Buffalo Trace Area Agency on Aging & Independent Living

Policies and Procedures Manual


Section X

Homecare Program

Introduction

Buffalo Trace Area Agency on Aging & Independent Living is directed by statute (KRS 205.455 to 205.465) and by Kentucky Administrative Regulation (910 KAR 1:180) to promote and aid in the establishment of local services for older Kentuckians, including the provision of in-home services designed to prevent the unexpected incidents  of unnecessary institutionalization of functionally impaired elderly persons  and aging Kentuckians . 
The purpose of the Homecare Program is:

(1) To provide services which address the needs of individuals in their home; the least restricted environment

(a) To stimulate coordination between local community partners in the planning, organization, and delivery of in-home and community-based services;

(b) To facilitate the development of a community-based informal support system;

(2) To provide in-home services as an alternative to more costly institutional services where appropriate; and,

(a) To promote the request for the aging population to age in place 

(b) Provide coherent, easily accessible and affordable services to assist and support homebound seniors to remain in their homes.

(c) Identify needs and sources of information and  assistance to aging Kentuckians 

(d) Provide relief as well as information and assistance to caregivers

Mission
To allow aging Kentuckians in the Buffalo Trace District to remain living at home, comfortable among familiar surroundings in the least restrictive environment with quality services provided upon a sliding fee scale. This is accomplished through coordination of programs and services to aid in early interventions, and evaluation of strategies, programs, and agencies to decrease unnecessary institutionalization.

Definitions

Activities of Daily Living (ADL) Are activities of self-help: being able to feed, walk, bathe, and dress oneself, transfer, and toilet. 

Instrumental Activities of Daily Living (IADL) These tasks include light housework, preparing meals, taking medications, shopping for groceries, clothes, etc., using the telephone, and money management.  IADLs are those activities that enable an individual to live independently in the community.

Assessment - the collection and evaluation of information about a person’s situation and functioning. An assessment shall identify all needs and resources so that a comprehensive plan can be made with the client.

Cabinet - The Cabinet for Health and Family Services

Case management is a collaborative procedure that assesses, plans, implements, coordinates, monitors, and evaluates the options and services required to meet the client’s ongoing needs. It is characterized by advocacy, communication, and resource management and promotes quality and outcomes.

 Chore Services - the performance of heavy housecleaning, minor household repairs, yard tasks, and other activities needed to assist in the maintenance of an individual in his or her own home. 

Core Services those services, including, but not limited to, client assessment and case management intended to identify person’s needs, develop a plan of care, arrange for services and monitor the provision of services, and to reassess the person’s change in status, and support systems efficiency on a monthly basis. 

Escort Services Provides transportation and assistance to persons age sixty and over to medical appointments, meal site, and other appoints which require the individual to be present.

Functionally Impaired Elderly Person means a person sixty (60) years of age or older, with physical or mental limitations which restrict individual ability to perform the normal standard activities of daily living and which impede individual capacity to live independently, thus rendering such person to be at risk of entering an institution. Functional impairment shall be determined through functional needs assessment developed by the Cabinet and delivered to each applicant for essential services. The functional needs assessment is included in the assessment and reassessment process. 

Home Delivered Meals means the provision of a nutritionally sound meal, which meets at least one-third (1/3) of the current daily recommended dietary allowance, to an eligible person and spouse homebound by reason of illness, incapacity, or disability, including, but not limited to, the securing and delivering of special diets and emergency shelf meals. The meal shall be delivered to the home of the client.  

Home Repair    the performance of tasks for minor home adaptations including modifications of the home environment to enable the elderly to maintain independent living in the own homes or to ensure safety or facilitate mobility.     

Homecare Services are those services provided to eligible individuals provided pursuant to KRS 205.201 to KRS 205.204 and KRS 205.455 to KRS 205.465 directed toward preventing unnecessary institutionalization of functionally impaired older persons and toward maintaining those eligible for services in the least restrictive environment, excluding residential facilities. “Homecare services” shall include the following:

1. Chore services as defined by KRS 205.455 (1);

2. Core services as defined by KRS 205.455 (2);

3. Escort Services as defined by KRS 205.455 (5);

4. Home-delivered meals as defined by KRS 205.455 (8);

5. Home-health aide services as defined by KRS 205.455 (9);

6. Homemaker services as defined by KRS 205.455 (10);

7. Home repair services as defined by KRS 205.455 (11);

8. Personal care services as established in subsection 11 of this manual;

9. Respite services as defined by KRS 205.455 (12).

The Homecare Program helps adults who are at risk of institutional care to remain in their own homes by providing supports and services to assist with daily needs.  This is accomplished primarily by coordinating the help of caregivers and provider agencies. Pursuant to KRS 205.201 to KRS 205.204 and KRS 205.455 to KRS 205.465

Participants must be 60 or older and unable to perform two activities of daily living or three instrumental activities of daily living; be at risk of institutionalization; or be in an institution but able to return to a private home environment if needed services are provided.

