
CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

HOME HEALTH SERVICES MANUAL 

DEPARTMENT FOR MEDICAID SERVICES 

ADVANCED REGISTERED NURSE PRACTITIONER SERVICES 

Services by an Advanced Registered Nurse Practitioner shall be payable if the 
service provided is within the scope of licensure. These services shall in- 
clude, however not be limited to, services provided by the certified nurse mid- 
wife (CNM) , family nurse practitioner (FNP) , and pediatric nurse practitioner 
(PNP) . 
AMBULATORY SURGICAL CENTER SERVICES 

Medicaid covers medically necessary services provided in free-standing ambulato- 
ry surgical centers. 

BIRTHING CENTER SERVICES 

Covered birthing center services include an initial prenatal visit, fol lorup 
prenatal visits, delivery and up to two (2) follow-up postnatal visits within 
four (4) to six (6) weeks of the delivery date. 

DENTAL SERVICES 

Coverage shall be limited but includes cleanings, oral examinations, X-rays, 
fi 11 ing , extractions, pal 1 i ative treatment of oral pain, hospital and emergency 
calls for recipients of all ages. Other preventive dental services ( i  .e. root 
canal therapy) and Comprehensive Orthodontics are also available to individuals 
under age twenty-one (21). 

DURABLE MEDICAL EQUIF'MENT 

Certain medically-necessary items of durable medical equipment, orthotic and 
prosthetic devices shall be covered when ordered by a physician and provided by 
suppliers of durable medical equipment, orthotic and prosthetics. Most items 
require prior authorization. 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

HOME HEALTH SERVICES MANUAL 
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EARLY PERIODIC, DIAGNOSIS, AND TREATMENT (EPSDT) 

Under the EPSDT program, Medicaid-el igible children, from birth through the 
birth month of their twenty-first birthday may receive the following tests and 
procedures as appropriate for age and health history when provided by participat- 
ing providers: 

Medical History 
Physical Examination 
Growth and Development Assessment 
Hearing, Dental, and Vision Screenings 
Lab tests as indicated 
Assessment or Updating of I~nmunizations 

(EPSDT) SPECIAL SERVICES PROGRM 'k 

The EPSDT Special Services Program considers medically necessary items and ser- i a' -- .I 
vices that are not routinely covered under the state plan. These services are 
for children from birth through the end of their birth month of their twenty- 
first year. All services shall be prior authorized by the Department for Medi- 
caid Services. 

FAMILY PIANNING SERVICES 

Comprehensive family planning services shall be available to all eligible Medi- 
caid recipients of childbearing age and those minors who can be considered sexu- 
ally active. These services shall be offered through participating agencies 
such as local county health departments and independent agencies, i.e., Planned 
Parenthood Centers. Services a1 so shall be avai 1 able through private physicians. 

A complete physical 'examination, counseling, contraceptive education and educa- 
tional materials, as we1 1 as the prescribing of the appropriate contraceptive 
method, shall be available through the Family Planning Services element of the 
Kentucky Medicaid Program. Follow-up visits and emergency treatments also shall 
be provided. 
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HEARING SERVICES 

Hearing evaluations and single hearing aids, when indicated, shall be paid for 
by the program for eligible recipients, to the age of twenty-one (21). Follow- 
up visits, as well as check-up visits, shall be covered through the hearing ser- 
vices element. Certain hearing aid repairs shall also be paid through the pro- 
gram. 

M E  HEALTH SERVICES 

Skilled nursing services, physical therapy, speech therapy, occupational thera- 
py, and aide services shall be covered when necessary to help the patient remain 
at home. Medical social worker services shall be covered when provided as part 
of these services. Home Health coverage also includes disposable medical sup- 
plies. Coverage for home health services shall not be limited by age. 

HOSPICE 

Medicaid benefits include reimbursement for hospice care for Medicaid recipients 
who meet the eligibility criteria for hospice care. Hospice care provides to 
the terminally ill re1 ief of pain and symptoms. Supportive services and assis- 
tance shall also be provided to the patient and family in adjustment to the pa- 
tient's illness and death. A Medicaid recipient who elects to receive hospice 
care waives a1 l rights to certain separately avai 1 able Medicaid services which 
shall also be included in the hospice care scope of benefits. 
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HOSPITAL SERVICES 

INPATIENT SERVICES 

Kentucky Medicaid benefits include reimbursement for admissions to acute care 
hospitals for the management of an acute illness, an acute phase or complica- 
tions of a chronic illness, injury, impairment, necessary diagnostic procedures, . 
maternity care, and acute psychiatric care. All non-emergency hospital admis- 
sions shall be preauthorization by a Peer Review Organization. Certain surgical 
procedures shall not be covered on an inpatient basis, except when a life- 
threatning situation exists, there is another primary purpose for admission, or 
the physician certifies a medically necessity requiring admission to the hospi- 
tal. Elective and cosmetic procedures shall be outside the scope of program 
benefits unless medically necessary or indicated. Reimbursement shall be limit- 
ed to a maximum of fourteen (14) days per admission except for services provided 
to recipients under age six (6) in hospitals designated as disproportionate '- , 

I I 

share hospitals by Kentucky Medicaid and services provided to recipients under \ .. , 
age one (1) by all acute care hospitals. 

OUTPATIENT SERVICES 

Benefits of the program element include diagnostic, therapeutic, surgical and 
radiological services as ordered by a physician, clinic visits, pharmaceuticals, 
emergency room services in emergency situations as determined by a physician, 
and servicei of hospital-based emergency room physicians. 

There shall be no limitations on the number of hospital outpatient visits or 
covered services available to Medicaid recipients. 

KENTUCKY CWISSION FOR HANDICAPPED CHILDREN 

The Commission provides medical, preventive and remedial services to handicapped 
children under age twenty-one (21). Targeted Case Management Services are also 
provided. Recipients of all ages who have hemophilia may also qualify. 

IABORATORY SERVICES 

Coverage of laboratory procedures for Kentucky Medicaid participating indepen- 
dent laboratories includes procedures for which the laboratory is certified by 
Medicare. 
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LONG TERM CARE FACILITY SERVICES 

INTERMEDIATE CARE FACILITY SERVICES FOR THE UENTAUY RETARDEJI AND 
DNELOPMENTALLY DISABLED (ICF/MR/W) 

The Kentucky Medicaid Program shall make payment to intermediate care faci 1 i ties 
for the mentally retarded and developmentally disabled for services provided to 
Medicaid recipients who are mentally retarded or developmentally disabled prior 
to age twenty-two (22), who because of their mental and physical condition re- 
quire care and services which are not provided by community resources. 

NURSING FACILITY SERVICES 

The Department for Medicaid Services shall make payment for services provided to 
Kentucky Medicaid eligible residents of nursing facilities which have been certi- 
fied for participation in the Kentucky Medicaid Program. The need for admission 
and continued stay shall be certified by the Kentucky Medicaid Peer Review Organ- 
ization (PRO). The Department shall make payment for Medicare deductible and 
coinsurance amounts for those Medicaid residents who are also Medicare beneficia- 
ri es. 

The need for the ICF/MR/DD level of care shall be certified by the Kentucky Medi- 
caid Peer Review Organization (PRO). 
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MENTAL HEALTH SERVICES 

CMUNITY MENTAL HEALTH CENTER SERVICES 

Community mental healthmental retardation centers serve recipients of all ages 
in the community setting. From the center a patient may receive treatment 
through: 

Outpatient Services 
Psychosocial Rehabilitation 
Emergency Services 
Inpatient Services 
Personal Care Home Visits 

El igi ble Medicaid recipients needing psychiatric treatment may receive services 
from the connnunity mental health centers and possibly avoid hospitalization. 
There are fourteen (14) major centers, with sate1 1 i te centers avai 1 able. The 
Kentucky Medicaid Program also reimburses psychiatrists for psychiatric services 

('- >' 
(. .- 

through the physician program. 

MENTAL HOSPITAL SERVICES 

Reimbursement for inpatient psychiatric services shall be provided to Medicaid 
recipients under the age of twenty-one (21) and age sixty-five.(65) or older in 
a psychiatric hospital. There shall be no limit on length of stay; however, the 
need for inpatient psychiatric hospital services shall be verified through the 
utilization control mechanism. 

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITIES 

Inpatient psychiatric residential treatment facility services are limited to 
residents age six (6) to twenty-one (21). Program benefits are limited to eligi- 
ble recipients who require inpatient psychiatric residential treatment faci 1 ity 
services on a continuous basis as a result of a severe'mental or psychiatric 
illness. There is no limit on length of stay; however, the need for inpatient 
psychiatric residential treatment facility services must be verified through the 
uti 1 ization control mechanism. 
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TARGETED CASE MANAGEMENT SERVICES 

ADULTS Case management services are provided to recipients eighteen (18) 
years of age or older with chronic mental illness who need assistance 
in obtaining medical, educational, social, and other support services. 

CHILDREN Case management services are to Severely Emotionally 
Distrubed (SED) children who need assistance in obtaining medical, 
educational, social, and other services. 

NURSE ANESTHETIST SERVICES 

Anesthesia services performed by a participating Advanced Registered Nurse Prac- 
titioner - Nurse Anesthetist shall be covered by the Kentucky Medicaid Program.. 
NURSE MIDWIFE SERVICES 

Medicaid coverage shall be available for services performed by and within the 
scope of practice of certified registered nurse midwives through the Registered 
Nurse Practitioner Program. 
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PHARMACY SERVICES 

Legend and non-l egend drugs. from the approved Medical Assistance Outpatient Drug 
List when required in the treatment of chronic and acute illnesses shall be cov- 
ered. The Department is advised regarding the outpatient drug coverage by a 
formulary subcommittee composed of persons from the medical and pharmacy profes- 
sions. A Drug List is available to i.ndividua1 pharmacists and provi'ders upon 
request and routinely sent to participating pharmacies and nursing facilities . 
The Drug List is distributed periodically with monthly updates. Certain,other 
drugs which may enable a patient to be treated on an outpatient basis and avoid 
institutionalization shall be covered for payment through the Drug 
Preauthorization Program. 

In addition, nursing facility residents may receive other drugs which may 
be prior authorized as a group only for nursing facility residents. ( 

PHYSICIAN SERVICES 

Covered services include: 

Off ice visits, medically indicated surgeries, elective sterilizations*, deliver- 
ies, chemotherapy, selected vaccines and RhoGAM, radiology services,' emergency 
room care, anesthesiology services, hysterectomy procedures*, consultations, 
second opinions prior to surgery, assistant surgeon services, oral surgeon ser- 
vices, psychiatric services. 

*Appr'opriate consent forms shall be completed prior to coverage of these proce- 
dures. 

Non-covered services include: 

Most injections, supplies, drugs (except anti-neoplastic drugs), cosmetic proce- 
dures, package obstetrical care, IUDs, diaphragms, prosthetics, various adminis- 
trative services, miscel 1 aneous studies, post mortem examinations, surgery not 
medical ly necessary or indicated. 

Limited coverage: 

Certain types of office exams, e.g. new patient comprehensive office visits, 
shall be limited to one (1) per twelve (12) month period, per patient, per physi- 
cian. 
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PODIATRY SERVICES 

Selected services provided by 1 icensed podiatrists shall be covered by the Ken- 
tucky Medicaid Program. Routine foot care shall be covered only for certain 
medical conditions where the care requires professional supervision. 

PREVENTIVE HEALTH SERVICES 

Preventive Health Services shall be provided by health department or districts 
which have written agreements with the Department for Health Services to provide 
preventive and remedial health care to Medicaid recipients. 

PRIMARY CARE SERVICES 

A primary care center is a comprehensive ambulatory health care facility which 
emphasizes preventive and maintenance health care. Covered outpatient services 
provided by 1 icensed, participating primary care centers include medical servic- 
es reridered by advanced registered nurse practitioners as well as physician, 
dental and optometric services, family planning, EPSDT, laboratory and radiology 
procedures, pharmacy, nutritional counseling, social services and health educa- 
tion. Any limitations applicable to individual program benefits shall be gener- 
ally applicable A,en the serwices are provided by a primary care center. 

RENAL DIALYSIS CENTER SERVICES 

Free-standing renal dialysis center benefits include renal dialysis, certain 
supplies and home equipment. 
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RURAL HEALTH CLINIC SERVICES 

Rural health clinics are ambulatory health care facilities located in rural, 
medically underserved areas. The program emphasized preventive and maintenance 
health care for people of all ages. The clinics, though physician directed, 
shall also be staffed by Advanced Registered Nurse Practitioners. The concept 
of rural health clinics is the utilization of mid-level practitioners to provide 
quality health care in areaswhere there are few physicians. Covered services 
include basic diagnostic and therapeutic services, basic laboratory services, 
emergency services, services provided through agreement or arrangements, visit- 
ing nurse services and other ambulatory services. 

TRANSPORTATION SERVICES 

Medicaid shall cover transportation to and from Medicaid Program covered medical 
services by ambulance or other approved vehicle if the patient's condition re- 
quires special transportation. Also covered shall be preauthorized non-emergen- 
cy medical transportation to physicians and other non-emergency, Medicaid-cov- 
ered medical services when provided by a participating medical transportation 
provider. Travel to pharmacies shall not be covered. 

VISION SERVICES 

Examinations and certain diagnostic procedures performed by ophthalmologists and 
optometrists shall be covered for recipients of all ages. Professional dispens- 
ing services, lenses, frames and repairs shall be covered for eligible recipi- 
ents under age twenty-one (21). 
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Programs 

The Department for Social Insurance, Division of Field Services local office 
staff have primary responsibility for accepting and processing applications for 
benefit programs administered by the Cabinet for Human Resources, Department for 
Social Insurance. These programs, which include eligibility for Medicaid, in- 
cl ude: 

AFDC (Aid to Families with Dependent Children) 

AFDC Related Medical Assistance 

State Supplementation of the Aged, Blind or Disabled 

Aged, ~l'ind, or Disabled Medical Assistance 

Any individual has the right to apply for Medicaid and have eligibility deter 
mined. Persons wanting to apply for Medicaid benefits shall be referred to the 
local Department for Social Insurance, Division of Field Services office in the 
county in which they live. Persons unable to visit the local office may write 
or telephone the local office of information about making application. Form 
most program, a relative or other interested party may make application for a 
person unable to visit the office. 

In addition, to the program administered by the Department for Social Insurance, 
persons eligible for the federally administered Supplemental Security Income 
(SSI) programs also receive Medicaid through the Medicaid Program, Eligibility 
for SSI is determined by the Social Security Administration. Persons wanting to 
apply for SSI should be referred to the Social .Security Administration office 
nearest to the county in which they live: The SSI program provides benefits to 
individuals who meet the federal definitions of age, blindness, or disability, 
in addition to other eligibility requirements. 
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ELIGIBILITY INFORMATION 

MAID Cards 

Medical Assistance Identification (MAID) cards are issued monthly to recipients 
with ongoing eligibility. These cards show a month-tomonth eligibility period. 

Eligible .individuals with excess income for ongoing eligibility may be eligible 
as a "spend down" case if incurred medical expenses exceed the excess income 
amount. Individuals eligible as a "spend downn case receive one (1) MAID card 
indicating the specific period of eligibility. After this eligibility period 
ends, the person may reapply for another "spend down" eligibility period. 

MAID cards may show a retroactive period eligibility. Depending on the individu- 
al circumstances of eligibility, the retroactive period may include several 
months. 

Duplicate MAID cards may be issued for individuals who original card is lost or i 
stolen. The recipient shall report the lost or stolen card to the local Depart- ,, ' '.. 
ment for Social Insurance, Division of Field Services worker responsible for the 
case. 

i " 

Verifying Eligibility 

The local Department for Social Insurance, Division of Field Services staff may 
provide eligibility to providers requesting MAID numbers and eligibility dates 
for active, inactive or pending cases. 

The Departmcnt for Medicaid Services, Eligibility Services Section at (502) 
564-6885 may also verify eligibility for providers. 
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (MAID.) CARD 
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11. THE REQUEST PROCEDURE 

A. Initiating a Request 

1. Requests for pre-authorization may be initiated by the 
prescribing physician or office personnel under his direct 
supervision. Requests from pharmacis.ts and social workers who 
are working directly with the recipient's physician shall also 
be accepted. 

2. The primary concern is that the caller have available the 
information necessary for staff to make an accurate 
determination. 

0. Transmittal Methods 

1. Written Requests 

The drug pre-authorization may be made IN WRITING TO: . EDS, PO 
BOX 2036, Frankfort, Kentucky 40602. 

2. Telephone Requests 

Or by PLACING A TELEPHONE CALL to. the following toll-free 
number between 8:00 a.m. and 4:30 p.m. ESTIEDST, on Monday 
through Friday (except during holidays) : 
Telephone Number: 1-800-756-7558 
Out of State: (502) 227-9073 

111. INFORMATION REQUIRED FOR A DETERMINATION 

Persons requesting a pre-authorization of medications shall provide 
informgtion,. 1 ine for 1 ine from the Preauthorization Request Form. 
Special attention should be given to giving a specific statement, 
indicating the need for the requested drug as well as previous 
medications tried unsuccessfully. 

IV. DISPOSITION OF REQUEST 

A. Nurses shall review each request and make determinations on the 
basis of established Program criteria. ' Extenuating circumstances 
shall be directed to the medical consultant. 

0. If the appropriate information is received and the medication meets 
the Program criteria, an approval shall be made. However, if the 
request does not meet the basic criteria or if insufficient or 
contradictory information is provided, the request shall be 
disapproved. Drug Preauthorization staff wi 1 1  NOT assume 
responsibility for calling physicians for more information. 
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C. Unusual or unique situations shall be reviewed by consultant 
pharmacists, physicians, and recognized University staff. 

D. When the medication is not on the OMS Drug List and is disapproved 
for pre-authorization, the recipient shall assume responsibility for 
the cost or obtain an alternative source of payment. 

E. Determinations shall be made daily Monday through Friday, except on 
holidays. 

V. NOTIFICATION OF DISPOSITION 

A. Notification regarding the disposition (approval or disapproval) of 
each pre-authorization request shall be made as follows: 

I. DISAPPROVALS: When disapproved, the prescribing physician 
shall be notified by mail. The request and reason for 
disapproval shall be provided. 

2. APPROVALS: When approved, notification shall be made by phone 
to the selected pharmacy. The pharmacist shall provide the 
pre-authorization staff with the NDC number and provider number. 

NOTE: Pre-authorization shall not be guaranteed for any request 
until reviewed and approved by pre-authorization staff members. If I 

any change should occur, i.e. NDC#, MAID#, quantity, etc., please i.. .,, notify pre-authorization staff immediately to assure Program payment. 

B. Period of Coverage 

The effective date for Program coverage of preauthorized drugs shall 
begin on the date the request is postmarked or date received by 
phone. The pre-authorization shall remain in effect for the 
specified time on the "Authorization to Bill" or until the recipient 
becomes ineligible, whichever comes first. 

CAUTION: Pre-authorization does not guarantee payment. 
Recipient shall be eligible on date of service. 
Verify by checking the recipient's Medicaid card. 
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V I  . PHARMACY INFORMATION 
A. Reimbursement for' Preauthorized Drugs 

1. Selected pharmacies shall be reimbursed at the lower of the 
MAC, i f  applicable, or Average ~holesble Price (AWP) minus ten 
(10) percent plus dispensing fee, or usual and customary charge 
to the general public. 

2. Private insurance companies and Medicare, if applicable, SHALL 
BE BILLED PRIOR to submitting claims for payment. 

8.  Pharmacy Bill ing for Preauthorized Drugs 

Preauthorized drugs shall be billed in the same manner as drugs on 
the Kentucky Medicaid Outpatient Drug List - utilizing regular 
pharmacy billing statements notating the pre-authorization number in 
the appropriate field. 

C. . Payment Inquiries 

If pharmacies have any questions regarding payment for submitted 
pteauthorized drugs, EDS should be contacted at 1-800-756-7557 or at 
EDS, PO BOX 2009, FRANKFORT KY 40602. 

VII. ADDITIONAL INFORMATION 

Any questions regarding the Drug Preauthorization Procedure shall be 
directed to: 

EDS 
PO BOX 2036 
FRANKFORT KY 40602 

Telephone Number: 1-800-756-7558 
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COMMONWEALTH OF KENTUCKY 
CABINET FOR HUMAN RESOURCES 

DEPARTMENT FOR MEDICAID SERVICES 

Home Health Program 

Agency Name Vendor # 

Agency Address 

CERTIFICATION FOR DISPOSABLE MEDICAL SUPPLIES 

Patient's Name MAID # 

4ddress Medicare # 

Birthdate 

3ther Insurance 

3iagnosis 

- 

i n s  is to certify that the following medical supplies are essential to meet the medical needs of this recipient. 

indicate Directions for Use of the SuppIies) 

tnticipatea Duration of Need: 0-30 days 1-6 months 

Lifetime Indefinite 
. .- 

Date Physician's Signature 

Address 

License i: 

lust be signed and dated by the physician. 



MAIL TO: EDS 
P.G. BOX 2009 
FRANi(F'ORT, KY 40602 

C4SH REFUND -ATION 

tJ0 

APPENDIX XIV 

1. Check Number 12. check Fnwurt 
I 

3. Prwider ~ / ~ / A 3 d r e s s  14. Recipient Name 
I 
I 
15. Recipient N u u b x  ' - 

I 
I 

6. R-anDateof Service 17. ToDateof M c e  18. RA D a t e  
I I 
I I 

9. Internal Conrrol Mcnber (If several ICNs attach RAs) 

Reason for R e W  (Check appropriate blank) 

- a. Payrrent fmn other source - Chck rhe category am3 list nam 
- Health I ~ k r a n c e  (attach a copy of n3B) - - - - Auto Insurance 
- Medicare paid - o tk r  

- b. Billed in ermr 

- c. W l i c a t e  pyrrwt  ( a t e &  a cupj of both RA's) 
I£ mas are paid to 2 different providers szecify to w h i c h  provider 
mmbr  the check is to be applied. 

- a. Processing error OR -yrrwt 

- f. btmeybasbeenrequested-dateoftheletter --- / / 
(Attach a copy af letter requerring -I 

-9. ot!! 



Case Management Protocol 
Home Apnea Monitoring 

Kentucky Medical Assistance Program 
Department for Social Insurance 
Cabinet for H u m n  Resources 

Hlchiqan Oeoarment of Pub1 l c  Health 
Case nanaqtlwnr Protocol for nedicai and Nursin~ Care 
or rne Home Aonea Honitorcd C h ~ r d  was usea as a gulae 



REPORT 
nmrca ASSISTANCE ADVISORY COUKCXL - 

Special Coami t t e e  f o r  
Hane Apnea Honi tor ing 

~ t ~ c h c d  I s  r f f n r l  d r a f t  copy of the case aianagernenc protocol f o r  H W ~  
Apner Wn i to r i ng  . 
The special c m r n i t m  to micw the protocol re lated to apnea/brady=rdia 
home monitoring mct Tuesday, nay 15, 1984, as requested by u ~ e  k n u c k y  
Mia1 Assistance Advisory CDuncil a t  iu regular m e r i n g  of Mam 7, 
U84. 

us, Janat Rodgen, L.P.T., w f U ,  the VtSftfng Nufie Assocfatfoi o f  Louisv i l le ,  
Kentucky, senea as chairperson for the carr~ i t tce.  Also serving on m e  
cannittee and i n  attenaance a t  the meeting were Ule fol lowing people: 

Ooane Fischer, M.O., OeparOnc~U of Pediatrics, Universi ty of 
Kenurcky Medical Center. Lexington, Kentucky 

John Robens, M.0.. Neonatologist. Oeparment o f  Pediatrics. 
Kosrir-Childrens Hospital, Louisvi l le.  Kentucky 

P a v i c f a  K. Nfcol, U.0.. Olrector, O f v ~ s l o n  o f  Maternal ana 
Child Health, Oepament for Health Senlces 

Joy Davis. R.N.. Conrinuity o f  &re  Coordinator. Kosair- 
c h i l d r ~ ~  Hospital. L O U ~ S V ~ ~  le. Kentucky 

Haggle Murray. R.N., Adainlstraror, St. Claire Mcdlcal Center 
Home Health Agency. Morehead; Kenurcky 

Ida Lyons, Program Coorainator. Sudden In fant  Gcath Syndrome 
Program. D iv is ion  o f  Wrernal  and Chila Heaitn 

Additional people i n  attendance were: 

Nileen Verbeten. Executfve ofrector, Kentucky Home Heal tn  
Associarion 

Fletcher Lutcavish, Assistant Ofrector, Div is ion o f  Meolcal 
dssistance. Department f o r  Social Insurance 

Jean Farrisee, Supervisor, Alternate Care Section, Div is ion 
o f  Medical Assistance 

Peggy Nelson,'R.N.. ncdiul Pol icy Analyst, Electronic Data 
Sys t .  Federa 1 

Brfb8ra Knox. Prograta Coordinator, M e  Health Services. Div is ion 
o f  Medfcal Assistance 

I n  devrloping t h i s  protoco~,  the c m i t t e e  cansidered recent daia a v a i l -  
able i n  bomr apnea monitoring as well as using the expertise o f  tne 
members o f  m e  c m i  ttee. 

The camirtee recomaended tnat  the W P  fo l  low tne guide1 ines o f  tn is  
protocol i n  determinirq reimbursaent and approving nme apnea norittoring. 
The carmirtca mould *elcme m e  use o f  t n i ~  prorocol by groups associated 
w i a  and inrercszed in n w  apnea monitoring. 



i .  
Fnne =-ittee. f e l t  strongly r!ac hone monitoring mst  be a) precmeq by k .? 

a 24-4 hour period af hospi ta l i~ar ion for evaiuation ana diagnostic 
aork~p ,  b) coordinated prior t3 a i schaqe ,  c )  f0~~0wea-up w i V I  Criteria 
establisnea, and 6 )  discant ina  wnen the monitor i s  no l o n ~ e r  meaically 
necessary. - - - 
n e  pnaacgram testing cwld presently be reimbursed as a nospita] 
inparient o r  autpacienr service. 

The cornafttee mognizec that a t  the Present rime, however. t h e n  is no 
LW coverage for L7e pneuraograar testing and evaiuatian prwfdca in 
3afienf1s home. Since rnls may at necessary i n  deremining tne approgrt- 
a r c n u s  of disconrinuing a e  r;laniror. me ccaPnictet s m n g l y  ru-nds 
wt w e q e  be maae available for  Ktte pnclmnogram ma i nce rp re~ r ion  
?rovidcd i n  me  home. Timely discanrfnuatlan of the monirar nas the 
potenrial of saving tne K M P  money whicn would o then lse  be billed as 
rental for a prolongea lengtn af unnecessary senlce.  



