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 Kurse 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, follow-up
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 Timited but includes cleanings, oral examinations, X-rays,

filling, extractions, palliative 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 EQUIPMENT

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

DEPARTMENT FOR MEDICAID SERVICES

EARLY PERIODIC, DIAGNOSIS, AND TREATMENT (EPSDT)

Under the EPSDT program, Medicaid-eligible children, from birth through the

birth month of their twenty-first birthday may receive the foliowing 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 Immunizations

(EPSDT) SPECIAL SERVICES PROGRAM

The EPSDT Special Services Program considers medically necessary items and ser-
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. A1l services shall be prior authorized by the Department for Medi-
caid Services. .

FAMILY PLANNING SERVICES

. Comprehensive family planning services shall be available to all eligible Medi-
caid recipients of childbearing age and those minars 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 also shall be available through private physicians.

A complete physical examination, counseling, contraceptive education and educa-
tional materials, as well 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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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES '
' HOME HEALTH SERVICES MANUAL

DEPARTMENT FOR MEDICAID SERVICES

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.
HOME 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 111 relief 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 all rights to certain separately available Medicaid services which
shall also be included in the hospice care scope of benefits.
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CABINET FOR HUMAN RESQURCES

DEPARTMENT FOR MEDICAID SERVICES
HOME HEALTH SERVICES MANUAL

DEPARTMENT FOR MEDICAID SERVICES v

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 comptica-
tions of a chronic illness, injury, impairment, necessary diagnostic procedures,
maternity care, and acute psychiatric care. A1l 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
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 services 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 COMMISSION 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.

LABORATORY SERVICES

Coverage of laboratory procedures for Kentucky Medicaid participating indepen-
dent Iaboratorzes includes procedures for which the laboratory is certified by

Medicare,
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DEPARTMENT FOR MEDICAID SERVICES

LONG TERM CARE FACILITY SERVICES

INTERMEDIATE CARE FACILITY SERVICES FOR THE MENTALLY RETARDED AND
DEVELOPMENTALLY DISABLED (ICF/MR/DD)

The Kentucky Medicaid Program shall make payment to intermediate care facilities
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-

ries.

The need for the ICF/MR/DD level of care shail be certified by the Kentucky Medi-
caid Peer Review Organization (PRO).
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DEPARTMENT FOR MEDICAID SERVICES
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DEPARTMENT FOR MEDICAID SERVICES

MENTAL HEALTH SERVICES .
COMMUNITY MENTAL HEALTH CENTER SERVICES

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

through:

- Qutpatient Services
Psychosocial Rehabilitation
Emergency Services
Inpatient Services
Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may receive services
from the community mental health centers and possibly avoid hospitalization.
There are fourteen (14) major centers, with satellite centers available. 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 facility
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

utilization control mechanism.
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DEPARTMENT FOR MEDICAID SERVICES

TARGETED CASE MANAGEMENT SERVICES

ABULTS 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 prov{ded to Severely Emotionally
: Distrubed (SED) children who need assistance in obtaining medical,
educationai, social, and other services.

NURSE AHESTHETIST 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-legend 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 individual pharmacists and providers 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 cutpatient 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 includeéh

Office visits, medically indicated surgeries, elective sterilizations*, deliver—
ies, chemotherapy, selected vaccines and RhoGAM, radidlogy services, emergency
room care, anesthesiology services, hysterectomy procedures*, consultations,
second opinions prior to surgery, assistant surgeon services, oral surgeon ser-

vices, psychiatric services.

*Appropriate consent forms shall be completed prior to coverage of these proce-
dures.

Non—covered services inciude:

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

Limited coverage:

Certain types of office exams, €.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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DEPARTMENT FOR MEDICAID SERVICES

PODIATRY SERVICES

Selected services provided by licensed 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 superv1s1on.

“PREVENTIVE REALTH SERVICES

Preventive Health Services shall be provided by heaith 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 licensed, participating primary care centers include medical servic-
es rendered by advanced registered nurse practitioners as well as physician,
dental and optometric services, family planning, EPSDT, laboratory and radiology
procedures, pharmacy, nutr1t1ona1 counseling, social services and health educa-
tion. Any limitations applicable to individual program benefits shall be gener—
ally applicable when the services 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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DEPARTMENT FOR MEDICAID SERVICES

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 areas-where 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.

TRANSPORTATIOR 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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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES :
' HOME HEALTH SERVICES MANUAL

ELIGIBILITY INFORMATION

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 e1191b111ty for Medicaid, in-
clude: :

AFDC (Aid to Families with Dependent Children)

AFDC Related Medical Assistance |

State Suppliementation of the Aged, Blind or Disabled
Aged, BTind; or Disabled Medica{ 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
Tocal Department for Social Insurance, Division of Field Services office in the
county in which they tive. 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-to—month eligibility period.

Eligible individuals with excess income for ongoing eligibility may be eligibie
as a “spend down™ case if incurred medical expenses exceed the excess income
amount. Individuals eligible as a “spend down" 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.

-

Dup]iéate MAID cards may be issued for individuals who original card is lost or
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,

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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CABINET FOR HUMAN RESOUR

CES

DEPARTMENT FOR MEDICAID SERVICES

'APPENDIX IT-R

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION {M.ALD.) CARD

(FRONT OF CARD) _

Bligibility period is the month, day and year
of Kentucky Medicaid eligibfity represented
by this card. * From™ ctate is first day of
eligibiity of this card. "To® data is the day
eligibility of this card ends and is not
included as an eligible day.

requirad for bil

Depaitment for Sodial . Code
Insurance case number, This mht;’;eof&mmm
is NOT tha Medical Assistance coverage,
Identification Number i

Medical Assistance ldentification

. Number (MAID) is the 10-digit number

ling medical services.

