of understanding the information or incompetent.  The information will be reviewed throughout the client’s care, if mental status is such that he/she can retain the information and have a fair understanding of it.

The Egyptian Public & Mental Health Department will do community educating regarding Advance Directives as needed.

The Egyptian Public & Mental Health Department will allow an employee to object to carrying out a patient’s advance directive on the basis of the employee’s conscience.  The employee must assure that the patient will be transferred by emergency vehicle to a health care facility that will implement the advance directive the patient has requested.  The following hospitals in our area that honor these requests are Ferrell Hospital, and Harrisburg Medical Center.

STATEMENT OF ILLINOIS LAW ON ADVANCE DIRECTIVES AND DNR ORDERS
You have the right to make decisions about your health care you get now and in the future.  An advance directive is a written statement you prepare about how you want your medical decisions to be made in the future, if you are no longer able to make them for yourself.  A do not resuscitate order (DNR order) is a medical treatment order that says cardiopulmonary resuscitation (CPR) will not be used if your heart or breathing stops.

Federal law requires that you be told of your right to make an advance directive when you are admitted to a health care facility.  Illinois law allows for the following three types of advance directives: 

1. Health care power of attorney;

2. Living will; and

3. Mental health treatment preference declaration.

In addition, you can ask your physician to work with you to prepare a DNR order.  You may choose to discuss with your doctor different types of advance directives and DNR orders.  After reviewing information regarding advance directives and DNR orders, you may decide to make more than one.  For example, you could make a health care power of attorney and a living will.  

If you make one or more advance directives and/or a DNR order, tell your doctor and other health care providers and provide them with a copy.  You may also want to provide a copy to family members, and to those you appoint to make these decisions for you.

State law provides copies of sample advance directive forms and DNR order forms.

HEALTH CARE POWER OF ATTORNEY

The health care power of attorney lets you choose someone to make health care decisions for you in the future, if you are no longer able to make these decisions for yourself.  You are called the “principal” in the power of attorney form and the person you choose to make decisions is called your “agent.”  Your agent would make health care decisions for you and if you were no longer able to make these decisions for yourself.  So long as you are able to make these decisions, you will have the power to do so.  You may use a standard health care power of attorney form or write your own.  You may give your agent specific directions about the health care you do or do not want.

The agent you choose cannot be your doctor or other health care provider.  You should have someone who is not your agent witness you’re signing of the power of attorney.

The power of your agent to make health care decisions on your behalf is broad.  Your agent would be required to follow any specific instructions you give regarding care you want provided or withheld.  For example, you can say whether you want all life-sustaining treatments provided in all events; whether and when you want life-sustaining treatment ended; instructions regarding refusal of certain types of treatments on religious or other personal grounds; and instructions regarding refusal of certain types of treatments on religious or other personal grounds; and instructions regarding anatomical gifts and disposal of remains.  Unless you include time limits, the health care power of attorney will continue in effect from the time it is signed until your death.  You can cancel your power of attorney at any time, either by telling someone or by canceling it in writing.  You can name a backup agent to act if the first one cannot or will not take action.  If you want to change your power of attorney, you must do so in writing.

LIVING WILL
A living will tells your doctor whether you want death-delaying procedures used if you have a terminal condition and are unable to state your wishes.  A living will, unlike a health care power of attorney, only applies if you have a terminal condition.  A terminal condition means an incurable and irreversible condition such that death is imminent and the application of any death delaying procedures serves only to prolong the dying process.

Even if you sign a living will, food and water cannot be withdrawn if it would be the only cause of death.  Also, if you are pregnant and doctors think you could have a live birth, your living will cannot go into effect.

You can use a standard living will form or write your own.  You may write specific directions about the death-delaying procedures you do or do not want.

Two people must witness your signing of the living will.  Your doctor cannot be a witness.  It is your responsibility to tell your doctor if you have a living will if you are able to do so.  You can cancel your living will at any time, either by telling someone or canceling it in writing.

If you have both a health care power of attorney and a living will, the agent you name in your power of attorney will make your health care decisions unless he or she is unavailable.

MENTAL HEALTH TREATMENT PREFERENCE DECLARATION
A mental health treatment preference declaration lets you say if you want to receive electro convulsive treatment (ECT) or psychotropic medicine when you have a mental illness and are unable to make these decisions for yourself.  It also allows you to say whether you wish to be admitted to a mental health facility for up to 17 days of treatment.

You can write your wishes and/or choose someone to make your mental health decisions for you.  In the declaration, you are called the “principal” and the person you choose is called an “attorney-in-fact.”  Neither your doctor nor any employee of the health care facility in which you reside may be your attorney-in-fact.  Your attorney-in-fact must accept the appointment in writing before he or she can start making decisions regarding your mental health treatment.  The attorney-in-fact must make decisions consistent with any desires you express in your declaration unless a court orders differently or an emergency threatens your life or health.

Your mental health treatment preference declaration expires three years from the date you sign it.  Two people must witness you signing the declaration.  The following people may not witness your signing of the declaration:  your doctor; an employee of a health care facility in which you reside; or a family member related by blood, marriage, or adoption.  You may cancel your declaration in writing prior to its expiration as long as you are not receiving mental health treatment at the time of cancellation.  If you are receiving mental health treatment, your declaration will not expire and you may not cancel it until the treatment is successfully completed.

DO-NOT-RESUSCITATE ORDER

You may also ask your doctor about a do-not-resuscitate order (DNR order).  A DNR order is a medical order stating that cardiopulmonary resuscitation (CPR) will not be started if your heart or breathing stops.  You may sign a document directing that should your heart or breathing stop, efforts to resuscitate you will not be started.  Your attending physician may also sign a DNR order.

Before a DNR order may be entered into your medical record, either you or another person (your legal guardian, health care power of attorney or surrogate decision maker) must consent to the DNR order.  This consent must be witnessed by two people who are 18 years or older.  If a DNR order is entered into your medical record, appropriate medical treatment other than CPR will be given to you.

WHAT HAPPENS IF YOU DON’T HAVE AN ADVANCE DIRECTIVE?

Under Illinois Law, a health care “surrogate” may be chosen for you if you cannot make health care decisions for yourself and do not have an advance directive.  A health care surrogate will be one of the following persons (in order of priority):  guardian of the person, spouse, any adult child(ren), either parent, any adult brother or sister, any adult grandchild)ren_, a close friend, or guardian of the estate.  

The surrogate can make all health care decisions for you, with certain exceptions.  A health care surrogate cannot tell your doctor to withdraw or withhold life-sustaining treatment unless you have a “qualifying condition,” which is a terminal condition, permanent unconsciousness, or an incurable or irreversible condition.  A “terminal condition” is an incurable or irreversible injury for which there is no reasonable prospect of cure or recovery, death is imminent and life-sustaining treatment will only prolong the dying process.  “Permanent unconsciousness” means a condition that, to a high degree of medical certainty, will last permanently, without improvement; there is no thought, purposeful social interaction or sensory awareness present; and providing life-sustaining treatment will only have minimal medical benefit.  An “incurable or irreversible condition” means an illness or injury for which there is no reasonable prospect for cure or recovery that ultimately will cause the patient’s death, that imposes severe pain or an inhumane burden on the patient, and for which life-sustaining treatment will have minimal medical benefit.

Two doctors must certify that you cannot make decisions and have a qualifying condition in order to withdraw or withhold life-sustaining treatment.  If your health care surrogate decision maker decides to withdraw or withhold life-sustaining treatment, this decision must be witnessed by a person who is 18 years or older.  A health care surrogate may consent to a DNR order, however, this consent must be witnessed by two individuals 18 years or older.

A health care surrogate, other than a court-appointed guardian, cannot consent to certain mental health treatments, including treatment by electro convulsive therapy (ECT), psychotropic medication or admission to a mental health facility.  A health care surrogate can petition a court to allow these mental health services.

FINAL NOTES

You should talk with your family, your doctor, and any agent or attorney-in-fact that you appoint about your decision to make one or more advance directives or a DNR order.  If they know what health care you want, they will find it easier to follow your wishes.  If you cancel or change an advance directive or a DNR order in the future, remember to tell these same people about the change or cancellation.

No facility, doctor or insurer can make you execute an advance directive or DNR Order as a condition or providing treatment or insurance.  It is entirely your decision.  If a facility, doctor or insurer objects to following your advance directive or DNR order then they must tell you or the individual responsible for making your health care decisions.  They must continue to provide care until you or your decision maker can transfer you to another health care provider who will follow your advance directive or DNR order.  

ADVANCE DIRECTIVES

Policy No: 7-019.1

Patient Guide to Advance Directives

INTRODUCTION

The law (The Patient Self-Determination Act of 1991) says it is your right to accept or refuse medical care.  The law says that we must give you facts to help you decide what health care you want when you can’t decide for yourself.  An Advance Directive is a way to make your health care wishes known.  This booklet gives facts about making Advance Directives.

