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Provision of Care, Treatment, & Service


POLICY
Initial and recertification assessments are completed by staff in accordance with CMS regulations. In Home Health Care, a Registered Nurse, Physical Therapist, Speech Therapist, or Occupational Therapist may perform the comprehensive patient assessment at admission and recertification. The occupational therapist may only complete the comprehensive assessment if the need for occupational therapy establishes program eligibility.The CMS guidance in section 485.55 (a)2 of new Conditions of Participations state that when rehabilitation therapy service (SLP, PT, or OT) is the only service ordered by the physician who is responsible for the home health plan of care, and if the need for that service establishes program eligibility, the initial assessment visit may be made by the appropriate rehabilitation skilled professional In Hospice, Registered Nurses perform the initial assessment. Reassessments are performed by staff in accordance with their specific discipline, level of training and assigned duties.

INITIAL ASSESSMENT
1. Patients have a comprehensive physical, psychosocial and environmental assessment on admission. 

a. For patients receiving certified services and RightHealth patients, a clinician performs the initial assessment within 48 hours of the referral (or hospital discharge) or as ordered by the physician.
b. For patients requiring evaluation by an additional discipline, that assessment will be completed within 7 days for home care and 5 days for hospice care of the order. In the event demand for services exceeds the supply of resources, the referring MD and the patient/family is notified of any delay.

2. Initial assessments include gathering information regarding the following:   

a. Pertinent diagnoses and prognosis

b. Pertinent physical findings including a medical/surgical history, current health status, and height and weight. For bedbound and chairbound patient, contractured patients, double amputees, use a measuring tape to determine the height measuring from one point to another, then add together to get total height. When reporting height for a patient with bilateral lower extremity amputation, measure and record the patient’s current height (i.e., height after bilateral amputation). The patient’s scales may be used for weight assessment; however, patient and/or agency scales must be calibrated per manufacturer recommendations prior to obtaining weight.  Weight may also be based on the most recent measure in the last 30 days if a prior Island Health Care patient. Self-report or paperwork from another setting is not acceptable.  Weight should be obtained per best practice protocol when possible (in a.m., after voiding, before meals, with shoes off). If a patient cannot be weighed, for example, because of extreme pain, immobility, or risk of pathological fractures, enter the dash value (-) and document the rationale on the patient’s medical record. (Hospice does not perform height measurement)
c. A comprehensive pain assessment utilizing an evidenced-based pain tool. 
d. Psychosocial factors (i.e. emotional barriers to treatment, cognitive limitations, memory, orientation, etc.)
e.  Cultural or religious practices that may affect care, treatment, and services
f. Home environment and related safety issues (i.e. construction barriers, safety hazards, availability of electricity, telephone service, potential problem issues for long term oxygen therapy, etc.)
g. Functional ability including the level of independence in performing activities of daily living (ADLs)
h. Status of Advance Directives for care and/or discussions regarding the withholding of resuscitative services or the withdrawal of life sustaining treatment

i. Medical equipment used in the home

j. Diet and usual dietary intake

k. Medication history and current medication regimen, including over-the counter meds, drug allergies, sensitivities, compliance history, any adverse drug reactions, and the appropriateness of the medication therapy.

l. Family support systems and whether a care giver is available, capable and willing to provide needed assistance

m. Patient/caregiver educational needs, including preferences for method of learning
n. Signs of actual or suspected abuse (physical, sexual, emotional) or neglect 

o. Anticipated discharge needs

p. Information about lab values

q. Assessment for appropriateness of telehealth services
3. In addition to the above, for hospice services the following information is gathered
a. The patient's need for hospice care and services.

b. The patient’s physical, psychosocial, emotional, and spiritual needs related to the terminal illness that must be addressed to promote the patient’s well-being, comfort, and dignity throughout the dying process.
c. The nature of the condition causing the patient’s admission to the hospice program, including the presence or absence of objective data and subjective complaints.
d. A comprehensive pain assessment utilizing an evidenced-based pain tool to include barriers to pain management and preferences for pain management including non-pharmacological interventions.
e.  Complications and risk factors that affect care planning 
f. Functional status, including the patient’s ability to understand and participate in his or her care 
g. Imminence of death
h. Severity of symptoms

i. Factors that alleviate or exacerbate physical symptoms

j. Comfort level of a patient who chooses not to take nutritional therapy

k. Spiritual orientation and involvement in a religious group
l. Spiritual concerns

m. Participation in a support group

n. Information about the patient’s psychosocial status
o. Adequacy of environmental and other resources

p. Coping mechanisms of patient and family or significant other(s)
q. Need for volunteer services to offer support or respite to the patient, family, or other caregivers.
r. Assessment of need for an alternative setting or level of care.
s. Discharge needs including bereavement, funeral needs, and survivor risk factors.
t. Data elements for pain, shortness of breath and anxiety  
4. The admitting clinician screens for nutritional risk factors on admission and determines the need for further in-depth assessment by a pharmacist, physician or Registered Dietician
5. The admitting clinician  notifies the patient and/or the patient-selected representative about the patient’s Rights and Responsibilities as specified in our Patient Rights & Responsibilities Policy.
6. Following assessment:

The Clinician:
a. Collaborates with the patient/caregiver to develop a plan of care, and then 
b. Confers with the State Director, or in the case of Hospice, confers with the Interdisciplinary Team, to establish the plan of care, including visit order frequencies

c. Reports any actual or suspected signs of abuse to the State Director, Team Leader or Administrator on Call, who in turn notifies the physician and/or appropriate authorities

d. Notifies the physician’s office of the patient’s admission to service and to review the plan of care with the physician
The State Director for home care:
a. Completes the Risk Stratification Tool in collaboration with the admitting clinician.
b. Works in concert with clinical staff to obtain necessary orders
c. Collaborates with the clinician to obtain appropriate referrals/disciplines.
6.  In the event that the admitting clinician suspects the client may not qualify or refuses services, the admitting clinician discusses the case with the State Director in home care or in the case of hospice, the team lead, to make the final determination.  If determined to not be admitted, the clinician:
a. Refers the client to other services as appropriate.
b. Notifies the referring physician/referral source of the reason for nonadmission. 
REASSESSMENT

1. Staff  reassesses the patient/ according to their discipline, level of training and assigned duties:
a. Professional staff assesses patients during each home visit. Ongoing assessments include a review of body systems and physical findings related to the medical condition and diagnosis, as well as response to and outcomes of treatment and pain management.  Reassessment also includes the need for support services such as volunteers.
b. Home health aide and personal care services are performed under the supervision of an RN, PT, OT or ST. The aide is provided with a care plan and instructions regarding observations that need to be reported to the supervisor. Instructions are updated as appropriate.
c. Follow-up visits by a qualified physical therapy assistant or occupational therapy assistant are performed under the supervision of a licensed Physical or Occupational Therapist.
2. An RN, PT, OT or ST reassesses the certified patient at least every 60 days following admission. Reassessment includes a comprehensive reevaluation of physical, psychosocial, and environmental factors identified on admission.  Hospice patients are re-assessed every 60-90 days based on episode timing.
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