(a) Assessment and case management, home management and personal care, home delivered meals; chore services, home repair, and respite for family caregivers and home health aide service are among the assistance provided.
(b) The program is offered statewide through the Area Agencies on Aging and Independent Living.  Contact required with client monthly, Reassessment every 6 months        
Homemaker Service means general household activities including but not limited to non-medical personal care of individuals in the household, shopping, meal preparation, routine household care, and home management services, provided by a trained homemaker. A trained care professional comes in to the home, to provide assistance. The services provided and the schedule will be found on the plan of care.
(a) Personal Care Services means services directed toward maintaining, strengthening, or safeguarding the functioning of a person in his or her home.  These services may include, but are not limited to;

Assisting the individual in activities of daily living including, routine bathing, feeding, hair care, mouth care, and skin care, Assistance with toileting, assistance with dressing, and helping to identify and report change in status. These services do not require medical supervision. 

(b) Home Management Services means those services ordinarily involved with Housekeeping necessary to maintain a person in his or her own home. Such services may include, but are not limited to shopping, meal preparation, laundry, cleaning, sweeping, mopping, and dusting, as well as additional household responsibilities. 

Reassessment means the formal re-evaluation of the client’s situation, functioning, and of the services delivered, to identify changes that may have occurred since the last assessment.  Such as, changes in formal and informal support service, self reported changes in medical conditions, change in status, meeting of goals, how care planed services are meeting clients needs as well as delivery, and the method in which they are being carried out.

Respite Care means care provided to an eligible person by an approved caregiver or agency for a designated time period because of the absence or need for relief of the primary caregiver. 
Time in time out – The time in and time out method of documentation shall be used on each case note and charting sheet, by case managers and direct care professionals, to record total time spent with the client.  The length of the encounter with the client may also be used as a method of recording time spent with a client.
Informal Supports Are in general families, friends, associates, coworkers, etc.  They are not typically organized similar to formal support systems, but they provide assistance as needed when schedules permit.

910 KAR 1:180 Kentucky Administrative Regulations on Homecare program for the elderly.
Age verification – Participants must make available Age Verification documentation such as birth certificate, driver’s license, passport, military ID, and or social security or Medicare card.  Users are to exclude those under the age of 60.

Nutrition risk defines if/when risk is present, illustrates the nature of the problem(s), and assists in guiding decisions about which nutritional services may best fit those needs. It can raise a senior’s awareness of nutrition problems and motivate action on the part of the senior, service provider, and care givers.

Homecare Program Eligibility

(1) A prospective client for homecare services shall:
(a) Demonstrate that the prospective client is a person sixty (60) years of age or older; and
(b) Meet one (1) of the following criteria:

1. Be functionally impaired in the performance of:

a. Two (2) activities of daily living;

b. Three (3) instrumental activities of daily living; or

c. A combination of one (1) activity of daily living and two (2) instrumental activities of daily living;
(c) Have a stable medical condition requiring skilled health services along with services related to activities of daily living requiring an institutional level of care; or
        (d) Be:

1. Currently residing in a:

a. Skilled nursing facility;

b. An intermediate care facility; or

c. A personal care facility; and
2. Able to be maintained at home if appropriate living arrangements and support systems are established.
Eligibility Determination
Policy: 
Only individuals who have been trained and meet the qualification of an assessor pursuant to 910 KAR 1:180 Section 5(1) shall determine eligibility.