The protocol  i s  the product of a Special Committee convened 

i n  nay 1984 a t  Ule request of the Kentucky Uedica1 Assistance 
Advisory Council t o  provide advice and guidelines on the 

current s ta te  o f  knowledge and prac t fce  i n  the u t i l i z a t i o n  o f  

apneo monitors. The C m i t t c e  was organized because the Home 

Health Technical Advisory t a m i t t e e  recognized the need t o  

develop appropriate standards and pol  f c i es regarding the 
u t i l f z a t i o n  of Apnea/bradycardia monitors in order t o  assure 

qua1 f t y  and safe care t o  Medlcaid recipients. 



Case Uanagement Protocol 
Hane Apnea floni toring 

Kentucky Hncdl~al Assistance Prugraa 
Depa'mnt for Social Insurance , 

Cabinet for H a n  Resources 
I 

Introduction 

THE PURPOSE OF THIS PROTOCOL is to camtunicate the optimal components of 

s en i ce  for cllildren suspected of having apnea. The protocol will be ut f l fzw 

by the Kentucky Medical Assistance Program (KMAP) i n  approving requests for 

financial reimbursement for apnea bradycardfa awnitor's. 



Protocol 

1. HEZICAL C.?ITE?.IA F3R APNEA OIAG~YOSTIC"~~ORK-UP AIYD PUCME!tT OF HONE 
,WN ITORS 

A. Oefinition of Apnea: The PmeriCan Academy of Pediatrics Task Force 
on Prolonged Apnea defines prolonged apnea as 'cessation of 
breathing for  20 seconds or  longer, o r  as a briefer  episode 
associated w i t b  bradycardfa, cyanosls o r  pallor.. 

3. Etfology: Etiology lncfudes bu t  is not limited to  seizure 
disorders, severe anemia, gastro-esaphageal reflux. hypoglycemia, 
other metaOolic disorders and impaired regulation of brearlling. 

C. Populatfon a t  Rfsk  

' u ~ i l d  with observed apneic episode (without demonstrable 
cause) 

'Child with history of apnea. cyanosis, b i r t h  asphyxia or 
hypoxra of any cause 

'Siblings of SIDS infant 
'Premature infant less than 1500 grams 
'Infant of drug dependenr mocher 
'Child w i t h  tracheostoq 
'Se!c=*,ed children w i t h  certaln cardiac arythcrf:: 
'Chf ldren witb specific seizure disoraers 

0. Elements of Diagnostic Work-Up 1 

1. REQUIRED elements of study 

'History and physlcal examination 
'Laboratory studfes 

CBC 
Urinalysis 
C h a  6 - (Sodium, Potassium. CO,. BUN. 

L ~ Glucose. Chloride) 
Cblcium 
flagnes i urn 
Creatlnine 

'Cardio-respiratory monitoring jfnpatient) for  24-48 hour 
w i t h  c.losa omfesslonal observation of c!i ld 

'thest x-ray 
' EKG 

'1f the capabil f ty  for  proper tcstfng/analysis Is  unavailable, we rccomend 
appropriate referral o r  consul tation 



2. Recornended further studies as indicated 

'Upper GI 
'Spinal tap/lumbar puncture 
'CT Scan 

E. Criteria for Uonitor Placement 

1. Presence of one or more 

'Doumented episode(s1 of apnea w i t h  no treatable cause or an 
inadequate response to treatment 
'Documented episode of apnea with bradycardia. cyanosis or pallor 

, 'History of apnea described by parent or caretaker bised on 
physician's best informed judgement and evaluation of testing 
'Abnormal vennlatory pattern on pnerrmogram 
'SIDS sibling 
'Hultiple-birth SIDS' survivor(s) 
'Potential for airway obstruct~on 

2. Monitor order and need for monitor mist be Included as part of 
physician's order/lniormation On Hcme Health Plan of Treatment 
recertification 

F. Criteria for Continuation 

'Child should be seen at least every 2 months by the primary 
care physician or apnea consultant after monitor placement for 
medf cal evaluation and mcertiffcation for continuing need of 
monitor or dlscontinuation 
'The physician orderfng and recertifying the need for the monitor 
must not be affiliated with the company supplying the monitor 

G. Criteria for Dlscontinuation of the Monitor 

'No clinical apnea for 2 months unless sibling of SIDS. For 
slbllng of SIOS should leave monltor for 2 monms longer than 
number of months of life of SIOS 
'Parent preparation and readiness 
'Cl fnical judgement 

I I.. HOSPITAL DISCHARGE PLANNING 

The fo1:owing items are the responslbllfty of t9e hospital staff under the , 

direction of the physician ordering the monitor. All activities must be - 
completed and documented i n  the child's record prior - to discharue. 



A. Assessment 
2 'Parent(s) a b i l i t y ,  acceptance and unoerstanding o f  the 

purposes, responsibi 1 i t ies ,  r i s k s  ana oenef i ts  of home 
moni tor ing 

'Appropriateness c i  hcmc environment 
'Fani ly  support system and coping abilities 
'Ffnancial abi l i ty t o  support home care costs, including 
u t l l i t t e s  

8. Equipment (supplied to parents p r f o r  t o  discharge) 
3 'Apnea and bradycardia monitor which has been used by t>e 

i n fan t  f o r  a minimrnn o f  24 hours p r i o r  t o  hosp i ta l  aiscaarge 
'Two sets o f  connecting equipment appmor ia te  for  the manitor 
(leads, be1 ts, tabs, etc.) 

'Power f a i l u r e  alarm ( i f  n o t  tncoroorated i n t o  monitor) 
'Observation and inc iden t  record sneers 

C. Teaching ( includes i n s t r ~ c t i o n ,  discussion, demonstration o f  and 
the re tu rn  demonstration by parents) 

'Placement o f  equipment ( 
' A t t a w , n t  o f  monitor t o  c h i l d  . ... . .  , .  

'Operation o f  monitor, lnc lud lng  s e t t i n g  alann sensi tl v i  ty . . 
'Reading and tn te rp re ra t ion  o f  alarm \C 

'Response sequence t o  monitor a l a m  
' I n fan t  resusc i ta t lon techniques (use of  mouth-to-mouth and CPR) 
'Recording o f  necessary i n f o m a t i o n  on fo rm 

. 'Emergency support plan, fncluding names and phone numbers for: , 

Hospi ta l .  emergency mom 
Key hospttal  s ta f f  
Physicians 
Eaergency squad o r  ambulance 
Power company 
Medical equipment cwpany for monitor malfunct ion or' 

f a i  l u r e  
Homc health agency nurse 
Child .care person 
Transportatlon to  hosp i t a l  

'Safety masums 
Proper g raud ing  
Access t o  telephone 
Avai lable f l a s h l i g h t  
Noisr c o n m l  
Close supcn is ion  o f  youGiblfngs 
Ins t ruc t ion  t o  o lder  s i b l i ngs  
Secure placement o f  monizor 

L ?arent(s) r e f e m  throughout t o p a r e n t  o r  caretaker. 
3 ~ h i s  excltjarr m e  use o f  pad type monitors. 

d 



o. written instructions (to be sent home with parents and to be attached 
to all horn health agency referrals) 

'All ftcM in - 11-C (Teaching and Instruction) above 

E. Physician referral 

'The physicfan must contact the Home Health Agency and es- 
tablish a H a m  Health Plan o.f4Treatmcnt to order the 
nonf tor and nursing vf si t(s 1. The Honrc Health Agency 
should work In close collaboration with the physician 
and hospital personnel in contactfng the medical equip-5 
ment company and olalring arrangements for Me equipment. 
'Primary care physician (unless already the ordering pi?ysic!an). 

F. Comaunity Referrals 

'Financial aid 
'Social services 
'Parent support groups 
'Mntdl health 

I1 I. C WUNITI SERVICES 

A. Responsibilfttes of Hcmc Health Agency Nurse 

1 Collaborate wi'th hospitai staff to assure continuity of 
coordinated care between hosp!tal and nome 

2. Contact with child and family within 24 hours of hospital 
discharge 

3. Assess. revien and reinforce all items fn 11-A throuqn 0 
page 5-7 

4. 'Review physical care needs of child with parent($) 

5. Assist in identifying additional resources (especially fc.- 
relief) as needed 

6. Revieu a d  support the child's n o m l  growth and developocnt 
w i t h  special anphrris on fncorporrtfng M e  &lld into the 
n o m l  family structure 

7. Revieu plans for follow-up care and coordinate camunity 
referrals 

. . 

%very child discharged with a monitor will be referred to a home health 
agency prior to discharge. contact should occur between the h m e  heal tt! 
agency and the hospital discflaee planner to discuss specific patient care 
needs. 
E -- ~quipmcnt should be delivered and apomoriatr aspects of the tmcrgency plan 
r e v i e d  witn f3e parenr(s) prior t o  discnarge. 



: 
8. Revitw and report pertinent findings to the .primary care 

physician ar apnea physician consultant at a minimum of every 2 
manas, i.e. n m e r  of spells of apnea; how long lasted; 
aescription of spell; condition of patient during spell ; 
was CPR/gentle shaking rquirea, how long since last spell, 
ate. 

9. Prepan family for eventual discontlnuation. of monitor 

10. Offer. aaotional support to family and be cognizant of typtcal 
parental reactions 

0. Responsibllitfes of Medical Equipment Suppliers 

1. Collaborate with hospftal staff and h a m  health agency to assure 
continuity of sanlcas between hospital and hama 

2. Provide appropriate equipment and related supplies 

3. Xacbine operation 

a. Review machine operation with parent(s) and 
supply written instructions 

b. Evaiuate equipment in hama within first week, 
f.e. writfu. r;;=rt 31 physfcian and horrrr hea1,th nurse 

5. Reviff appropriate aspects of anergency plan with parent(s) 

6. 24 hour answering service and respond to calls regarding 
monitor aalfunction or failure in tlouly manner 

C. ~es~cnsibilities of Primary Care Physicians/Apnea Physician 
Consul tan= 

1 Inittate necessary referrals 

2. Prfaury care physician m d  apnea physician consultant ( i f  
applicable) should coordfnate patlent's care. 

3. Provfde ongoing-eduation to parents regarding the pathalo9 
underlying the cbi ld't apnea and 'regarding evtnturl dtscon- 
tinuation of monitor . 

4. Prcvida cmatianrl support 

5. Childes prugress should be evaluated by consultant or primary 
can'physiclan at a minima of every 2 monrhs after placement 
of monitor 

6 .  Revia We history of apnea and dafIy log o f  the  child's status 



8. Evaluate blood levels of Prescrfbed nmdfcatian (I.=. 
Thcophyllinr. Phanohrbf ta l .  etc . )  

9. Ofscontfnuatfon of rmnftor w i t h  appmprlatr explaaatioli 
to faally - 



Case hnagcmcnt Protocol 
t o t  Care of the 

HOLPD Yenti lr t fon Patient 

Kentucky H e d i a l  Assfstance Program 
Department for Soclal Insurance 

Cabinet f o r  Huaun Resources 



The protocol is the  product of J Specla1 Comft tee  convened 
a t  the request of the Kentucky k d l u l  Asslstanct Advlsory 
Councll t o  provide advice and guidelines on the current s t a t e  
of knowledge and pracrtct in the c a n  of the h a  ventilation 
patient. The Conafttee was organized because the H m e  Health 
Technical Advisory Cocrmittee recognized t h e  need to develop 
appropriate standards and poifcieo regarding the care of the 
home ventflatlon patlent In order t o  assure qualfty and safe 
care t o  Xcdlcaid recipients. 



Case Managemnt Protocol  
f o r  Can of t h e  

Haw Ven t l l a t l on  P a t i e n t  
Kentucky H t d f u l  Ass t s tance  Program 

k p a r t m c n t  for Soci&l  Insurance 
Cabinet  for Hurmn Resources 

In t roduc t i on  

. - 

THE PURPOSE OF THIS PROTOCOL is t o  conmunicate t h e  optimal components of 

managing t h e  v e n t i l a t o r  dependent p a t l e n t  a t  homc. The protocol  wi l l  be 

u t l l i z e d  by t h e  Kentucky Medical Assis tance Program (W)  i n  approving 

reques t s  f o r  f i n a n c i a l  reimbursement f o r  mechanical v e n t i l a t o r s .  

The placement and care o f  t h e  v e n t i l a t o r  dependent p a t i e n t  Involves a 

par tnershfp  among t h e  physician,  hosp i t a l ,  homc hea l t h  agency and equipment 

suppl ie r .  Because o f  t h e  importance of ongoing p a t i e n t  c a r e  i n  t h e  h a m  

s e t t i n g  and nece s s i t y  o f  r e l i a b l e  response systems. t he  r e f e r r i n g  hospital/ 

physician s h a l l  consu l t  wi th  t h e  homc hea l t h  acency p r i o r  t o  any s e l ec t i on  of  

equipment supp l i e r .  



I .  E l i g i b i l i t y  C r i t e r i a  

The fa l lou lng c r f t e r i a  m s t  be mt for a Patient t o  be Considem 
for 4 hooe vent l la t fon progrm. I f  a l l  c r i t e r i a  are not  et, a 
haol ventilator shal l  not be instal led. 

Candidates to be considered f o r  a h o w  w n t f l a t f o n  progrw 
shal l  be medically stable. possess a pcrsrnent trachcostocpy 
( for  pasi t fve pressure vmt i l a t l on ) .  and k generally included 
in. but not l i o l i t t d  to. the fo l l o r f ng  categories: 

1. InJurfes o f  the spinal cord 

2. I m v e r s i b l e  neuroouscular disease 

3. Sleep disorders 

4 Chronic pulmnary dlsordcrs 

5. Other neurological df sorderr 

A person trained i n  the c m  of patients *ha require mechrnicai 
ventl lat ion. (e.g., ;i;;:snologf st. neanatologis:. : : .zz~f~ is t .  
card10 thorar lc surgean, f n te rn i s t l  Should r e v i a  the need f o r  
a t  home mchanlcal vent i la t ion before insti tut ion. 

8. Social - Envimnmcntal . . 
1. The patfent's f m i l y l p r f m r y  caregiver mst be capable o f  

comprehensi on and performance of dutf es and responsibi 11 t i es  
n l a t f v e  to vent i latory dependent patient care. 

2. Them shal l  k docunmtatlon o f  caregiver's cometcnce i n  
perfonarnce o f  pat ient  care. 

3. There shall  be docurnentation o f  acceptdale dwelling and 
physical f a c i l i  t ies. 

C. Comunlty Resources 

1. tcrgcncy i lcdical Service. 

2. Local physician to accept patient when appl {cable. 

3. Horse Health Agency (dth staff trained i n  care o f  
vent1 l r t o r  dependent patients). 

4. !kdical equipment supplier ( w i t h  s t a f f  trained i n  care o f  
vent i lator dependent patientsI. 



11. Home Venti lator Plan 

The fol lowing are ac t l v i t fes  necessary for  adequate vent i lator 
dependent can.  YhefI specif ic behavioral o b j u t f v e s  are s ~ f c d ,  
they 'oust be lact during the course of orfentatfon. instructfon, and 
treatment (unless indicate4 as optional by an * I .  The reswnsi- 
b f l l t f e s  f o r  performance o f  duties to the l e f t  accordlng to the 
f o l  lowing: 

HO - hospftal from whleh pa t i en t  w i l l  be discharged to h a ;  
HR - h a r  health agency operating w i th in  county of patient 's 

rnfdence: 
D - durable medical equtpmcnt supplfer. 

I n  case o f  dual responsfbf1ities. the agency l i s t e d  f i r s t  shal l  
ass- responsfbfl f ty for iap leantat lon.  

HO/HH 1 Primay caregivers shal l  possess ,the s b i l f  ty to accept 
and understand thk purposes, rcsponslbf 1 f t ies. risks, 
and benefits o f  how vent f la tor  therapy. 

D/HH 2. Documented assessment of an adequate hooc enviramnmt 
shal l  8e made pr to r  t o  discharge to cv;?-:ze the following: , -. 

2 ,  
: .. ,, 

a. E lect r ica l  capab i l i t y  

b. ' Size o f  doonrays and roams 

c. Accessfbfl i ty (steps. ramps, etc.) 

d. Bathroom location 

e. Avai l rb f l f  ty of telephone 

f. Adequate heatlng and cooling 

g. Adequate refuse dfsposal 

h. Accepta8le area f o r  supplies, equipment. and 
exerci s t  

HO/HH 3. Adequate faa i l y  support System3 and coping mcchanlsllr 
shal l  be evaluattd. 

~ / H M  4. There shall  be adcquate fjnanclal resources. to support 
n d i c a l .  hsm can, nut r i t fanai .  u t l l i  t ies, and continued 
family l f v i n g  costs. 

i 
0. Im le r rn ta t i on  .. , .. ,.. 

HO 1. The physician shall wr f te  the  orders for  h a m  ventilation. S 



HO 2. f i e  caregiver shal l  be instructed i n  tne following: 

HOD e. 

Anatow and Physiolow 

Nut r l  t l o n  and Hydratlon 

Persorial Care 

Tracheostollg. Care 

- s i t e  care - dresrlng/tf  es/changf ng - tube cleani  na/chmoi nq/f nsertlon 

Suctlon Procedures 

- hyped n f l  atlon/hypemxygenatfon xfth manual 
vent i la tor  (e.g., amDu bag) - proper tracheal and nrsopkaryngeal suctfon 
techniques (to l nclude s a r i  l e  technique) - Installation of bland o r  cacblcated solutfon 
fo r  s u r t t l o n  m m v r l  

- percussian/postura1 dralnage - breathing re t ra in i  nq 

Physical Therapy 

- nusculoskcletal e x e r ~ i  se program - aemolc retraining program 

- c f r c u i t  cbange - equfpmcnt cl arnlng/dl sfnfection - chuktng md changlng pardmeters - checklng a l a m  system - safety pmc8utlons - checking md charging electrical back-up - trouble shooting 

T r a c h e a s m  Col 1 a t  

- kumfdf ffer/nebulfzer operation - cleaning/dls lnfut lon - proper FIO sett ing - over hydrazfon precautions - Ubing changes - auintenance o f  .sterile/clean system 



HO j. Cardiopulmonary Resuscitation 

H O D  k. Safety Precautions . - - adeouate ground1 ng- - response t o  rlatws - response to pawr f a f lu re  - nspense to mchlne fa1 l u r e  - neognltion of early signs of respfratoy 
dl s Wss - response to alntay'occlusion - preventton of barotraums - prevention of Infection - noise control . - recognition of gastr ic  dlstentfon - s u p t n l  sfon of s ~ l l  chlldren 

- naae - dosages - frequencies - actions - comrPon sfde effects and ratlonrle for 
I .  notfffcatfon, of U.C. or h e  herlvl agency - contraindlcatlons - ,  

MOW: A11 instructions given to caregfver and 
patient shal l  be accompanied by a wittcn 
p r w e 4 u r ~  statement, and attached to h w  
heal t t ~  referral .  

c, SpUfffc  OutfeS 

Iii additfon t o  the above. those agencies and indfviduals sh i l l  
have the f o l l o v l q  specific responsibilfties: 

1. Homc Health Agency 

a. Collaborate wi th hospitdl s t a f f  and tqufpmcnt wppl fers 
to rssurr conttnulty of coordfnated care between 
hosgl t a l  and home. 

b. Organtze one site v l s f t  w i t h  patient and faally/ 
caregiver p d o r  to discharge. 

c. ' 8c physically present upon arrival a t  home. 

d. Assess. review, and reinforce a l l  items included i n  
I1 - A and 8 after  discharge. 

e. Assess and ass i s t  i n  identifying additional resources 
, (especially respite) as neeaed. 



f. Encourage incornoration of pat ient  in to  routfne 
family structure and l i f e s t y l e  as mucn as possible. 

g. Review follow-up plans and coordf nate camunity . referrals. 

h. Asst s t  iaregi'u;en/faafly t n  arranging six month 
revaluation by dischargf ng phystcian. o r  his desigme. 

I. Wave i n  place Dlcnty-four hour c a l l  systen. 

!: Report a l l  pertfnent ffndings to prfrmry care physicfan 
as needed or  every tn, wnths. 

k. Assist dth arrangfng transportatfon as needed and 
mdf c a l l y  necessary. 

1. Make changes i n  vent f la tor  parameters as ordered. 
with i m l a t e  n o t i f i c a t i o n  to the wdfca l  equlpaant 
suppl t e n .  

m. Provide othcr supplies no t  dvaflable from Supplier 
o r  included I n  ven t l la to r  units. 

2. Hedf cal Equf pmcnt Suppl f e r  

a. Supply a vent i la tor  tva i la3 le  for patfent t o  use 7 
to 14 days p r i o r  t o  discharge. 

b. Maintain accurate documentation of vent i lator para- 
nrcters. . 

c. !take changes f n  vent i la tor  parameters as ordered 
with ime4late veroal and r i  t ten  not i f icat fon t o  
the hose health agency. 

d. Provide suppltes n u e s s a y  as ventf lator adjuncts to 
assure ccmplete vent i la tor  operatlon. 

e. Provide twenty-four hour Cal l  w i t h  one hour espanse 
f o r  cqulparnt repal r  o r  replacement. 

f. Maintain available serrfces of a respt ra toy therapist 
o r  respiratory therapy technfcfan as identi f fed by 
the National Board of Respiratory Care. 

g. Provide Wnty - four  hour e lec t r i ca l  source. 

h. Provide manual vent i la tor  source (wi th or without 
suppl emntal oxygen as ordered). 

1. Perform routine maintenance as spec1 f i e 4  by manufac- 
turer or company protocol and assure proper equt~ecnt 
function. 



i i 

j. ?rovide funcrfonal ly safe alarm systems. 

k, Provide personnel and equipment for  t ranspor t  of 
p a t i e n t  from hospital .  . 

1, visit  pa t i en t  a Prinimua of every week durfng the  
first m n t n  and a f t e r  the inf t i a l  month. 

a. Revleu c leaning/s ter f l  1 ra t ion  tcchnl ques rf th c a m -  
gt ver. 

n. Provide home heal th  patlent with w i t t e n  ins t ruc t ions /  
t rouble  ihoottng guide. 

o. Reinforce knowledge of generator operations wlth 
caregiver  and provide written guide for  pat ient .  

p. . Provide wr i t ten  n o t i f f c a t f ~ n  Of Presence of ven t f l a to r  
pa t i en t  to area  electrfc, fftc and telephone services. 

3. Physician 

a. The df scharging physlcfrn sha l l  w t t e  a l l  v e n t i l a t o r  
orders  and dl scharge orders. These shal l  be cornrunt- 
c a w  to the prfnvry urn ( c a a u n l t y )  physlclan i 
where applicable. 

b. The dlscharglng physician will provide perfod SIX ' 3  

m n t h  Case revleu ( o r  assign to another physiclan. 
e.g.. priuury c a r e  physician). 

c. The primary c a r e  physiclan m y  assum to ta l  p a t i e n t  
ca re  d c h  my include o r  exclude sf% month c a r e  
r e v f a ,  a t  the  df sctet l0n of tne  dl  scharging physici an. 



Case Management Protocol 
In-Home I V  TIlera~y 

Kentucky Hedical Assistance Program 
Department fo r  Social Insurance 
Div i  $ion of Medical Assistance 



Case Management Protocol 
In-Home IY Therapy 

Kentucky Medical Assistance Program 
Department f o r  Social Insurance ' 

Cabinet for  Human Resources 

Introductl on 

THE PURPOSE CF MIS PROTOCOL i s  to comnrnicace the optimal components of 

managing t h e  patient receiving IY Therapy a t  hone. The placement and 

care of the patient involves a partnership among the physician, hospf tal  , 
hame health agency, phannaclst and supplier. &cause o f  the larpor~ncc 

\ .  

of ongoing patfent cafe in  the home Setting and necessity of reliable 

response .system. Ule referring hospital/physician shall 'consult uith . 

the home health agency pr ior  to any sele t t fon of supplier. 



Case Yanagement ~ r o t o c o l  
In-Home IY Therauy ' 

Kentucky Medical Assistance Program 
Department f o r  Social Insurance 

Cabinet  f o r  Humin Resources 

Introductl  on 

The purpose of thf s protocol fs t o  ident f  fy the  bas ic  components of 
intravenous theiapy and to es tab l i sh  c r i t e r i a  and guidelines f o r  safe  
ins t f tu t ion ,  maintenance and termination o f  IV Therapy i n  the h- 
setti ng. 

I. OEFINITION 
i 

Intravenous therapy is the  adarfnistratf on of f lu ids .  mcdicatjon 
and/or nut r f t fonal  products vfa the venous route and a l l  those 
processes ,involved with i t s  I n s t i t u t i o n ,  maintenance and termination. 

SECTION A 

11. j V  FLUID REPLACEMEW IN THE H s  

A. Medical C r i t e r i a  

1. Inab i l f ty  of p a t f e n t  t o  take adequate nut r i t ional  products 
o r a l l y  . 

2 Physical s igns of dehydration. 

3. Basel fm laboratory data with a p p m ~ r i a t e  periodic eval- 
uat ion and laboratory screening. Saseline laboratory 
data should include: YBC and d i f f e ren t i a l .  H+ and/or 
Hct. BUN. Glucose and e lec t ro ly tes .  Other t e s t s  a n  t o  
be done as  indicated by the pat ients  condition o r  diagnoz 

4. Safety of M e  IY f l u i d s  f o r  h o m  administration. 

5. Pa t i en t  . fn c l i n i c a l l y  s t a b l e  condition; exception f o r  
terminal i l l n e s s  ui th  voluntary consent of pat ient  and/or 
caregiver. 

6. Approved by a physician and seen by his/her agent (f.e. 
home heal th nurse) i n  thc prtcedlna 24 hours. Arrangcarnts 
raade f o r  physician follou-up during therapy and a f t e r  its 
tensinat ion.  

3.  Hospital Oischaqe ~ l i n n i n g  

The following items a re  the  responsibi l i ty  of the hospftal 
s t a f f  under the  dlrect lon of the uhysiclan ordering t h e  hoar  
IV Therapy. A l l  a c t f v i t l e s  M S t  be Completed and docuwnted 
i n  t h e  record pr ior  t o  discharge. 



