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AGENCY FACT:

Ability to Walk at Home Care and Physical Function
Home Care Admission¥*
Many older people depend more on others
pay more for medical care because of thq
limited mobility and falls.
12%o In 2005almost 79 percentof people

Walk i e
Independently covered by Medicare and living in the

community had problems performing
everyday activities such as cooking and

8% bathing, or basic physical tasks, such ag
g walking and reaching.

Our PT/OT/Nurse Aide
departments can assist your clients
with this.




Page Highlands Home He

Wounds and Home Hedlttacy Horn, BSN, Quality Assurance Coordinator
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The appropriateness of wound treatments in home Clinical Nursing Staff just-enail me:
health care is significantly related to wound healing thorn@hrmc.org
time. Physicians should note that CMS guidelines states

Need for Assistance with Activities of Daily Living (ADL)
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WHY IMPROVING CARBEDORDINATION, MANAGEMENT, AND
TRANSITIONS ARE KEY FOR OLDER PEOPLE IN HOME CARE?

This portion of an evidence brief is part of CHAMP, a national program to advance excellent home health care for older
people. The Brief was produced during development of a National Framework for Geriatric Home Care Excellence to inform
improvement efforts in the field.

A growing number of aging Americans live with multiple chronic diseases or conditions.

1 Among people 80 and older, 92 percent have at least one chronic condition and 73 percent have two or more. In addition,
two out of three Medicare beneficiaries have multiple chronic conditions.

1 People with chronic conditions require care most often. They account for 76 percent of physician visits and 81 percent of
inpatient stays. Medicare beneficiaries see, on average, seven different physicians in a year. These complex needs and
multiple health care interactions lead to conflicting advice and poorer outcomes more often than for people with no chronic
problems.

1 People with chronic conditions account for 91 percent of all prescriptions and the average Medicare beneficiary fills at
least 20 prescriptions each year.

Home care organizations serve many older adults with multiple chronic conditions. Eight percent of Medicare beneficiaries use
home health services each year, and people with chronic conditions account for 98 percent of home health visits.

1 In addition to living with a chronic disease, more than 35 percent of home care patients older than 65 have some level of
cognitive impairment.

1 Patients with multiple chronic conditions and/or cognitive impairment remain in home health care longer.

Because of its importance, the Institute of Medicine (IOM ) identified care coordination for people with chronic corslitions a
one of 20 national priorities for action to improve quality and make health care safe, effective;ceatiergd, timely,

efficient, and equitable. Home health organizations provide clinical expertise amdaselffement support to help people

better manage their health at home, putting them in an ideal position to address this priority.
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Misconceptions of Home Hea8hndra Williams, RN Clinical Director MISSION STATEMENT

When people in the community hear t he wlghlagds HofhérHealifein chopesalion withd
home health is for the elderly only. This is a common misconception that can be eradicg{igét area providers will meet the needs of
with _some educaU_on to the f:ommunlty about the populatlon that home hea]th serve; Wlwome care patients in an effort to develop
this articlebds focus being on pediatric care. Hi ghl ands H

services to the pediatric population with the most popular listed below. a healthier community.

VISION STATEMENT

| Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Special Services
EPSDT is.des.igned tq make preventive and rehabili.tative services availgble andl accessiq_lﬁzghlands Home Health is a home care
to Medicaideligible children under the age of 21. This program allows children with
disabling conditions to receive lofigrm therapy services, including speech therapy,
occupational therapy and physical therapy. Highlands Regional Medical Center and
other providers in the Big Sandy Region.

provider that works in close cooperation with

I IV Therapyi Highlands Home Health nursing staff receive a variety of training and
experience to provide IV therapy to children of all ages including , but not limited to IV~ _ _
antibiotic therapy, IV nutrition and IV fluids. strive to contribute to the continuum of care,

identify and develop new home care services

Highlands Home Health will consistently

I Education/AssessmeritHighlands Home Health provides education to parents and _ . o

. . . . o . . according to community need, maintain high
caregivers regarding multiple medical conditions/treatments including tracheostomy care, ) o _ _
feedings, wound care as well as provide shenn assessments for multiple medical levels of patient and physician satisfaction,
conditions. all the while maintaining effectiveness,

. N L . . . efficiency and financial stability.
I Preventative ServicéisHighlands Home Health participates in preventative services as

well for children who are at high risk for developing RSV by providingame care to (A Not For Profit Organization)
administer Synagis injections during the RSV season.