WORDS YOU NEED TO KNOW

1. Advance Directive:  An Advance Directive is a written or spoken statement you can use to tell your doctor the kind of health care you wish to have-or not have-if you can’t speak for yourself.  There are two main types of Advance Directives:  Living Will and Durable Power of Attorney for Health Care.  

2. Living Will:  A paper you sign saying you want to die a natural death and do not want to be kept alive by artificial means.  It tells your doctor not to start or go on with treatments to prolong your life under certain conditions.

3. Artificial Means:  Could be a breathing machine (ventilator), CPR, electric shock to the heart, tube feedings, and IV fluids.

4. CPR:  Stands for Cardiopulmonary Resuscitation.  In CPR someone pushes on your chest and forces air into your lungs to try to revive you if your heart stops beating and you stop breathing.

5. Ventilation:  A breathing machine that is hooked up to a tube down your windpipe.  The machine pumps air in and out of your lungs.  

6. Resuscitation:  Efforts to restart your heart and breathing.  These may include CPR, electric shock to your heart, special drugs, or use of a breathing machine (ventilator).

7. Durable Power of Attorney for Health Care (DPAHC):  A paper you sign naming another person to make health care choices for you when you can’t decide for yourself.  This person is called your “agent”.  As long as you are able to make choices, you can change or cancel your DPAHC.

8. Treatment Preferences:  A paper you fill out and sign to tell your choices in case certain things happen.  These things may include a terminal condition, brain damage, permanent unconsciousness, and others.

9. Terminal Condition:  An illness or injury that can’t be cured and would cause death if something is not done to prolong life.

QUESTIONS AND ANSWERS CLIENTS MAY HAVE
1. Why would I want Advance Directives such as a Living Will or Durable Power of Attorney for Health Care?
a. Advance Directives give you control over your future health care.  You can make choices now while your mind is clear.  By choosing a DPAHC, you can pick the person you want to make your health care choices when you can’t decide for yourself.  Making your wishes known to your doctor and family can avoid problems if members of your family don’t agree.

2. What if I change my mind and want to cancel?
a. As long as you are able to make choices, you can change or cancel your Living Will or DPAHC any time you want to.

3. How do I know what to choose?
a. You may wish to think about what is best for you, such as:

i. Dying without pain or suffering

ii. Making your own decisions

iii. Having tube feedings and IV fluids

iv. Having your loved ones with you as much as you can

v. Leaving your family with good memories

vi. Not being a burden on your family

vii. Acting by your religious beliefs

4. Who could help me decide?
a. You may wish to talk to your family, close friends, doctor, lawyer, or minister.

5. Whom should I pick as my agent when I sign a DPAHC?
a. Most people choose a family member or close friend.  You should talk over your wishes with the person you choose.  He or she should be willing to be your agent and willing to go along with your wishes.

6. If I sign an Advance Directive, will my doctor give up on me?  Will I be allowed to suffer?
a. Your doctor and nurses will always watch you closely for any changes.  You will have pain control, comfort measures, and nursing care.  As an example, if you get pneumonia, you may be given antibiotics and oxygen.  These lower fever and make it easier to breathe.

b. If you have a terminal illness, you may be too sick to eat or drink.  Your doctor may order water and food by other routes unless your Advance Directive says otherwise.  

c. You may need X-rays or tests to check on your illness or treatments to make you more comfortable.

7. Can I choose certain treatments that I do not want?
a. Yes.  If you have an Advance Directive, you have choices.  The TREATMENT PREFERENCE sheet allows you to mark “yes” or “no” for items such as feeding tubes in the nose or stomach, IV’s (intravenous fluids), and others.  You can choose if you want CPR or a breathing machine.  You can write in any treatments you want or don’t want.

8. If I sign an Advance Directive, what happens to the paper itself?
a. You keep the original with you at all times.  Your doctor should have a copy.

9. What if I don’t want to sign an Advance Directive?
a. You are not required to have an Advance Directive.  Your care from this Home Health Agency does not depend on your having an Advance Directive.  If a time comes that you can’t make your own health care choices, your doctor will ask your legal next of kin to decide if there is no Advance Directive.

If you have more questions, ask your doctor, nurse or social worker.  If you want to have a Living Will of DPAHC, someone will help you with the forms at the Senior Citizens Center.  

OUTCOME AND ASSESSMENT INFORMATION SET 

(OASIS)

Policy No: 7-020.1

POLICY
INTRODUCTION
All patients, except prepartum, postpartum, patients under the age of 18 and patients who are not receiving personal care or health services shall have, as required by the Department of Health and Human Services, 42CFR Parts 484 and 488, a Comprehensive Assessment and an Initial Assessment completed within the time frames specified by the Centers for Medicare and Medicaid Services (CMS).  As in accordance with Federal and State regulations, a Registered Nurse must perform the Comprehensive Assessment.

REPORTING OASIS INFORMATION
The Egyptian Public & Mental Health Department Home Health Agency must electronically report all OASIS data collected in accordance with CMS rules.

The OASIS data will be submitted to the accounting employee responsible for encoding OASIS data in HAVEN.  This employee will be responsible for encoding, editing, and locking this data, checking for errors of omission, invalid answers, or logical inconsistencies between items.  If corrections are needed he/she will return the OASIS to the RN or therapist who completed the OASIS or to the supervising RN who will have the RN or therapist make the needed corrections.  The OASIS data will be encoded, edited and locked within 7 days of data collection.  Clinical record data failing to pass edit checks will be corrected in both the agency clinical record by the RN and the corrected data record transmitted to the state agency by the accounting personnel.

Our agency will transmit the OASIS data of each patient to the State agency of CMS OASIS contractor at least monthly.

The Egyptian Public & Mental Health Department Home Health Agency will transfer (using the Med-Pass Transfer form to Inpatient Facility) patients who are hospitalized for 24 hours or longer.  Patients will be put on “hold” until the end of the 60-day episode.  The exceptions are:  significant change of condition, permanent nursing home placement, or death (see Discharge Policy for complete list of reasons to discharge).  

COMPREHENSIVE ASSESSMENT OF PATIENTS
Each patient will receive, and our agency will provide a patient specific comprehensive assessment that accurately reflects the patient’s current health status and includes information that may be used to demonstrate the patient’s progress toward achievement of desired outcomes.  The comprehensive assessment will identify the patient’s continuing need for home care and meet the patient’s medical, nursing, rehabilitative, social and discharge planning needs.  For Medicare/Medicaid beneficiaries, EHD will verify the patient’s eligibility for the Medicare home health benefit including homebound status, at the time of the initial assessment visit and throughout the episode.  The comprehensive assessment will also incorporate the use of the current version of the OASIS items, using the language and groupings of the OASIS time frames as specified by the Secretary of Health and Human Services.

a. The RN will conduct the initial assessment visit when skilled nurse visits are ordered.  EHD will use three different Med-Pass forms for the following OASIS data collection:

i. Start of care/resumption

ii. Recertification/follow-up/discharge assessment

iii. Transfer to inpatient facility/death at home/discharge-no visits

During this initial assessment the RN will determine the immediate care and support needs of the patient; and, for Medicare/Medicaid home health benefit, including homebound status. The initial assessment visit will be held either within 48 hours or referral or within 48 hours of the patient’s return home, or on the physician-ordered start of care dates.

b. The OASIS will be completed at the time of the initial assessment, but no later than 5 calendar days after the start of care.

c. The OASIS/Initial assessment will include a review of all medications the patient is currently taking.  This will identify any potential adverse effects and drug reactions including ineffective drug therapy, significant side effects, significant drug interactions, duplicate drug therapy, and non-compliance with drug therapy.

d. OASIS will be updated and revised as frequently as the patient’s condition warrants due to a major decline or improvement in the patient’s health status, but not less frequently than:

i. Every 60 days beginning with the start of care date

ii. Within 48 hours of the patient’s return to the home from a hospital admission of 24 hours or more for any reason other than diagnostic tests.

e. The Egyptian Public & Mental Health Department Home Health Agency will use the Med-Pass OASIS forms.  The OASIS forms have the assessment incorporated with the OASIS items.  However, if the nurse feels adequate space is not provided for a comprehensive clinical note, an addendum note will be used.

The Egyptian Public & Mental Health Department Home Health Agency tracks due dates for recertification.  The Home Health Coordinator consults with Home Health staff to determine dates and scheduling of visits.

EHD tracks when a patient transfers to the hospital, returns home from the hospital, or are discharged from the agency.  The RN writes in the date that the OASIS is collected, when the patient is transferred to the hospital, returns home from the hospital, or is discharged.  The accounting personnel responsible for encoding, editing, and locking in this data check this list frequently.  This is to ensure that OASIS data is submitted so it can be encoded, edited, and locked within 7 days.  When a patient is hospitalized, the RN calls the hospital to inform them that our agency is providing home health services.  The RN requests that the hospital call EHD upon discharge of the client.  When the patient returns home, the resumption of care visit will be made within 48 hours after discharge (unless physician order requests otherwise).