1. Assessmnt. 

a. Patient 's andlor primary caregiver's wit lingness and 
mental and pnysical capaoi l i ty  i n  administering IV - therapy. 

b. Patient and/or primary Caregiver acceptance and 
understandl ng o f  M e  purposes, responsi b i  1 f tf es, 
risks, and benef i ts of hoat I V  Therapy. 

c. .%tual consent o f  caregiver andfor pat ient  and 
physician. Consent f o m  for home I V  Theraey signed 
by responsible uerson p r io r  to discharge w i t h  signed 
copy o f  form to home health agency. For non-hosui- 
ta l ized patient, consent fom signed i n  the horn by 
pat ient  o r  other legal ly  resPonsib1e gemon p r i o r  t o  
i n s t i t u t i o n  o f  I V  Therapy. A sample of a consent 
form nas been included. (Appendix I) 

d. Ava i lab i l i t y  o f  medical supply delivery system, 

e. Physical f a c i l i t f e s  of the patient1$ residence 
should be appropriately equipped and conducive t o  
the safe abnrfnlstr8tfon of intravtnous therapy. 

f. Accessibility of the home to health professionals. -.; 
(Consideration of t ravel  tie as opposed t o  actual 
mileage.) 

g. Ava i lab i l f t y  of nun lng  personnel on a 24-hour 
basis. 

h .  Age of patient. (Children under 5 years are not  
deemed as aopropriate candidates for  f l u i d  replacment 
hom I V  Therapy, hwever. exce~t fonr  can be considered 
i n  spedffc cases. The opinions o f  a l l  members o f  
tha health tzam. l n c l  uding the family must be taken- 
i n to  consideration before a f ina l  decision i s  made.) 

I. The i l l ness  o r  condition should be amenable t o  
care a t  hoar includingreasonable expectation t ha t  
the pat ient 's cacdfcal , nursfng and social needs can 
be met adquately fn the hoac includfng a plan t o  
m e t  ardfcal aacrgencier. 

2. Teaching 

Teaching (includes instruction. d i  scussf on, demonstratfon 
o f  and return denanstratfan by patfent andlor primary 
caregiver) u n t i l  person taught i s  competent i n  procedures 
ta be followed a t  home. 



-Standards f o r  teaching should Se those of 
the Natfonal Intravenous Theraoy Association 
(NITA). (Appendix 111 

-Nursing personnel teaching IV Therapy should have 
specialfzed I Y  s k i l l s .  

-Teaching should be done using simpif f i e4  t e n s  a t  the 
pat ient 's and/or caregiver's level- o f  understanding. 

a. Specifics o f  Teaching: 

(1) aseptic technique 

(2 )  proper adrainstration of I V  f luids: i.e.. 
priming I V  tubing, e tc  

(31 Signs/Synrotoms of como~fcations and the i r  
specif ic interventions 

( a !  ph leb i t f s  

(b) i n f i l t r a t f o n  

c leakage o f  f l u i d  

( d )  separation o f  l i n e  

(e) a i r  i n  l i n e  

( f )  contamination 

(g)  f l u i d  overload 

( h l  occlusion 

( 4 )  procedure for  24 hour problem reporting 

(51 type, amount and rate of fluids 

(61 delfvery systca (pump, etc. 1 

(71 maintenance o f  patent IV 1 lne 

( 8 )  appropriate storage and rotat ion of supplfes 

(9) appropriate area fo r  I V  f l u f d  achinistration 

(10) safe discarding of disposable equipment 



(11) addition of medicatfons i f  ordered (i-e.  vitamins, 
KC1 ) 

- 112) interpretation of labels on I V  f luid  containers 
to fncluae expiration dates 

(13) assessrent of IV f luid  for  contamination 

b. Urltten instructions ( t o  bc sent  how with patfent/ 
caregiver and t o  be attached to  a1 1 home health' 
agency referrals l. 

3. Physician Referral 

a. The physician i s  to work i n  close collaboratfon w i t h  
hospital personnel In making the necessary arrangements 
fo r  discharge of the patient. 

b. ?he physician or h i s  t c p r e ~ e n t a t i ~ e  are to contact 
the Horn Health Agency (HW) and establish a Home 
Health P1an.of Treatnent for the  I V  Therapy and 
nursing visi t(s1.  

1 
c. Notification of primary care physicfan i f  other man 

the  phystcirr ordering the I V  therapy. 

d. Speciffcs: 

(1) I . V .  f luids  are  t o  be ordered according to 
type, amunt, rate,  additives, duration. mute 
and nrthod of delivery. 

C. Comrmni ty Services 
I/ 

1. Responsibilltfes of Home Health Agency Nurse- 

a. Col laoorate w i t h  hospital s ta f f  to  assure contfnui ty 
of coordinated care between hospital and home to 
fnclude collaunication w i t h  physician medical suppliers. 
pharmacists and other health professionals as  indicated. 

b. Contact rlM patient/cangiver samc day as discharge 
f r m  hospital. 

c. Assess patient's condition. 

d. Assess home env i romnt  and if found to be 
unsuitable, contact the physician. 

e. Assess. review and reinforce a l l  items i n  Za above. ( 
.\ 
f 

l / ~ e f e r  to Appendix 111 for opinion statement of the Kcnucky Board of 
Nursing [July 19841 regarding L.P.N. practice i n  I Y  Therapy. 



f .  Return demonstration by responsible person of pro- 
cedures taught i n  the hospital. (Refer to  NITA 
standards i n  Appendix 11.1 

g. Assist i n  identi  fyf ng add1 tional resources ( e s p e i a l f y  
for  ' r e l ie f )  a s  needed. 

h. Review plans f o r  follow-up care and coordinate 
comrmnity re fe r ra l s  as necessary. 

i. Assure consent fonn i i  sfgned. 

j. Assure t h a t  a i l  supplies are in  the home to  render 
IV Therapy. 

k Notf fy Me oatient/caregiver of emergency ncrmbers; 
home health agency. physician, mcdical supplier and 
availabil i  ty  of 24-hour services. 

1. Visit patient on a regular and appropriate basis 
*hen on continuous IV fluid therapy as declncd nec- 
essary by the physicfan and/or patient's candltion. 

a. Ualntaln regular contact w i t h  physician and other 
df sc.lplfnes as  indicated. 

n. Adhere to Me following standards specfffc t o  nursing . 
ac t iv i t i es  for  IV Therapy: 

(11 Check IV f l u i d s  f o r  contauina:ion and expiration 
dates 

(2 )  Use of povidone/iodine or  other aooroved topical 
antf-nicrobial prep for IV s i t e  ( for  iodine 
a l lergies  use 70% alcohol prep) 

(31 Changc IV s i t e  every 72 hours' 

( 4 )  Apply s t e r i l e  occlusive dressing to IV s i t e  

( 5 )  Rcwve plas t ic  cannulas a t  termination of IV 
Therapy w i t h  proper inspection 

(6) Assure tha t  a volume limitfng device i s .  attached 
t o  IV f lu id  containers for pediatric patients 
a d  others *here fluid overlord is a potmtiai  
prob 1 em 

c/~enous access sometlmcs dictates frequency of s i t e  changes. Above 
guideline i s  to be .used as a norm. 



o. Use of Hepain lock recommended f o r  peripheral  Iy 
therapy. 

p. Refer to NITA standards,  S O ~ C ~  f i c a l  l y  WCOinnenaatjons 
- o f  p r a c t i c e  l i s t e d  under heading #32. IV Therapy 

Programs. (Appendix I1 1 



111. IV ANT:SIOTIC THERAPY !N THE HOME 

A. Medical Cr i te r ia  

1. Ooclrmentation of infection includi ng any available culture 
and sensitivity reports. 

2. Infectious process tha t  can best  be treated with I V  
ant lblot ics ,  i.'e.! antibiotic not available in oral form 
o r  therapeutic ObJectives not achieved via oral route. 

3. In i t l a t fon  of IV antibiotic in  hospftaj or  other medical 
fac i l i ty .  

4 .  Safety of IV antibiotic for home administration. 

5 .  Patients seen by physician in precedfng 48 hours before 
d l  scharge. 

6 .  Patient in  c l inical ly  stable condition; exception for 
terminal i l l ne s s  with voluntary consent of patient and/or 
caregiver. 

8. Hospital Oischarge Planning 

The following items are  the responsibility of the hospital 
staff  under the directfon of the physician ordering the how 
IY Therapy. A l l  ac t iv i t i es  nust be completed and documented 
in the patient 's  record prior t o  dlscharge. 

1. Assessment 

a. Patient 's  and/or primary caregiver's wi 11 ingness and 
acntal and physical capability in administering IV 
therapy. 

b. Patlent 's  and/or primary caregiver's acceptance and 
understanding of the purposes. responsibil l t ies .  
risks. and beneflts of hamt I V  Antibiotic Therapy. 

c. Mutual consent of caregiver and/or patient and 
physician. Consent form for  homc I V  Therapy signed 
by patlent or  other legally responsfble person prior 
t o  dlscharge with  signed copy of f o m  t o  hornhealth 
agency. A sample of a consent form has 6een included. 
(Appendix I1 

d .  Availability of medical supply delfverysystem. 



e-. Physical f a c l l i  t i e s  of the patient's residence 
should be appropriately equipped and conducive to 
the safe admini s t ra t ion of intravenous therapy. 

f. ~ c c e s s i b f l f t y  o f  the h o e  t o  health professionals. 
(Consideratlon of travel time as ODPosea to actual 
m i  1 cage. 1 

g. Ava i l ab i l i t y  o f  nursing personnel on a 24-hour 
basis. 

h. The i l l ness  o r  condition should be amenable to 
care a t  houe including reasonable ex~ectat ion that 
the patient 's caedical. nursing and social needs can 
be met adequately i n  the horn including a plan t o  
meet medical emergencies. 

2. Teacning 

Teaching (includes instruction. discussion, demonstratton 
o f  I V  teckni ques and return demnstratf on by patf tnt 
and/or primary caregiver) un t f l  person taught f s  caopetcnt. 
i n  procedures to be followed a t  home. 

Rwommcndati ons: 

-Standards f o r  teaching should be those o f  tke National 
Intravenous Therapy Association (NITA). (Appendix 11) 

-Nursing personnel t i r ch lng  I V  l n t f b f o t f c  Therapy should 
have s p u l a l l t e d  I V  sk i l ls .  Nurse t o  be knorledqerble 
about the spectf ic f V  ant ib io t ic  ordered (may re fe r  to 
phannaci st,  manufacturer's ins t ruct f  ons. etc. 1. 

-Teaching should be done using simpli f ied terms a t  the 
pat ient  and/or caregivers level o f  understanding. 

a. Specifics of Teachfng: 

1 aseptic technique 

(2)  proper administratfon of I V  antfbfotfcs 

(a1 appmprfate 'than time. for  praafxed 
re f r fgerr tcd o r  frozen antibtotfcs 

(b) ant ib io t ics  should not be given I Y  push. 
(Refers t o  ra te l  

( 3 )  signs/symptomr of complications and t h e i r  
speci f i c  intewentlons 

la)  phlebi t is  
( b f  c e l l u t f t f s  
I c )  i n f f l t r a t i o n  



( d l  break and leaks i n  administration 
set or catheters 

( e l  separation o f  l i n e  
( f )  a i r  i n  l i n e  
( g l  a i r  cmbolism 
( h )  contamination 
(11 bleeding 
(j) a1 le rg ic  reaction 
(k l occl us1 on 

(4)  procedure fo r  24 hour problem report ing 

(5) type, amount and rate of I V  ant ib io t i cs  
( ra te  o f  administration important. especial ly 
w i t h  aminoglycosides 

( 7 )  maintenance of patent I V  l i n e  

(81 cbecting of bag for p in  hole leaks 

(9) appropriate storage and ro ta t i on  o f  supplies 
(refrigeration o r  freeztng w i  11 be necessary 
f o r  pnalxcd ant ib fo t fcs)  

(10) approprlate area for IV f lufds administration 

(111 safe dlscardfng of disposable equipment 

(12) Interpretdt ion of labels on I V  ant ib fo t ics  
t a  includc expirat ion dates 

(131 assessment of IV f l u i d  f o r  contamination 

(14) preparation o f  I V  ant ib to t fc  f f  not del ivered 
premixed 

(15) appropri ate intervals fo r  admini s t r a t i  on o f  :Y 
ant lb io t lcs  If more than one i s  ordered 

(161 side effects for  spcciffc an t i b i o t i c  o r  class 
o f  mt ib lo t fcs ;  i .e., ~ n o g l y c o s f d e s  (o ta fax ic i  t y  : 

b. Written instructfons (to be sent home wlM p l t f en t /  
caregiver and to be attached to a11 horn heal* 
agency re fer ra ls  I .  

3. Phystcf an Responsibi1ities 

a. The physician i s  t o  ucrk i n  close col laboration w i t h  
th,e phanaacfst and hospital personnel i n  making the 
necessary arrangements fo r  discharge o f  the patient. 



b. The physician o r  h f s  representat ive i s  t o  contact 
t h e  Home Health Agency (HHAI and estaDlish a worne 
Health Plan of Treatment f o r  a n c i b i o d c  IY Therapy 
and nursing v i s i t ( s ) .  - 

c. Not i f fca t ion  o f  primary ca re  physician i f  a ther  than 
t h e  physician ordering t h e  I V  therapy. 

d; Speciffcs: 

(1) I.V. a n t i b i o t i c s  a r e  t o  be ordered according '0 
type. amunt ,  r a t e ,  addit ives,  duration, route 
and method of delf very 

(21 Appropriate l a b o r a t o y  studies for: 

( a 1  t o x l d t y  (f.e.. *&ly BUN. cmat ln ine ,  
ur inalysis :  hearing and vest ibular  t e s t l ~ g  
on a regular  bas is  f o r  amlnoglycoside 
therapy 

(b) therapeutic  eff icacy (peak and trough 
serm leve l s )  

(3)  Arrangcc~cnts nude f o r  prompt not i f ica t ion  of ., 
physf C l  an regard1 ng 1 ab values a 

'. 8 

(4) Perf odic  personal fol 1 owup/cl i n i  cal  assessment 
by physician 

a. 'Cdmaunfcatc wi th  the physfcfan, hospi t a l  personnel 
and HMA to coordfnate r e s o u ~ e s  necessary for  d i s -  
charge. 

b, Verlfylevaluate physfcf an's .orders. 

c. Evaluate f o r  reimbursement sources. 

d. Assist nurse and/or pa t ient  in  teaching process a s  
needed. 

. e. Assure proper preparatton o f  I V  antfbfot ics .  

f. Prepare appropr ia te  labels  f o r  p a n n t e r a l  container t o  
include: 

(1) pa t i en t ' s  n a w  

(21 physfcfan's name 

( 3 )  date 



( 5) dosagts ( s t r eng th )  

(61 expi ra t ton  da te  

( 7 )  df luent  

(8) administatfon r a t e  

( 9 )  q u i r e  a Federal label ing 

(10) other  precautfonary statement1 sl i f  indicated 

9.  ~ c t  a s  resource 'person f o r  HHA nurse i n  regards t o  
a n t i b i o t i c  ordered. 

1 s torage  of a n t i b i o t i c  

(21 s t a b l l l t y  

(31 compatibi l i ty  

( 4 )  reconstf tu t fon  of an t lb lo t f c  i f  not premixed 

(51 rate 

(6 )  necessary suppl ies  

(7)  o t h e r  i n f o m t i o n  spec i f i c  t o  an t ib io t i c  ordered 

0.  Coaaunity S e w f c e s  

1. Responsiblli tles o f  Home Health Agency ~ursel/  

a Collaborate w i t h  hospital s t a f f  t o  assure contfnuity 
of coordinated c a r e  between hospital and home t o  
include coammication w i t h  physician. nedical s u o ~ l i + -  
phrmcist  and o the r  health professionals as  indica'.?. 

b. Contact with  pa t ient lcaregiver  Sam day as  
df scharge from hospital  . 

c. Assess p a t i e n t ' s  condi t ion.  

d. Assess kor environment and i f  found to be 
unsuf table, con tac t  the  physician. 

e. Assess. review and reinforce a l l  items under Hospital 
Dl scharge Planning $2 (Teach1 ng). 

y ~ e f e r  to Appendix 111 f o r  opinion statement of the Kentucky Board of 
Nursing (July 1984) regarding L.P.N. practfce i n  IY Therapy. 
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f. Return demonstration by responsible Person of proceaure, 
tauf l t  i n  the nospital. (Refer t o  NITA standards i n  
Appendix 11.1 

g. Assist i n  ident i fy ing add4 t lonal  resources 
(especially f o r  r e l i e f )  as needed. 

h. Review plans f o r  follow-up care' and coqrdfnate 
cocmnunity re fer ra ls  as necessary. 

i. Assure consent form i s  sfgned. 

j. Assure that a l l  supplies are i n  the horn? to render 
I V  Therapy. 

4.  Noti fy the patf ent/caregiver of emergency n d e r r ;  
horn health agency. physician, medical supplier, and 
avai 1 a b i l i  ty  o f  24-hour services, 

1. V l s i t  patfent on a regular and appropriate basfs 
when on an t ib io t fc  therapy as deemed necessary by 
the physician analor patient's condition. 

, . 
m. Assess fo r  approprl a ta  laboratory mnf-aring. :? 

n. Maintain regular contact with phy t i c fm and other 
dlscipl lnes as indlcrtcd. Physician to receive 
prolapt no t i f i ca t ion  o f  1 ab results. 

0.  Adhere to the fo'l l o r fng  standards sptcf f i c  to 
nursing ac t i v i  t i e s  f o r  Antfblot lc IY Therapy: 

(1) Check I Y  ant lb io t fc  containers for  
contamf nation and proper labeling 

(21 Use o f  povidone/fodine o r  other approved 
topical anti-microbial prep fo r  I V  s i t e  prep 
( f o r  iodine a1 lergies,use 702 alcohol prep) 

(3) Use Heparin lock 

I c h i p  sli site every 72 houri?-/ 
. . 

(5) Apply s ter f fe  occlusive dressfng t o  IY s f te  

(61 Rcwwc p las t tc  cannulas a t  teminatfon o f  I Y  
Therapy w i t f l  proper inspection 

p. Refer t o  NITA standards. speci f ical ly recomandatfons 
o f  practice l f s ted  under headlng t32.  H o w  I V  Therapy ( , .. .:. 
Programs. (Appendix 111 .> 

'1 

Z/~enous access sometines dictates frequency of s1t.e changes. Above 
guidcl jne is t o  be used as a nonn. 
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SECTION C 

IV. TOTAL PARENXRAL NUTRITION (TPW) IH THE HOME 

A. Medical C r i t e r f a  

1.  Inabi l  i t y  o f  pat ient  to take nourishment by any other 
route. 

2. M i c a 1  condl t l o n  warrants ongoing need for TPN according 
t o  physician's assessment. 

3. Zn i t ia t ion o f  TPN i n  hospital o r  other medical f ac i l i t y .  

4. TPN formula has been consistent for a 3 t o  4 day period. 

5. Patient s tab i l ized on TPN regimen which w i l l  be given i n  
M e  home (conttnuous o r  cyc l i c l .  

6. Monitoring o f  lab values on regular basis ( a t  least  
weekly) with s tab i l i za t ion  of values p r io r  t o  discharge. 

7. Patients seen by physicfan i n  preceding 24 hours before 
dlschaqe. . 

a. Patlent I n  c l f n f c a l l y  stable condftlon: exception f o r  
terminal i l l n e s s  wl tk  vo luntay consent o f  patfent and/ 
o r  caregiver. 

9. In tac t  cent ra l  ltne.. 

0. Hospital Dl scharge Planning 

The followfng items a n  the responsibi l i ty  o f  the hospf t a l  
s t a f f  under the dfrection of the physician ordering the home 
TPN.Therapy. A11 a c t i v i t i e s  must be ~OtUpleted and documented 
i n  the pat ient 's record p r i o r  t o  discharge. 

1. Assessment 

a. Pat lent 's and/or primary caregiver' s w i l l  f ngness and 
mental and physical capabi l i ty  i n  administerfng TPN 
Merapy. 

. . 

b. Patlent 's and/or primary caregiver's acceptance a d  
understantling o f  the~purposes, responsibllftfes. 
r f  sks. and bcnef l ts  o f  home TPN Therapy. 

c. Mutual consent o f  caregiver and/or patfent and 
physician. Consent form for how TPH Therapy signed 
by pat ient  o r  other legal ly responsible person p r i o r  
t o  discharge wi th  slgned copy o f  fom to home health 
agency. A sample o f  a consent form has been included. 
(Appendix 1) 



d. Ava i l ab f l i ty  of WdlCal supply delivery system. 

e. Physical f a c f l  itfes of the pa t i en t ' s  residence 
should be aopropriately e q u i u ~ e d  and conducive 
::e s a f e  amPSnistration of TPN therapy. 

f. Accessfbf l f ty  o f  t h e  home to hkalth professionals. 
(Consideration of t ravel  t fm a s  opposed to actual 
mileage. l 

9. Avai l ab i l f ty  o f  nursing and pharmacy personnel on a 
24-hour basis.  

h. The f l l n e s s  o r  condition should be amenable t o  
c a r e  a t  h o m  including reasonaole expectation t h a t  
tne p a t i e n t ' s  txedfcal, nursing and social needs can 
be met adequately in ttre horn incluaing a plan t o  
meet m d i c a l  emergencies. 

2. Teaching 

Teaching ( inc ludes  fns t ruc t lon ,  discussion. demonstration , of TPN t u h n f q u e s  and return dcmonstratlon by pa t i en t  
and/or primary careriver.; u n t f l  person taught f s competent i '' 
i n  pmcedures to be followed a t  horn. \ , 

-Standards f o r  teaching should be those of the Natfonal 
Intravenous Therapy Association (NITA). (Appendix 111 

-Nursing personnel teachi  ng TPN Therapy should 
have s o u t a l i z e d  IV skllls and be knowledgeable 
i n  the s p e c i f i c s  of TPN Therapy (may re fe r  to 
p h a m c f  st, manufacturer's ins t ruc t f  ons. etc. 1. 

-Teaching should be done using simplified terms a t  the 
pa t ient  and/or caregivers  level of understanding. 

a. Specifics of Teaching: 

(11 a s e g t l c  t u h n f q u e  

(2) proper ada in i s t r a t fon  of TPN 

( a )  Infusion contro7ler  device necessary 
(recomcnd simp1 i f fed  pump w i t n  alarm 
system) 

( b )  warming of refr igerated TPH solution fo r  ( 
approximately 18 - 24 hours a t  room 
temperature j 



(c) use of f i l t e r  (-22 micron) - l ipid solutions 
to be infused below f i l t e r  as close 
catheter as  possible 

(d l  ordered additives (vitamins, etc.) to be 
added to TPH solution j u s t  prior to admin- 
is t ra t ion 

( 3 )  signslsyarptoms of complfcations and mefr  
specific interventions 

( a )  hypo/hyperglycemi a 
(b) fluid overload 
(c )  dehydration 
d local and systemic Infections 
(el electrolyte imbalances 
( f )  breaks and leaks in  administration 

set. catheter 1 ine, so lu t~on  container 
( g  ) thronbophl ebl ti s 
( h )  a i r  e~&olfsm 
(I I bleedf ng 
( 5 )  fa t ty  embolism 
(k 1 occlusion 
(1 separati on of 1 i ne 

. (m) in f l l t ra t lon  
(ef ';unp problems 

(4) procedure for  24 hour problcm reporting 

(a) physicfan 
(b) HNA nurse 
(c) supply company (vendor) 
(dl ambulance 
(e l  pharmacist 

I S )  notffication of u t f  1 l t y  companies 

( 6 )  l i s t  of composition of TPN solurion t o  
include amount and rate 

( 7 )  cycl fc or continuous admini stration 

( a )  tapering schedule f o r  cyclic administration 
. . as ordered 

(8) maintenance of patent central line-hepariniratfon 

(91 use of approved central catheter clamps 

( a )  proper clamping 
( b )  weekly rotation of c l a w  s i t e  

f10) assessment o f  TPN containers for leaks, 
contamination and Proper labeling 



(11) approoriate storage and rotat ion of suDplies 

(121 recorded inventory checks on regular basis 

113) aoprapriate refrigeration of TPN solutions 

(141 approorlate work area for preparation. 
i rii ti at ion  and d i  sconti nuation o f  TPN 

(151 safe discard of disposables 

( 1 6 )  monl t o r i ng  o f  ur ine sugar/acetone on a regular 
basis during and af ter  TPN adninistratf on 

1171 da l ly  monltorfng Of  temperature 

(18) dai ly weights if practfcal  

(191 intake and output f f  ordered by physician 

(201 ongoing assessment for compllcatlons with 
no t i f i ca t f on  o f  physicfan, HM nurse i f  they 
%CUT 

I 
I .  

(211 care of central  catheter s i t e  (c1ean/stcrlle] 
( w i t h  Hic(cnun/8rovlac Catheters, use stcrlle 
technique first mntlr, then m y  use clean 
techni que f 

J' 

11) use o f  povidone/lodlne prep a t  catheter 
s i t e  

(b) s t e r i l e  occlusive dressing to be Ch&fIg~d 
on a regular basis and prn 

(c)  percutaneous catheter-must use s t e r i l e  
tecAni que 

(22)  securing a l l  catheter junctions and taping of 
catheter to body 

I231 dai ly changing o f  luer-lock catheter caps 
using s t e r i  1e tecllni que 

a . f o r  mul t ip le  lumen cameter, change U p  of 
act1 ve l u w n  

( b l  use o f  Valsalvr maneuver *hen drangfng 
cips of percutaneous 1 lne 

(24) IPN l i n e  should not t o  be used for other medical 
purposes (except where there are no other alterna- 
tives, terminal patients - no other venous access) ( . h. 

(251 changing o f  administration set every 24 hours 8 

(261 TPH solut ion t o  hang no more than 24 houn 



( 2 7 )  l i p i d  s o l u t i o n  t o  hang no more than 12 houri 

(281 o r a l  hygiene b i d  

( 2 9 )  promotion o f  a c t i v e  ohysical  e x e r c i s e  i n  accord- 
ance  w f t h  p a t i e n t ' s  c a p a b i l i t i e s  

b. W r i t t e n  i n s t r u c t i o n s  ( t o  be s e n t  h o w  with  p a t i e n t /  
- c a r e g i v e r  and to be a t t ached  to a l l  home h e a l t h  

. agency r e f e r r a l s ) .  

3. Phys ic ian  R e s p o n s i b i l i t i e s  

a. The p h y s i c i a n  is t o  w o r l  i n  c l o s e  c o l l a b o r a t i o n  w i t h  
. t h e  pharmac i s t  and hosp i t a l  personnel i n  making me 

n e c e s s a r y  ar rangements  f o r  discharge of the pa t i en t .  

3. The phys ic ian  o r  h i s  r eo resen ta t ive  is to c o n t a c t  
t h e  Home Hea l th  Agency ( H H A )  and e s t a b l i s h  a Home 
Hea l th  Plan of Treatment f o r  TPN Therapy and nurs ing  

' v i s i t ( s 1 .  

c. N o t i f i c a t i o n  of primary c a r e  physician i f  o t h e r  than 
the phys ic ian ,  o r d e r i n g  t h e  IY therapy. 

