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Care Coordination – Overview

 Purpose of Care Coordination

 Who to coordinate with and When

 Where to document care coordination

 Business Associate Agreements

 Transfer summaries

 Decreasing PA hours

 Coordination at discharge
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WHAT DOES IT MEAN – 
 Coordinating care is the organization of patient care activities between the client and other participants in their healthcare to improve the patient’s overall 

quality of care.

 WHY WE HAVE A “CARE COORDINATION” PROCESS – 
 This promotes greater quality, safety, and efficiency of care, resulting in improved outcomes for the patient.
 Decreases chance for duplication of services.
 Focus on the exchange of information between disciplines. 

HOME HEALTH CoPs -

 484.60(d) Standard: Coordination of care. The HHA (HOME HEALTH AGENCY) must: 
 484.60(d)(1) Assure communication with all physicians involved in the plan of care. 
 484.60(d)(2) Integrate orders from all physicians involved in the plan of care to assure the coordination of all services and interventions provided to the patient.
 484.60(d)(3) Integrate services, whether services are provided directly or under arrangement, to assure the identification of patient needs and factors that 

could affect patient safety and treatment effectiveness and the coordination of care provided by all disciplines. 
 484.60(d)(4) Coordinate care delivery to meet the patient's needs, and involve the patient, representative (if any), and caregiver(s), as appropriate, in the 

coordination of care activities. 
 484.60(d)(5) Ensure that each patient, and his or her caregiver(s) where applicable, receive ongoing education and training provided by the HHA (agency), as 

appropriate, regarding the care and services identified in the plan of care. The HHA (agency) must provide training, as necessary, to ensure a timely discharge.

Care Coordination – What and Why

Coordination of Care_Adaptive
Coordination of Care_Help at Home

https://cjinhelpathome324.sharepoint.com/sites/TheAdaptiveGroup/Shared%20Documents/A%20Drive/Audit%20and%20Survey%20Documents/Policies/Clinical%20Policies/Coordination%20of%20Care_Adaptive.pdf?csf=1&web=1&e=3lQVIE
https://cjinhelpathome324.sharepoint.com/sites/TheAdaptiveGroup/Shared%20Documents/H%20Drive/Audit%20and%20Survey%20documents/Policies/Clinical%20Policies/Coordination%20of%20Care_Help%20at%20Home.pdf?csf=1&web=1&e=dBcXso
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WHO - 
#1 – HHA always. 
 One of THE MOST IMPORTANT persons you can coordinate care with. Include ALL routine caregivers (or the Skilled Nurse if applicable).
 Will document the discussion and best practice is to also update the service plan with any specifics.

#2 – PCP always. 
 The provider that ORDERS our services for the client.

#3 – Patient always (or the Patient’s POA, HCR, Informal/Primary Caregiver, if applicable).
 Important for clients who are unable to make their own medical decisions, even if they are NOT involved in their care.
 The client has a right to be involved in the development of the plan of care and any changes in that plan. At a minimum, the client agrees to the plan of 

care prior to the beginning of services and as subsequent changes occur.

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
#4 - Others (this includes those in the home and outside the home) –
 Specialists/Medical Provider
 Cardiology? Pulmonology? Oncology? How often?

 Outpatient Services
 Wound center? Dialysis center? Infusion center? Pain center? How often and what do they manage?

 In Home Agencies *** we want to SPEAK with these agencies, not just fax a POC ***
 unskilled providers (Personal Care Agency/Waiver/Supported Living)
 skilled providers (PT/OT/ST/SN, Hospice) What days? Payer source? How many total hours? Plan to continue/discharge?

WHEN – 
SOC, RC and with changes. May be completed as often as necessary, but at least every 60 days, to review all areas of client needs.

Care Coordination – Who to Coordinate with and When
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Where - 
#1 – Comprehensive Assessment Always. 
 Care Coordination section (or OASIS Summary Checklist)

#2 - POC Always.
 Orders section above the Admission Summary
 BEST PRACTICE – add it to the 60-day summary 

-------------------------------------------------------------------------------------------------
  

#3 - Communication notes in the client Activities tab
 Type will be care coordination

#4 – Attachments
 upload fax confirmation sheets for all shared POCs. Ask for theirs in return

Care Coordination – Where to Document Care Coordination
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 Important part of coordination and worth 15 points on your RNCM quarterly audit under care coordination

 Complete for coordination purposes and establishes primary agency
 Also provides information related to coordinating shared HIPAA data and process of notifying other agency of HIPAA breeches 

 Primary Agency-The higher service level 
 Medicare or skilled services
 HHA over Waiver

 Complete BAA for any other in-home providers
 BAA is required for waiver services provided through HAH/Adaptive or through outside agency. 
 Assisted living facilities, hospice, skilled agencies, group homes, etc. 