REASONS FOR DISCHARGE
Patients may be discharged from the Egyptian Public & Mental Health Department Home Health Agency services under the following conditions:

1. Patient/Client-centered goals achieved

2. Patient/Client expired

3. Geographic relocation

4. Patient/Client refused further care

5. No longer homebound

6. Patient/Client/Family request

7. Physician request

8. Repeatedly not home/not found

9. Patient/Client refused to accept care/treatments as ordered

10. Persistent noncompliance with plan of care

11. Failure to maintain services of an attending physician

12. Inability for the agency to provide adequate medical and social services in the home

13. A significant change in condition

14. Permanent placement in long term care facility

An OASIS discharge assessment will be completed at the time of discharge.

RELEASE OF PATIENT IDENTIFIABLE OASIS INFORMATION
The Egyptian Public & Mental Health Department Home Health Agency and employees acting on behalf of the home health agency in accordance with a written contract must ensure the confidentiality of all patient identifiable information contained in the clinical record, including OASIS data, and may not release patient identifiable OASIS information to the public.

OUTCOME AND ASSESSMENT INFORMATION SET 

(OASIS)

Policy No: 7-020.1

Statement of Rights

POLICY
As a home health agency, the client has privacy rights listed below:

· You have the right to know why we need to ask you questions.  We are required by law to collect health information to make sure that:

· You get quality health care, and

· Payment for Medicare and Medicaid patients is correct.

· You have the right to have your personal health care information kept confidential.

· You may be asked to tell us information about yourself so that we will know which home health services will be best for you.

· We keep anything we learn about you confidential.

· This means, only those who are legally authorized to know, or who have a medical need to know, will see your personal health information.

· You have the right to refuse to answer questions.

· We may need your help collecting your health information.

· If you choose not to answer, we will fill in the information as best we can.

· You do not have to answer every question to get services.

· You have the right to look at your personal health information.

· We know how important it is that the information we collect about you is correct.  If you think we made a mistake, ask us to correct it.

· If you are not satisfied with our response, you can ask the Health Care Financing Administration, the Federal Medicare and Medicaid agency, to correct your information.

All clients will be given a Medicare and Medicaid approved notice.

OUTCOME AND ASSESSMENT INFORMATION SET 

(OASIS)

Policy No: 7-021.1

Privacy Act Statement

POLICY
THIS STATEMENT GIVES YOU ADVICE REQURED BY LAW (the Privacy Act of 1974).  THIS STATEMENT IS NOT A CONSENT FORM.  IT WILL BE USED TO RELEASE OR TO USE YOUR HEALTH CARE INFORMATION.

II. AUTHORITY FOR COLLECTION OF YOUR INFORMATION, INCLUDING YOUR SOCIAL SECURITY NUMBER, AND WHETHER OR NOT YOU ARE REQUIRED TO PROVIDE INFORMATION FOR THIS ASSESSMENT.  Sections 1102(a), 1861(o), 186., 1684, 1866, 1871, 1891(b), of the Social Security Act.

1. Medicare and Medicaid participating home health agencies must do a complete assessment that accurately reflects your current health and includes information that can be used to show your progress toward your health goals.  The home health agency must use the “Outcome and Assessment Information Set” (OASIS) when evaluating your health.  To do this, the agency must get information from every patient.  This information is used by the Health Care Financing Administration (HCFA, the federal Medicare and Medicaid agency) to be sure that the home health agency meets quality standards and gives appropriate health care to its patients.  You have the right to refuse to provide information for the assessment to the home health agency.  If your information is included in an assessment it is protected under the federal Privacy Act of 1974 and the “Home Health Agency Outcome and Assessment Information Set” (HHA OASIS) System of Records.  You have the right to see, copy, review, and request correction of your information in the HHA OASIS System of Records.

III. PRINCIPAL PURPOSES FOR WHICH YOUR INFORMATION IS INTENDED TO BE USED.

1. The information collected will be entered into the Home Health Agency Outcome and Assessment Information Set (HHA OASIS) System No. 09-70-9002.  Your health care information in the HHA OASIS System of Records will be used for the following purposes:

a. Support litigation involving the Health Care Financing Administration.

b. Support regulatory, reimbursement, and policy functions performed within the Health Care Financing Administration or by a contractor or consultant.

c. Study the effectiveness and quality of care provided by those home health agencies.

d. Survey and certification of Medicare and Medicaid prospective payment system.

e. Enable regulators to provide home health agencies with data for their internal quality improvement activities.

f. Support research, evaluation, or epidemiological projects related to the prevention of disease or disability, or 

g. Support constituent requests made to a Congressional representative.

IV. ROUTINE USES

1. These “routine uses” specify the circumstances when the Health Care Financing Administration may release your information from the HHA OASIS System of Records without your consent.  Each prospective recipient must agree in writing to ensure the continuing confidentiality and security of your information.  Disclosures of the information may be to:

a. The federal Department of Justice for litigation involving the Health Care Financing Administration.

b.  Contractors or consultants working for the Health Care Financing Administration to assist in the performance of a service related to this system of records and who need to access these records to perform the activity.

c. An agency of a State government for purposes of determining, evaluating, and/or assessing cost, effectiveness, and/or quality of health care services provided in the State; for developing and operating Medicaid reimbursement systems, or for the administration of Federal/State home health agency programs within the State.

d. Another Federal or State agency to contribute to the accuracy of the Health Care Financing Administration’s health insurance operations (payment, treatment and coverage) and/or to support State agencies in the evaluations and monitoring of care provided by HHA’s.

e. Peer Review Organizations, to perform Title XI or Title XVII functions relating to assessing and improving home health agency quality of care.

f. An individual or organization for research, evaluation, or epidemiological project related to the prevention of disease or disability, the restoration or maintenance of health, or payment related projects.

g. A congressional office in response to a constituent inquiry made at the written request of the constituent about whom the record is maintained.

V. EFFECT ON YOU, IF YOU DO NOT PROVIDE INFORMATION

1. The home health agency needs the information contained in the Outcome and Assessment Information Set in order to give you quality care.  It is important that the information be correct.  Incorrect information could result in payment errors.  Incorrect information also could make it hard to be sure that the agency is giving you quality services.  If you choose not to provide information, there is no federal requirement for the home health agency to refuse you services.

2. This statement may be included in the admission packet for all new home health agency admissions.  Home health agencies may request you or your representative to sign this statement to document that this statement was given to you.  Your signature is NOT required.  If you or your representative signs the statement, the signature merely indicates that you received this statement.  You or your representative must be supplied with a copy of this statement.  

CONTACT INFORMATION:
If you want to ask the Health Care Financing Administration to see, review, copy or correct your personal health information, which that Federal agency maintains in its HHA OASIS System of Records call 1-800-638-6933 toll free for assistance in contacting the HHA OASIS System Manager.  TTY for the hearing and speech impaired call:  1-800-820-1202. 

NOTICE ABOUT PRIVACY 

Policy No: 7-022.1

For patients who do not have Medicare or Medicaid

POLICY
As a home health patient, there are a few things that you need to know about our collection of your personal health care information.

· Federal and State governments oversee home health care to be sure that we furnish quality home health care services, and that you, in particular, get quality home health care services.

· We need to ask you questions because we are required by law to collect health information to make sure that you get quality home health care services.

· We will make your information anonymous.  That way, the Health Care Financing Administration, the federal agency that oversees this home health agency, cannot know that the information is about you.

· We keep anything about you confidential.

SIGNIFICANT CHANGE IN CONDITION (SCIC)

Policy No: 7-024.1

PURPOSE
To outline the requirements for a significant change in condition

POLICY

If a patient experiences a significant change in condition that was not envisioned in the original plan of care, the Home Health Agency (HHA) may adjust the payment level to reflect the resources needed to treat the significant change in condition.  The SCIC adjustment is a proportional payment adjustment reflecting the time both before and after the patient experienced the significant change in condition during the episode.

In order to receive a new case mix assignment for the purposes of a SCIC adjustment during the 60 day episode, the HHA must complete an OASIS assessment and obtain necessary physician change orders reflecting the significant change in treatment approach in the patient’s plan of care.

The first part of the SCIC adjustment is calculated by taking the span of days (first billable visit date through the last billable visit date) before the patient experienced the significant change as a proportion of 60 multiplied by the new case mix and wage adjusted 60 day episode for the balance of the episode.

The therapy threshold for case mix purposes applies to the total 60-day episode.  In the case of a SCIC adjusted episode, the therapy threshold applies cumulatively to the total episode.



RETENTION OF CLINICAL RECORDS

Policy No: 7-025.1

PURPOSE
To outline the requirements for the retention of clinical records.

POLICY

Clinical records will be retained for seven years after closing or inactivation of case files and disposed of provided no claims or litigation are pending.  Disposal will be done after approval from Illinois Local Records Commission.  The method of disposal will be shredding the records.