(1) TPN t h e r a p y  is t o  be ardered accordlng t o  
c o n c e n t r a t i o n  of  g l  ucose/amino a c i d  m i x t u n .  
amount, r a t e .  addl tives. durat ion,  r o u t e  md 
method of deitvery 

(21  A p p r o p r i a t e  l abora to ry  s t u d i e s  should include: 

( a )  SMA;;18 o r  equ iva len t  ba t t e ry  of t e s t s .  
mg l e v e l  1' - 2 times p e r  month a f t e r  
p a t i e n t  is s t a n l i z e d  

( 3 )  Arrangements made f o r  prompt n o t i f i c a t i o n  of 
phys ic ian  regarding lab  values 

( 4 )  P e r f o d i c  personal  f o l  l o w p / c l  i n i c a l  assessmeni 
by p h y s i c i a n  

( 5 )  O e t e n a i n a t i o n  a s  t o  d i scon t inua t lon  of  TPN 
( s p u i  fy t a p e r i n g  schedule 1 

4. P h a m c i  s t  R e s p o n s i b i l i t i e s  

a .  Conmunicate w i t h  the physician,  haspi t a l  personnel 
and HHA to c o o r d i n a t e  resources necessary f o r  d i s -  
charge .  



I ' -  
1 

,> 

b. Verify/evaluate p h ~ s i c f a n ' s  orders. 

(1) ~av i se l counse~  physician regarding availabil i ty 
and selection of TPN products 

c. Evaluate for wimbursemnt sources. 

d. Assist nune  and/or patient i n  teaching process as  
' needed. 

e. ~ i s u r e  proper preparation of TPN solution. 

(1) s t e r i l e  technique required 
( 2  1 follow manufacturer instructions for prepa- 

ration 
(31 prepared by pharmacist o r  trained technician . 

under QirKt supervision of pnannacist 

f .  Prepare labels for  TPN container t o  include: 

1 patient's name 
(2 )  date 
( 3 )  physician 
(4 )  concentration of glucose/amfno acid mixture 
If! eddltf ves i .  
( 6 )  dosages 
(7) expiration date 
( 8 )  required Federal labeling 
19) other pmcaut lonry statements i f  fndicated 

g. Act as  resource person for  H H A  nurse in regards t o  
TPN solutions. 

(1) storage of TPN 
(2)  s t ab i l i t y  
(3 )  comat fb l l f ty  
(41 preparation of T?N in  home i f  nct premixed 
( 5 )  r a t e  
(6) necessary supplies 
( 7 )  administration 
(8)  complications 
( 9 1  other information specific to  TPN 

D. Coamunity Sewices ' 

1. Responsibilf tier of Hame Health Agency ~ u r s d '  

a. Collaborate wfth hospital s ta f f  UI assure continuity 
of coordinated care betneen hospital and home to 
include communication with physician. medical suupliers. 
phanaacist and other health professionals as indf cated. i - 

, $ 
? 

1 '~e fe r  t o  Appendix 111 for opfnion s ta temnt  of the Kentucky Board of 
Nursing (July 1984) regarding L.P.N. practice i n  IV Therapy. 
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b. Contact wi th patient/caregiver same day as 
discharge f r ~  hospital . 

. Assess pat ient 's condition. 

6. Assess home environmnt and i f  found to be 
unsuitable, contact the physician. 

e. Assess. revfew and reinforce a l l  items under Hospital 
Discharge Planning #2 (Teachf ng). 

f. 2eturn demonstration by responsible person o f  pro- 
cedures taught i n  .the hospital. 

g. Assist i n  ident j fyfng additional resources (especially 
f o r  r e l i e f 1  as needed. 

h .  Review plans for follow-uo care and Coordinate 
comrmni ty referrals as necessary. 

i. Assure consent f o m  i s  signed. 

j. Assure tha t  a l l  supplies are i n  the how to  render 
TPH Therapy. 

k. Not i f y  the patfenWcaregfver o f  emergency nlaobers: 
home health agency, physicfin. mcdfcal supplfer. and 
ava i l ab f l l t y  o f  24-hour services. 

1. V f s f t  patfent dn a regular and appropriate basis 
whenon TPH therapy as deemed necessary by the 
physician and/or patient 's conditfon. 

m. Assess f o r  appropriate laboratory monitoring. 

n. Yafntain regular contact with physician and other 
discipl ines as indicated. 2hysici an to  recelve 
prompt no t i f i ca t fon  of lab results. 

o. Addition o f  extension set to  percutaneous catheter 
i f  indicated. 

Refer to NITA standards. sped f ica l  l y  recommendations o f  
practfce l fs ted '  under heading $32. Home I V  Therapy Programs. 
(Ap&ndix 11) 

. . 
E. Special Considerations 

1. Self-Yixing of TPR Solutions i n  the Home. 

a. Careful assessment of patient 's or p r i n a y  caregiver's 
W-il lingness and physical and mnta l  capabil i ty i n  
sel f-mixing and administering TPN. 



b. Appropriate we1 l -vent i la ted rork area ident i f ied 
spec i f ica l ly  f o r  sel  f-aiixing. 

c. Prooer procedures for  preparing work area j us t  p r i o r  
to self-afxing. 

d. S te r i l e  gloves t o  be worn during preparation (mask 
to  be wodc I f  deemed necessary - upper respirafoty 

" fnfection). 

e .  Ster i le  technique. 

g. Written instruct ions of step-by-step pmcedum for 
self-mixing. 

h. Preparation t o  be done j u s t  o r io r  to  administration; 
tnerefore. re f r igera t ion  not  requires. 

i. Agitat ion o f  TPN container a f te r  each additive. 

j. Add1 t ion  o f  addi t f  ves i n  proper sequence (see 
manufacturer's ins t ruct ions 1. i .  

, 
k. F o l l a  other guidelines speciffed for  pre-mixed TPI  

solutions. 

2. Implantable Venous &cess Oevices ( I V M s s l  i n  TPH Therapy. 

a. Use o f  11% Huber needle ( r i g h t  angle) with extension 
set. Needle to be changed weekly and prn. 

b. ~epar in iza t fon  o f  IVAO with a t  least  9 cc Heparin 
(due t o  extension set). 

c. Meekly dressfng change t o  coincide with'needle 
change (use transparent s te r i l e  dressing). 

d. Keep record o f  number. o f  punctures and gauge neeal t 
used. 

e. Of scourage. use o f  I U O  for  obtaining blood spedwns. 

f. Person with IYAO should carry I0 regarding lYA0 and 
i t s  location. 

g. Follow other guidelfnes for TPH speciffed i n  th is  
protocol. 

(. 
'I 



SECTION 0 

V. I V  CANCER CWWOTHERAPY I N  THE HOME 

Intmductf  on 

The following protocol ref lects CUf-rent, accepted practice i n  the 
admfnistration o f  I V  chemotherapy. Much research i s  5eing done i n  
tire f i  e ld  o f  I V  chcmotherapy which w i l l  f2Sult i n  new methods of 
treatment. Therefore, the guidelines contained herein are stated 
i n  general terns. Professional health personnel fnvolved with home 
I V  chemotherapy need t o  be aware of the rapid changes occurring i n  

' t h i s  type o f  theraoy which w i l l  requf r e  that  they contact knowl- 
edgeable medical personnel to obtafn up-to-date infonnatfon and 
guidance f n  the proper procedures necessary for  safe administration 
o f  I V  cancer chemotherapy i n  the hone. 

A. Medical C r i t e r i a  

1 I n i t i a l  doses o f  I V  ch-therapy given i n  md ica l  faci1i:y 
(hospital, outpatfent c l i n i c  or other locatfon w e r e  
physician I n  attendance). 

2. IV chemotherapy can be safely adafnf stered f n  the horn. 

3. Patlent has difficulty accessfng m d l c a l  f a c i l i t y  and 
desires chemotherapy i n  the home. 

4. Acceptable lab  values (blood counts and chemistries as 
fndicated) w i ~  periol l ic evaluations. 

5. Assessment o f  pat ient 's physical and mental status by 
physician to determine candidacy for horn I V  chenotheraoy. . 

6. . Approved and seen by physician i n  preceding 24-48 hours 
w i t h  arrangements made. 

7. Provision made fo r  loca l  physician to  follow i f  patieqt 
has mre than 2 hour dr ive t o  location where chemotherac 
was Inst i tuted. Arrangements should include wri t ten 
correspondence. discharge S U ~ I M ~ ~ ~ S  and lab and x-ray 
reports as a minimum. 

8. Hoipi t a l  Oixharge' Ptannlng 

The following it- are the responsibl l f ty o f  the hospital 
s ta f f  under the d i rect ion of the physician ordcrinq the home 
IV chemotherapy. A11 a c t i v f t f e ~  carst be conrpleted and docmnted 
fn  the patient 's record p r i o r  t o  discharge. 

a. Patient's and/or primary caregiver's w i  11 ingness and 
mental and physical capabil i ty i n  administering I Y  
chemoUterapy. 



b. Patfent 's and/or primary caregiver's acceotance and 
understanding o f  the Purposes. resoonsibi l i t ies, 
rtsks, and benefits of home I Y  Chemotherapy. 

c. Hutllal consent o f  caregiver and/or patient and 
physician. Consent f o n  for home I Y  chemotherapy 
signed by pat ient  or other 1 egally responsible 
person p r i o r  to  discharge w i t h  signed copy o f  f o n  
t o  home health agency. A Sample of a consent fotm 
has been fncluded. (Appendix I )  

d. Ava i lab i l i t y  o f  medical supply d e l i v e y  system. 

e, ' Physical f a c i l i t j e s  of the patfent's residence 
should be appmprf ately equipped and conducive to  
the safe administration of I Y  Chemotherapy. 

f. Accessibi l i ty o f  the horn to  health professionals. 
iconsideration of travel time as opposed t o  acruai 
mileage. l 

g. Ava i lab t l t t y  o f  nursing and pharmacy personnel on a 
24-hour basis. 

h. The f l lness o r  condftlon should be amenable t z  
cam a t  home tncludf ng reasonable expectati on t ha t  h 

the pat ient 's r d i c a l ,  nursing and social needs can 
be met adequately f n  the horn f ncluding a p lan  t o  
m e t  w d f  ca1 m.rgencf es. 

2. Teaching 

Teaching (Includes instruct ion,  d l  scussion. denonstration 
o f  fY chemotherapy techniques and return demhstration 31 
patfent and/or primary caregiver) u n t i l  person taugnr i s  
competent i n  pmceduns t o  be followed a t  nome, 

Recarmwndatlons: 

-Standards o f  teaching should be those o f  tbe National 
Intravenous Therapy Associ at ion (NITA). [Appendix 1 I )  

-Nursing personnel teachf ng I V  chemotherapy should 
have sptcial fzed I Y  s k i l l s  and be knowledgeable 
i n  the specif ics o f  I V  chewtherapy (may re fe r  to 
phamc is t ,  manufacturer's i ns t ruc t i  ons. etc. 1. 

-Teaching should bc done .usin? sfmplf ffed terns a t  the 
pat ient  and/or caregivers level of understanding. 

( '  
a. Specifics o f  Teaching: ,; .? 

2 
( 1  1 aseptic tecnni que 



(21 proper adminfstration of I V  chemotherapy 

(a) re f r igerat ion of chemotherapy solutions i n  
a separate comoartment i n  re f r igerator  
(sealed i n  p las t i c  container) 

(b) warning of chewtherapy solut ion according 
to pharmacists' instructtons 

I c l  use o f  .22 micron f i l t e r  (Exception:. 
f i l t e r  with actfnoaycin-D) 

(d) use o f  appropriate infusion device (-11 
volum with alarm) 

(3) complications 

(a drug-related (depends On type chemothera~~ 
agent being administered) 

(11 oral  lesions 
(2 )  G - I  df sturbances 
( 3 )  alopecia 
(4 )  neurological disturbances 
(5) anemfa 
(61 hematologfcal side effects 
(7 )  elect ro ly te  llabalances 
(8) cardiac t o x i c i t y  
(9) pulmonary t o x i c i  t y  
(10) vascular d i  stufiances 
(11) f l u - l i ke  syndrome (malaise) 
(12 1 genitourinary disturbances 
(131- anaphylaxis 

aa. specify proceCures for  treatfng/ 
transporting 

(b) prmpt  not i f icat ion o f  physician *hen 
compl icacions/side effects occur 

(C 1 other comgl tcations 

1 sepsis 
(2 )  breaks and leaks i n  administration 

set. catheter l ine, solut ion contdine* 
(3) thtombophlebi t i s  
(4)  a i r  tmbolism 

. ( S 1  blecdlng 
(6) occlusion 
(7)  separation of 1 ine 
(8) extravasatf on 

aa. specify procedures to use for  
extravasation 

(91 pump problems 



( 4 )  procedure f o r  24 hour problem reporting 

(a) physician 
( b l  HHA nurse 
(c) supply company (vendor) 
( d l  ambulance 
(el pharmacist 

I S )  no t i f f ca t i on  o f  u t i l f t y  cmpanies 

(6 )  l i s t  o f  composition of chnwtherapy solution t o  
include amount, ra te  and expirat ion date 

(7) short o r  long te rn  administration ( d e w &  on 
drug ordered) 

(8  1 mi ntenance of patent Central 1 i ne-hepdrinizat:~" 

( 9 )  use of approved central catheter clamps 

(a1 proper clamping 
(b l  weekly ro ta t fon of clauqa s i t e  

(10) assessment o f  chemotherapy contdf ners fo r  
\ 

leaks, contamination and proper labelfng \ ,  

(do not squeeze bag) I 

(111 appropriate storage and ro ta t ion  o f  supplfcs 

(12) recorded inventory checks on regular basis 

(13) appmprfate work area for i n i t i a t i o n  and 
discontinuation of chemotherapy solution 

Note: Strongly recarmend that c h m t h e r a m  
solutions not  be mixed i n  the home. 

(141 disposable gown. latex gloves and mask V, be 
worn during i n i t i a t i o n  and d i  sconfinuatian of . 
chemotheraoy solut ion - use double g l o m  for 
cleaning s p i l l s  

(15) discard d l1 disposables i n  contact w i t h  &&- 
therapy solut ion i n  leak and puncture proof 
containers marked hazardous wastes and place i n  
sealed container - transport t o  medical faci l  i t y  
f o r  dfsposdl 

(16) procedure to be used if accidents occur - 
accidentf a1 needlestick. s p i l l s  

$ 

(17 1 da i l y  monitoring of temperature 

(18) dai ly welghts i f  practical 



(19) ongoing assessment for complications w i t h  
notf f ication of physician, HHA nurse i f  they 
occur 

(20) c a n  of central catheter I f  patlent has one 
(clean/sterile-wi th HickrnanlBrovi ac Catheters. 
use s t e r i l e  technique first month, then my 
use clean technique) 

( a )  use of pavidone/iodlne prep a t  catheter 
s i t e  

(bl s t e r i l e  occlusive dressing t o  be changed 
on a regular basis and prn 

( c l  percutaneous catheter-nust use s t e r i l e  
technique 

(211 securing a l l  catheter junctions and taping of 
catheter to body 

(22)  changing of luer-lock .catheter caps using 
s t e r l l e  technique a f t e r  each dose chemo- 
therapy; twice per week when not receiving 
chemotherapy 

a For aul t fple  lumen catheter, change u p  of 
a c r l n  l u n n  

(b)  use of Valsalva mneuver when changfng 
caps of percutaneous l fne  

(23) chemotherapy lfne should not be used for  other 
c d i c a l  purposes (except where there a m  no 
other alternatives. terminal patients - no 
other venous access) 

tlote: Strongly recombend tha t  9ome I V  c h m -  
therapy be administered via central line. 
especially vesicants. 

(24) change IV tubing with each dose of chem- 
therapy ( f o r  a 3-5 day contfnuous infusion. 
do not change tubing). All tubing to be 
primcd wi th  chemcherapy solution prior to 
lnfusi on 

. . 
(25) chemotherapy soiution to  hang for  as long a s  

. ordered 

(26) a l l  connecting s i tes  on I V  apparatus are to 
have luer-lock devices and be taped 

(27) oral hygiene b id  

(28)  promotion of actfve physical exercise i n  accord- 
ance w i t h  patient's capabi 1 i ti es  



- 
b. Vr i t ten  instructions t o  be sent home with patlent/ t 

caregiver and to be attacned to  a l l  horn health 
agency referrals. 

3. Physician Responsibi l i t ies 

a. The .ohysicfan I s  to bmrk i n  Close collaboratfon wi th  
the phanascist and hospital personnel i n  maklng the 

- necessary arrangements for  discharge of the patlent. 

b. The physfcfan o r  h i s  representative i s  to contact 
the Home Health Agency (HW) and establish a How 
Health Plan o f  Treatment for chemtherapy and nursing 
v i s i t t s ) .  

c. Notf f icat fon o f  p r f m y  care physfcfan i f  other than 
the physicfan orderfng the cheantherapy. 

d. Specifics: 

(11 chemotherapy orders t o  f nclude: 

l a )  name o f  drug 
(b)  dose 
( c l  ra te  
( d l  duration 
( e l  route 
( f )  method o f  del ivery 

(21 periodlc la4 studfes required and ordered 
according t o  drug being given 

(3 )  perfodlc 'accessments of pat ient  by physician 
and/or representative 

(41 automatfc stop orders for I V  chemotkerapy 
f o r  par t icu lar  lab values and/or physical 
ffndlngs 

4. Pharmscl s t  Responsibil f t i e s  

Introductfon 

Phannaclsts Involved i n  the  preparation o f  I V  chemotherapy 
agents should possess adequate knowledge and s k i l l s  
related t o  the speci f ic  rcgufIUnrnts o f  ordering, storing, 
preparfng, handling and disposing of chemotherapy drugs 
and supplfes. They should also bt knowledgeable regarding 
proper dflutfons, adminfstratfon guidelfnes and special 
precautfons. It i s  recomncnded that these pharmacists 
possess up-to-date reference laaterials and develop goad 
working relationships with personnel who are experts i n  
the f i e l d  o f  chemotherapy. 



a. Communicate wi th the physician, hospital personnel 
and HHA to  coordfnate resources necessay for dis-  
charge. 

b; Yeri fy/evaluate physici an's orders according to 
ccmpatibf l f ty w i t h  other drugs/flui ds. dose 
levels. administration rates. 

c. Evaluate for  reimbursement sources. 

d. ~ s s j s t  nuge and/or pat ient  i n  teaching process, 

e. ~ s s u r e  proper preparation of chemotherapy solution. 

Note: Recouuend t h a t  Type I I, Class 33 ver t ica l  
flow hood be used f o r  prevaration. 

(1) s te r i l e  technique m u i r e d  
(2) fol low manufacturer's instructions f o r  prepa- 

ra t ion  
3 prepared by p h a m c i s t  o r  trained technician 

under d i rec t  supewi s i  On of pharmacist using 
proper a t t i r e  as indicated 

f. Prepare labels f o r  chemotherapy Container to include: 

(11 patient's name 
(2) date 
(3)  physician 
( 4  concentratiqn o f  chemotherapy agent 
(51 dosages 
( 6 )  expiration date 
(7)  requf red Federal label f  ng 
(8) other precautionary statements 

g. Act as resource person for  HHA nurse i n  regards t o  
chemotherapy agents. 

(11 storage 
(2 )  s t a b i l i t y  
(3)  compatibi l i ty 
(4 )  ra te  
( 5 1 nuessa y suppl i es 
6 a W n i s t r a t l o n  -- 
(7)  canplicatfons 
(8) other In fomat ion  spec i f ic  to chemotherapy 

agent bclng used 
(91 proper disposal o f  supplies used i n  adminis- 

t ra t ion  o f  cheutherapy 

h. Maintain patient p r o f i l e  f ncluding emulative doses 
o f  chemtherapy agent. 



0 .  tomuni ty  Services 

1, Responsibil i t f es  o f  Home Health Agency ~urs&' 

a. Collaborate with hospital staff to assure cont inui ty 
o f  coordinated care between hospital and horn t o  
fnclude communication with physician, mcaical suppliers. 
phanaaci s t  and other health professionals as indicated. 

b. Contact w i t h  patient/cangfver same day as 
d l  scharge frca hospital . 

c. Assess patf ent's conditfon. 

d. Assess home environmelt p r io r  to  Patient dfscharge 
and, i f  found to be unsuitable, contact the peysician. 

e. Assess. review and reinfame a l l  items under Yosoits1 
Of sckarge Planning $2 (Teaching). 

f. Return demonstratfon by responsible person o f  pra- 
cedures taught i n  the hospital. 

g. ~ s s i s t  i n  i den t i  fying addf t fonal resources (especf a l l y  
f o r  re1 f e f  I as' needed. I 

. h. Rev iw plans fo r  follow-uo c a n  and coordinate ,. 
comaunity re fer ra ls  as necessary. 

i. Assure consent' form i s  signed. 

j. Assure that a l l  supplles are i n  the horn to render 
chemotherapy. 

k. Not i fy  tne patient/caregiver o f  emergency nrmrtrers: 
hoar health agency. physician. medical supplier. and 
availabf li t y  o f  24-hour services. 

1. V i s i t  patient on a regular and appropriate basis 
when on chemotherapy as d e e d  necessary by the 
physi c lan and/or patient's condi t f  on. 

m. Assure periodic ldboratoy monitoring specf f i c  tO 
the chenotherapy being ordered. 

n. Maintain regular contact with physicfan and other 
df scipl ines as indicated. Physician to  receive 
prompt no t i f i ca t ion  of lab resui t s  and physical 
assessment f f  ndings. 

c. ., 

1 , , 

4 ~ t f e r  t o  Appendix 111 for  opinion Statement of the Kentucky Board of $ 

Nursing (July 1984) regarding L.P.N. practice i n  IV 'Therapy. 



o. Strict adherence to proper disposal of Che!nOtherapy 
supplies. 

p: Maintain close contact w i t h  phamaci s t  regarding 
chemotherapy agent being used. 

q. If patf ent on 3-5 day concentrated infusion, a t  
termf natlon of infusion. w i  thdrav remaining chewr- 
therapy agent out of central If ne (volume w i l l  
depend on type o f  central catheter). f l u s h  w i t h  
saline and heparinire. 

r. Carefully assess for extravasation if IVAD (implantable 
venous access device) f s  being used. 

fief& t o  HITA standards. speciffcally recoarmcndatfons of 
pracdce listed under headlng #32. Home IV Therapy Programs. 
(Append1 x I I )  



APPENOIX I 

Patient 's  Consent For Non-Nurse Administered 
Intravenous Therapy In The Home 

1. consent to  
(Patient 's  Full Name) . *ho i s  my having 

(kull  Name) (Relationsnip) 
responsibjlity for  admfnisterfng intravenous medications/fl uids prescriSed 
by my physician and needed by mt a t  my home. 

I understand tha t  will 3e administering 
(hull  Name) 

and monitoring the intravenous tneraPY i n  the absence of the vis i t ing 
nurse. 

I understand that  has received instruction. 
( fu l l  Name) 

b u t  that  the instructfon f s  not as cimtplete as the training.of the nurse. 

I understand that  only specially trained nurses will be assfgncd t o  
provide home care to  m and that  precautfons wfll be tiken to  avoid 
conplicatlons. However. I realize tha t  a t  tfmes complfcations occur 
despite n t f cu lous  attention. 

I understand that  a v fs l t fng  nurse sewice  is  an intennittent 
sewfce and the nurse m y  not be present af the tine of the therapy o r  . 
when rarpllcations/cmcqencies could arise. 

I agree t o  release 
(Name of Home Health Aaencvl - - . 

and any of i t s  agents. Servants o r  emp~oyees frm any and a11 claims o r  
causes of action which I ,  o r  any of my heirs. successors, or  assigns may 
have arising out of the administering Of my intravenous therapy wherner 
o r  not i t  is n l a t e d  to  the instruction which 

( fu l l  Name) 
received or  any other reason. 

I have the right to dfscontinue haae intravenous therapy upon 
notification of my doctor. 

My signature c e r t i f i e s  .that I have read and undentand and consent 
to the a&inistration of intravenous therapy i n  the holm. 

Signed: 
(Date) (Patient)  

Or: 
( U i  tness 1 (Qespons~ble A d u l t )  



U. -.....Ln..r .*'Y-.-w* -IIU unaenunu. m. Yarenurd Nutritlos - -- - -.--.._ . 
eornptiaaana uaaaud- 
and the ability to ncog. 
d..efrmaiosrMiu 

L 

L LV. Nrrr(cu  l e u a s  R . c o c a m ~ t i a l u o f ~  
Pdwsiod, opm5ally tniad LV. a.nby L L V . W d a r h . U  k-aunlsuclawnu 

a LV. pdk*. @.,"-wbrmbmic~ 
b u L V . S a p r r r i . a . ~ c b r l i a l a u U ~ d  
~Pptupriac. herpiul- bdt that tor- 
. c l u ( & r p r c * l t ~ . I L V . ~ .  

4. LV. pdicir and p d u a r h u . n a u h t i + d  
uchiaa~rrnin.tit.cioaur*ttinundpd 
rwtrwichh , tJ I . iput i cu t . r~  

~LV.gdici..uIdpff.dur&nb.Pd.c.d 
- w u l y M d * ~ .  

L A l l n l b c r n l ~ ~ 1 V . n n r . n . c  
O . . u L I . I r ~ L w r Y L I d ~ L V .  
~ u l ~ r i c L b 0 i r ~ -  

.i.-.d-ub.iaw- 
b . ~ t b r r ~  

2 Lv.Poud.r.d- a i n l t k t l r M L V . 2 k r q  
T e ( N . n ~ . d ~ L V . ~ ~ ~  T h r ~ a r L V . ~ . h 3 1 L . ~ P r o r i d .  
uuh .31Lam~. .Cpur th .1 r . r *nby  - .mr ir&lh&Cb.ng . .ucr  

- . .  . ( b a d a . d  " ' ~ ~ u c d .  W i a d h t l w  
.cJricbtblrtbrmnrd&~rb.~luoat~l -UomolPrvrb 
d(b. ~~~ LV. d a  L ~ u u ~ ~ * . n l r .  





lac p.npnrrsl w ~ ~ c U ~ U  mccaa. 
4. scr aarpuc ffhntQuim. rhaU k a d h d  ta Car 
curnula pio~.mim.n~ In an rmtrltnq rtcuruon. 
,,h LV. anoda  )ur k p h d  mrhoet 
adqaU &IS pnp.nooo the I.V. aanala 
. h o l ~ a b - r d u a o a u p o r u b l e r s d t h e  
-0uOblQI*jfa4hoorr 

5. kri(.doodLV.aaa.luaboclldba*oid.d. 
a n n o f t p . r r k n n h . w b u . a d  

i a i d . l r d m m r b r W . h r l l k  
nanWlScbruahlneRddrrircc0~8 
t a p r d w o m c b e ~ w i t c u t b m a i i y  
id- 

7 .nuuaEJ .~ In rana lo rub i l i l . i (  
Atcbrkuaioacior 

&r&a.nr.h.UuaMkrptrocrudpt.eo 
d t& ~ n J l  &I? pl-t E v d o ,  

c i a , o l ~ d D L . a n r a u & a d d ~ ~ w  
cbnphat -in. 