Procedure:

(1)  Eligibility shall be determined by a case manager:

(a) Qualified in accordance with Section 5(1) and (2) of this administrative regulation; and

(b) In accordance with Section 5(4) of this administrative regulation
If a client meets eligibility requirements of subsection (1) of this section for homecare services, the client or caregiver shall be informed that the client shall be eligible for services as long as he or she meets eligibility requirements.
(2) The case manager shall determine a prospective client's eligibility for:

(a) The following services in accordance with 910 KAR 1:160:

      1. Adult day services;

      2. Adult day health services; or

      3. Alzheimer's respite care services; or

(b) In-home services.
(3) The homecare program shall not:

(a)  Supplant or replace services provided by the client's informal support system.

(b) If needs are being met by the informal support system, the client shall be deemed ineligible.

An applicant who needs respite services shall not be deemed ineligible as a result of this subsection
HomeCare Intake Procedures

1.) Referral Received

a. Initial call taken through ADRM. Intake form is completed. Services are determined based upon the referral’s need. A priority score will be obtained at this time.

b. If the person is determined eligible for BTAAAIL programs, & funding is available, the referral is given to the case manager for that county, who then contacts them to schedule an assessment. 

c. If no funding is available, the case manager places the referral on their waiting list. It is not necessary for this staff person to follow up with a phone call at this time unless it has been requested during the initial call or the intake process has not been completed. They will remain on the waiting list until funding is available. 

d. If the person being referred is determined to be ineligible for BTAAAIL programs but is determined to have a need for another program, the referral is to be made immediately.

2.)  Assessment

e. Upon funding availability, the case manager will review the waiting list to determine who will be contacted for an assessment based on the information & priority score obtained during the initial intake. 

f. The case manager will then follow up with a telephone call & will complete another priority form to determine the current situation. 
g. If the person continues to have a need for the services, an assessment time is scheduled. 
h. If the case manager determines the person is no longer in need of the services, or they no longer request the services, a notification will be completed & mailed along with a Fair Hearing Form & they will be removed from the waiting list. 
3.) Removal of Referrals
a. Consumers who are unable to be contacted shall remain on the waiting list and the following procedure should be utilized:

b. Phone the consumer, contact person, family member, or emergency contact. Attempts are made to reach the previous-mentioned persons for 20 working days. 

c. If no contact can be made within 20 working days, the case manager shall send a letter which states the following: 

1. Contact cannot be made 
2. Request the person/consumer to contact the BTAAAIL within thirty days regarding their need for services, and  

3. Inform the person in writing if no response is received within thirty working days; the consumer’s name will be removed from the waiting list.

d. After 30 working days, if no response is received, the consumer’s name is removed from the waiting list. 

Homecare Client Responsibilities

Policy:
Upon acceptance to the Home Care Program the client shall agree to specific responsibilities.

Procedure: 
The client shall agree to the following:
A. Provide the Home Care Case Manager with an award letter, recent bank statement, or other official documentation that states the clients income along with an itemized list of deductions

B. Notify the contractor if they are not going to be home when services are scheduled.  If a client misses three (3) consecutive service dates without notifying the BTAAAIL case manager, services are subject to termination.

C. Notify the BTAAAIL case manager if the contractor fails to deliver services as scheduled.

D. Never sign a time sheet that is blank or does not have correct time that the aide has been in the home, shopping, or at the laundry center.

E. Never sign a time sheet when the aide does not follow your care plan.

F. Submit payment upon receipt of bill. Late payment may cause services to stop. This applies to fee-paying clients only.

G. Never ask the aide to do things that are not on the care plan.

H. Aides are forbidden to complete work caused by visitors or pets in the client’s home.

I. Treat the aide with respect. Physical abuse, verbal abuse or sexual harassment is not acceptable and may result in the termination of services.

J. Never ask the aide for their home telephone number or address.

K. Never phone the aide at home.

L. Have grocery shopping list prepared for aide upon arrival. Aide is only allowed to complete shopping at the closest grocery store.

M. Be available monthly for home visit or telephone monitoring by the Buffalo Trace AAAIL case manager.

N. Be available every six (6) months for re-assessment by the Buffalo Trace AAAIL case manager.

O. Risk reduced or cancelled services for failure to fulfill client responsibilities.

P. Never give aides money for services provided.

Ensuring a Safe Working Environment for Staff and Clients

Policy:
The Buffalo Trace Homecare program shall ensure a safe and healthy working environment for all workers (staff and volunteers) and clients.