Clinical records will be retained for 7 years in the event that the Home Health Agency discontinues operation.

RETENTION OF CLINICAL RECORDS

Policy No: 7-025.1

Procedure No: 7-025.1.1

PURPOSE
To outline the requirements for the retention of clinical records.

PROCEDURE

1. All active (open) records will be filed alphabetically and stored in a secure area with access by personnel only.

2. When a case is closed:

a. Originals of all client’s record documents will be incorporated into the record.

b. The Program Director and/or designee will review the client’s records of other closed cases within thirty days of patient/client discharge from service.

c. The clinical record will be closed and filed alphabetically with the records of other closed cases within thirty days of patient/client discharge from service.

3. The client’s record will remain the property of the agency.

4. The agency will keep all records of cases involved in litigation until the case is concluded, even if it goes beyond the time period prescribed by law.

5. In the event the agency should cease operation, all clinical records, administrative and financial files will be sent to and stored at the agency’s offices or another designated location.

6. All health records will be destroyed after seven years.  The records will be shredded. 

CONTENTS OF PATIENT/CLINICAL RECORDS

Policy No: 7-026.1

PURPOSE
To outline the requirements of a patient’s/client’s records.

POLICY

A patient’s/client’s record will be maintained for each patient/client receiving care.  The client’s record will contain sufficient information to identify the patient/client, describe patient/client problems and needs, justify care/services, accurately document care/service provided and results in detail, and facilitate continuity of care among agency and contract personnel.

SAFEGUARDING/RETRIEVAL OF CLINICAL RECORDS

Policy No: 7-027.1

PURPOSE
To establish a procedure for the protection of patient/client record information from loss or unauthorized use.

POLICY

The agency will safeguard the record against loss or unauthorized use.

SAFEGUARDING/RETRIEVAL OF CLINICAL RECORDS

Policy No: 7-027.1

Procedure No:  7-027.1.1

PURPOSE
To establish a procedure for the protection of patient/client record information from loss or unauthorized use.

PROCEDURE

1. All patient/client records will be maintained in locked file cabinets in the file room or in file cabinets in the staffs’ room.  (The file cabinet or room will be locked when staff member is not in the room).

2. All client records will be returned to the file room or filing cabinet prior to the office closing.  Client information such as unsigned plans of treatment being reviewed, verbal orders, data being retrieved from records for quality assurance will not be left on desks at night.

3. The original client record on active patients/clients will remain in the office at all times.

4. The parts of the client record that may be copied include:

a. The plan of treatment (485)

b. The plan of care

c. Medication profile

d. Recent notes (no more than one week or per discretion of staff member)

e. Comprehensive assessment

5. Copies (Xeroxed and/or NCR’d) of parts of the record, if taken out of the office, must be protected during transport.

a. Records will be covered when transported to protect confidentiality.

b. Once placed in a vehicle, they will be in an inconspicuous location, such as the trunk or floor of the back seat.

c. The vehicle will be locked at all times.

d. Records will be returned to the office during the same business day.  All exceptions must be approved by the program director.

6. Selected documents may be kept in the patient’s/client’s home in a home clinical record:  (Home Health Only)

a. Elements of the clinical record necessary to provide continuity of care while the case is active, including the plan of care, home health aide assignment sheet, medication profile, clinical notes, etc.

b. All home clinical record documents and supplies are picked up by the agency personnel and returned to the office when care ends.

7. Personnel providing intermittent care may maintain copies of the client’s documents for continuity of care, use in care coordination and/or supervision of ancillary personnel.

8. Agency personnel will return any and all client record contents or copies of such to the office for destruction.

9. Records will be removed from the office only with the approval of the Program Director and/or the CEO.

CONTENTS OF NOTES IN THE CLIENT’S RECORD

Policy No: 7-028.1

PURPOSE
To outline the requirement and components of a note in the client’s record.

POLICY

The client’s record will contain notes for each service provided, including contract agency personnel.  A note will be written for each visit with a patient/client.

CONTENTS OF NOTES IN THE CLIENT’S RECORD

Policy No: 7-028.1

Procedure No: 7-028.1.1

PURPOSE
To outline the requirement and components of a note in the client’s record.

PROCEDURE

1. The client note will be written no less than weekly, of the care/service provided to the patient/client.

2. The client note will include:

a. What care/service was provided.

b. The date the service was provided.

c. The signature and title of agency personnel providing the service.

d. Treatment and/or invasive procedures, if performed.

e. Patient/client response to treatment and/or procedures.

ENTRIES INTO PATIENT’S/CLIENT’S RECORD

Policy No: 7-029.1

PURPOSE
To delineate who has authority to make entries into the patient’s/client’s record.

POLICY

Personnel providing patient/client care and supervisory functions have authority to make entries into the patient’s/client’s record.  Documentation in the patient’s/client’s record will be timely, detailed, accurate and reflect the care or services provided.  Personnel will document all care/service provided on the day care is rendered and incorporated, no less than weekly.

ENTRIES INTO PATIENT’S/CLIENT’S RECORD

Policy No: 7-029.1

Procedure No: 7-029.1.1

PURPOSE
To delineate who has authority to make entries into the patient’s/client’s record.

PROCEDURE

1. The patient’s/client’s record will be initiated and maintained for patients/clients receiving care and service.

2. Entries in the record will be made only by the personnel of the agency and/or by contract agency personnel who have a written agreement with the agency.

3. The entries will be documented by the first name of the given name, full surname, and initials or licensing credentials.

4. Initials will be used on forms where authentication signature space is designated on the form.

5. All entries will reflect the date care/service was provided, including the month, date and year.

6. Late entries will be documented and include:

a. The date the entry is made.

b. The date and documentation that was originally omitted.

c. The signature and title of agency personnel making the late entries.

7. Documentation will be:

a. In black ink or typed.

b. Legible.

c. Objective.

8. Home Health Aids (HHA) will only make entries on the HHA assignment sheet and the case conference form.

9. If agency personnel is authorized to use a computer to authenticate documentation, the individual will be responsible for the security of their computer password.

CLINICAL RECORD REVIEW

Policy No: 7-030.1

PURPOSE
At least quarterly, appropriate health professionals, representing at least the scope of the program, review a sample of both active and closed clinical records to determine whether established policies are followed in furnishing services direct or under arrangement.  There is a continuing review of clinical records for each 60-day period that a patient receives home health services to determine adequacy of the plan of care and appropriateness of continuation of care.

POLICY

Clinical records will be reviewed regularly by qualified agency personnel to assure that documentation is entered, is reliable, valid and accurate.

CLINICAL RECORD REVIEW

Policy No: 7-030.1

Procedure No: 7-030.1.1

PURPOSE
At least quarterly, appropriate health professionals, representing at least the scope of the program, review a sample of both active and closed clinical records to determine whether established policies are followed in furnishing services direct or under arrangement.  There is a continuing review of clinical records for each 60-day period that a patient receives home health services to determine adequacy of the plan of care and appropriateness of continuation of care.

PROCEDURE

ON-GOING REVIEW
1. At least every three months, the program director, home health coordinator, or a designee, will review a sample of clinical records to assess:

a. The timeliness of entries into the clinical record

b. The completeness of clinical records

c. The accuracy of clinical records

d. The appropriateness of care rendered

e. The adherence to agency policies and procedures regarding standards of care/practice and clinical documentation

2. As a result of this review, the program director, home health coordinator, or designee will identify issues with documentation and, based on the review, if the issue:

a. Is applicable to an individual, the individual will be counseled

b. Is applicable to the agency as a whole, refer the issue to the Continuous Quality Improvement Committee for review

QUARTERLY REVIEW
1. The Home Health Coordinator or designee will audit 15% of open and closed patient/client records.  The process will be performed to:

a. Determine the adequacy of the plan of care and to determine if further service is necessary and appropriate.

b. Determine that data is reliable, valid and accurate.

2. No person involved in the care of patient/client may participate in the review of that patient/client’s record.

3. The Home Health Coordinator will conduct the patient/client record review according to the following:

a. All records reviewed will be secured for confidentiality.

b. All records will be reviewed using the patient/client record review tool.

4. A calendar-yearly summary of the results and corresponding analysis will be presented to the following:

a. Continuous Quality Improvement Committee

b. Professional Advisory Committee.

CASE CONFERENCE/PROGRESS SUMMARY

Policy No: 7-031.1

PURPOSE
To define the process for case conferences and documenting patient/client progress in the clinical record.

POLICY

1. Case conferences will be held at the time of decertification and as needed on an informal or formal basis (at least every 60 days) to review and discuss all multi-disciplinary cases.

2. Items of discussion include, but are not limited to, the type and frequency of service by each discipline involved, changes in the patient/client’s overall status of problems, possible resolutions and any necessary revisions in the plan of care or nursing care plan.  Case conferences can occur over the telephone, mainly with caregivers who are not directly affiliated with the agency.