Colutkrrrb. 
M u i l a . p d Q u d ~ r i . r i a # ~ t a b .  
u k n l o u ~ ~ r b . a u ~ d u u . ~  

.lr LV.ana& 
% soda Slta a d  LV. DDrnlag Cm 

fh¶Uhd8 MU .sd LV. d-( M U - 
~ . a a b d b d a w ~ . L . d t . ~ ~ U  
M ~ & . ) ~ ) ~ ~ - ~ C O Y ~ U . ~ ~ . U ( D . U W U  
a h a d  &.a a Uu c o r s D l i u a  d 
uaa.lanWla* 
~ O U o f R . c r k .  
L lf.lqid.ialwarlu.I.!,wm&.!dhrapd*d 

~rhrLV.riu.Irhrcinudiawnioa 
1 U a ~ a i a m t u d r h r w d . n r i .  

~ @ a v i d e a w a d m e  
. . )U ~Iuoinlnunrof 

dLdcrdwidd7aaswL 
3. A.raihbr*nlrh.Ubrappiinlo+sr1ULV. 

. i c r ~ ~ . l r t b t L V . e u u r ~ . a a ~ . r i c r  
4. A suds -L nYni.pamim.abl. m e  

braae.ahai*rdrruicymaybappU.dw.r 
Lv.ritcru0*athrLv.cmaol.oaaad~ 

C o o ~ U o l l  
~ o m e d e m & ~ ~ ~ u c u n r w ~ f  
p~iyaaribioric h l l l l m ~ t  au? k im.Uk86osa at (b. 
skia-uau.L. jamion du a d  chat anc*rprL . . 
oincnamu 4. h v e  
hulk 

la LV. p..lllll krcnd 
Paipbad1V.amoJu.hllkrocltlaebchuy.d 
ewwy 48-78 hews. 4rriphrr.l LV. c u r c l l u  
r h J l k ~ . d m l u t . ( ~ r a & u c r  
a n r b y r ( U ~ ~ b o u i l b a r ~  
. & d l d a a ~ a a u . L . d a w d e ~ c s p ( i .  

~ J o c w o f R . e c L o s  
1. h U a .  w p h d  LV. a o a a f u  ah11 k 

dungsd u a n.r mu .rw &fl han 
p m i d d  w LV. d u d  arm*baa an 
~ H . 1 b d o n l b b m r  

2 ~ ~ r r ~ h . n . m o t M . u ~  
RI..L*.II Nor 

26 

new rru at the *atbet opponuntty. - 
3. Parpheral~nnula8 maat w a r n  in 

la ptolonrd m o b  10- 72 b0w.1 do* @ *. 
p.u.at'. coadirioa ahodd k c o ~ , d . d  
h u h ~ n r L d p a L a d . l e m d i c u r o n ~ d ~ w  
men inp-: -c rad mlua t l oh  

4. ? h e a o ~ ~ i J . r b o c l l d k ~ a v d i f r h a r ~ p . i n  
0r~rrUrb.iavnioaricr 

&kurrrPrtuor*Cbrouinb&)rb.llk 
aud~prip&nl~Ju.  

L h t d a ~ r h c u i n w r c . d h e h a  
pliOhml+dndpnOhaluvr~arh.ur 
~ k b . u r d ~ a ~ n t i d u n l a ~ . f h e  
poprh.P..IIQf=Lh.uiarUuua- 
ira0tkaO-E 

7 . I & a a r u d k u r d b y b # p i u l ~ . r i i l  
rao.rrtll)erlrrwolarh.ra.*m 
aocowhudrsiqr 

~ ~ . - - * ~ a f ~ u c r t b . u r .  
r b . a a r i l l u r r t h . k s t h . I r h -  
~ ~ a ~ r a d i a r C I ~ t & a p b r  - 

LA-I.rbrlrlachrvrcllttlrc 
tmmmmlldrb 

I t  LV. Adminb(rUk. a( Cb.ry. 
Q.alirUihel.V. admhbbatiaantb~pmmt 
ac rpi. d a t d  W cb. LV. ddirsry - 
Rrrsmraeadathm of Pr& 
L LV. dmiaismuoo lil- .hJl b chrrrgcd 

n y z 4 4 b o w &  
2 CbuyuU of LV. a d m i i m r i c n  wr.badd & 
acrud oat in l 10000~ ruaaudkd mmnrr 
d U aim. h r  a fuw cosuiDaoILV. d o u o n  
u initbud. 

4. "~i,&b8ck-tabin(rbrll kmciad,&~td 
r n r l 2 4 b o m  

~ " R I U . ~ C L -  - . . . wm- 
&Cia# LW blood prodwn alipid a a d r i n r  
~ k ~ ~ 7 . f b t h . u  

C & V . ~ r r u u d f w T r o l l l P u m -  
c.nlNtrririocrchoJabrchardw.cr24 - 
bmara 

7 . t a b i 4  jllsaioru .kollU b e u u d  bl en 
- .Dpllpi.uackoil.rhuaabr-pi*)ud 

widtaIwrbcLairractiaadupryd.rin. 
& M d d i t h . r u I h o d m i n L t n ~ r t . r c k a r  

4 -muion Cabinp a h I d  k 
dunt.d at rh. utm him. chr LY. d u h u ~ r a -  
tiaumdlMgmd. 

*rLr 1M1 

MA ML 5, ~ / F s b r u a r y  1982 



j. 1.Y. ,yw"'". ... VY." ". ...-..-....- -- ----- 
,Y.- whmwer p s r h l r  All e n t n a  mcrr ch* 
,-,,,uuaaoa uc nrch u ch* adrn~numuon 

m.diano(u ahoaid k m d a  h u s h  inla- 
tioll poru chat ur d i d 4  bdm sq. 

1~ ~ l o e i  m a a u  aboold aot b. r i t k h w a  
thwgb LV. OlbioC 

11. n- r trr4.cioa of th. LV. r)..9o to 
irnprou Oa &odd k ardda 

I t  'lb. 48- LV. w mauJr ulnbi.m 
aa.rtdlldOdullk~~ 
if paraka8 tbmboDh*bi(k, M t L  r LV. 
d a d  bc - ' . n w c d a r t r o c y t t n  
pcd 

irr~dhbttkri(brr(-.~dm.i 
iaktktb,aaal..duratr..k.~a 
r b A i l b ~ d ~ d e i d ~ m ~  
p o d b l . r o r o l f a r ~  

13. Cultru*l# for Swputad LV. Re- 
Infcettoar 
CtJbriag t to unrUia (& .oora .d Picro 
o r / . a i a a r e f ~ c o a ~ u o a  

1 . K ~ L V . 8 y a ~ i a ~ b . a ~ ~  
rrup.rud LV. d a l d  Mahb ic pnkat  
r h r o l n ~ d b  . lha.tia.t 
Cb.aMrl.i .ardrarhdlb.d~wich 
JadwldJb.n(to&7klrnCbraaarl. 
i a d n U ~ J . r b . . l l k ~  
ub..-(d./1Y 

2 l r c b . L v . ~ i r - ~ . d  
~ b d l ~ r d s @ d b m e  
~cbadlahauk*.d(k 
i s r l L . t r l ~ . . t . l . d L b . k o . l l l ~  
tame&& 

3. Irhaebak csataluhbsfoa*k dm?. 
in# maaukaria#) i. mapatd ch. b d r h  
-.b..llkBhmdi8ub. 

14. qullv CQPtrd af I.V. Sd.rbru 
To obrrrr f a  pvib isrriru* eoa-risa 
.d . . . .n~poiy.  O O U l p )  

nd8d Na 
MTA ut S.knuary/fekusy 1-2 

Ib Abhr ra . I k r ra rmt rn&  
T 0 ~ d ~ l a i t l i ~ ~ c o m p b  
t*u-ft.naM- 
-.(Rvrlo 

-t-.al-(ld6- 
b @ ~ h t b r @ u m m c r . a l . r d i a i a l u ~  
rcs rrlM ac.imn m P-CM S-U. - 2 P m  .hS ruh r&L baaaa bdon ad- - 

tSiab*Wrb.JdbmdtadmLc~ 
rb.lr?edbh2 

~~-.b.J1kolaoead.duin( tbry .d .ammmamd8l ,  

ar--~.mrhrsk( 
~ ~ 9 ~ ~ ~ p u m ( m ( m  r 
d.ci#ur(.PbyLb.-dayc.o1ucioc '., 
unori . trha.td.ahtm 
& w . ~ d - a a i b r & & - ~  . a A L n u w O o r b ~ d r h o J l k d k r ~ .  
iWDuraurd- 

7. H e g  sf edmk~lrrr ahad .k in k w g  
tb. C d k  and 

S(.sd.rbolch.Araa*raSoc**ofHo,  
. pitllpb.raucinr 
a Gmvatibi i i t~ d d d o o  ia(ndimu d ~ a u  b 

~ b Y c k O h r m ~ b e h u l m u i n ~  
% h ch. 0f l V M O O  .D LV. .o!uuO~ 

O D . ( . h * . . h . U k 0 * m d d a a t m t k ~ : r  
t4hc waur M car arc.. - t a  

1Q~*hnhiasocclrnaaui&(hrthurnm. 
boqic.l*rhllt kaU%&obrard.ad 
.brhrrult*ucbaiOw- 

!a l a u m k a  LV. 
A ~ * . b l n a r i a r a t ~ v . ~ r h ~ l b r  
~ ~ W ~ i a b . ~ . o ~ y k r t b ~ p r  
t i a ( r L . l . ~ r i P D o r * b n s r i n o t  

" *&a~t iW ' r&#aaacLV. 
(brq. Imumil2=.ncI Juil ba em- 
~ ~ c o a c f a w u ~ i m r r q ~ u c d  
b t b r m k a t C a d t i o ( ~  



7 LV, cmnulu  iocird wldr a rubbcr jen 
m.l. .d.pur may b. lud for znurmicunt 
I.v. rhara~y. 

u a d .  dow o l  h r p u i n  that d o r  
J. !!.f?Z'L. naaant.a dot- irccon  ah.^ b. ..". -- - 

,.d m a i a ~ i a i 4  pa- of LV. incrrmit- 
~ ~ n n J . ~ T b w d . r i a r h o c r l d b r  
fltuhd witla bcguiait.d a.liae whrtioa ma. 
tiDdy rd w e  lvolrul to main- 
w-. 

4, n. r~ af  a h t o n  ia not mewsmdad. 
& ~ ~ i n ~ ~ d . * i a r c o a r i d a ~  

& d d  k pvaa (o dnu incwrpscibilitfr 
u ~ a d b o n d . ~ + m h a & k  
d d  f a  r- LV. theapt 
r b r o y h ~ b b a r p n a d ~ i n ~ i d ~  

7. fb* .pdrad ( i c p c l a y  for m a  rh. rnbboc 

17. L.&llag olLV. Admblatrar(0a &to, 
Causolu d X V .  L k l m t k a a  
LMLV.ohPlavWbLbdd.oconiiry 
to(&ShdudaofPmab'u.c.dhrh. 
~ ~ y C a r u r d d L K S d v u o n r a n d a r  
Uu-dRUlia. 

2 A t l ~ d ~ c a l P c d d r r h 9 k I . k k i  
. c c o r d i r u ( o h ~ d R . e r L . u ~  
i a ~ w a * o ~ d ? u m u r r l ~  
u n d r t c h . ~ ~ d R . c r * r  

3.WLV.adminisarkraru.h.llkI.bd.d 
~ # m i k r S u s d u b o l ~ u r u u d  
i n t h . u d o a L V . A d m u u u u w a J I I ~ e  
undrt cha lkuemuhcimn d R.- 

4. M LV. aandu W br bbdd .ecordiag 
coth~SllabrdrdRccio~.uladinl!l* 
..caoaCurukPICcoMP&ch.RcoO 
m ~ & ~  of PRcrior 

18. ~dnial.ua& of LV. M.dk.Uo~. 
AdrainLmc*o of LV. madiaciocu .hrll b. iai(C 

- . . 
~.ea-8&8kmd- 
L . ' l b . - # d m m d  . . LV. n m  me7 

8dmtEuULV.dt.rla.rhiehh+.b# 
~ ) r b a g i c . l ~ a d i n -  
r i r h ~ r r s r a ~  

Z T h . ~ c a f ~ . h r l l p r m i d e . I t ( d  
apen*rl LV:- rb*h i n d m d a  I 

. r L d h . l . ~ ~ ~ f o r ~  
d ~ e r i r h ~ l f n i Z . L k . f f r a r n u d  
d m i a m m t h  .ubi\itr rd a-I* np.ir, 
menu, a*PI.CII.u l i l w  ioeomp.tiWIL4 

R . r W  Na 

28 

t o x ~ c ~ c y .  sprcafib ; C * - = U ~ O ~ @  and nu,,,'.I 
mwrvrnuon*. 

3. Pnor 18 admmiuunnK LV. Elcdiati~n. *, 
n*.undpmfurion.lI.V. nan8ah.U b.msn,- . 
uar of rha impliuoonr of 1.v. mrdicauon. 

4. If M LV. m.d*.cion h~ poulbk aUrrtic 
impiiuthai it u ncom=.odd ch.c t& ph~.,. 
d.n 8dminiaca the bnt dow. 

a l b r ~ ~ l " r . h J 1 b r ~ ~  
ddd m ConQully. . 

a.ra.apglorcawlinubrnrimdm. 
-  ad^. 

7. m a  p8ci- rh.P k r*rlaud for povibb 
dn( udlirirr rd parib& colopu"liQn, 

. gcia* d8fbg .Id rftcr Lv. rna lha~~~ ad- . . 
alaIm&8- 

6. Mmiahmioo el LV. mdiarioa. & 
b chr uuirn8.a praunmt mrd 

9 . ~ M a i p . ~ r h . U k . d b d ~ i a t h e  
d LV. modhriacu 

19- A - h  d LV. h m a t ( o l u l  Drpg. 
Th. rdariabQ.(b. d LV. b r r ~ . ~  b,, 
. b d b . b i ( k t d t ~ y . ~ ~ d . & l  
d - a S D R m l . ( ( h . b a l c h ~ f w i l i q a n d  

R.soU-rbarof- 
L ih.sd6&iPuba.(LV.iavn.atit.tiooJdnrgs 
&d b8 ia mrh che Sundub  of 
R . * l a u . u u a i a L t u u Q l l ~ m t m n  

. d L V . M ~ . a d r r & ~ a u o d . -  
thuofRacQr 

2 Tb. bulChM*rit ihab.l laublhhrpdKc 
#dotin-. pdicbr 8nd pmdam for chr 
dmimi#uadw or LY. ia-cbar;l dl t lgg 
.ad Char rriddiaa p d i 6 m . d  w a r s  
r h r l t b r r ~ u d i n r b r L V . ~ . d R o a d u r e  
M8au.l. 

3 A  u p a n u  avpfwd l i n f a r t h e u d L V .  
inwai#ecioa.l h e r  rhrll k mnployd 

4. AU LV. iavaagacioad dnyr #lull b. approred 
bT a Ilooplu1 mmmlFur 

5. LV. b W W ~ 8 ~ n d  h a r  r h d  b. iniriaud 
rrth che pacunt'r eonvat. 

6 LV- invatyatuc.l drugs ahaU b . d  and 
laaai(ondb7cheamLcllrrrtL 

24 LV. Ruh M d a r l o n s  
To pnnd. insum a w n  d LV. mrfiucioaa 
ia che Llooa. h . d i . t a  chm& dfw in an 
sm- rituciocl aad for a apaatic drug 
...zliuil.. 
-uoMdPrwrL. 
L An .pp..cr#nuli*dLV.)rkaniia. 

r iaM~ih. i lb.p8&dadbyuu(mtcban 
I . d W I d * u d h h L V . P a * r . n d  
Rodmmm.aoJ. 

2 T b w  dmiahNQ. 4 LV. p.b nNdic8cioru 
. & 1 1 & W a c h r d s d a c l u a * . l  
~ r o a c k j ~ d 8 ~  
prof.r*cul LY. nmn im a lifcrhmuninr 
~ i i ( u r i o a ~ ~ ( h . ~ ~ l  
()W h r k b  M fdiltr. 

1 v a l k r  1011 



1 ;he .drnlnlatrauon of 1.V ?us" mcd~csuons 
.hodd be In ~ECO~~IIC. -7th ~e Sunaamr el 
p r r a m  in the uctioa Admcnurmuon of LV. 
.Il&ouoN w d u  the R.commradaaam ol 

- - m-* Uld @ ch. m8alf.erPa'r 
. ~ a l d a l i o p ~  

R.toamqI&tlaw 0fPmcclce 
l . l % a m Q . u r d ~ m i a w a  8irdidmriar 

6 1 M  i. ulroaud ia ddiv&l# muM. LV. 
Uunw oina ch.w Pltm d f d t  mmm 
put lk .db.eca*Mdprrna~. i rhop 
a r w , . * .  LV. W n r n  

Z.ZZlllierclo.LoIimia8cia~tlltm~b. 
r00ciod7 dUIw.d awly 14-48 bur 

3. Pa*bk Wmrioa due @ br d a w  dubility 
a d  ab#pc#a ~ u d L V . d m p  h 8 b  
P ~ . t ~ t i o r B I t a W &  
conridad m d  fallor rhe mmu[uourn' m 
cmmnumhriear 

4. Lj$id a n u l d h a  lad blood d bbod proom 
r h d a o t k t u ~ u m & a a P m i ~ o o . i r  
eUa ia&a#  ata. 
i n r  p m m a  toi- i t  6. hoodnr 

.ad m m h W  k a M # r d a o o o  
plioclow 

6.l%rcoluuaID.i~paad8p,aqrunkKtr)ota ' 
lflur I d  not exend the -iun pmrw 
( p d  uaud by rh. LV. pump. 

7. p rnicron air .iirninacior &EM k 
p1.d 8s ch. m d  Uld Of th. LV. ad- 
mcioa 88t (u dow @ &. LV. MME& u 
pordb1.L 

Coaaidmriaiu 
L T h i r k . O b t i c ~ k t i . * a c h ~ ~ * h . . o l ~  

micma .L etimiaalia# dl- u cac j u c i d d  
Z F ~ . a i a f I c l i o a r u a d ~ ~ , u n c . l l u n  

for Diu8wConvddoannncoarwad chr 
~ m o l P r a i u u a . t ~ t i s r t l l t a r  
l b r b ~ t b u r l . o & 8 ~ d  
b B a f O i . n ~ l o c l a r a t b . ~ d P  
la*rocl.i.di&Mlia$dlraatdriiuiPtm. 
c&fiol.uialdm~~lltrdrc.dpiarS& 

. r t * t * r m ~ r ~ - w n a r a .  
. . themh.+.k.s~bbaicirrullirulrc. 

~ @ C h . k a d t U a € 8 2 4 d 5 I t n c i a . y ,  
minkkin8 phkbi& rhich ir a pramor ra 
inf.bko .d cbru air d i m i n a h  wu 
~Ch.m~from.irambdiSinaP 
h m i r ~ d r y d l ( . r ? a m e a ~ p r r i .  
Ja.-mkwrgutkuxIpmmc.ir 
fnu aadU8 cLr LV- .I- UU Narknrl 
InCnvmor 'T)xnr). U chr 
mu7 d ihd 5lLrUpD tun bra 

R.rM No1 

M A  ML 5. ~ / ~ % ~ U C W V  1982 

vcw -ell d o m : . n d  in the liwra:arv ,, . 
use of .U mlcma mar *lcrmnauna filurn( -*% 
mixu vouricid nak to rh. p.u,n~ 4 : 
u u  u nc~mmmdd rnUrin.l~ lo, ,,, LV . - L *  

aw. Funhm~on. their car u jruufid , 
PDdYr -8 b coruidvinl ~O..IDI. 

&-w ~ d t u t s  m -low 
frmha d -8U~utt .lui h a  0.ri.n~ 
r u Y  &rr 

R-.ad.tlotu dPr& 
L Odhn .U 4 LV- chaw anaa 

b r o a ~ r i ( b ~ d . . * ~ * 0 1 . & ~  
plrribdmw.rbnL 
'Zh.u.(mritt f..dm.cb.aiuld.*inr..r-. 
LV. m- L d+orrua f a  (& m m w  
u.at d LV. thnw. 

t r & . r d p r u = W m  

LV. d8Iivay rba. H . d  -v d i,.~ 
d.ti~.ry"lll.sci.,,,,,dE.@#t*atr*L * 7 

4 LV. D~oip&ddouiauinLV.ddi*cnrithia 
-rat d&atk d the prsikd mcdrcd 
6 t h  d thdr or d . r *M b i r  (pias 

EII88-b .b.ll b. *Id bt cb. ~ l u a d ~ u t m  
M LV- d- d&c& dull b roocinrly 
d*uud 4 ch.dud for m y  pw~bk md- 
fu~ooar 

6. Th. EN d *l.cPaie mrch.nial mnuo(linc 
mfwioa dwkn .h.U b. pnontl.a and n u v d  
b~ hagcc.~~olictirrrbr LV. pdicr ud pm- 
d u n  Manual, 

7. wund prof.uiorul LV. a m  *hall be 
~lof%u~t and kn0wkd88.bk ia ch. cur of 
m.ch.r*u( c o a u o u  dericM wirbin the 
hJch~ i .d l i t r .  

8. %U&SW hauahu fw =dun,- 
ulLV.owodfLu6r*r.hilk*adco 
cb.d.rin 

9. A.clibk and r(iblrrlunv@d&e.ir.dni.crd 
drr,rd.r*rduyochai..i.cioorplac- 
i a g d u p . ( i r a ( . t r i r k . b l l k i a ~ i i d r i h  
cb. m d u k d  iacoriaa da-+cm. 

I Q  U (h. rnahmkd m~lliry d.rirr u b r u r v  
Opm* (h. lik .ad Doc.acr d ch. bautrrcat 
. h o r W  buesPisd ud&angmd.crordmrl( 

I L M c h a i a l ~ n a ~ & + , r h e .  ,. -, 
b. m.r*ac - .i 2 

Gm8idWath7e8 
I. Cenndmrisa .boJ1 k ri+.n u muimwn 

r m r k  IS81 . 



2% Blood brpa.ht m.f.PY 
I h . i I J i w i a d ~ U 1 U O O d ~ p n m t t h . 1 ~  
a p r . h l l b a c h . . r d . r d a m d i a l d o a o r ~ d  
r h . l l ~ a ~ * d k p r i e u m ~  

& ~ k t d p t u d . a a p i t . c i o a  
7. nu phyfkid* ardu for b M  .ad blooa 

~ ~ u r h l l b r n i ~ d a r f r u l d ~  

14. All iniuhoon. u ~ n n u o n  md  nu,tne in-. 
*-we O l d  rad bboa-Donmu 
rhaU bo d-mud ia ch. p.&,,.. -& 

lh LaUrcb~m d blood ud blood prod- .j,u 

br mud k aubhhd hapiU *. 
1 6 . i b e t i w k i a f l d a a ~ w ~ ~ c o l n p o  

- m . h l l b . k  k* ri(h*a~a..t 
-ch."--A"&rbad&,d 
haL-.dm 8 b o 4 b r  
.*.bltbd bariu e- a m  
~ t b . ~ ~ a l a , e b a & a t  

l t . I h . - p M n t u k w t a W d b l a ~ d  
P"" lria * ~ M S M  b is knpiaa 
. i c h t b ~ k a b . k d B l d ~  

l a ' l h r w . ( b l o o d * ~ a i , d r o a & i a  - - eosdicMar 0.8, R a m a d *  
Diwrrr.Du*ocrithdpU.t.j,ti&. 

-P-"=BOw4wyt 

d d d C U d ~ U d ~ p a c l l u . n l r r  
. ~ ) r r b r ~ D L n c c a . I r h . 8 l d  
haLdrullth.dhhool,iU*. 

20 tv. admhhar ioa ru nhoclka be chuyld 
*wb.8r . I~bdbb, ,d 
polrO 

a . w h a a . ~ ~ L V . B a r ~ k a P r b d  
wifb dat ionr  ~ t h a t h . a  d a ~ . .  rd, 
l i a ~ p 6 w C d . f b a d m i i w b d .  
M o d a r r a d . 1 c d b d a ~ ~ 0 1 1 ~  
~ d L & t d 0 1 L  

P B l o o d u n J U w d p d ~ ~ W n o ( b r d .  
* n W d  im coaioscPoo with ahs LV. ale. 
tionr .r iawrrmpd for dPiaLuatioa of 
.wrha LV. - 

C o c u i d m r h u  
L m* P U  c- QamfsSkl (haip). i. 

wmmmu thmm. 
2 ib. uo d bah blood and bioal campwenu 

m m  . . a d r a m  n.ccioar 

3. The w ol m i u w q m a u  Bltm cW mc 
-1 should be . m p W  when d u r 1 4 y  
indiuud and appmprialr 

4. A MII d fmb blood, h h  1- plasma 
a phcda oa-tmrioa h a i d  k m n d u n d  
fa or S l O  .I*u d aond b b d . m ~  
r i ~ . l * h o r r ~  

24. LV. Ch-w 
LV.-rh.llbriaiibaswdicli 
~ ~ r b r k r u f ~ ~ ~  dLV. .ao .  
I w r c i . r c * ~ h c b r h a m m l d r r a ~ c ,  
w.Hsastbw et* 
L ' l b . a ~ . , f . ' , r i n r o p l u d e - ' ,  

Mb.oodrcrdb,Lh.-vro~cuiaul 
LV- QUN rk. .~--lu knorhdw .ad m d e  
rcurtia(:dQhicpriadp*.dancn 
-pr. 



ahdl k in kmpinl rith (ha rrcomm*ndatiana 
,&in rhir document for8mer.l LV. therapy. 

a LL1 d.LV. anrirrwp(..rl draw 
inel.& invmtigariocul Umu .ad - 

iff chir p m t i a a  and 8dmaxu. 
. . 

entiarh.llk.ru~iabo9i(.l*. 
&-dbka+rlw.hllbc.rrl, 

.25. D o a r r C u b . d & V . T b ~  
T o ~ t b r ~ ~ d ~ a u  
t ~ d C ~ ~ h h r r u b . b  
rritrr* ( i 0 P . d  - - ' . o l L V .  
prwQIW. 
- 0 t h  
L AULV.pa.l-bJIb8-crlhdd 

i q k c w t U m i i 8 d l a i a i t i 8 s i o o d d y ~  
i q .  a& d rcai~.lwnn a u a n ~ ~  a- .it. 
c b M # u ~ t o J n a a I d ~ d  
LV. -. 

x8vhd No 
N I U V d S . k r r u a r y l ~ 1 9 6 2  

2 m m r n u w n  0; LV. therapy ,,, 
1kh.d hw~l-1 poliw md a u a  
Policy rd Roadtn MMUL 

-"Y 
\ 

. . m. T.filk.tbm d LV. Tb.t.wY 
L V ~ ~ i r r b ~ u d a r b . d ~ d 8  . . 
U beer a d Vlprl paumr 

-27. D.lbJI.ai(ortqdLY.- 
T o m . - * w a L I ~ q d i Q u o u -  
u c . r i t L ~ o l ~ ; o t  
LV- - a h - . h . U c . l a a f p r r  
--4cI/.dawM& 
-smt- f 

L ~ L V . ~ . b . . Y L . ~  . . 
e u l ~ 4 & t t b  . ,' 

ZLV. ' " -  ' .h .b. .yL.-  / 
a E 7 2 C U L r a m d * & c i . . 1 w r  
acnuasdLv.rhlb.h- . 