Procedures:

Under the following conditions, but not limited to those conditions, workers and clients shall have the right to take appropriate actions to protect themselves from harm:

· Worker or client exhibits behavior regarded as a threat to the other member such as yelling, aggressive or inappropriate gestures or movements, display of items that could be considered weapons (guns, knives, etc.), inappropriate verbal statements (explicit or implied) especially related to a sexual, abusive or threatening context.

· There exists a criminal history of a worker or client convicted of an offense related to the physical harm of another individual, felony theft, drug, or weapons offenses.

· Sanitary conditions of the residence present a health hazard to the worker or client such as:  human or animal waste uncontained in the home, medical waste such as syringes or other biohazardous waste uncontained in the home, uncontrollable infestation of rodents and/or insects, etc.

· Illegal drugs or drug paraphernalia (suspected) are openly present in the home, etc.

· Unrestrained animals are present and may cause a hazard.

· Unknown persons are present in the home at the time of service and may represent a threat.

If these, or other, threatening conditions are present and the worker or client perceives a threat to his/her well-being, the worker or client may take the following precautions:

· Worker may remove themselves from the premises immediately indicating the reason for doing so or client may request that the worker leave the premises immediately.

· Notify supervisors or agency immediately.

· Request a review of the situation by agency staff.

· In some cases, referral of the client to DCBS may be appropriate and should be made by the worker.

After review and investigation of the situation by agency member(s), the following process shall be followed:

· Worker and/or client shall be notified in writing by the appropriate Homecare staff person of the unacceptable behavior and shall be offered one opportunity to correct the situation.

· If the situation is not corrected to the satisfaction of the worker or client, the agency may discontinue service provision to an offending client or reassign another worker (or two) to provide the client’s service; or, in the case of an offending worker, the agency may reassign or dismiss the offending staff.

· The worker or client shall have the right to the customary appeal process, if desired.

The Homecare program will make every effort to assist the worker or client to resolve the situation so that services can continue to be provided.

In the event an acceptable resolution is accomplished after services have been discontinued, the client may be placed back on the program when an opening exists.

No person shall be discriminated against due to race, nationality, religion, ethnicity, age, gender, or disability.

Fees and Contributions

The Homecare fee schedule, pursuant to 910 KAR 1:180, as amended, shall be used to determine the fee paying status for each Homecare client. The assessor or case manager shall be responsible for determining fee paying status. Provider agencies shall collect the fees. No fee shall be assessed for the provision of assessment or case management services. 

The assessor or case manager shall consider extraordinary out-of –pocket expenses when determining a client’s ability to pay a fee. 

Waiver or reduction of fee due to extraordinary out-of –pocket expenses shall be documented on an authorization form. 

Contributions from individuals, families or other entities shall be encouraged. 

Procedure:

Fees and contributions (donations) collected shall be budgeted, spent and accounted for by the provider agencies to meet match requirements or increase Services. 

(1) Provider agencies shall make available to the assessors and case managers a unit cost figure for each service. The assessor or case manager shall multiply the unit cost by the client’s fee schedule percentage and inform the client of his/her financial obligation. 
(2) Suggested contribution or donation rates may be established; however, no pressure is to be placed upon the client to donate or contribute. 

The Area Development District shall review and approve the procedures implemented by provider agencies for collecting, accounting, spending and auditing of fees and donations.
Homecare Contribution Policy

Policy: 

Contributions or donations, as pertains to the Homecare program, made by participants and other contributors shall be considered program income and shall be utilized to expand services provided under the Homecare Program in the same year in which it is collected.

Each service provider shall have an established method for providing the opportunity for participants to voluntarily contribute to the estimated cost of services rendered. Participants may be provided information to assist them in determining the amount, if any, of an individual contribution. If the participant is unable to contribute, that person shall not be denied services for failure to contribute. 

· Confidentiality of contributions from participants and other contributors shall be assured. Collection of contributions shall be done in a discreet manner. 

· No written acknowledgement of the amount of contributions shall be issued except upon request of the person making the contribution when the contribution is made. Participants desiring a record of their contributions shall be encouraged to use checks if making contributions. 

· To insure against loss, mishandling or theft of contributions, the following procedures shall be followed:

· Two (2) persons shall be responsible for counting and recording contributions daily;

· Provision shall be made for safe-keeping of money from the date of collection until the provider arranges for transfer of funds. This shall be a locked box placed in a safe or a secure cabinet, file closet, or daily deposit; and

· Funds shall be verified and collected at least weekly by the service provider.