CASE CONFERENCE/PROGRESS SUMMARY

Policy No: 7-031.1

Procedure No: 7-031.1.1

PURPOSE
To define the process for case conferences and documenting patient/client progress in the clinical record.

PROCEDURE

1. For each patient/client, the Home Health Coordinator, Director or Assistant will facilitate the case conference and discuss areas of concern impacting the patient’s/client’s current health status.  Some concerns may include:

a. Physical status of patient/client

b. Clinical implications of diagnoses and treatment prescribed

c. Changes in condition since last conference

d. Interventions for all disciplines

e. Current frequency versus original ordered frequency of all disciplines in the case

f. Progress toward goals

g. Teaching plan and its effectiveness

h. Discharge plan

2. A case conference form for each patient/client will be completed.  The form will indicate who participated in the meeting and a brief summary of care for each discipline.  First and last name and clinical record number will identify the patient/client.  This form will be maintained in the client file.

3. A home health staff person will write using the OASIS care summary form a progress summary, during the case conference.  Input from all disciplines will be included in the summary.  This care summary will be placed in the patient’s/client’s clinical record.  A copy of the OASIS summary will be sent to the attending physician every 60 days.

4. All clinicians involved in patient/client care, including contract agency personnel, will have access to the plan of care.

COMPUTER ACCESS TO INFORMATION

Policy No: 7-032.1

PURPOSE
To protect patient/client data processed by the computerized management information system.

POLICY

The computer system operator/user will hold all information in strictest confidence in the processing, storage and discarding of all data.

COMPUTER ACCESS TO INFORMATION

Policy No: 7-032.1

Procedure No: 7-032.1.1

PURPOSE
To protect patient/client data processed by the computerized management information system.

PROCEDURE

1. Only authorized personnel will have access to written and computer data.

2. Authorized personnel will be assigned passwords and/or access codes.  Information accessible via remote terminals is filtered through these passwords and security checks.

3. In the event that an outside vendor is used, a statement to maintain confidentiality will be obtained.

CARE OF THE DYING PATIENT/CLIENT

Policy No: 7-033.1

PURPOSE
To provide guidelines for the care of the dying patient/client.

POLICY

The agency recognizes the importance of each patient’s/client’s and family’s/caregiver’s unique and individual needs within the home care setting.  Within this framework, responsive and respectful care for the dying patient/client will be planned, implemented and monitored in order to:

· Optimize the patient’s/client’s comfort and dignity

· Manage pain and symptoms through interventions that alleviate and/or control pain and assess the patient’s/client’s level of pain control

· Identify secondary symptoms, determine their response to treatment, and take actions to limit them

· Consider the psychological, emotional, and spiritual needs of the patient/client and family/caregiver

· Implement bereavement care that supports the patient’s/client’s and family’s/caregiver’s coping mechanisms throughout the grief process

CARE OF THE DYING PATIENT/CLIENT

Policy No: 7-033.1

Procedure No: 7-033.1.1

PURPOSE
To provide guidelines for the care of the dying patient/client.

PROCEDURE

1. During the beginning of treatment, and on an on-going basis, agency personnel will assess the dying patient/client and family/caregiver unit (when appropriate) for:

a. Comfort/pain level; response to pain treatment plan

b. Coping mechanisms; strengths of the patient/client and family/caregiver unit; participation in the grief process/bereavement

c. Psychosocial, emotional and spiritual needs

d. Presence of secondary symptoms; response to treatment

2. An individualized plan of care will be developed in cooperation with the patient/client and family/caregiver, physician and other disciplines (if indicated) which facilitates:

a. Physical/psychological comfort measures

b. Pain management (control or alleviation) according to physician orders which may include analgesia and non-invasive or non-pharmacological interventions

c. Prevention of secondary symptoms, including, but not limited to, nausea, vomiting, diarrhea, stomatitis, alopecia, GI disturbances, blood dyscrasia, etc.

d. Prompt identification and treatment (if possible and ordered by the physician) of secondary symptoms if they should occur

e. Monitoring of the response of secondary, symptoms to treatment

f. Support for development of the patient’s/client’s/family’s/caregiver’s coping mechanisms, including but not limited to, verbalization of feelings, referral to social services, hospices, etc.

g. Recognition of the patient’s/client’s needs related to dignity, self-respect and personal preferences

h. Support for the grieving process

3. With each patient/client visit, the nurse will follow the plan, assesses the need for changes, updates and documents accordingly. Aspects of care that must be reflected in the clinical record, when applicable, include:

a. The origin, location, severity (on a scale of 0-10; 0=no pain, 10=unbearable pain), alleviating and exacerbating factors for pain/discomfort

b. Preventative and treatment/measures provided for secondary symptoms and/or pain/discomfort, and the response to treatment

c. Psychosocial interventions to facilitate development of coping mechanisms and the grieving process, and the patient’s/client’s/family’s/caregiver’s response 

d. Referrals to community resources

4. Case conferences will reflect coordination and communication between various team members relative to the patient’s/client’s and family’s/caregiver’s evolving physical, psychological, emotional, spiritual and bereavement needs.

5. Agency personnel will adhere to:

a. The desires made known by patients/clients through the use of an Advance Medical Directives executed according to state regulations and policy.

b. “Do Not Resuscitate” orders written by the patient’s/client’s physician in accordance with state regulations and policy.

POST-MORTEM CARE

Policy No: 7-034.1

PURPOSE
To establish the process to follow in the event of the death of a patient/client.

POLICY

Post-mortem procedures will be followed in adherence to all applicable laws and the wishes of the patient/client and family/caregiver.

POST-MORTEM CARE

Policy No: 7-034.1

Procedure No: 7-034.1.1

PURPOSE
To establish the process to follow in the event of the death of a patient/client.

PROCEDURE

1. Any time a death occurs in a home, it is legally termed an “unattended” death, unless a physician is present.

2. If agency personnel is present at the time of a death, the following parties will be notified:

a. Program Director and/or Home Health Supervisor

b. Patient’s/Client’s physician

c. Next-of-kin

d. Police/coroner, as applicable to county regulation

e. Mortuary, at the request of family/caregiver

3. If the body is to be transferred directly to the mortuary, the Egyptian Public & Mental Health Department’s personnel prepares the body for transfer, i.e., bathes the body, removes all medical equipment from the body, places the body in a “natural position” and covers it with a sheet.

4. Agency personnel will be responsible for instructing the family/caregiver regarding disposition of medications, medical supplies and equipment.

WAIVED TESTING

Policy No: 7-035.1

PURPOSE
To define the agency’s compliance with waived testing criteria and the need for a certificate of laboratory services.

POLICY

The agency provides the following testing methods within the home setting:

1. Home glucose monitoring

WAIVED TESTING

Policy No: 7-035.1

Procedure No: 7-035.1.1

PURPOSE
To define the agency’s compliance with waived testing criteria and the need for a certificate of laboratory services.

PROCEDURE

The testing methods identified above will be used as a treatment screening method only and does not require follow-up confirmation testing, unless specifically ordered by the physician.

HOME GLUCOSE MONITORING

Policy No: 7-037.1

PURPOSE
To provide guidelines for the safe use of home glucose monitoring devices.

POLICY

Nurses will utilize home glucose monitoring (HGM) devices in accordance with manufacturer’s guidelines in order to ensure the quality and accuracy of blood glucose values.

HOME GLUCOSE MONITORING

Policy No: 7-037.1

Procedure No: 7-037.1.1

PURPOSE
To provide guidelines for the safe use of home glucose monitoring devices.

PROCEDURE

1. Assignment of HGM Equipment

a. There will be one acceptable brand of HGM device that will be issued and used for home glucose monitoring.

b. All nursing agency personnel who receive a HGM device for personal retention in the service of the agency will sign an HGM agreement that outlines responsibility for care and return of the item.

c. The nurse will be responsible for maintaining the HGM device in optimal operating condition according to the manufacturer’s instructions including cleaning, uses of appropriate accessory equipment proper operating procedure, and protection from damage.

d. When employment is terminated, or the agency personnel’s function no longer requires the use of a HGM device, the machine will be returned to the appropriate clinical supervisor and/or designee with associated stock items and the quality control log.

2. Training of Personnel

a. All nurses will receive training in the HGM devices issued to them.  Training will include instruction and return demonstration of the following procedures according to the manufacturer’s directions:

i. All of the procedures listed below are to be conducted in accordance with Universal Precautions:

1. calibration performance and recording

2. control solution checks and recording

3. obtaining an adequate blood specimen

4. blood testing procedure

5. cleaning the machine

6. storage of the machine

7. how to change a battery

8. actions to take if a machine malfunction is suspected

3. Calibration and Control Tests (see manufacturer’s guidelines for specific procedures)

a. Calibration of the HGM assigned to the nurse will be checked prior to every use with a patient/client.  The calibration procedure of the HGM device will be performed when a new bottle of strips is opened for use and at other times as indicated by the manufacturer’s guidelines.

b. Control testing using control solution  will be performed by a nurse each day that a HGM machine will be used, according to the manufacturer’s directions, prior to use with a patient/client.

c. Calibration and control test results will be recorded on the log form entitled “QUALITY CONTROL FOR HOME GLUCOSE MONITORING DEVICES”, which each nurse will keep with the device.  Completed logs will be turned into the clinical supervisor and/or designee and will be retained by the agency.