3 ~ ~ ~ . ~ ~ . b o d i k ~ p l p r o d  
dinrpc#Candaw--.sdur7 

4 . 7 b e ~ r b . . y L . d ' L r C l m a c c  
d ~ r i . n n a u d m h ( h i r ~ .  

~ I h . ~ ~ ~ ~ ~ c b r t r d 8 n d  
U ~ p l k C ~ d ~ h a l d b - t ~ ~ ~ a ~  
c h u t b . p . c i r t h u m a i d C b . ~ b c d  -. 

4. U t b . L V . d ~ r b r ~ . a n r L . V .  
w c s . L . J I k ~ ~ r a ~ o r d c f  
rkahhgo lmdr  

7. f((br-ioch.yrl.trn-mcal 
tbriol~&*riQ1o.LDaotl 
. b U r W * . . 1 . ( 0 0 ( C . 1  
- r b . . y k d Y d A . M .  
b r i . l U h & . r C y I L  

8. LV.icrchml,8Sinorr6ni.ldibr 
~ . L r y L . d n & d . ~ * r r ~ ~ ~  

~ L ~ . ( ~ i r S l . L L V - ~  
~ a 8 d a w b k u . b . . y L . i = - -  
d m t a d b t b w g ( u a u r l r u d d ~ ~ *  
bi .uulseC6-t  

10. =b . . 
g d a n . b l l L . h r n u d  ( 

b-riel-riuud 
cbr- 

1L A&- t~ .Pkl u.rcic rrLdlw and 



avoidanct of much conumma'Jon @ h a  ba 
murdaroty UI d.11~ r n o n t w ~ . ~ ~ ~  a m -  

12 Emphuir & JI a p h a d  oa mmu= J -P, 
Iacioo* d Ul. LV. an-  

4 . h  "&Gsd plordo&l LV. s.cr.bdl 

~ v . e o o r u a r i o b . ~ ~ ~ i . i ( s r  
and r r r a ~ ( a a r d L V . ~ ~ . b d l k r b  

am - 7. p m f d  @puwiy b.br( Lt.. & 
rmeim&mamtbrrirLdLY.rrid.la* 
&mMdhlcriar.dfnrrn.aapIid 

- h ~ d L Y . s r o C I ~ d ~ ~  
.aalaIQL..L)nbcrir. 

aQpdie-msruw.(LV.tbam 
& J I b r * . o l i a t b L Y . F . I S d h o o ,  
d r n  M d  

9. Collabarda ritb .al deQs .I 
-P rd . w b m  .( rh. 

h a U a n o u . n - W - b  

pl.menuum of . :ahlo ~ U . U ~ Y  w u n a -  L.V. 
mw7- 

29. P.dl.uf6 
TO h utr  Wumlioa u td  4ditw LV, 
t h . n p y l e Q i i d r r s . ~ u . ~ c r . ~ d ~ ,  
hnioturr 
-daaaoKR.ahe 
L Z h . ~ W ~ L Y . I l ~ . h . l l  

h ~ . p C i r l i t . a k r ~ d L Y . d . l i o a u r d  
wi*l&-fW-M.op- 
s u r u I d ~ ( m i a l r n P r  

tLV.chrqltrcbrpatrrricmticatm&ii 
d d l . r c b R s w m w d ~ . I ~ w t  
IorrhhtbrrM.ohnL. 

t A . r l . l # 0 d s w d u a b r h J 1 b r m & ~  
C k U e ~ u C I ~ d L V - a c l Q e r  

C i b r ~ ~ k a c r h 9 b a a 8 h n d . s d  
urJmmArh. tbrddrc .o i ra  - 

& L Y . # @ & o d p d a r h 9 i r r ~  
8-.dcUqrriulr(th.).dJolailcacsrk. 
.: r w b d t I n ~ c M l d r r i . L n q M o  

MudwEuaNin*s(r 
~ ~ . ~ u ~ W O Y D ~ U I T L V .  - * r b r Y L h . l y r * & h k ~ . r * s ~  
T . - m - W i r r i r r a w i r  

rapW io ddi*rby LY. u ch. 
pli.oic* 

rhBJICLd..prckrwbnl.ch. 
8 4 c k ~ ~ ~ t h 1 J I ~ L Y .  
tbrpl. 

3alafI.lrcrk.Control 
Tr* t Y . ~ r p l i r ~ ~ ~ ~ ~ .  
i r ~ h s t s ~ ~ ~ p e p d L V . t h a ~ .  
iddiw, bat net limiud cs: LV. d . L V .  
cbriaCr LV. o l w u o a  LV. w 
- .dg.najcnarir*crcuLv.  
~ E . r h ~ U o a o f c b r r 4 s I u l * m ,  
r m w r l r p o . u r r u u . r m r w r I h u t &  
~ ~ k a ~ h a r r i n a r r i c a u ~  
t & ~ d . r p ~ u d ~ y ~ l r u u  
i n ~ h a t i m d y m w m .  

R . c a . n o a a k o f  R.c(ia 
L t a f g i r o o o d L Y . ~ a b C 1 * d b  

r h r ~ a i t a * i a a c h a u i o o ~ ~  
c b s 4 u d m b i a t b r k 8 m 3 d w M a f  
Pnctb 

2 Srpalnl.uJLV.MckalLgbdorr 
csolandbnqblorcbrac#a*. . I Ib.  
~ ~ ~ ~ ~ h l a &  

f t 3 e d b . ~ M b R . ~  
i n L V . f t a r b y ~ b i c u  

4.LY.dmiaiUurionrcpDcrioa.brJ(b 
. r d - i & a I ~ r j . o m r d u m a  
'i 



LV. nWJ 
& ~.prrrulpWLr.I tbPLV.. IUabbi 

ba.rJ1.L - 
Coarldartbw 
L mamiad SP&S~~T t d d  LV. n w  
t w u & a U n L V . ~ M r Q s r b y ~  
hy@d-rqrQI 

2ahhaR&a*bqlulwdmo.ml 
pnaull* 

- - - - 
1& muau& t.N.. - LV. drrb 

.brybaYlJLnim&b#- 
tam.lnl#v.- 

Rubad N4 

3z . u L " . h . . ) ~ ~ # J & w  
9.' b LV. tbcrn lrsmav am t- rct L 



The National intravenous Therapy - - 
Association's intravenous Nursing $ 1 ~  

Sfandards of Practice 
- .  8 - 

m ~ o e r ~ ~ m c h . % o a w L V . ~ m p r N ~ S L u r d u d . d R . ~ * . ~ r h ~ h ~ ~ ~  
o p ~ d d a ~ p r a d b t h . B t n o d l u r h C a ~ m d c h . M T A B o u d o f D i r r c r a a f h + . r ~ - ~ ~ .  

lhaw S M u b  n p b  Sediom 32 fn th. 9- of R.ccia" dammear Sbe f- Home 
s t m d m k ~ r . p p k b i ~ t 0  J I u p a r d L V . t h m w d c l i ~ a d c m c d d o & o b o r p i t r L ~ r n d n ~ ~ ~ ( . n ~ -  
~ c n r u i n c h . ~ o f s m c n p l . ( . r r r i d o c l . n d ~ h ~ S L n c r r b e w m v l r r r d ~ ~ ~ i t h r ~ ~  

b a w p r # u r . n d & a  h o a o L V . t h a p l u a p m i n r  m a o f  m t h . & u d o i  
Dinrvnr tdt ir rapnaiUo to pclblLb Uu h . X ~ ~  LV. T ~ ~ o I  Staadud. of PmaiaQu rhL 

Home I.V. merapy '1 = a l L i h ~ p r a c u a f o r c h e p . c i ~ t l o d / a s i & -  
<:-- bm. otkWe) r h d  indode iaakuaioas. . - 

H- LV. than= -dud. m written for nu& 
d.li.riry ~ 1 a 0 ( ~ ~ * 1 1 0 i d . o f t l l *  horgirrl* 
a r n r ~ . b . l l c o m p & w i t h . w . k n a a d  
d M a d m l . u c d a r h b t h i a ~ o r h * h . n  
a d c a U a  to Uu ddivay at h a w  LV. rh.npr. The 
vzimm~m&oihomeLV.thmpymto.chLnch. 
h i l b . r M d r l i ~ d q d W r l i s , f a s t h e  
w.6olbproridtVD.rto(tr;;rUrsdfd-w 
a- 
L A ~ a o r d r r h . U b a r r i t 7 M l ~  

9uiat zdamue) fot hollw LV. tbawy. 
2 A m a d a l o r d r . b S k ~ M d ~ b a  

llpdod bY the p b r i c t n  roe&&. 
4 . ~ ~ ~ W ~ . r r b . l ~  

*el Va44  medial a d d s )  e U  k do=- 
martad by the - noma ~d 
~ h t h ~ ~ ~ r n b ~  
. i m o d b r h . ~ u . o o o u p a a b l r  . 

& T O - c h t - M t -  . . 

ufdy, th. ~ o u w . h . l l h v o U u t n o ,  
I + a n d e t i l L h ~ a n d ~ c h a  
-nuamdaiadr.  

V U b d  -&OM. d a a o ~ ~  .rdurdoa 
.nd doammutioa ol  m m p o .  p- in 

t h r a v y - d u d  &M di-monr- 
~ . o p d ~ u m i r i r , l u a ~ r n i a u r -  
t-al. a& dtard d-dLpaab& .pEipm.nt 
.nd 8 W  &OM LI b b. m p o ~ ~ b i c  
em- ailnuioo 
- a V e & l C t a ~ b i ~ '  rin b oti- 
W d ~ t h . d ~ ~ n r o l r M d a b d k  
sivm to w d  maaia with ch. p u k t  cod/ot 
aiml&Mt &Idel 

. . 
iaioLrd 

14. Sopply rad qtripment need# ch.iI b cuatinuooaly 
d a r t e d  M d  m e  

15. BY tho due of diachwr a m&md nurse shdl 
VUfOno a home usaemenc rcld uabt the paucnr 
~ d / o r  ei@unc osh.r(el ro d e t a t m i ~  ma rppm 
a uu for dua. eda atomgw of mpplinr 
qaivma~& nlrr a eatable uu for proccdora to 
b W o m d  uad brcrmine a nh dLcud ot 
diipouble q u p m . n t  

16. An a -meat of pathat  rcldlot aipxifi. 
ant 0thdr) annpliana in therapy 

- - 
17.1. with d c  sits ririaijtc 



KENTUCKY BOARI) OF NUKSING - 
4010 DUWNT CR.-Suiu 430 
Louiik. K ~ M K ~ Y  Y)201 

(502) w-5143 
- - 

nu . ission of the ~ c u % . - G a r d  of Xursiq.  perfa-d through 
the r e w t i o o  of nurse8 rod nut f ' r d u u t i ~ a  a d  practice. i. co protect 
the poblicr a d  t o  C h C  srf8 a d  *ffeCtiVe o u r s b g  a r e  ir p tMdrd  
by nurses fo r  the  c i t i r .n r  of rhe%amtulth.  In order t o  protect and 
a a f r w r d  ths  health 4 safety of the e l t i t m a  rho rscslve intrsrm- 
therapy and t o  address rb. -rmu  tries r r l a t i v s  t o  the uope  of 
nursing practice in intravmoua cherspy/procrdures, it is a e c e s s r q  go 
daflna the appropriate roles of aurses i n  incr#eaou. therapy p n e r i u .  

i h e r o u s  inqair ies  regs- i n t r avmw.  therapy practice heve beea 
received by the  Board. The d n o t e s  of the past it.nto&y hami of &Itring 
meetings do-t tbt there h . ~  be- S C U ~  of tb. role. of ntuses 
in incr.treaoru therapy p r a c t i u  md that the bard h.s issated opiaiop~ 
re la t ive t o  rbi. utter  since 197C In Janer 1982. t h e  Boerd eOaStitatad 
a Prsetiee Cemttcee. w q ~ o s s d  of parsourn representing various araaa of 
rhe Coswawelth md v a r b t u  LFod. of aursfng pracrlcs sectinss,  t o  study 
and sake remmmeadatfoo, ragad* tbe appropriate role* of wrses io 
intravenous therapy p r a c t i u .  The Pracries C o a c t r e ' s  roaearch of t h i s  
l ame  included exteasiv* r.+inr of standards of mtrslng practice. 
~ u r r i s r r k  of Board apprmod nursfnl edaut ion p r o g r w  i n  the 
~ u l c h .  a d  h e  swerPky  nureins practlcs. b l e v a n t  see t iow of 
th. Kentucky k r i u d  S u m t e a  Qpcer 315 Wtuw Nursing Practice ACE) 

lnclude tbs f o l l w :  

a) the ure. ccrrmal and h u l r h  cuehlng of tht ill. injured o r  
infia. 

b) the u inCen~nc8 of h u l t h  o r  prevmtion of l l lnass  of others. 



c )  the administration of medicaciw and rreacment a s  prescribed by 
4 physician o r  dan t i r t  liceasad b Chi. s t a t e  and a# fur ther  
authorized o r  1ioit.d by the  ba rd .  end *ieh era wnr i s teac  
e1th.r v i t h  the  h e r i t a n  Ruraes' AsloeiAcion rundards of 
practice o r  v i t b  standards of practice eotrblishad by mcionr l ly  
accepted o r g d z a t l o a a  of regircered nurses. 

d) , the  supervision and t e a c b b s  of other personnel i n  the  p e r f o m n c e  
of ac t io f t i e r  relacing t o  wr8ing  u r e .  

e) tha perfommce of ocher nursing acca W c b  are  euthorized o r  
l f s i t ed  by the Board. and which a re  consisteat e i ther  with the 

Rur1es8 ~a .oe i .c iw.  standards qf practice o r  v i th  
sundarda of prserice a sub l l sh rd  by meionrl ly  accepted 
a r g . ~ f t a t i o o s  of r e g i r c e r e d ~ r a u .  

1 ,. :- 
Section 3U.011(9) "Lgernsea prak t iu l 'nura i ry  practice" sha l l  mean 
ch i  p e r f o r a k a  of ac t s  r e q u ~ h l  the  hrwled8s and skills nrch a s  - 
a r e  tauLfir o r  ecqoired in appr0v.d ~chwla f o r  p r a c t i d  nurning in: 

a )  the obaervins and C.tia6 f o r  the ill. Injured o r  i n f i a  andar the  
direction of a reglatared mrae. 8 Uc-d physiciro o r  deacist.( 

? 
3 

b) the siviar of ~ ~ a e l  m d  applyio* procedure. t o  u f e g w r d  l i f e  '. ' 
a d  h u l t h .  u defined and aatborirad by the bard.  

e )  the administratiom of w d i u t h  o r  t ru twac  r r  auchorired by r 
pbyriciro or d.rrci.t licensed io this s ta re  d u fur ther  
authorired o r  LLiited by cba Board which a re  cocuisc.nc v i th  the 
Hatiom1 Fedaracion of Liconsed P r a c t i u l  Burma o r  v i t h  
standarda of p r u t i c s  established by r u t i o d l y  ucapead 
org.nit8tions of licensed p r e c t i u l  nuraes. 

d) tuefiing o r  .ug.r*lsins except a s  l k i c e d  by the h r d .  

e )  the perforrmce of other oorr lns  acts vhicb are  authorized o r  
11Pited by the b a r d  a d  vhicb s r a  e o a s i s t a c  rrich ch. ~ a c i o p . 1  
Federation of L i u n u d  P r s e c l u l  Rur888' sundards of pract9ce 
erubl ished by nircioollly accepted o r t an iu t io ru  of Ik.d 
practiu). norres. 

Sect- 314.Oll(ll) ''W- .doutloa" SW r a n  pareidparion 
in'appawed offerings b q o d  the bait narriag aduucion p r o g r a  ch.t 
preaaat apacific content plumed &ad evaluated t o  n e e  compecaacy 
based b e h r i o r a l  ob~ect1t .c vbieh develop nau sUUs and upgrrdr 
havledge. 

Secrion 31&.021(2) A l l  i n d i v i d u l s  licensed undar proviaiom of t h i s  
cbapcer shal l  ba responsible and accounrrble for  u k i n s  decisions 
that ere baaad upon ch* lnd iv ldu l s '  educarioarl prepararion md . ,+' 
uperi rnce i n  nursing. 



In accordance With these 8ectioa. af KRS ( h r ~ t e t  31t  a d  a f t e r  study of 
the iseue, the  Prrcclce Comaittee ideat i f led three u t e t o r i e r  of- 
incravenous charapy p r a c t l u .  After r.+inr of the Practice C O . P I ; ~ ~ ~ ~  @. 

ecudy a d  rrcomma&tlaa. it was the  optnion of the  Board tht the 
pr le r ice  of th. re t ia tered nurse a d  Lhe 1icaa.d p r a c t i d 2 a u r u  be 
mided by ch. t h e  u t r g o r i e a  a s  herein defined. 

a t e g o r y  I: BeMae.of Che Lnovledgr end r U s  acquired 
i n  approved prop- f o r  prnerical  aursiry. the licrnsed practical  nurse 
pr). perform the  follovin( proeedurea up- m c c * S ~ f ~ l  coqtlstion of l h a r d  
approved p r r c t i u l  aura* protram m d  h s u r e  and uader t b r  
supexvtslon* of a reglicered a u r 8 a ~  phya1ei.n o r  deatisc: 

1. P e r f a a  s i r p l e  u l & t i o n  end a d f w t  flov rat.. 
\ .I. 

2. a b s e n e  a d  reporc aubjeetive mr tpb jee t i r .  aifnm of adverse r e e c t i o o ~  
to  IV arhld*trrc100. - - 

3. Inspect i i u e r r i m  sit#. &ante dremaint a d  ~~• lacravenous needle 
o r  u t h e c e r  from perlpharrl  r e h a  except Il.itad+* by +he h r d .  

Qcegory 11: Sacmse the  curt i& Caught la 8ppror.d pr0gr.u 
for  pract ical  s u r a f n ~  prmtde the  brs lc  baclyrocmd Lnouledge f o r  
the l i e o a u d  p r r . c t i u l  naru t o  develop ow a U l a  urd uptrada 
knovled#e through cant& eduuCioa. the  llceaaed p r a e t i u l  ours. 
u y  parform the fol lovint  procedures upon mccesaful colpl.ecioa of 
a b a r d  approved cootimuin( d u c a t t o o  eoclru for  iatr.lr.~u. 
chera~/proeedures  end tmdar the s@erpiaion4 of a registered surro. 
pbsielan o r  dentlac: 

1. Perfornvenipmetara t o  virhdrav blood from peripheral veias exeepc 
llmlted** by the Ilorrd. 

2. Perform venipcmcture t o  s u m  intravenous fluids in peripheral veins 
except a s  W e e d * *  by rhe h r d .  

3. perform venipoocture t o  s t a r e  the  fol lauint  IV f lu ids  - D Y, D a, 
D QIS. D WS. US, MS. U S  in p.ripharal veins nxcapc a s  h ~ i t i d -  by 
car aonra. 

4. H . o l t h r f o l L o v F a ( f P f l ~ i d . - D ~ ~ ~ D ~ S ~ D ~ ~ ,  DU?S,HS. U S .  ldPS 
to P n i d . t t q  .&-cures in periJhera1 veias L e p c  u l i ~ l t e d * *  
by the  Board. 

5. IV ed.iai.trrtiaa r t  exeapc u llrdced** by the Board. 



Qregor)' IZI: . The registered nurse may perfom a11 procedures in 
t.tagorles X .nd 11. S ~ U U M  Ch* basic Cut t iCub taught I n  8pprw.d 
ororraaa for  r e w t e r e d  nursing include the  in-d*pth .pplicacion af . - - - 
principle. of p . ~ c h o l o ~ i ~ . l .  b i o l o t l u l .  p W * i u l  a d  moei.1 -sci-ee. for 
the porforruoee of those acts requtr ias  mbscsnci.1 a p e c i n l a  
~mcnrled~e. judgment and - 5 . q  ;kills; only the  registerrd nuire 
-7 perfom. but a o t  W t e d  to. the  f o l l w i n g  intravenous procedures: 

1. EAag b h d  o r  blood eomponttats. 

2. ILu,g solotion f o r  intravenous pa rmte ra l  nutri t ion.  e.g. 
hyperalfmnution o r  sinFkr solutlcion. 

3. ~ s t e r  w d i u t l o a  rla In t r~veooas  route: 
. **.. 

8. M d  m d i u c i o a  t o  an intrrnin.tw solution. 

c. Inject uodiestion I 8 t o . e ~  a d 1 l . q  f l u id  e w e r .  e.g. valutrol, i 
buretrol. 

d. ~ n j e c t  n d L u t i o n  ri. d i r ec t  3tra1en011s route. a.g. bolru. push. ', 

5. Cb.Ple drassins. lV eQrinircration u+ or remove an hcr. .9~noue 
c a ~ o k  fiors =be roll-: fmid. m b c k v h a ,  o r  jugular veirr. any 
venour o r  a r r s r i a l  s i t e  In vhich a esncral  l i n e  is Inserted or  .n~ 
a r t e r i a l  s i t e  or  cut-darn #lte. 

6.  Change dreaslng. IV e d r f o i s c r ~ t l o n  s e t  o r  r-• m incraveoous 
cannula when the periptural  u d a  USC rauh i n  place f a r  prolonged 
periods (>72 hours) or the pacleat  h s  cn unexphlned fever .rrd/or 
there is pain o r  t e a d e m u r  at cb* s i t e  of ip.ercion. o r  ocher s l g ~  
of cl01~d.8 relatad iafeccion. phlebiria o r  ochar coql icac ions  f r o r  IV 
admfnistracioo. 

*"Super*isIoou sbrll rua i r r d h t e l y  4-h to assess  and evalruca 
pacimc responre(s) and t o  assess. direct and wlLtuce uuu 
pa r fo runu .  

~ " Z x c e p t  ss 1irit.d" a h a l l  run thm ~peeFtiad IV procedure sha l l  be 
perfornd vh.o tba  f o l l e u h g  sices/procedurw arm usad fo r  1 V  
sddniscration: f e w r d .  r u b e k r i r n  o r  jugular re*. m y  peripheral 
vein i n  which r c m t r a l  l ine  is Faserted. en7 atcerf.1 a i te j l lne .  an7 
c*nrral l ine  Insartion procedure a r  cuc-drm! procaduse. 

i 
I. 

Ufec t ive  July 1. 1986. 
S . ,, 



APPENDIX XVIII 

DESCRIPTION OF KENTUCKY 

ADVANCE DIRECTIVE LAW 

In compliance with the mandate for Kentucky to develop a written 

description of its statutory and case law concerning advance directives, 

this office presents such a description below, which is based on statutory . 

law, there being no case law which has specifically addressed the  issue. 

KENTUCKY LAW ON ADVANCE DIRECTIVES FOR MEDICAL DECISIONS 

THE KENTUCKY LIVING WILL ACT 

The 1990 session of the  Kentucky General Assembly passed and the  

Governor signed into law House Bill No 113, known as the  Kentucky 

Living Will Act, which is codified at  KRS 31 1.622-644-and now sancti-ons . 

t h e  right of adult Kentuckians of sound mind t o  execute a written 

declaration which would allow life-prolonging treatments t o  be  

withheld cir withdrawn in the  event they become terminally ill and can 

n o  longer participate in making decisions about their  medical care. The 

living will must besigned by the  declarant in the presence of two 

subscribing witnesses who must not be blood relatives who would be  

beneficiaries of the declarant. beneficiaries of the  declarant under t h e  

descent and distribution statutes of Kentucky, an employee of a health 

care facility in which the declarant is a patient, an attending physician of 

t he  declarant, or any person directly financially responsible for t he  

declarant's health care. The living will must be notarized. 

-1- 



Two physicians, one of whom being the patient's attending 

physician, would have to  certify that the declarant's condition was 

terminal before the living will could be implemented. The living will 

would not allow for the withholding or withdrawal of food or water, or  

medication or medical procedures deemed necessary to  alleviate pain, 

and it would not apply t o  pregnant women. 

THE HEALTH CARE SURROGATE ACTOF KENTUCKY 

Also enacted into law by the 1990 session of the Kentucky General 

Assembly and the Governor was Senate Bill No. 88, the Health Care 

Surrogate Act of Kentucky, which is codified at KRS 31 1.970-986 and 

allows an adult of sound mind to  make a written declaration which { %+ 

'\ ,J 

would designate one or more adult persons who could consent or 

withdraw consent for any medical procedure or treatment relating to 

the grantor when the grantor no longer has the capacity to  make such . 

decisions. This law requires that the grantor, being the person making 

the designation, sign and date the designation of health caresurrogate 

which, a t  his option, may be in the presence of two adult witnesses who 

also sign or he may acknowledge his designation before a notary public 

without witnesses. The health care surrogate cannot be an employee, 

owner, director or officer of a health care facility where the grantor is a 

resident or patient unless related to the grantor. 

Except in limited situations, a health care facility would remain 

obligated to provide food and water, treatment for the relief of pain, 

and life sustaining treatment to  pregnant women, notwithstanding the  I r 

- rF 

decision of the patient's health care surrogate. 



APPENDIX xi111 

DURABLE POWER OF AlTORNEY 

A person may execute, pursuant to KRS 386.093, a document known 

as a durable power of attorney which would allow someone else to be 

designated to make decisions regarding health, personal, and financial 

affairs notwithstanding the later disability or incapacity of the person 

who executed the durable power of attorney. 