Past Due Accounts for Homecare Services

Policy:  
Fee Paying Home Care clients shall submit a payment upon receipt of their bill.  Clients who fail to submit payment for two months may be terminated from the program.  

Procedures:

1. The Buffalo Trace Finance Department will submit past due account lists immediately to the Aging Director.

2. The Aging Director will notify the case manager of record.

3. The case manager will contact the client to discuss the overdue account and discuss any circumstances that prevents the client from paying.  If there are no special circumstances, then the case manager will discuss with the client how and when the client intends to pay the overdue service fee.  The case manager shall inform the client of possible termination if payment does not occur.  However, if a special circumstance arises, then the case manager will reassess the client, re-determine the fee paying status and waive the fee.  

4. The case manager will document in the case note the date the client was notified of the past due account and what occurred regarding the issue.

5. If no special circumstances exist and the client refuses to pay, the case manager shall notify the client in writing of possible termination and include a form to appeal the decision.  The notice will also inform the client that they will be removed from the program if payment is not received within 10 days, or arrangements for payment are made with the Case Manager of payment plan.  

6. If payment arrangements are arranged, the case manager will notify the Fiscal Department of the payment arrangements.

7. If termination occurs, the client may file an appeal regarding the termination decision; however, services will continue until a hearing can be held.

Quality Assurance:

1) In all cases, the case manager will read, or have read and explained to the client the purpose of the "DAS-889, Quality Service Agreement"; the case manager will provide a copy of the completed agreement to the client.

2) In all cases the client shall be informed of the right to file a “Buffalo Trace Development District Area Agency on Aging Complaint or Concern form,” which will be provided to the Director of Aging Services for review and investigation. (If requested by the client, the case manager will assist the client in completing the Compliant or Concern Form).  Also the client will be informed of their right to appeal directly to the Department of Aging and Independent Living and will be provided with a copy of the “DAS-890, Report of Complaint or Concern form.”  (If requested by the client, the case manager will assist clients in the completion of the “DAS-890”).   

3) The client will be informed that they may request a hearing as provided by KRS 13B.010-170.

4) The investigation and efforts will be documented until resolution or termination, and will be available for monitoring. 

Assessment and Reassessment

Policy:

Clients shall be assessed initially and reassessed every six (6) months thereafter by a person who meets case manager qualifications. After each assessment or reassessment, the Homecare Certification of Eligibility, herein incorporated by reference, shall be completed. If the client is ineligible, the case shall be closed with the reason documented in the case record.  

Procedure:

1. Reassessment should be conducted by the client’s assigned case manager.  When possible, the assigned case manager should be the individual who conducted the initial assessment.

2. Every client should be reassessed according to a schedule (every 6 months) or when an “event” necessitates a total re-evaluation of the client’s care plan.

3. Reassessments should be done in the client’s home, or when necessary, in the client’s hospital or nursing  home room.

4. Reassessment should always result in the preparation of a new care plan or, at a minimum, in confirmation that the previously prepared care plan continues to be appropriate to the client.

5. After reassessment, an approximate date should be set for the next reassessment.

Reassessments should be scheduled at six-month intervals.  Mandated reassessments at specified points assure that a comprehensive examination of changes in client status will take place and will result in a new care plan which reflects the changed needs of the client.  

“Event” Occasionally, an event will take place which changes a client’s circumstances drastically.  The case manger will be alerted to these events in the process of routine monitoring of the client’s care plan or by a call from a family member or provider.  The case manger should then perform a reassessment as quickly as possible, regardless of whether it is time for a scheduled reassessment.  

Requirements for reassessment, include:

1. Reassessment must be done for all clients six months after the baseline assessment, and at least every six months thereafter;

2. Reassessment can be triggered by a major change in client status or circumstances.  When an event-based reassessment occurs, it will take the place of the scheduled reassessment.  The next scheduled reassessment should follow in at least six months.

3. The process for reassessment will utilize the standardized reassessment or the standardized assessment form;

4. Reassessment is always followed by the development of a new care plan or notation that the existing plan remains valid.