4. Blood Testing 

a. Supplies needed

i. HGM device

ii. Test strips

iii. Lancet

iv. Optinal lancet device

v. Tissue or cotton ball

vi. Alcohol wipes

vii. Non-sterile gloves

viii. Bio-hazardous sharps container

ix. Paper towel to cover surface where testing with the machine will take place

x. One 6-volt photographic alkaline battery

b. Before the test:

i. Verify proper equipment is available

1. If the nurse is using a HGM device owned by the patient/client to provide care according to the plan of care, the nurse must ensure that the machine is in proper operating condition and that the nurse is trained on the machine.

2. If the machine is not in acceptable operating condition, or if the nurse has not received the appropriate training, the nurse must use the HGM device issued by the agency for testing.

3. a nurse who identifies his/her HGM training deficit must report this to the clinical supervisor and/or designee for follow-up and possible staffing changes.

ii. Verify orders as needed

iii. Inform patient/client of the purpose and procedure

iv. Verify if a new vial of strips will be used

1. wash hands

2. assemble equipment on clean towel, on safe, flat surface with bio-hazardous sharps disposal unit available

3. don non-sterile gloves

c. Testing

i. Blood glucose testing will be conducted in accordance with the procedure outlined by the manufacturer.

ii. This entire procedure will be performed in accordance with Universal Body Substance Precaution guidelines.

iii. Blood glucose results will be recorded on the skilled nursing note.

iv. All contaminated lancets will be discarded in a bio-hazardous sharps container with the patient/client receiving appropriate instruction on its use and purpose.

5. HGM device malfunctions

a. If a device fails a control test or otherwise malfunctions, the nurse should consider performing the following procedures:

i. Check the battery (replace if necessary and available).

ii. Re-check using fresh control solution and/or a fresh bottle or strips (if available).

iii. Check the cleanliness of the machine and clean according to manufacturer’s instructions.   If necessary, allow drying time.

iv. Ensure that the size and location of the blood specimen was adequate.

v. Ensure that the testing procedure was followed properly.

vi. Ensure that the machine has been calibrated properly.

vii. Inspect the machine for any damaged parts that can be detected visually.

viii. Refer to the trouble-shooting guide in the HGM Manual.

ix. Call the manufacturer’s toll-free (800) number for further instructions.

b. If the machine continues to malfunction despite attempts to isolate the problem, the following procedure is to be followed:

i. The machine will be placed out of use.

ii. The patient’s/client’s physician is  contacted to ascertain if a venipuncture for a blood sugar value is required.

iii. The HGM device will be returned to the office for return to the manufacturer.

iv. The nurse will obtain a HGM replacement.

INTRAMUSCULAR ADMINISTRATION OF MEDICATIONS

Policy No: 7-038.1

PURPOSE
To establish the conditions for administration of intramuscular medications in the home.

POLICY

Registered nurses and licensed practical nurses may establish and administer intramuscular medications under the orders of a physician.

INTRAMUSCULAR ADMINISTRATION OF MEDICATIONS

Policy No: 7-038.1

Procedure No: 7-038.1.1

PURPOSE
To establish the conditions for administration of intramuscular medications in the home.

PROCEDURE

1. A physician’s order will be obtained for IM medications.

2. All orders for IM medications will specify dilution, route, frequency or administration.  

3. The patient/client receiving IM medications, classified as Category I-Antibiotics, should have received their first dose of prescribed medicine in a hospital setting, in a physician’s office, or under the supervision of a physician or his/her representative prior to admission to the Egyptian Public & Mental Health Department, without evidence of allergic reaction, unless prior approval is obtained by the physician.  First dosages of medication classified as Category II-Antibiotics can be given in the home without prior administration.  In these cases, the nurse will remain in the home for at least thirty minutes after giving the IM injection.

4. Results for laboratory work for each medication, as indicated, will be documented in the client’s chart prior to administration of the medication.

5. Only drugs that are approved by the Food and Drug Administration (non-investigational) may be administered.

6. Medications are prepared by a pharmacy, and are properly labeled with patient’s/client’s name, name of drugs, dosage, route, expiration date, and any special instructions.

OBTAINING BLOOD BY VENIPUNCTURE

Policy No: 7-039.1

PURPOSE
To delineate the process for obtaining blood by venipuncture.

POLICY

Nurses employed or contracted by the Egyptian Public & Mental Health Department who have demonstrated proficiency in venipuncture will provide venipuncture.

All venipunctures are directed by physician order, which must be signed and dated within seven days, if the order is taken by phone or verbally.

GENERAL INFORMATION
1. Definitions:

a. Peripheral Venipuncture:  refers to the process of piercing the skin to enter a peripheral vein to gain direct access to the venous system.

b. Direct Venipuncture:  refers to the method of venipuncture, which pierces the skin directly over the vein and simultaneously enters the vein.

c. Phlebotomy:  refers to the aspiration of blood from a vein.

d. Puncture Resistant Container:  refers to the container used for the disposal of used needles and all other disposable equipment used in the venipuncture procedure.

2. The process of selecting an appropriate venipuncture site includes the following:

a. Choosing the veins most appropriate for venipuncture:

i. The back of the hand

ii. The ventral surface of the arm

iii. The antecubital area

b. Choosing veins determined by:

i. Size

ii. Elasticity

iii. Looseness to the skin surface

c. Choosing veins that are:

i. Easily observable

ii. Palpable

iii. Large enough for a needle to enter

3. The blood collection tube should be at least ¾ full for the proper mixing ratio with an anticoagulant, when present.

4. The laboratory vendor will recommend the appropriate blood collection tube for a specific test and will provide laboratory request forms along with instructions for completion.

OBTAINING BLOOD BY VENIPUNCTURE

Policy No: 7-039.1

Procedure No:  7-039.1.1

PURPOSE
To delineate the process for obtaining blood by venipuncture.

PROCEDURE

1. Refer to general policies for the following procedural steps:

a. Hand washing

b. Setting up a work area

c. Explaining the procedure to the patient/client/family/caregiver

2. Gather supplies which may include but are not limited to:

a. Blood collection tubes as required for test

b. Vacutainer holder

c. Disposable vacutainer needles (18 and/or 20 gauge)

d. Tourniquet

e. Alcohol swabs

f. Antimicrobial swabs

g. Band-aids

h. Dry sterile sponges

i. Gloves

j. Puncture-resistant container

k. Plastic Ziploc bags for transport

3. Assess supply integrity.

4. All venipunctures must be limited to no more than three attempts to obtain a blood sample.  If three attempts are unsuccessful, the Assistant Director of Nursing must be consulted to discuss and consider alternative measures.

5. Label all blood samples with at least:

a. Patient’s/client’s name

b. Date and time the blood sample was obtained

c. Test to be run on the blood sample

d. Initials of the individual drawing the blood sample

6. Select appropriate venipuncture site.

7. Put on gloves.

8. Cleanse skin with alcohol and/or antimicrobial swabs for one minute.  Allow skin to dry.

9. Apply the tourniquet above the elbow and/or at least six inches above anticipated venipuncture site.

10. Assemble the vacutainer and needle in the following manner:

a. Remove the protective cap from the collection tube of the vacutainer needle

b. Twist the needle securely into the vacutainer holder

c. Remove the protective cap from the vacutainer needle

11. If the vein is not prominent, ask the patient/client to make a fist.

12. Stabilize the vein by drawing the skin taut with the thumb immediately below the selected venipuncture site.

13. With the bevel up, insert the needle quickly and smoothly under the skin at a 45 Degree angle and enter the vein.  A slight change in angle may be necessary to avoid going through the other side of the vessel.  

14. Obtain the blood samples by gently pushing the blood collection tube into the vacutainer holder piercing the collection tube needle through the top of the collection tube.

15. Allow the tube to fill to at least ¾ full, and then remove it from the vacutainer holder.

16. Repeat steps 12 and 13 until the desired number of blood collection tubes is filled.  Collect the blood tubes in the following order:

a. Red-SST

b. Blue

c. Green

d. Lavender

17. Release the tourniquet.  Slowly withdraw the needle assembly from the venipuncture site.

18. Apply pressure with a gauze pad over the venipuncture site until bleeding subsides.  Do not allow the patient/client to bend the elbow if specimen taken from antecubital site; rather direct patient/client to lift arm above head.  

19. Apply a band-aid to the venipuncture site.

20. Gently invert any anticoagulation tube(s), such as lavender and blue tops, at least ten times to mix the blood with the anticoagulant.

