Home Care and the Pediatric Medical Home

Introduction

While supervising homecare services may sometimes seem like a burden, it is a critical component in the care of many CSHCN who have recently been discharged from the NICU, inpatient services or long term hospitals.  Home care services are one of the many community services that support families with CSHCN.  Here is a short list of available programs that the pediatrician may encounter: 

1. Certified Home Health Agency (CHHA) which is designed to provide short term home care services for children upon discharge from hospitals.

2. Licensed Home Care Services Agency (LHCSA) which usually functions to provide staffing such as private duty nursing or home health aides to other agencies or directly to patients

3. Long Term Home Healthcare which is a unique NY State, case managed Medicaid only program for the provision of comprehensive long term home health care. This program was designed for geriatric patients but has been used to serve children as well. It can provide more comprehensive services than a CHHA.

4. Katie Beckett program, which is also known as Care at Home waiver, is also a comprehensive case managed home care program. While originally only for children without Medicaid, it has now been expanded to include children eligible for Medicaid as well.

Home care services for CSHCN cannot function without the cooperation of the pediatrician and the medical home.  Specifically, federal form 485 must be filled out every sixty days by a physician.  This form outlines all the services and treatments and acts like orders and/or prescriptions.  The physician provides the initial plan of care and orders and then updates and renews them.  Services include medication, frequency of nursing visits, occupational, physical and feeding therapy, respiratory treatments, tube feedings and catheterization to mention a few.

There are many different people who provide services in the home.  Pediatricians will usually be in contact with a nursing supervisor or a nurse coordinator.  Be prepared to speak with therapists, home health aides, homemakers, and durable medical equipment (DME) suppliers as well. Leadership in a Home Care agency is usually the Director of Patient Services (DPS) or the Administrator. Any issues/concerns should be directed to one of those individuals.
Get an Early Start

Home care planning should begin when the child is still in the hospital.  Whether it is a new family or one that is well-known, if the pediatrician is involved from the start, success is more likely.  Considerations before discharge include which agency that will be responsible for case management, ensuring adequate insurance coverage and obtaining necessary equipment.  The pediatrician will often be called on to write letters of necessity or explanation.  Don’t leave all the decisions to the discharge planner – use your pediatric knowledge to help the family obtain the best possible home care plan. Plans for emergency management should be well established before the child comes home.

Communicate, Communicate, Communicate

Once the child is home, communication with family, home care agencies and providers is the key to success.  When a child is in the hospital you have a system of communication with residents, hospital nurses and specialists. When a child is at home you have a new set of people who are helping in the child’s care. They may be a nurse who visits intermittently, or who is there for a full shift. There can be therapists or case managers. As the pediatrician you can set parameters for when you want to be called and when you want tests to be done.   Physicians may need to write a prescription for rehabilitative services. Be sure to speak with the therapists to get an understanding of the goals, treatment plans and reasoning behind the requests.  Communication with the family, you and your office and home care providers needs to flow in all directions.

Tips for a Successful Home Care Experience

1. Explain to your staff what home care is all about.  Let them know when a child will be receiving home care services

2. Speak to the agency that is providing home care services. Ask that the agency identify one primary contact for your patient. It is best that there be one primary clinical contact for your office, as well.  Make your expectations clear e.g. weekly phone calls, notification of changes in status, 

3. Parents are your partners. Help parents understand the roles of all involved personnel.  Help develop a written summary and health care plan with the family. If you or parents are not comfortable with the primary nurse for any reason — advocate for a change.  

4. Try to speak with the primary home care nurse or nurse coordinator.  Create a clinical dialogue.  Help to explain the medical and social needs of the child.  LISTEN to what the nurse is saying and SUPPORT them.   You may be expected to provide a brief summary of your visits with the child.  The nurse will need a prescription for any changes in care including over the counter medication,

5. Be an advocate!   Help families get needed equipment and services.  Write letters and fill out forms in a timely fashion. 
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