5. Reassessment must be done when a client’s case is ready for termination.

“Events Requiring Reassessment” include:

1. Loss of a major caretaker through death or a move;

2. Death of a client’s spouse or member of the household;

3. Acute medical crisis

4. Major deterioration in physical or mental status

5. institutionalization (hospitalization or nursing home)

Information Included on the Homecare Assessment

Policy: 

Buffalo Trace Area Agency on Aging and Independent Living require that a Homecare Assessment be conducted to determine client’s needs and the degree to which they are being met.  The Assessment must capture all Data required by the Department for Aging and Independent Living and entered into the SAMS Client Tracking Data System.  BTAAAAIL must submit all required data to DAIL via the Move It FTP site. 
Procedure:

Buffalo Trace Area Agency on Aging and Independent Living require that the Homecare Assessment and Client Record include the following:
      a. Demographic information, including family income;
      b. Physical health;
      c. Activities of daily living and instrumental activities of daily living;
      d. Physical environment;
      e. Mental and emotional status;
      (f) Assistive devices, sensory impairment, and communication abilities;
      (g) Formal and informal resources; and
      (h) Summary and judgement.
 
A client shall be assessed initially and reassessed at least every six (6) months thereafter by a case manager.

Once an assessment has been completed, the information should be logged into the SAMS client tracking system.  Client information shall be routinely updated.

Income Verification

Policy:

BTADD Case Managers are to request income verification rather than accept self-declaration to determine the client’s income for the fee determination worksheet.

Procedure:

BTADD Case Managers shall request to see some type of income verification from Homecare Clients when conducting assessments and reassessments.  The type of income verification shall be documented in a case note and placed in the Homecare Clients Chart.

Homecare Case Records

Policy:  

Homecare Case Records must be centrally located in the offices of Buffalo Trace Area Development District at all times. 

Procedure:

Complete Client files shall be maintained in a locking file cabinet within the Case Managers office.  The office shall be locked and not accessible to anyone not employed by Buffalo Trace Area Development District unless BTADD staff are present.  

All files must be kept in a locked file cabinet and may not be kept in personal homes or vehicles.  
Informal Supports

The Homecare Program shall not supplant or replace serves provided by the client’s informal support system.  If all needs are being adequately met by the informal support system, then the client is deemed ineligible.  An applicant who needs respite services shall not be deemed ineligible as a result of this policy

Case Management 
Case managers shall meet one (1) of the following qualifications: 

(1) An individual who has a minimum of a bachelor’s degree in one (1) of the following, no experience required:

(a) Social work,

(b) Gerontology,

(c) Psychology,

(d) Sociology, or

(e) A field relevant to geriatrics

(2) An individual with a minimum of a bachelor’s degree in nursing with a current Kentucky nursing license, no experience required;

(3) A bachelor’s degree in a field not relevant to geriatrics or listed in Section 1 with two (2) years experience in working with the elderly;

(4) A registered nurse with a current Kentucky license and two (2) years experience working with the elderly; or 

(5) A licensed practical nurse with a current Kentucky license and three (3) years experience working with the elderly.

Case Manager Assignment
Each client shall be assigned a specific case manager. 

Required Staffing Pattern
Case management providers shall assure a minimum of one (1) full-time equivalent case manager for each 100 Homecare clients. When the case manager also provides assessment services, the caseload shall not exceed seventy-five (75). Time used to provide agency administration or supervision of other staff shall not be counted toward meeting the full-time equivalency requirement. Two (2) adult day care, adult day health care, or Alzheimer’s respite clients may be counted as one (1) for the purpose of determining compliance with this policy.

(See attached Provider Guideline dated 1/7/09)
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Care Planning 
Each Homecare client shall receive services in accordance with an individualized care plan (DAS-891) developed cooperatively with the case manager and revised whenever appropriate.

The plan shall:

(1) relate to the assessed problem(s),

(2) identify the goal(s) to be achieved,

(3) identify the scope, duration and units of service required,

(4) identify the source(s) of service,

(5) include a plan for reassessment,

(6) be signed by the client or the client’s representative and case manager, and

(7) be documented on the standardized form

Services shall:

(1) Be decided upon by the client and the case manager

(2) provided by informal supports and other services providers shall be documented

(3) Clients’ individual goals shall be documented and updated according to clients’ self-report.

Arranging Services 
The case manager shall be responsible for arranging and documenting those services provided by other funding sources or volunteers. All services shall be documented on page two of the care plan.  Every effort shall be made to secure and utilize all informal supports for each client.

Intra Agency Case Transfers
Policy:

Buffalo Trace Area Agency on Aging and Independent Living will provide continuous case management services to clients receiving services through the AAAIL.  Appropriate procedures will be followed in the instance that the client receives a new case manager.