21. Dispose of all sharps and blood contaminated (or suspected) disposable equipment and supplies in puncture resistant container.  Venipuncture needle may be twisted off into the container, if it is equipped for procedure.  If it is not, the needle and vacutainer sleeve are to be placed, as a unit, into the puncture-resistant container.

22. If a needle can be removed from vacutainer sleeve per “t”, then wash the sleeve with soap and water and wiped out with hypochlorite solution between each use (most all needles should be thrown away).  Tourniquets are to be cleansed with an alcohol wipe unless obviously or suspected blood contaminated, then follow same procedure as for the sleeve.

23. Place blood samples in sealed plastic bags.  Add ice to those samples requiring cooling as per laboratory vendor directive.

24. Take off gloves and dispose in leak-proof bag in patient’s/client’s trash, unless grossly blood contaminated, then dispose in puncture-resistant container.

25. Complete the laboratory vender requisition.

26. Transport blood samples to the laboratory vender for processing, in protective transport box, as soon as reasonably possible and in accordance with the laboratory guidelines.

FLUSHING PICC LINES

Policy No: 7-040.1

PURPOSE
To maintain patency of catheter.

POLICY

RN will do the procedure until other medical personnel assumes responsibility or until the patient is discharged from all EHD services.  The PICC line is flushed every 24 hours to maintain patency, after medication infusion, or as ordered by the physician.

FLUSHING PICC LINES

Policy No: 7-040.1

Procedure No: 7-040.1.1

PURPOSE
To maintain patency of catheter.

PROCEDURE

EQUIPMENT:
· Disposable gloves

· Sterile saline solution for injection

· 100 units/cc heparin solution

· Alcohol swabs

· 10 cc syringes

1. Obtain physician orders and determine the frequency of flush needed.

2. Wash hands.

3. Don gloves.

4. Assemble equipment.  

5. Explain the procedure to the client and position for comfort.

6. Prepare saline and/or heparin.  If between medicine doses, flush with saline 5 cc.  If daily flush, use 10 cc normal saline for injection followed by 3 cc of heparin flush solution (100 units per cc).  Repeat procedure to multiple lumens. 

7. Cleanse the clave connector with alcohol.

8. Insert heparin or saline into the connector.

9. Open clamp.

10. Inject saline and/or 3 cc heparin.

11. At the end of the flush, clamp the catheter.

12. Remove gloves and dispose of equipment/supplies as outlined in the agency policy.

13. Wash hands.

14. Document in the clinical record:

a. Procedure performed.

b. Dose of heparin and/or saline used.

c. Any significant findings related to the procedure.

d. Report significant findings to the physician.

SPECIAL CONSIDERATIONS:
· Saline flushes will be used between doses of medications or fluids, which are incompatible.

· Final heparinization of the PICC lines is done with heparin 100 units per cc.  Flushes will be done after each drug dose or once per day, whichever is less.

· Flushing should be done with syringes no smaller than 10 cc.

PORTABLE MEDICATIONS

Policy No: 7-041.1

PURPOSE
To provide guidelines for Home Health Nurses in carrying certain types of approved medications for their clients.

POLICY

The following medications can be carried, undispensed:

· Sterile saline in a sealed portable container of a size determined by the dispensing pharmacist.

· Sterile water.

· Heparin sodium lock flush in a concentration of 10 units per milliliter or 100 units per milliliter (limited to 5 dosage units).

· Epinephrine HCI solution in a concentration of one to 1,000 (limited to five dosage units).

· Diphenhydramine (Benedryl) 50 milligrams intravenously (no more than two dosage units), in an individually sealed, unused portable container, clearly labeled, and placed in a protective carrier.

· Each dose must be individually packaged.

Responsibilities will include:

· Each portable drug will be sealed in a portable drug container, and be handled during storage and transportation in order to protect the temperature stability of the contents.

· A written or verbal order from a physician, advanced practice nurse or physician’s assistant will be secured, before the drug is removed from the sealed, portable container.

· The agency will insure that these medications will be administered within the established treatment protocol.

· The agency will maintain a signed record of the dates and times that individual nurses will be carrying containers with medications.

INFLUENZA & PNEUMOCOCCAL VACCINATIONS

Policy No: 7-042.1

PURPOSE
To provide guidelines for Home Health program to maintain compliance with the Division of Health Care Facilities and Programs regarding Influenza and Pneumococcal vaccinations.

POLICY

Public Act 94-429 (SB 1220) requires home health agencies to administer or arrange for administration of a vaccination against influenza and pneumonia.  According to the 2005/2006 Enforcement Guidelines, the following will be implemented:

Influenza Vaccinations
1. The Egyptian Public & Mental Health Department Home Health Program will administer or arrange for a home health patient to receive an influenza vaccination in the flu season:

a. Referring a patient to the physician who is supervising their home care, or to his primary care physician; or

b. Referring a patient to the hospital affiliated with the home health program; or

c. Referring a patient to public health department or other community location (e.g. local pharmacy, flu shot clinic, hospital) where influenza vaccinations are available, or

d. Arranging for the public health department or other private or community health organization to provide the vaccination in the patient’s home.

NOTE:  When a referral or arrangement are made, home health staff will assist the patient in developing a plan for implementing the referral or arrangement and will follow up with the patient to assess implementation of the plan and document the outcome.

2. Documentation

a. Use of roster indicating date of offer or referral; patient response; administration/contraindication/refusal;

b. Individual patient record entries identifying date of offer or referral; patient response; administration/contraindications/refusal.

Patients ages 65 and older who is on service between November and February of the succeeding year, will indicate that the need for an influenza vaccination was addressed and the outcome was documented.

Pneumonia Vaccinations
1. The Egyptian Public & Mental Health Department Home Health Program will administer or arrange for a home health patient to receive a pneumonia vaccination:

a. Referring a patient to the physician who is supervising their home care, or to their primary care physician; or

b. Referring a patient to the hospital affiliated with the home health agency; or

c. Referring a patient to the public health department or other community location (e.g. local pharmacy, clinic, hospital) where pneumonia vaccinations are available; or

d. Arranging for the public health department or other private or community health organization to provide the vaccination in the patient’s home.

2.Documentation

a. Use of roster indicating date of offer or referral; patient response; administration/contraindication/refusal;

b. Individual patient record entries identifying date of offer or referral; patient response; administration/contraindications/refusal.

FLUSHING IMPLANTED PORTS

Policy No:  7-043.1

Procedure  No:  7-043.1.1

PURPOSE

To maintain patency of implanted port.

POLICY

RN will perform the procedure until other medical personnel assumes responsibility or until the patient is discharged from all EHD services. The port will be flushed once monthly or as ordered by physician to maintain patency.

PROCEDURE

EQUIPMENT:

· Disposable sterile gloves
· Sterile saline solution for injection
· 100 units/cc heparin solution
· Alcohol swab sticks
· 10 cc syringes
· Non-coring huber needle with tubing and clamps
1. Obtain physician orders and determine the frequency of flush needed.

2. Wash hands.

3. Assemble equipment.

4. Explain the procedure to the client and position for comfort.

5. Don sterile gloves.

6. Cleanse skin with alcohol stick swabs starting from the center of the septum and continuing outward to a diameter of 3 inches using a circular motion.

7. Attach a non-coring needle to 10 cc syringe filled with 10 cc of sterile normal saline. Clear air from tubing and needle and close the clamp.

8. Remove gloves.

9. Don sterile gloves.

10. Palpate portal septum using non-dominant hand. Stabilize portal septum by using thumb and index finger.

11. Using aseptic technique, access the system by inserting needle at a 90-degree angle to the septum; penetrate the skin and septum until contact is made with the bottom or the portal chamber.

12.  Unclamp tubing, confirm correct needle placement by noting that priming solution infuses easily with no signs of infiltration.

13. Inject remainder of the saline into the system using positive pressure method and clamping tubing during last .5 ml of solution. 

14. Attach another 10 cc syringe with 5 ml of heparinized saline (100 units/ml).   Instill all but 0.5 cc and clamp the tubing prior to removing the needle from the port.

15. Holding pressure on port with thumb and index finger, gently remove the needle from the port and cleanse the site with alcohol swab stick.

16. Remove gloves and wash hands.

17. Document in the clinical record:

a. Procedure performed.

b. Dose of heparin and/or saline used.

c. Any significant findings related to the procedure. 

d. Report any significant findings to the physician.

SPECIAL CONSIDERATIONS:

· Flushing should always be done with syringes no smaller than 10 cc

This policy is for flushing/maintenance of implanted ports every month or as ordered by physician.  EHD nurses using this specific policy will not give IV therapy/medications.

NEGATIVE PRESSURE WOUND THERAPY SYSTEM

                                                                                                          Policy No:  7-043.2

Procedure No.:  7-043.2.1  

PURPOSE

To provide guidelines for Home Health program to follow proper technique for negative pressure wound therapy systems.