I THE CABINET FOR HUMAN RESOURCES 
I OFFICE OF GENERAL COUNSEL 

APRIL 22,1991 



U APPENDIX XIX 

Declaration made this day of (month). (year). 
, wiflfuIly and voluntarily make known my desire that my dying 

ahaU not be artificiany prolonged under the a m t a n c e s  set forth below, and do hereby dedanz 

If at any time I should have a terminal condition and my attending and one (1) other p h m  
in their d i t i o n .  have determined such mndition is incurable and krevasible and will result in dmth 
within a relatively short time. and where the application of lie-pmIonging tnsbeahnent would save only 
to aartifidany prolong the dying pnress, I direct that such treatment be withheU or withdm&, and that 
1 be permitted to die ~hnal iy  with only theadrrrrmsb-a . - tion of medication or the perfosnm~~ of my 
medical treatment d d  n e w  to alleviate pain or for nuhition or hydration 

In the absence of my ability to give d i i o n s  regarding the use of s u d ~  We-prolonging treat- 
ment, it is my intention that this dedaration ski11 behonored by my aUading physidan a d  my'bmily 
as the final expression of my legal right to refuse d i l  or surgical: treatment 4 I aaept the 
c o v e n c e s  OfsuchrefusaL 

If I have been diagnosed as pregnant and that diagnosis is known to my attending ph@an, 
this directive shall have no f m  or effect duririg the course of my prrgnany. 

I understand the fun import of this declaration and I am emotionally and mentally competent to 
make this dedaration 

State of Kentucky 1 
Ed- 

C--my of ) 

M o r e  me, the undersigned authority, on this hay p e m ~ u y  appeared . . .  , Living Will Declarant, and -4 
,known to me to be witnesses whose Mmes are each signed to the fore- 

going instrument, and all these persons being first duly sworn , W g  
Will D e c k n t ,  declared to me and to the witnesses in my presence that the instmnent is the Living 
Will Declaration of the dedarant and that the declarant has willingly signed and that such dgbrant 
executed it as a free and vol~taxy act for the purposes therein exprezred, and each of the witnesses 
stated to me. in the presence and hearing of the Living Will Dedaran~ that the dedarant signed the - : 
declaration as &tnessed, and to the best of such witneae~' howledge. the Living Will D d a i m t  was 
eighteen(l8) years of age or ova, of sound mind and urder no constraint or undue influawe 

Living Wi Dedarant .Witness 

Address . 

Address - 
Subsa&ed, sworn to and r d n o w l d g d  before me by . Living Will Dedanmt, and 

subxibed and sworn before me by 
and , w i t n e s s ,  on this the 

(say> of (mon&), W=> 



APPENDIX XX 

DESIGNARON OF HEALTH CAaE - 0 C A n  

- 
I DESIGNAV AS MY EEALTa CARE S U R R O G A ~ T O  

MAKE A N Y  HEALTH CARE DECZSlONS FOR MEWHEN P NO LONGER H A V E D ~ O N ~ ~ L C A P A ~ ~ ~ ~ ~  

IF OR ~NOT~ABLETOACTFBR LL+ 
I DESIGNATE AS MY HEMITI CARE SURROGA- 

ANY PRIOR DESIGNATION K REVOKED- - 
SIGNED T R I S L A Y  OF 19 

SIGNATURE AND ADDRESS OFTHE GRANTOR 

. M OUR JOINT PRUEHC+TIIE GRANTOR, W E 0  IS OF SOUND .kD AND EIGHTEEN YEARS OF 
AGE. OR OLDESVOLUKTAIULY DATED ANDSIGNEDTHIS WRITING ORDIRECED rrr~ BE DATED 

AND SIGNED FOR THE G R W R  

- 
SIGNATURE AND ADDRESS OF WrCNESS . 

SlGNANRE AND ADDRESS OF WlTNESS - 

COMMONWEALTH OF KENTUCKY - 
. . - 

BEFORE ME, THE UNDERSIGNED AUTBORXTY. M E  M E  GRANTOR WHO IS -OF SOUND 

MHDAND~G~(I~YEARSOFAG+ORO1l)~JWDA(I;NO~TIUTEfEVOLUKTARlLY-. - 
DATED AND SIGNED THIS WRITING OR DIRE- ITTO BE SIGNED JWD DATED AS ABOVE 

DONETHIS DAY OF . I9  

S I C S A N E  OF NOTARY PUBLIC 



APPENDIX XX I  

ACKNOWLEDGMENT 

NAME: DATE OF BIRTH: 

SOC. SEC.#: 

PLEASE READ THE FOLLOWING FIVE STATEMENTS: 

Place your initials aftereachstatement. 

I. 1 have been given written materials about my r ight to accept 
or  refuse medical treatment. - (Initialed) 

2. I have been informed o f  my r ight t o  formulate advance 
.directives. - (Initialed) 

3. 1 understand that I am not required t o  have an advance directive 
in order t o  receive medical treatment. - (Initialed) 

4. 1 understand that  the terms of any advance directive that 1 
have executed will be followed by  my caregivers t o  the extent 
permitted by law. (Initialed) 

5- 1 understand that I can change my mind a t  any time and that my 
decision will no t  result in the withholding o f  any benefits or 
medical services. (Initialed) 

PLEASE CHECK - ONE OF THE FDLLOWING STATEMENTS: 

I HAVE EXECUTED AN ADVANCE DIRECTIVE. 

I HAVE NOT EXECUTED AN ADVANCE DIRECTIVE. 

DATE: 
PatienVGuardian 

DATE: 
Health Care Provider Representative 



PATIENT SELF-DETERMINATION PROTOCOL FOR CERTIFIED 

HEALTH CARE PROVIDERS 

1. The Certified Health Care Provider shall inform all adult patients, in writing and 
orally, of information under Kentucky Law concerning their r ight to  make 
decisions relative t o  their medical care. 

2. The Certified Health Care Provider shall present each adult patientwith a 
written copy of the agency's policy concerning implementation o f  their 
rights. 

3: The Certified Health Care Provider shall not condition the provision of care or 
otherwise discriminate aaainst any patient based on  whether the ~ a t i e n t  has - .  
executed an advance d i rk ive .  

4. The Certified Health Care Provider shall document in the patient's medical 
record whether or no t  the patient has executed an advance directive. 

5. The Certified Health Care Provider shall ensure compliance with requirements 
o f  Kentucky Law concerning advance directives. 

6. The Certified Health Care Provider shall educate all agency staff and the 
general public concerning advance directives. 



APPENDIX X X I  

PATIENT SELF-DETERMINATION 

Policy: 

Advise all adult patients (a person eighteen 1181 years of age or older and who is o f  
sound mind) o f  their rights concernin advance directives. (According to  provider - 
type, i-e., admission, start o f  care, e t c  7 

Purpose: 

1. To assure individuals understand they have the right to: 

a. Accept or refuse medical or surgical treatment; and 

b. Formulate advance directives. 

Procedure: 

Each Ceitified Health Care Provider shall: 

1. Desi nate a person or persons responsible for informing adult patients of  their 
rig # t t o  make decisions concerning their medical care. 

2. Distribute t o  each adult patient the following information: 

a. The Cabinet for Human Resources' description o f  Kentucky Laws on 
Advance Directives. 

b. Agency policy regarding implementation of  advance directives. 

NOTE: Recommend distribution of additional information t o  assist patients 
andlor staff in understanding advance directives. The following materials are 
acceptable: 

'~dvance Directives Issues and Answers' 
Hospice of  the Bluegrass 

'Advance Directives, Living Will, Health Care 
Surroaate. Durable Power of Attomev' Video - - 

Hospice o f  the Bluegrass - 
'About Advance Medical Directives' 

Channing Bete Co., Inc 

'Living Will' 
Division of Aging Services 



. 
PATIENT SELF-DETERM t ~ ~ T l ~ ~ - ( ~ o c t i n u e d )  

'Planning For Difficult Times -Tomorrow's Choices" 
'Plannina For DifficultTimes - A Matter of  Choice' 

~ri;erican Association o f  Retired Persons 

3. Maintain living Will and Designation of  Health Care Sumgate documents for 
distribution t o  adult patients upon request. 

4. Documentation supporting compliance with the requirements regarding 
nondiscriminatory care shall be incorporated into the Quality Assurance - 
process. 

5. Documentation supporting the patient's decision to  formulate an advance 
dirediveshall be included in the medical record. (Recommend use of 
attached Advance Directive Acknowledgment Form.) A process shall be 

developed to assure appropriate staff are advised of  the patient's directive. 

6. Documentation supportin all aspects of the staff and general public education 
campaign shall be recor 8 ed by appropriate personnel. 

7. Stipulate by policy, family membersor guardians will be provided with 
information regarding advance directives when the patient is comatose or 

i 
\ 

otherwise incapacitated and unable to  receive the information. Once he or she 
is no longer incapacitated the information must be provided directly to the '\ ' 

adult patient. 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES APPENDIX IILB 

(FRONT OF CARD) 
i I 

I Info. I I ~Au i i ( ance1den6 f ic~60n  
Number @MID) is he lOd& nunber 
ceq*ed~blli~medcalccrvicer. 

~IWmrddharhab 
r r h o m h h e ~ i r .  ThO~me 
mhirbbdrrnaybematofarekdv~ 
wolh8r.-ledpanymdmpymt 
be M eligible member. 

I WHITE CARD (ALSO) 
TRANSMITTAL #19 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES APPEXDIX II-B 

KENTUCKY MEDICAL ASSISTANCE IDENIlFCATION (IKILIDJQMB.) CARD 

(BACK OF CARD) 

Nob'fration to redpiin of assignment Recipient's signature is not required. 

to the Cabinet for Human Resouroes of 
lhii paeiy paymenk. 



CABiNf3 FOR HUMAN RESOURCES 
DEPAKThTENT FOR MEDICAID SERVICES AFPENDIX 11-C I 

(FRONT OF CARD) 

400 BlakAve. 
FmMoli.KY40601 

Name of member eligible lo b ' 
a ciwilfied k5KamBenefid- 
w. ~ Y ~ p e r w n w h o s e  
name is in this b b d ~  is &#ble 
far Q.MB. benefits. 

Dam of Birth shorn month and 
year of b i  of eGgit4e i n d i i .  

RED, WHITE, AND BLUE CARD 
I 

TRANSMITTAL 919 



CABINET FOR HUMAN RESOURCES 
DEPARTMEI~T FOR MEDICAID SERVICES 

QUALIFIED MEOICARE BENEFICIARY 1DEHTIFlCATK)N (aM.B ) CARD 

(BACK OF CARD) 

I 

I I 
TRANSMITTAL $19 



-- 

CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-D 1 

I KENTUCKY MEDICAL ASSISTANCE OENTWCATION ~M.ALO.1 CARD FOR KENPAC PROGRAM ( 

C a s e n e m e d ~ s s s h o w l 0  
whomhcatdismailed. X i z p e ~ n  
may be hat of a d t i w  a other 
insrested parly and may not be an 

Medral AsrisBnce IdentYcdon 
Number (MAID) is lhe l04gil ntsnber 
reafLed for billing rnedel rervicas. 

TRANSMITTAL #19 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDlCAlD SERVICES 

KENTUCKY MEDICAL ASSISTANCE 1DENTFlCATION (MAID.) CARD FOR KEElPAC PROGRAM 

No(iliclm'0n to recipient of assignmen1 
m Uw Cabinet l a  Human Re-6 of 
hi peny paymeno. 

TRANSMITTAL 8 19 

~ Recipient% signamre is not required. 

I 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

I KENTUCKY MEDICAL A!3SISTANCE IDENTIFICATION (M.A.I.D.) CARD FOR LOCK-1N PROGRAM I 
(FRONT OF CARD) h b d d  Assistance Idenb'lkath Number (MAID) is the 

IOdgii m b e r  required f a  billing medval services. 

Bghiy period shwm daies of eligb4itj represented by 
this card ' Fmn'daie k first day of dgibikty of this 
card 70-d;de is day eligibTy of this card ends and 
is not.hduded as an el''& day. Kmm&y Medeid payments m'U be limited m 

thii physician (wim tk exception of emergency 
smkas and physidan refwal unless omem'se 
ahorired by the Ken* MecEcaid -ram. 

Name and a b s  of member eligible 
(or Medical Assisarm benemh. All 
ewble in&Auak in fhe Lode-In 

Depamnent for SxkI llmurdncs ES~ 

number. T I  i s  NOT lhe Uodical 
Assistance Mentifietion Number. 

PINK CARD 

Name, address, and pmvider nwnber 
of Lo&-In pharmacy. Payment for 
pharmacy selvicas is IimLed b this 
phmacj, except in cases of 
ememencv. In rase of emergency. 

I payment (C-r mwared ~ n i c e r  can be 
made Do any pamdpating pharmacy. I 
bf lhe & is given a, bre bckin 
program. 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-E 

KENNCKY MEDICAL ASSISTANCE lDENTlFlCATlON (MAID.) CARD M R  LOCK-IN PROGRAM 

(BACK OF CARD) 

tnkmp(ion (0 Provid3m. induding proce- 
d m 6  h emergency tmabmnt and 
iden( i f rmion0f~asshormonthe 
fmm of the card il im: ModL 

Notifdon to recipient of assignment 
t~ the Catirwn lor Human Resources 01 
mi panypaymentr. 

Redpienrs s i g m i a  is not required. 
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Provider NunIkr:  
( I f  Known) 

COMMONWEALTH OF KENTUCKY 
CABINET FOR HUMAN RESOURCES .. 

DEPARTMENT FOR MEDICAID SERVICES 
PROVIDER AGREEMENT 

THIS PROVIDER AGREEMENT, made and entered into as of t h e  day of 

, 19-, by and between the Commonwealth of Kentucky, Cabinet 

fo r  Human Resources, Department for Medicaid Services, hereinafter referred to  

a s  the Cabinet, and 
(Name of Provider) 

(Address of Provider) 

hereinafter referred to as the Provider. 

WITNESSETH, THAT: 

Whereas, the Cabinet for Human Resources, Department for Medicaid Services, 
i n  the exercise of i t s  lawful duties in relation t o  the administration of the 
Kentucky Medical Assistance Program (Pi t l e  X I X )  is required by applicable federal 
and s ta te  regulations and policies to  enter in to  Provider Agreements; and 

Whereas, the above named Provider desires t o  participate i n  the Kentucky 
Medical Assistance Program as  a 

(Type of Provider and/or level of care) 

Now, therefore, i t  i s  hereby and herewith mutually agreed by and between 
the parties hereto as foil  ows : 

1. The Provider: 

(1) Agrees to comply with and abide by a l l  applicable federal and s t a t e  
laws and regulations, and with the Kentucky Medical Assistance Program policies 
and procedures governing Ti t le  XIX Providers and recipients. 

(2) Certifies that he ( i t )  i s  licensed as a 
i f  applicable, under the laws of Kentucky for the level or  type of care t o  
which th i s  agreement applies . 

( 3 )  Agrees to comply with the civil rights requirements s e t  forth in 45 
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no 
payment to Providers of service who discriminate on the basis of race, color, 
national origin, sex, handicap, re1 igion, o r  age in the provision of services.) 
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(4) Agrees to maintain sich records a s  a r e  necessary t o  disclose the i , : 

extent of services furnished t o  T i t l e  X I X  recipients  for  a m i n i m u m  of 5 years 
and f o r  such additional time as  may be necessary i n  the  event of an audi t  
exception or  other dispute znd to  furnish t h e  Cabinet with any inionnation 
requested regarding payments claimed f o r  furnishing services. 

(5) Agrees t o  permit representatives of the  s t a t e  and/or federal government 
t o  have the r ight  to  examine, inspect,  copy and/or audi t  a l l  records pertaining t o  
the  provision of services furnished t o  T i t l e  X I X  recipients.  (Such examinations, 
inspections, copying and/or audi t s  may be made without p r ior  notice t o  t he  Provider.) 

(6) Assures t h a t  he ( i t )  is aware of Section 1909 of the  Social Security 
Act; Pub1 ic Law 92-603 (As Amended), reproduced on the reverse side of t h i s  
Agreement and of KRS 194.500 t o  194.990 and KRS 205.845 t o  205.855 and 205.990 
rela t ing to msdical ass is tance fraud. 

( 7 )  figrees to inform the Cabinet f o r  Human Resources, Department f o r  
Medicaid Services, 'within 3fl days of any change i n  the  following: 

(a )  name; 
( b )  ownership; 
( c l  1 ice~isureice!-ti f ication/regulation s ta tus ;  o r  
( d l  address. 

(8 )  Agrees not t o  discriminate i n  services rendered t o  e l ig ib le  T i t l e  i 
X I X  recipients on the basis of marital s t a tu s .  I Is 

(9) (a) In the event t h a t  the  Provider is a specialty hospital providing '-, -' 
services t o  persons aged 65 and over, home health agency, o r  a ski l led nursing 
f ac i l i t y ,  the Provider shall  be ce r t i f i ed  f o r  participation under Ti t le  X V I I I  
of the Social Security Act. 

(b) In the event t ha t  t he  Provider i s  a specialty hospital providing 
psychiatric services t o  persons age 21 and under, the Provider shall  be approved 
by the Joint  Commission on Accreditation of Hospitals. In the event t ha t  the  
Provider i s  a general hospital ,  t he  Provider shal l  be cer t i f ied for  par t ic ipat ion 
under Ti t le  X V I I I  of the Social Security Act or  the  Joint  Commission on Accredi ta- 
t ion of Hospitals. 

(10) I n  the event tha t  the provider desires  t o  par t ic ipate  in the physician 
o r  dental clinic/corporation reimbursement system, Kentucky Medical Assistance 
Program payment f o r  physicians' o r  den t i s t s '  services provided t o  recipients of 
the  Kentucky Medical Assistance Program will  be made d i rec t ly  t o  the c l i n i c /  
conorat ion upon proper issuance by the employed physician o r  dent i s t  of a 
Statement - of Authorization (MAP-347). 

This cl inic/corporation does meet the def ini t ion established for  
participation and does hereby agree t o  abide by a l l  rules ,  regulations, pol ic ies  
and procedures pertaining to  the clinic/corporation reimbursement system. 

2. I n  consideration of approved services rendered t o  Ti t le  X I X  recipients  
cer t i f ied by tCle Kentuckv Medical Assistance Program, the Cabinet :or Human 
Resources, Department for  Medicaid Services agrees, subject t o  the availabil  i  t Y  
of federa! and s t a t e  funds, to  reimburse the Provider in accordance with 
current applicable federal and s t a t e  laws, rules  and regulations and pol ic ies  
of the Cabinet for  Human Resources. Payment shal l  be made oni y upon receipt  
of appropriate bi l l ings  and reports as prescribed by the Cabinet for Human 
Resources, Deoartment f o r  Medicaid Services. 
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3. Either party shall have the right to  terminate this  agreement a t  any 
time upon 30 days' written notice served upon the other party by certified o r  
registered-iiail; provided, however, that  the Cabinet for Human Resources, 
Department for Medicaid Services, may terminate this agreement immediately for 
cause, o r  i n  accordance w i t h  federal regulations, upon written notice served 
upon the Provider by registered o r  cert if ied mail w i t h  return receipt requested. 

4. In the event of a change of ownership of an SNF, 'ICF, o r  ICF/MR/DD 
facil i ty,  the Cabinet for Human Resources agrees t o  automatically assign t h i s  
agreement to  the new owner i n  accordance with 42 CFR 442.14. 

5. In the event the named Provider in this agreement i s  an SNF, 

ICF, o r  ICF/MR/DD th i s  agreement shall begin on , 19-, w i t h  

conditional termination on 19-, and shall automatically 

terminate on , 19 , unless the faci l i ty  i s  recertified 
in accordance with appl icable r e g u l a t z s  and policies. 

PROVIDER 

BY: 
Signature of Authorized Official 

NAME : 

TITLE: 

DATE: 

CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

BY: 
Signature of Authorized Official 

NAME : 

TITLE: 

DATE: 



P.L. 92-603 iAU5 OF 92nd CONG.--2nd SESS. ( A :  Amended) 

PENALTIES f' -, 

Section 1909. (a) Whoever-- il ( 

(1) knowingly and w i l l f u l l y  makes o r  causes t o  be made any false statement o r  representation of a material 
f a c t  i n  any application for any benefit o r  paymnt under a State plan approved under t h i s  t i t l e ,  

(2) a t  any time knowingly and w i l l f u l l y  makes o r  causes t o  be made any false statement o r  representation 
o f  a material fact  f o r  use i n  determining r i gh t s  t o  Such beneftt o r  payment. 

(3) havtng knowledge of the occurrence o f  any event affecting (A) h is  i n i t i a l  o r  continued r i g h t  any 
such benefit o r  payment. o r  (8) the i n i t i a l  o r  continued r i g h t  t o  any such benefit o r  payment of any other 
ind iv idual  i n  uhose behalf he has applied f o r  o r  ts  receiving such benefit o r  payment. conceals o r  f a i l s  to 
disclose such event w i th  an in tent  fraudulently t o  secure such benefit o r  payment e i t he r  i n  a greater amunt or 
quan t i t  than i s  due o r  uhen no such benefit o r  payment i s  authorized. o r  ( 4 j  having made application t o  receive any such benef i t  o r  payment for the use and benefit of another and 
having recefved it. knowingly and w i l l f u l l y  converts such benefit c r  payment o r  any par t  thereof t o  a use other 
than for the use and benefit of such other person. 

sha l l  (i) i n  the case of such a statement, representation, concealment, fai lure, o r  conversion by any person i n  
connection with the furnishing (by that person) o f  items o r  services f o r  which pament i s  o r  may be mde under t h i s  
t i t l e .  be g u i l t y  o f  a felony and upon conviction thereof f ined not more than 525.000 o r  imprisoned f o r  not m r e  than 
f ive years o r  both, o r  (ii) i n  the case of such a statement, representation, concealment, fai lure. o r  conversion by 
any other  person. be g u i l t y  of a misdemeanor and upon conviction thereof fined no t  more than 510.000 o r  imprisoned 
for no t  more than one year. o r  bath. I n  addition, i n  any case uhere an individual rho i s  o t h e d s e  e l i g i b l e  for  
asststance under a State plan approved under t h i s  t i t l e  i s  convicted of an offense under the preceding provisions 
of t h t s  subsection. the State may a t  i t s  option (notwithstanding any other pmviston of t h i s  t i t l e  o r  o f  such plan) 
l i m i t .  r es t r i c t ,  o r  suspend the e l i g i b t l i t y  o f  that  individual f o r  such period (not exceeding one year) as i t  deems 
appropriate; b u t t h e  imposit ion of a l imi ta t ion,  rest r ic t ion.  o r  suspension w i t h  respect t o  the e l i g i b i l i t y  o f  any 
ind iv idua l  under t h i s  sentence shall not affect the e l i g i b i l i t y  of any other person for asststance under the plan. 
regardless o f  the re la t ionship between tha t  individual and such other person. 

( b ) ( l )  Whoever knowingly and w i l l f u l l y  s o l i c i t s  o r  receives any remuneration (includfng any kickback. bribe. 
o r  rebate) d t rec t l y  o r  indtrect ly.  over t ly  o r  covertly, i n  cash o r  i n  kind--. 

(A) i n r e t u r n  fo r  re fer r ing an indiv<dual t o  a person for  the furnishing o r  arranging for  the furnishtng 
o f  any i t e m  o r  service f o r  which payment may be made i n  whole o r  i n  part  under t h i s  t i t l e .  o r  

(8) i n  return f o r  purchasing, leasing, ordering, o r  arranging for o r  recomnending purchasing, leasing. o r  
ordering any good, fac t l i t y ,  sewice. o r  i tem f o r  which paylnent may be made i n  whole o r  i n  part  under t h i s  (, 
t i t l e .  .. ?, 

: >. 

sha l l  be g u i l t y  o f  a felony and upon conviction thereof. sha l l  be fined mt more than 525.000 or imprisoned f o r  no t  '. * 
mre than f ive years. o r  both. 

(2) Whoever knowingly and w i l l f u l l y  offers o r  pays any remuneration (Including any kickback, bribe, o r  rebate) 
d i r e c t l y  o r  indirect ly,  over t l y  or covertly. i n  cash o r  i n  kind t o  any person to induce such person-- 

(A) t o  re fer  an individual t o  a oerson f o r  the furnishing o r  arranqing for the furnishinq o f  anv i tem or  . . 
servfce for whtch paynent may be irade' i n  whole o r  i n  par t  under t h i s  t i i l e ;  o r  

- 
(8)  t o  purchase. lease. order, or arrange for o r  reccmend purchasing, leasing. c r  ordering any good, 

f a c i l t t y ,  service. o r  item for which payment may be made i n  whole o r  i n  par t  under t h i s  t i t l e ,  

shall be g u i l t y  o f  a felony and upon conviction thereof shal l  be fined not more than 525.000 o r  imprisoned f o r  not 
more than f i v e  years. o r  both. 

( 3 )  Paragraphs (1) and (2) shall not apply to-- 
(A) a discount o r  other reduction i n  pr ice obtained by a provider o f  services o r  other en t i t y  under t h i s  

t i t l e  i f  the reduction i n  pr ice i s  properly disclosed and appropriately ref lected i n  the costs claimed o r  char5~1 '  
made by the provider o r  en t i t y  under th i s  t i t l e ;  and 

(8)  any amount paid by an employer t o  a'n employee (who has a bona f ide employment relat ionship wi th  such 
employer) for employment i n  the provision o f  covered items o r  services. 
(c) Whoever knowingly and w i l l f u l l y  makes o r  causes t o  be made. o r  induces o r  seeks t o  induce the making of. 

any false statement o r  representation o f  a material f a c t  wi th  respect t o  the conditions o r  operation of any i ns t i t u t i on  
o r  f a c i l i t y  i n  order that  such i ns t i t u t i on  o r  f a c i l i t y  may qua l i f y  (e i ther  upon i n i t i a l  ce r t i f i ca t ion  o r  upon reCert i -  
f icatfon) as a hospital. s k i l l e d  nursing f a c i l i t y .  interPlediate care fac i l i t y ,  o r  home health agency (as those terms are 
employed i n  t h i s  t i t l e )  shal l  be gu i l t y  o f  a felony and upan conviction thereof shal l  be f ined not more than 525.000 
o r  imprtsoned f o r  not nore than f ive years. o r  both. 