Procedure:

1.) The client is informed of the transfer by written correspondence; 

2.) The current case manager or if unavailable, the Director of Aging & Independent Living or new case manager will call or visit the client to inform them of the change.

3.) SAMS Client Tracking System will be updated to reflect the change in case management.  

4.) The current case manager will document in the case note the case transfer.

5.) The current case manager will continue providing assistance to the client during the transition from one case manager to another. 

Follow Up and Monitoring of Service Delivery
Policy:
Follow-up and monitoring are the continuing contact the case manger has with providers and clients to ensure that services are being provided in accordance with the care plan and to ascertain whether these services continue to meet the client’s needs

Procedure:

It is the responsibility of the case manager to :

1.) Follow up with the client to assure that the services ordered are being provided as ordered and are appropriate.

2.) Request that the client advise him or her if a provider fails to arrive or if services are not being performed satisfactorily.
3.) Note any changes in the client’s situation and make to services if necessary;
4.) Monitor each client monthly including one (1) home visit with face‑to‑face contact at least every other month; and
5.) Document in the case record each contact with a client or on behalf of a client.
6.) Make any necessary adjustment to the care plan, or if there are changes of a greater magnitude the case manger may determine a need for a reassessment.
Essential Services 
The following services shall be available within the Homecare Program:

(1) Chore

(2) Escort

(3) Home delivered meals

(4) Home health aide

(5) Home repair

(6) Homemaker, Personal Care

(7) Homemaker, Home Management

(8) Respite

A decision not to fund one or more of the above-named services shall be justified in the Buffalo Trace area plan including assurance of adequate availability from another funding source. Other services may be provided but shall not be supported by Homecare funding. 

Home Delivered Meals 
Meals produced according to the regular menu shall be used in the Home Delivered Meals Program. Home delivered meals shall be provided per 910 KAR 1:190. 
Home Repair 
The Homecare contract agency may not allocate Home Repair funds for supplies and equipment to exceed $250 dollars per home in any (12) months period. This shall include, but not be limited to, materials for devices, security devices, and supplies for elimination of insects or rodents infestation. Wavier of the $250 limit not to exceed a maximum of $500 , may be granted by the Homecare coordinator   or Aging Director on a case – by – case basis when long term benefits are expected to exceed initial cost. 
Respite Care 
Services may be provided in the client’s home or at a congregate site such as an adult day care center depending upon the client’s individual needs and consideration of cost. 

Tasks expected of the Respite Care provider shall be determined by the case manager but shall not exceed the capability, training, and legal prerogative of the provider. 

Reporting 
Homecare service data shall be submitted electronically to the Department for Aging and Independent Living in formats prescribed by the Aging Services Tracking System.

Contractor Responsibilities 

Policy:  The contract agency for HomeCare services that are supported in whole or in part from funds received from the Cabinet for Health and Family Services agrees to fulfill specific responsibilities to assure quality services.

Procedures:  

The contract agency shall:
A. Assure the provision of services throughout the geographic area covered under its plan or proposal.

B. Treat the client in a respectful and dignified manner, involve the client and caregiver in the delivery of services and provide services in a safe manner.

C. Permit staff of the Cabinet for Health and Family Services and the area development districts to monitor and evaluate services provided.

D. Assure that each paid or voluntary staff member meets qualification and training standards established for each specific service by DAIL, Cabinet for Health and Family Services

E. Maintain written job descriptions for staff and volunteer positions involved in direct service delivery.

F. Develop and maintain written personnel policies and wage scales for each job category.

G. Designate a supervisor and assure that staff providing HomeCare services are provided professional supervision.

H. Notify case management when a client refuses a particular service (s) and indicate the number of times the client has refused services.

I. When a client has cancelled and/or missed three (3) consecutive times, case management may close services. If, after reporting to case management, problem persists and client is not closed, provider shall report problem and prior action taken to the Aging Services Director at BTADD for consideration.

J. Assure that upon termination of agreement, copies of all appropriate records of all active clients and/or participant data shall be provided to the new contractor for transfer of client records.

K. Provide or arrange for appropriate insurance coverage to protect volunteers from personal liabilities.

L. Ensure required orientation and in-service training for staff responsible for the provision of HomeCare services is offered through the designated provider.