POLICY/PROCEDURE;

Procedure for National Wound Care Negative Pressure Wound Therapy System

CODE NAME:  “Wound Sucker”

Procedure for applying dressings to the wound is as follows:  Gather equipment.  There are two different kits, one containing a round drain, and another a flat drain.  The nurse will decide after assessment of the wound which drain will be used.  Wound will be cleansed using sterile normal saline.  After preparation and irrigation of wound bed, the skin will be prepped with skin prep followed by placement of an oil emulsion dressing cut to appropriate size and placed in the wound bed without touching the sides of the wound.  Cut a piece of gauze (4 x 4) so that it will fill the wound bed.  Moisten it with saline.  You will sandwich the drain tube inside this piece of gauze.  Cut drain tube so that it is ½ inch shorter than the wound.    Gauze must fill the wound bed and be contained inside the wound bed.  Then place the op-site dressing so that it will overlap the wound area at least 1½  inches.  Insert red tube clamp onto small suction tube, checking to make sure you have a good seal all the way around the wound area and tubing is free of kinks.  Open the red tube clamp and turn machine on.  Negative pressure will be applied at 90 mm of constant pressure unless otherwise specified by the physician.  The dressing should then shrink to a hard-packed feel to touch.  If the gauze feels soft, the seal is not adequate.  If you must disconnect the pump for any reason, make sure you close the red clamp.  Dressings will be changed at least 3 times weekly unless the ordering physician specifies more frequent dressing changes.  Suction tubing will be changed with each dressing change.  The canister will be changed weekly and when it becomes full.  The filter is changed monthly.  If ANY change in the wound is noted, the machine will be discontinued and the physician notified immediately.  The machine may be disconnected for the patient to shower and for MD appointments.  All bathing will be scheduled to correspond with dressing changes to eliminate time off the machine.  Aseptic technique will be followed during all dressing changes.    

Medication Review/Reconciliation/ Medication Management

Policy No:  7-044.1

Procedure  No:  7-044.1.1

PURPOSE

To decrease avoidable hospitalization and improve patient safety during care transitions.

POLICY

The admitting nurse will complete the Oasis-C, including a complete medication reconciliation  assessment for over-the-counter medications/ herbs/ nutritional supplements/ topical medications at SOC/ ROC/ Discharge. 

PROCEDURE

1. Admitting RN will look at every medication the patient takes.  The nurse will ask the patient “Is this everything you take?”

2. Ask the patient about herbal supplements, vitamins and other OTC drugs.

3. Enlist the support of the patient’s pharmacy and primary care physician during the medication reconciliation.

4. Use “Show Me” (ask the patient to demonstrate how they take their pills) to assess medications.  Do not just ask the patient to tell you or show you a list of current medications.  

5. Verify a list of patient medications with primary physician the next business day for all patients who have transitioned from one care setting to another.

6. Follow up with any medication changes after all physician appointments.

7. Teach patient to use reminder strategies such as notes, cueing, and location of medication to improve adherence in taking medications at the appropriate times.

8. Use “Teach-Back” (ask the patient to state in their own words the instructions just taught) to evaluate patient understanding of medications, including precautions on high-risk medication. Use medication simplification strategies for patients taking multiple medications.

9. Nurses will understand potentially inappropriate medications among older adults and consult with MD if a potential problem exists.

10. Ask patients to explain the purpose of their medication, and include caregivers in medication management/ teaching.

WOUND CARE MANAGEMENT AND ASSESSMENT 

Policy No.:  7-044.1

Procedure No.:  7-0044.1.1

Purpose

To determine the status of a patient’s wound.   Treatment protocol will be based on physician orders only.

Policy

A skilled assessment of the wound will be done by the SN each visit with wound management done once weekly.  Wound measurement may be done each visit, but it is not required unless the wound has deteriorated as determined by the SN assessment.

Procedure

1. Gather all equipment to do wound care/dressing change, as indicated by physician’s order.

2. Wash hands, don gloves and remove old dressing.  Double bag old dressing and dispose of, in appropriate waste receptacle. Measure wound, as indicated by agency policy then remove gloves and wash hands.

3. Cleanse wound and apply new dressing according to physician’s order.  

4. Remove gloves, wash hands and record measurements and procedure on SN note.

EMERGENT AND AFTER-HOURS SN VISIT

Policy No.:  7-045.1

Procedure No.:  7-0044.1.1

Purpose

To set guidelines for the SN to make emergent or after-hour visits without a prior MD order.

Policy

A SN will be on-call 24 hours-per-day, 7 days-per-week.  A SN visit may be made without an order (prior to the visit) after the MD office closes, if the visit is emergent in nature.  The order will be obtained the next business day.  

Every attempt will be made to avoid these types of visits.  For example, if a patient is admitted with a catheter, or for a dressing change, the nurse will anticipate the possible need for extra visits and add that to the plan of care.

Procedure

1. The SN will determine during a phone interview with the patient or the patient’s family, if a nursing assessment is needed, to determine what measures need to be taken to care for the patient.

2. If it is determined that a nursing visit is required the nurse will attempt to contact the physician.  If that is unsuccessful, the nurse will make the visit.

3. The physician will be contacted the next business day to obtain the order for that visit and to update the physician on the patient’s status and the outcome of the visit that was made.

                                                                                                     Discharge Policy/Procedure

                                                                                                                            Policy No:  7-046.1

Procedure no:  7-046.1.1

Purpose:  

To establish standards and a process by which a patient can be discharged from the agency.

Policy:  

Discharge planning begins at each start of care and continues on until the patient has been discharged.   When services are to be terminated by the Home Health agency, the patient is to be notified three working days in advance and the Advanced Beneficiary Notice is to be given to the patient stating the reason for and the date of discharge. This information will also be documented in the clinical record.  When indicated, a plan shall be developed or a referral made for any continuing care.  

     Services shall not be terminated until the Registered Nurse, the appropriate therapist, or both, in conjunction with the patient’s physician deem it appropriate or arrangements are made for continuing care.

Procedure:  

1. Patients will be discharged for either of the following reasons.  Care completed with all goals met, no longer homebound, failure to receive signed physician orders, chronic, ongoing illness/non-healing wound with no end of care, went to a nursing home, deceased, non-compliant, moved out of the area, home situation became a safety issue, and patient or physician requested discharge. There may be other acceptable reasons for discharge and should be discussed prior to discharge with the home health director of program. A patient may not be discharged during an open episode when being admitted to the hospital unless discharge was planned and the discharge takes place before hospitalization occurs.

2. If time allows (planned discharge) an Advanced Beneficiary Notice will be issued three days prior to discharge and the Registered Nurse or Registered Therapist will complete the discharge with Oasis.

3. A care summary will be written on page 14 of the Oasis and sent with the physicians order for discharge. A verbal telephone order for discharge will be obtained from the physician prior to planned discharge. If discharge is unplanned, the physician will be notified and a discharge order written, care summary will be sent with the order.

4. Specific discharge instructions will be given to the patient when the discharge visit is completed.  Oasis and nurse notes will show documentation of discharge planning.

Safety Issue:  

Egyptian Health Dept reserves the right to discharge a patient if an employee is put in harms way with no attempt to correct/resolve the safety issue. Every attempt will be made to speak with the patient and or family/caregiver for resolution of problem to ensure employee safety. If patient or family/caregiver refuses to correct/ resolve safety issue the patient’s physician will be notified and a discharge will be completed.  Egyptian Health Dept reserves the right to place services on hold while safety issue is evident to give patient and or family/caregiver time for correction.  Documentation in the patients chart will include safety issue, coordination with the physician and all interaction with patient and or family/caregiver.

Non-compliance:

Egyptian Health Dept will make every attempt to bring patients and or family/caregivers into compliance with physician orders, if we cannot achieve compliance we may need to discontinue services.  If a patient refusal of treatment according to the plan of care compromises our ethical and professional standards or places the patient at risk the physician will be notified and a discharge will be completed. 

Homebound Status:

A homebound patient is one who is essentially: Confined to a place of residence due to illness or injury.  Patient is ambulatory or otherwise mobile, but is unable to be absent from his/her residence except on an infrequent basis for relatively short durations. 

Requires the use of a supportive device or special transportation or the assistance of another person to leave his/her home.
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A major decline in health status that may be treated as a SCIC if patient has a new HHRG.





Exacerbation of a condition being treated + the addition of a new discipline


Exacerbation of a stable condition + a new medication of treatment


Exacerbation of a stable condition + the addition of a new discipline


Development of a new condition + a new medication or treatment


Development of a new condition + an increase in the frequency of visits


Development of a new condition + the addition of a new discipline














A major decline in health status that may or may not be treated as a SCIC if the patient has a new HHRG





Exacerbation of a condition being treated + a new medication or treatment


Exacerbation of a condition being treated + an increase in the frequency of visits


Exacerbation of a stable condition + a change in medication or treatment


Exacerbation of a stable condition + an increase in the frequency of visits.
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