 Once signed by administrator and business associate, upload to the admission cert period 

 What if the other agency refuses to sign or does not return BAA? 
 Always notify the other agency you are sending a BAA
 Fax the BAA a few times (2-3) and call to follow up if it is not returned
 Have administrator sign BAA
 Upload copy signed by admin to admit cert period
 Upload fax success to verify BAA sent to outside agency

Care Coordination – Business Associate Agreements

HHA- usually our agency
PDN- for extended hourly nursing versus sending a home nurse for med box refill, cath management etc.  
Companion Care- ATTC/HMK or DD waiver services (through our agency or outside agency)  
Skilled intermittent home health- PT/OT/SN for med box refills, etc.  
Hospice-
Assisted living- use for an assisted living or for group homes. (Can update the responsibilities/services to 
reflect what you need)
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 Purpose: To assure continuity of care by providing pertinent information to another health care provider or 
facility when a client’s needs cannot be met by the agency

Send when patient is admitted to hospital/skilled facility or when discharging services
 Send within 24 hours of knowledge of transfer 

 Call other agency to coordinate care and give report to a nurse
 Document nurse name and time report given in MatrixCare
 If unable to speak to a nurse document the request to give report in MatrixCare
 Get fax number and send the transfer summary

 Fax transfer summary and required forms:
 med profile, current POC, advance directives/code status forms 

 Upload original transfer summary, fax success of transfer summary, and required forms to attachments

    Fill out info based on most recent comp assessment  

• Document additional details on potential discharge home in MC communications during their entire stay
 Include if discharged to another hospital or skilled facility
 Call at least 1x/week for an update on patient's potential discharge from facility

 Client Transfer Policy (HAH) – Help at Home Knowledge Center

Care Coordination – Transfer Summaries

https://support.helpathome.com/hc/en-us/articles/14443939738647-Client-Transfer-Policy-HAH
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 Why do we need to decrease PA hours? 
 Prevent duplication of services 
 Prevent payment issues -We bill Medicaid. Skilled providers can bill Medicare or Medicaid- due to the higher service level (Medicare or skilled services in general), their 

billing request will trump ours- so we may not get paid if we do not decrease our hours based on how many visits/week the other agency is providing services 

 When do we decrease PA hours?
 Decrease when a new skilled agency starts in home- PT, OT, SN, etc.- after our services have been in place
 Do not need to decrease if skilled services are already approved when we admit a patient 
 Decrease our PA hours by how many visits/week the other agency is providing

 How do we explain this to patients? 
 Billing concern to prevent duplication of services 
 Required for us to continue to provide services 

 When do we increase hours back to usual? 
 When other agency discharges their services 

 Quick note
 Send decrease order when other agencies begin services 
 Unskilled HHA hours funded by Medicaid PA to be decreased by (??) hours per week.  Due to skilled services being provided by (agency) for (therapies). PA hours will 

be resumed as previously ordered once skilled services are discontinued 
 Send increase hours order when other agency discharges-Only send the increase order when you confirm with the other agency that they have discharged services
 Unskilled HHA hours funded by Medicaid PA to be increased by (??) hours per week as previously ordered due to skilled services provided by (agency) for (therapies) 

being discontinued.

Care Coordination – Decreasing PA hours

DECREASE HOURS
New skilled agency provides OT 2x/week and 1 SN med box refill. 
We decrease our PA by 3 hours/week. 
If patient has 4 hours/day x 5 days/week, we will decrease our total PA 
by 3 hours/week.
Patient can choose which days/week hours can be decreased, but we 
need to decrease our HHA hours by 3 total hours/week. 
Ex: 3 hours/day x 3 days/week, 4 hours/day x 2 days/week.  
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 Discharge documentation is closely reviewed by state auditors 

 For clients who are going to another agency- give report and send transfer summary to the outside agency 
 Another homecare provider, facility, etc. 

 Be sure to document that PCP and family/patient notified of discharge in MatrixCare communications. State will call to confirm.

 Call other agency to give report

 Send transfer summary and other forms 

 Upload copy of transfer summary and fax success sheets to attachments 

Care Coordination – Coordination at Discharge
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Use the “Shape Fill” to change colors.
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