(d l  Whoever knowingly and w i l l f u l l y - -  
(1) charges. f o r  any sewice provided t o  a pat ient under a State plan approved under t h i s  t i t l e ,  money o r  

other consideration a t  a ra te  i n  excess o f  the rates established by the State, or 
( 2 )  charges. so l i c i t s .  accepts. o r  receives. i n  addit ion t o  any amount otherwise required t o  be paid under 

a State plan approved under th is  t i t l e ,  any g i f t ,  money. donation, o r  other consideration (other than a charitable. 
re l ig ious,  o r  philanthroptc contribution from an organization o r  fmm a person unrelated to the 

( A )  as a precondition of admitting a pat ient t o  a hospital. s k i l l ed  nursing f a c i l i t y ,  o r  intermediate 
care fac i l i t y .  o r  

(8) as a requirement for the Patient's continued stay i n  such a f a c i l i t  . :( ... 
>> 

when the cost o f  the servlces provided rherein t o  the pat ient  i s  pa7d for  ( i n  whole o r  i n  par t )  ~ n d e r  the State 
olan. ,? . , 

shall be g u i l t y  of a felony and upon convicTion thereof shall be fined not more than 525.000 or rmprisoned for not 
more than f ive years. or both. 
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CERTIFICATION ON LOBBYING 
CABINET FOR HUMAN RESOURCES 

DEPARTMENT FOR MEDICAID SERVICES 

The undersigned Second Party certifies, to the best of his 
or her knowledge and belief, that for the preceding con- 
tract period, if any, and for this current contract period: 

1. No Federal appropriated funds have been paid or will 
be paid, by or on behalf of the undersigned, to any 
person for influencing or attempting to influence an 
officer or employee of any agency, a Member of Con- 
gress, an officer or employee of Congress, or an em- 
ployee of a Member of Congress in connection with the 
awarding of any Federal contract, the making of any 
Federal grant, the making of any Federal loan, the 
entering into of any cooperative agreement, and the 
extension, continuation, renewal, amendment, or modifi- 
cation of any Federal contract, grant, loan, or cooper- 
ative agreement. 

2. If any funds other than Federal appropriated funds 
have been paid or will be paid to any person for influ- 
encing or attempting to influence an officer or employ- 
ee of any agency, a Member of Congress, an officer or 
employee of Congress, or an employee of a Member of 
Congress in connection with this Federal contract, 
grant, loan, or cooperative agreement, the undersigned 
shall complete and submit Standard Form-LLL "Disclo- 
sure Form to Report Lobbying," in accordance with its 
instructions. 

3. The unde~signed shall require that the language of 
this certification be included in the award documents 
for all subawards at all tiers (including subcon- 
tracts, subgrants, and contracts under grants, loans, 
and cooperative agreements) and that all subrecipients 
shall certify and disclose accordingly. 

This certification is a material representation of 
fact upon which reliance was placed when this transac- 
tion was made or entered into. Submission of this 
certification is a prerequisite for making or entering 
into this transaction imposed under Section 1352, Ti- 
tle 31, U.S. Code. Any person who fails to file the 
required certification shall be subject to a civil 
penalty of not less than $10,000 and not more than 
$100,000 for such failure. 

NAME : 

TITLE : 

DATE : 
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Kentucky Medicaid Program 

Provider Information 

1. 
(Name) (County) 

2. 
(Location Address, Street, Route No, P.O. BOX) 

3.  
(City) (State) (Zip) 

4. 
(Office Phone6 of Provider) 

5 .  
(Pay to, In care of, Attention, etc. If different from above address.) 

6. 
Pay to address (If different from above) 

7. Federal Employee ID No. 

8. Social Security No. 

9. License NO. 

10. Licensing Board (If applicable): 

11. Original license date: 

12. Kentucky Medicaid Provider No. (If known) 

13. Medicare Provider No. (If applicable) 

14. Practice Organization/Structure: (1) Corporation 
- (2) Partnership - (3) 1nd-1 

(4) Sole Proprietorship (5) Pub1 ic Service Corporati on 
- - (6) Estate/Trust - (7)vement/Non-Prof i t 

15. Are you a hospital based physician (salaried or under contract 
by a hospital)? - yes - no 
Name of  hospital(s) 



16. If group practice, number of providers in group (specify provider type): 
- 

17. If corporation, name, address, and telephone number of corporate office: 

Telephone No: 

Name and address of officers: 

18. If partnership, name and address of partners: 

19. National Pharmacy No. ( I f  applicable): 
(Seven-digi t number assigned by the National Counci 1 for Prescription Drug 
Programs.) 

20. Physician/Professional Specialty Certification Board (submit copy of 
Board Certificate) : 
1st Date 

2nd Date 

21. Name of Clinic(s) in which Provider is a member: 
1st 

22. Control 'of Medical Facility: 
- Federal - State -ciunty - City 
- Charitable or religious 
- Proprietary (Privately-owned) - Other 
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23. Fiscal Year End: . 

24. Administrator : Telephone No. 

25. Assistant Admin: Telephone No. 

26. Controller: Telephone No. , 

27. Independent Accountant or CPA: 
Telephone No. 

28. If sole proprietorship, name; address, and telephone number of owner: 

29. If facility is government owned, list names and addresses of 
board members: 

President or Chairman of Board: 

Member: 

Member: 

30. Management Firm (If applicable): 
p~ - 

31. Lessor (If applicable): 

32. Distribution of beds in facility: 
Total Kentucky 

Total Licensed Medicaid 
Beds Certified Beds 

Acute Care Hospital 
Psychiatric Hospital 
Nursing Faci 1 i ty 
MR/OO 

33. NF or MR/OO owners with 5% or more ownership: 
Name Address % of Ownership 



34. Institutional Review Committee Members (If applicable): 

35. Providers of Transportation Services: 
Number of Ambulances in Operation:- 
Number of Wheelchair Vans in Operation: - 
Basic Rate $ (Includes up to - mi les) 
Per Mile b Oxygen $ 
Extra Patient $ Other $ 

36. Has this application been completed as the result of a change of ownership of a 
previously enrol led Medicaid provider? - yes - no 

37. Provider Authorized Signature: I certify, under penalty of law, that the infor- 
mation given in this Information Sheet is correct and complete to the best of 
my knowledge. I am aware that, should investigation at any time show any falsi- 
fication, I will be considered for suspension from the Program and/or prosecu- 
tion for Medicaid Fraud. I hereby authorize the Cabinet for Human Resources to 
make all necessary verifications concerning me and my medical practice, and 
further authorize and request each educational institute, medical/license board 
or organization to provide all information that may be sought in connection 
with my application for participation in the Kentucky Medicaid Program. i , . . *. 

s .\ 
:: ... ..7 

Signature: 

Name: 

Title: 

Return all enrollment forms, changes and inquiries to: 

Medicaid-Provider Enrollment 
Third Floor East 
275 East Main Street 
Frankfort, KY 40621 

- - -- 

INTER-OFFICE USE ONLY 
License Number Verified through (Enter Code) 

I Comments: I 
I Date: Staff: I 
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Agreement Between t h e  
Kentucky Medicaid Program 

and 
E l e c t r o n i c  Media B i l l i n g  Agency 

Th i s  agreement regards t h e  submission of claims v ia  e l e c t r o n i c  media t o  the  Kentucky 
Medicaid Program (KMF') . 
The h a s  

(Name of B i l l i n g  Agency) 

en te red  i n t o  a cont rac t  with 
(Name of Provider) 

,' t o  submit claims v i a  e l e c t r o n i c  media f o r  s e r v i c e s  provided t o  
(provider  Number) 

KNP r e c i p i e n t s .  The b i l l i n g  agency agrees:  

1. To safeguard information about  Program r e c i p i e n t s  a s  required by state and 
f e d e r a l  laws and regu la t ions ;  

2. To maintain o r  have access  t o  a record of a l l  claims submitted f o r  payment 
f o r  a period of at l e a s t  f i v e  (5) years ,  and t o  provide t h i s  information 
t o  t h e  KMP or  designated a g e n t s  of t h e  KMP upon reques t ;  

3. To submit claim information as d i r e c t e d  by t h e  provider,  understanding t h e  
submission of an e l e c t r o n i c  media claim is a claim f o r  Medicaid payment and 
t h a t  any person who, w i t h  i n t e n t  t o  defraud o r  deceive, makes, o r  causes  t o  
b e  made o r  assists i n  the prepara t ion  of any f a l s e  s tatement ,  misrepresen- 
t a t i o n  o r  omission of a material f a c t  i n  any claim o r  app l i ca t ion  f o r  any 
payment, r ega rd les s  of amount, knowing the same t o  be false, is s u b j e c t  t o  
c i v i l  and/or cr iminal  s a n c t i o n s  under appl icable  s t a t e  and f e d e r a l  s t a t u t e s .  

4 .  To maintain on f i l e  an author ized  s igna tu re  from t h e  provider ,  au thor i z ing  
a l l  b i l l i n g s  submitted t o  t h e  KMP o r  its agents.  

The Department f o r  Medicaid Services  agrees:  

1. To assign a code t o  t h e  b i l l i n g  agency t o  enable the  media t o  be processed; 

2. To reimburse the  provider  i n  accordance with e s t ab l i shed  po l i c i e s .  

T h i s  agreement may be terminated upon w r i t t e n  no t i ce  by e i t h e r  par ty  without cause.  

S ignature ,  Authorized Agent of B i l l i n g  Agency 

Date: 

Contact Name: 
S igna tu re ,  Representative of t h e  Telephone No. : 
Department f o r  Medicaid Services  

Date: Software Vendor 
and/or B i l l i n g  Agency: 

Media: 
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CABINET !mR mMAN F?EswKES 
DEP- FOR MEDICAID SERVICES 

K E W C K Y  MEDICAL ASS IS^ PROC;RAM 

Provider A g r e e m e n t  Electronic Media A d M u m  

This Aderdun to tbe Prwider Agreanent is n&e and entered into as of the - day 
of r 19-t by and btween the w d t h  of K e n t ~ c k y ,  Cabinet for 

H m n n  ~eomces, D q a b m x t  for Medicaid Services, hereinafter referred to as the 

Cabinet, and I 

N a n ~  and Address of Provider 

hereinafter r e f e d  to as the Pravider. 

Whereas, the Cabinet for Human Resources, D q a . h m ~ t  for Medicaid Senrices, in 
the exercise of its l a m  duties in relation to the administration of the K e n t u c k y  
Medical Assistance Prcgram (Title XM) is required by applicable federal and state 
replations and policies to enter into ?r* Aqxeerents; and 

Whereas, the &me-nams3 Prwider participates i n  the Kentucky Medical Assistance 
Prog-rm (m) as a 

I 

(Type of qrovider and/or Level of Care) Provider Nmlker) 

Naw, therefore, it is hereby and herewith mutually a g r d  by and l~ tween  the 
parties hereto as follows: 

1. Ihe Provider: 

A. Desires to sulanitclaims for services provided to recipients of the 
Kentudcy Medical Assistance =-am (Title XM) via electronic m d i a  
rather than via paper forms prescribed by the iQ4AP. 

B. Agrees to as- respnsibility for a l l  eledtronic media claims, 
vhetber s u h i t t &  directly or by an agent. 

C. kknr~ledges that the Provider's signatmre on this Agreemnt Addendm 
corstiMes mnpliance with the following certification requird of 
each individual claim transnittal by electronic d a :  

"This is to certify that the transmitted &?omtion is true, accu- 
rate, a d  ccmplete ard that any subsequent L~amactions which alter 
the information contained therein w i l l  ke reported to the KMAP. I 
understad that p a w  an3 satisfaction of these claims w i l l  be 
&an Federal and State funds and that any false claims, statemnts, 
or d o c w n t s  or concealment of a material f a d ,  may b= ~rosecuted 
urder applicable Federal and State Law." 
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D. Agrees to use EMC submittal proaedures and record layo~ts as defined 
by the Cabinet. 

E. Agrees tD refunl any payments &ch result fram claims king paid 
inappmpriately or inaccurately. 

F. Ackncwledges. that upn  acceptance of this Agrem-ent Addenam by the 
Cabinet, said Wdendum &xm?s part of the pr&ously aecuted Provider 
Pgrean=nt. All provisions of the prm-i.der Agr- remain in force, 

G. Agrees to re£urd t o  the State the pr:ocessing fee incurred for proces- 
sing any electronic media billing d t t e d  with an ermr rate of 25% 
or greater. 

2. ILRe Cabinet: 

A. Agrees to accept electronic media claims for seaices p e r f o m  by 
this provider and to reimburse the provider in accoxdance w i t h  stab- 
listed plicies. 

B. Agrees to assign to the provider or its agent a code to enable the 
lR33.a to ke ,pxcessed. 

C. Rserves the right of billing the prwider the processing fee incurred 
by the Cabinet for all claims suhitted by any electronic d a  billing 
that are feud to have a 25% or greater error rate. ( . 

Either party shall have the right to terminate this Mdendun up3n written notice ' i" 

without ouse. 

PROVIDER CABINET FOR fmlm lJasalRCES 
Depxctmnt for Medicaid Services 

BY: BY: 
Signame of Prwider Signature of A u t h o r i z e d  Official 

or Designee 

Contact Name: N a l ~ :  

Title: T i t l e :  

Date: Date: 

Telephone No. : 

Software Vendor 
and/or B21ling Agency: 

Media: 
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Commonwealth of Kentucky 
Cabinet f o r  Human Resources 

Department f o r  Medicaid Services 

HOME HEALTH AGENCY CERTIFICATION 

(Name of Agency) (Name of Patient)  

Date of Service 
(Vendor #) (County) TMonth) (Year1 

(City) (Sta te)  

This document serves t o  c e r t i f y  t ha t  benefits  f o r  Home Health Agency 
services have been ut i l ized t o  the f u l l  extent of T i t l e  XVIII benefits  under 
Par t  A and Part B and that  the request f o r  Program payment represents the Home 
Health Agency Services provided a f t e r  exhaustion of benefits  available under 
T i t l e  XVIII fo r  the above-referenced program recipient.  

I c e r t i f y  the above information is t rue ,  complete and correct  t o  the best 
of my knowledoe and belief .  

Rejected by Ti t l e  XVIII a Explanation: 
(Provide explanation i n  
space t o  the  r ight  of 
the box) 

Rejected by Util ization a Explanation: 
Review Mechanism 
(Provide explanation in 
space t o  the right of 
the box) 

Authorized Home Health Agency Representative 
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(REV. 7/91) THIRD PARlY LIABILITY 
LEAD FORM 

Recipient Name : MAID C 

Dateof Birth : Ad&": 

Date of Service : To: 

Date dAdrnission: Date of D i i g e :  

Name of lnsufance Company: 

Address: 

Policy #: Start Date: End Date: 

DateFiled with Camec 

Provider-- Prwider f :  

Comments: 

Signature: Date: 
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KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT 

RA NUMBER 
RA SEQ NUMBER 2 

CLAIM TYPE: 

PROVIDER NAME 
PROVIDER NUMBER 

HOME HEALTH SERVICES 

* PAID CLAIMS * 

INVOICE -RECIPIENT IDENTIPICATION- INTERNAL CLAIM TOTAL CHARDES NOT AMT. FROM CLAIM PMT EOB 
NUMBER NAME NUMBER CONTROL NO. SVC DATE CHARGES COVERED OTHER SOURCES AMOUNT 

023104 DONALOSON R 3000000000 9883324-552-580 030192-033192 265.00 10.00 0.00 255.00 365 
01 PS 4 PROWREV 550 QTY 4 030192-033192 240.00 8.00 232.00 365 
02 PS 4 PROC/REV 270 QTY 5 030192-033192 25 .OO 2.00 23.00 365 

CLAIMS PAID IN THIS CATEGORY: 1 TOTAL BILLED: 265.00 TOTAL PAID: 255.00 
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KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT 

RA NUMBER 
RA SEQ NUMBER 2 

CLAIM TYPE: HOME HEALTH SERVICES 

* DENIED CLAIMS * 

PROVIDER NAME 
PROVIDER NUMBER 

INVOICE -RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL 
NUMBER NAME NUMBER CONTROL NO. SVC DATE CHARGES 

023104 JONES R 4000000000 9838348-552-010 030192-033192 60.00 
01 PS 4 PROC/REV 550 QTY 1 030192-033192 60.00 

EOB 

262 

CLAIMS DENIED IN THIS CATEGORY1 1 TOTALBILLED1 60.00 
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KENTUCKY KEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT 

RA NUMBER 
RA SEQ NUMBER 2 

PROVIDER NAME 
PROVIDER NUMBER 

CLAIM TYPE: HOME HEALTH SERVICES 

* CLAIMS IN PROCESS * 

INVOICE -RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL 
NUMBER NAME NIJMBER CONTROL NO. SVC DATE CHARGES 

571384 JOHNSON P 200000000 9883342-564-210 030192-033192 120.00 
574632 MITCHELL J 400000000 9883347-575-240 030192-033192 240.00 

CLAIMS PENDING IN THIS CATEGORY: 2 TOTAL BILLED: 360.00 

EOB 



KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT 

RA NUMBER 
RA SEQ NUMBER 2 

CLAIM TYPE: HOKE HEALTH SERVICES 

* RETURNED CLAIMS * 

PROVIDER NAME 
PROVIDER NUMBER 

INVOICE -RECIPIENT IDENTIFICATION- INTERNAL CLAIM 
NUMBER NAME NUMBER CONTROL NO. SVC DATE 

324789 SMITH 5000000000 9883324'552-060 030192-033192 

EOB 

999 ' 

TOTAL CLAIMS RETURNED IN THIS CATEGORY: 1 
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KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT 

AS OF 04/06/92 
RA NUMBER 
RA SEQ NUMBER 2 

PROVIDER NAME 
PROVIDER NUMBER 

SUMMARY OF BENEFITS PAID 

CLAIMS PAYMENT SUMMARY CHECK NUMBER 3286364 

CLAIMS CLAIMS WITHHELD NET PAY CREDIT NET 1099 
PAID/DENIED PD AMT. AMOUNT AMOUNT AMOUNT AMOUNT 

CURRENT PROCESSED 2 255.00 0.00 255.00 0.00 48.00 

YEW-TO-DATE TOTAL 36 1340.00 50.00 1290.00 0.00 1290.00 

DESCRIPTION OF EXPLAINATION CODES LISTED ABOVE 

061 PAID IN FULL BY MEDICAID 
262 THE RECIPIENT IS NOT ELIGIBLE ON DATES OF SERVICE 
260 ELIGIBILITY DETERMINATION IS BEING MADE 
999 REQUIRED INFORMATION NOT PRESENT 
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PROVIDER lNQUlRY FORM 

Please remit b o t h  
copies of ihe inquirk 

Form to EDS. 

1. Provider Number I 3 Recipaent Name (first. iastl 

2. Provider Name and Address 14. Med ia l  Assislance Number 
I 
I 

1 5. Bitted Amount 6. Claim Service Date 

I 
17. RA 0ale 18. Inlernzl Conlrel Number 

1 l l l l l l 1 1 1 1 1 1 1  
9. Provider's Message 

10. 
' Sagnature Date 

dr Provider: 

This claim has been resubmitted for possible payment. 

EDS can find no record of receipt of this claim as indicated above. Please resubmit. 

T h i s  claim paid on in  the amount of 

This cla'im was denied on with EOB code 

This claim denied on with EOB 294 Xenpac Recipient. Referring provider number is 
missing or is not the Kenpac primary physician/clinic number for the date(s) of service." 

This claim denied on with EOB 295 "Kenpac Recipient. Billing and/or referring 
provider number is no1 the Kenpac priman/ physician/clinic for dales) of service." 

This claim denied on with €06 281 "Recipient has orher medical coverage. 
Bill other insurance first or attach documqntation of denial from the insurance carrier." 

Aged claim. Please see attached documentation concerning services submitted past the 12 month filing limit. 

Other: 



MAIL TO: EDS FEDERAL c0RPORAT;ON 
P. 0. BOX 2009 
FRANKFORT. KY 40632 

ADJUSTMENT REQUEST FORM 

FIU 
APPENDIX X I  

4. Provider NamelNumberlAddress 
. . 

11. Please specify REASON for the adjustment request or incorrect original claim payment. 

7. Billed Amt. 

IMPORTANT: THIS FORM WILL BE RETURNED TO YOU IF THE REQUIRED INFORMATION AND DOCUMENTA- 
TION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY OF THE CLAIM AND 
REMIlTANCE ADVICE TO BE ADJUSTED- 

12. Signature 13. Date 

5. From Date Service 

EDSF USE ONLY-DO NOT WRITE BELOW THIS LINE 

6. To Date Service 

10. Please specify WHAT is to be adjusted on the claim. 

8. Paid Amt. 

FieldlLine: 

9. R.A. Date 

New Data: 

Previous Data: 

FieldlLine: 

New Data: 

Previous 'Data: 
- 
3 ActionslRemarks: 
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(Revised 1/92) 

DEPARTMENT FOR MEDICAID SERVICES 
DRUG PRE-AUTHORIZATION POLICIES ANLI PROCEOURES 

The purpose of the Drug Pre-Authorization Procedure shall be to provide Department 
for Medicaid Services (OMS) recipients with access to certain legend drugs not 
normally covered on the OMS Outpatient Drug List, under the condition that 
provision of the drug(s) in question is expected to make an otherwise inevitable 
hospitalization or higher level of care unnecessary. The requests shall be 
referred to the Program by physicians, pharmacists, and social workers. 
Determinations shall be made based on the merits of the individual request and 
information received. 

To assist with determining the kinds of requests which shall be considered for 
pre-authorization, the following outline of criteria and procedures has been 
developed for your convenience. 

I. DRUG PRE-AUTHORIZATION CRITERIA 

A. Request Criteria 

1. The requested drugs shall be used in lieu of hospitalization to 
maintain the patient on an outpatient . . basis or prevent a higher 
level of care. 

2. The requested drug shall be a legend drug. The only exception 
shall be non-legend nutritional supplements when: 1) general 
pre-authorization criteria are met; 2) the patient's nutrition 
shall be maintained through the use of the nutritional product; 
and 3) the patient would require institutional care without the 
nutritional supplement. 

3 .  The requested drug shall be used in accordance with standards 
and indications, and related conditions, approved by the Food 
and Drug Administration (FDA). 

4. The requested drug shall not be considered for pre-authoriza- 
tion if it is currently classified by FDA as "less than 
effective" or "possibly effective" or if the labeler has not 
signed a rebate agreement with the Health Care Financing 
Administration (HCFA). 

5. Drugs on the formulary shall be tried, when appropriate, with 
documentation of ineffectiveness prior to pre-authorization. 
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6. The Program shall not preauthorize the trial usage of a 
maintenance drug except when the drug has been tried for at 
least two (2) weeks with successful results prior to the 
request. In these cases, when all criteria shall be met, 
retroactive pre-authorization for two (2) weeks shall be 
considered in addition to the usual pre-authorization period. 

B. Pre-Authorization of Therapeutic Categories 

Any therapeutic category may be considered for pre-authorization in 
accordance with the diagnosis. However, a1 1 Program criteria and 
guidelines shall be met. 

C. Guidelines For Specific Drug Categories 

1. Analgesics 

Requests for analgesics shall be approved for cancer, AIDS, 
spinal cord injury, and rehabilitation patients up to a period 
of six (6) months. A seven (7) day approval may be made 
following out-patient surgery. 

2. Antibiotics 

Requests for antibiotics shall be considered ONLY if culture 
and sensitivity tests have identified specific sensitivity or f 

ONLY if drugs included on the Drug List have been tried 
unsuccessfully. However, if a course of treatment had been 
started while hospitalized, consideration shall be given to the 
request. 

3. Anti-Inflammatory Otugs (NSAID's) 

Request for anti-f lammatory drugs shall not be pre-authorized 
unless drugs on the Drug List or NSAID certification 1 ist have 
been tried unsuccessfully. 

4 .  Antituss'ives, "Cough Mixtures ," Expectorants, Antihistamines 

Request for "cough mixture" preparations such as expectorants 
and antitussives shall not be pre-authorized. Only specified 
antihistamines may be preauthorized if a1 1 other criteria have 
been met. 

5- Chemotherapeutic Agents 

Request for anti-neoplastic agents shall be considered for 
approved FDA indications. 
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6. Hypnotics and Sedatives 

Requests for sedatives and hypnotics shall be considered only 
after covered antidepressant or antipsychotic drugs have been 
tried unsuccessfully and if hospitalization would be 
prevented. Also these requests shall be accompanied by an 
appropriate psychiatric diagnosis. Hypnotics and sedatives 
shall not be approved for more than two (2) weeks, unless there 
is a diagnosis of terminal cancer. 

7. Maintenance-Type Drugs 

Requests for maintenance-type drugs shall be considered only if 
the drugs have been tried for at least two (2) weeks with 
successful results prior to the request and related drugs on 
the formulary have been unsuccessful. 

81 Non-Legend Drugs 

Non-legend (over-the-counter) drugs shall be excluded from 
coverage under drug pre-authorization. 

The only exceptions shall be non-legend nutritional supplements 
as noted in I. A. 2. above and nicotinic acid. 

9. Ophthalmics and Topical Preparations 

Requests for ophthalmics or topical preparations shall not be 
preauthorized unless related preparations included on the Drug 
List have been tried unsuccessfully, and a higher level of  care 
would ensue without further medication. 

10. Tranquilizers, Minor 

Requests for minor tranqui 1 izers shall be considered on1 y for 
acute anxiety, alcohol or drug withdrawal (with a one (1) month 
limitation), cancer, seizure disorders, and quadriplegia/ 
paraplegia. 

11. Ulcer Treatment Drugs, Legend 

On the basis of ulcer symptoms, legend ulcer treatment drugs 
may be preauthori zed if other applicable pre-authorization 
criteria are met. 

12 Total Parenteral Nutrition' 

May be preauthorized if the need exists. 
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13. Transdermal Anti hypertensive Medication 

Transdermal anti hypertensive medication may be pre-authorized 
without first prescribing oral forms when the prescriber 
certifies that the medication is certified for an elderly 
patient who is unable to follow directions in us~ng oral forms 
of the medication. 

D. Pharmacy Lock-In 

The pharmacy originally selected by the recipient shall remain the 
provider during the period of the pre-authorization unless a valid reason 
for change exists. 

E. PreAuthorization Period 

The maximum period for which any drug shall be preauthorized shall be six 
(6) months. A request for renewal shall be considered if the need for 
the drug continues to exist. Extensions may be backdated i f  the dates do 
not interfere with already existing segments on the drug file. 

F. Minimum Cost Requirement 

Only those requests for oral, non-liquid drugs which cost $5.00 or more 
to the pharmacy for a month's supply or a course of treatment shall be 
considered for pre-authorization. 

% 
6. Routine Immunizations .. ,.? 

Immunizations requested for routine health care shall not be approved. 
An underlying medical condition which would make the patient more 
susceptible to the disease must be present. 

H. Exceptions to Existing Policy 

The Commissioner for the Department for Medicaid Services, or his 
designate, may grant an exception to existing policy when sufficient 
documentation exists :o override this policy. The request should be 
written, or followed up in writing, if necessary. 