M. When service is missed or rescheduled, providers shall document missed or rescheduled service.

N. When the electronic data collection system is not working, other methods to communicate between the provider and case management agency shall include fax, e-mail, or telephone.

O. Providers are expected to complete data entry of client information and units to be billed no later than two (2) weeks following the date of service or contact. All units billed for a specified month shall be entered into the electronic data system by the close of business on the 8th day of the month following the month for which services are reported.  If the 8th falls on a weekend or holiday, data entry must be completed the last business day prior to the 8th day of the month.  
P. Subcontracting is prohibited without prior written approval of BTADD AAAIL.
Q. Providers shall notify Adult Protective Services and BTAAAIL when patently unsafe and/or hazardous conditions exist that may place the client, case managers, aides or others in imminent danger.

Performance Measures
Policy:  Agency’s contracted to deliver HomeCare services will ensure that quality service performance measures be met.

Procedures:  

1.
Ninety (90) percent of clients responding to the client satisfaction survey will indicate satisfaction with the services received.

2. All providers will address client complaints that are received.  Seventy five (75) percent of client complaints will be resolved to the client’s satisfaction.

3. Providers shall comply with the terms of the contract and deliver services as specified under the contract.

Clients Temporarily Away from Residence

Policy:
Clients receiving Homecare services for which there is a waiting list and who are absent from their home or apartment in the county of residence for a period of 60 days or longer may be terminated from the program(s).  

Most often the absence will be due to nursing home placement, hospitalization, staying in a personal care or family care facility or living with family members as a result of illness and/or recuperation and may be temporary.

In the event the client returns to their residence and continues to need the previously provided service(s), the former client shall be placed at the top of the waiting list for services and shall be reinstated into the program at the earliest possible date.

Termination or Reduction of Services 
Policy: 

The Homecare case manager and the client shall decide to terminate services. During the initial assessment, the case manager shall inform the client that services may be terminated or reduced if the client’s condition or support system improves, or if the care plan cannot be followed. When services must be terminated or reduced due to reasons unrelated to the client’s needs or condition, a designated district representative in conjunction with the case manager shall determine reduction or termination on a case by case basis. 

Procedure:

When Homecare services are terminated or reduced:

(1) The case manager shall inform the client of the right to file a grievance.

(2) The case manager shall assist the client and family in making referrals to another agency, if applicable. 

Time In – Time Out Documentation Policy

Buffalo Trace Case Management Staff and Direct Service Providers shall document Time In /Time Out to assist with accountability, supervision and standardization.

Case Management: 

· The time that a case manager spends with a client should be recorded as the total amount of time spent.

· Total time spent and case management task documented in case note.

Direct Service Providers: 

· Encounters by providers shall be recorded by time in/time out with task documented in each case note.

Home Delivered Meals Accepted by a Designee

Policy:  

Meals shall be delivered only to eligible persons in their homes.  Meals may be left with a designee of the older person provided the designee has been informed of the requirements of the Nutrition Program and has indicated a, willingness to comply with those requirements.

Procedure:
· The designee must be approved by the eligible client either by verbal approval to the nutrition site or county senior center, and or the person who is delivering the meal if the consumer is on site and unable to come to the door or by written approval.

· If the consumer is not present or is otherwise unable to consume the meal within 10 minutes of delivery the designee must be informed of the requirements of the Nutrition Program and indicate a willingness to comply with those requirements.  This information should include the following:

1. The meal is to be consumed by the eligible person only.

2. Assurance that the designee is able to store hot foods in a manner that maintains the temperature above 140° F or below 45° F.

3. Cold food should be maintained below 45°F.

(Best Practice:  Cold foods should be maintained below 41(F).

Note:   Maintaining cold food at 41(F or less is the standard identified by the FDA in the 2005 Food Code.  Since most pathogenic microorganisms do not grow at refrigerator temperatures of less than 41(F, this is the recommended goal for maintaining cold food.  Microorganisms such as Listeria will grow in the 41(F to 45(F temperature range.  Ready-to-eat foods such as soft cheeses, hot dogs and cold cuts or deli meats are the types of food that are associated with Listeria.

Compliance: Nutrition Program Compliance Information Form will be provided with each meal which is accepted by a designee for the eligible consumer.  The AAA and the Elder Nutrition Coordinator will monitor for compliance during each site visit.
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