Case name and addrass show to

whom the card is mailed. The name

in this block may be that of a relative

or other intarestad party and may not
- be an eligible member.

Progtam
Statistical Purposes

Name of members efigible for Madical As-
sistance benefits, Only those persons

whose names are in this block are sligible
for Kentucky Madicaid Program.boneﬁts.‘

L4

Date of Birth shows month and year of
birth of each member . Refer to this block
when providing services limited to aga.

WHITE CARD
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-a

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.AL.D.) CARD

BACK OF CARD
¢ ) Information o Providers.
fnsurance

codes indicate type of
insurance coverage as
shown on the front of the
card in “Ins.” block.

RECIPIENT OF SERVICES
1. This card may be uced 1o obtain oadain serices ko
dentists, ¢

oneach blling statecnent pracissly 83Contained on this card In order for payrmeat mmmmmmmdm :
0 be frade. mmmwmmmm

2. Show this cand whenever you mmm«mm
ed, 10 the person who provides theds services 16 you.

1Ywﬂuub-lmwddhud.mm-m-mm
wlighis for benelis. For your prowection, pleess sign onthe Tne below,
and destroy your old card. Remamber that i i again the baw for
anyone i Uee this card excapt the persons lisied on the front of this card.

;lmmmmmmmuumm

Notification to recipient of assignment Redipient's signature & not required.
to the Cabinet for Human Resources of

third party payments.
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, APPENDIX XII .
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 pharmacists and social workers who
are working directly with the recipient’s physician shall aiso

be accepted.

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

B. Transmittal Methods

1. MHritten Requésts

The drug pre-authorization may be made IN WRITING TO: - £DS, 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. EST/EDST, on Monday
-through Friday (except during holidays):

Telephone Number: 1-800-756-7558

Qut of State: (502) 227-9073

INFORMATION REQUIRED FOR A DETERMINATION

Persons requesting a pre-authorization of medications shall provide
information,- 1ine for line 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.

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.

B. 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 will NOT assume
responsibility for calling physicians for more information.



/

APPENDIX XI1 ,

C. Unusual or unique situations shall be reviewed by consultant
pharmacists, physicians, and recognized Unjversity staff.

et

D. When the medication is not on the DMS Drug List and i1s 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.

NOTIFICATION OF DISPOSITION

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

1. DISAPPROVALS: wWhen 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 phbne
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 L
until reviewed and approved by pre-authorization staff members. If s
any change should occur, i.e. NDC#, MAID#, quantity, etc., please "
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 shail be eligible on date of service.
Verify by checking the recipient's Medicaid card.

pops
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VII.

A?PENDIX XI1
PHARMACY INFORMATION o
A.  Reimbursement for Preauthorized Drugs
1. Selected pharmacies shall be reiﬁbursed at the lower of the
MAC, if applicable, or Average Wholesile 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. ’

B. Pharmacy Billing 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 questfons regarding payment for submitted

preauthorized drugs, EDS should be contacted at 1-800-756-7557 or at
EDS, PO BOX 2009, FRANKFORT KY 40602.

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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wquester: Please comolete

. [oultinedi fields. - ° . - Date:_____________
\armacist: Pié;a;s:é_f_;égsplete '
o] r 1e ’ .
marked by an Kentucky Medicai Assigtance Program gg!sl to:
astefisk. % Drug Prior Authorization/Authcrization To Blil P.O. Box 2035
- Frankdont, KY
40602
Pharmacy Provider Nox __ __ _ _ _ _ _ _ 1 Prescribing Physician Ucense Number__ _ _ _ _ _
honed( ) | [Phonesd ()
PA Number Dtum@ﬂmo u;c °
Btrength| Qiantity] . | Begin Date TEnd Date
————’ X + e —— * .
MHagnosis|
‘om
PA Number |Drug: Namei IH&?_ e
Strongthl Quaniity | Begin Date End Date
Quantity * |
Dl.cnodlj
Other:Drugs:Tried - Without: Positive -Resufts::|
Notes
MI Qumtltyi :odn Date End Date
Diagnosis] )

Other:Drugs::Tried:Without: Positive:Reeuits::

Notes

CAUTION: THE ABOVE RECIPIENT MUST BE ELIGIBLE ON THE DATE OF SERVICE. VERIFY BY CHECKING
THE RECIPIENT'S MEDICAID CARD.

OFFACE USE ONLY

" TPPROVED

Drug is of type aiready covered on KMAP Formutary.

Drug is to be used in accordance with FDA standards and indications.
Drug is rated “possibly or tess than effective™ by the FDA

Cther :

RIOR ANTUQOARTTATIAN RTANEST T-RNN_TS5A =cco
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(Rev. 2/88)

Agency Name
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APPENDIX XIII

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

Home Health Program

Vendor #

Agency Address

CERTIFICATION FOR DISPOSABLE MEDICAL SUPPLIES

Patient’s Name MAID #
Address Medicare #
Birthdate

Dther Insurance

Jiagnosis

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

Indicate Directions for Use of the Supplies)

wnticipated Duration of Need: - 0-30 days : 1-6 months
Lifetime Indefinite
Date ' Physician's Signatu.re
Address
, Liceﬁse 7

lust be signed and dated by the physician.
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MAIL TO: EDS APPENDIX XIV

P.0. BOX 2009
_ FRENKFORT, KY 40602

CASH REFUND DOCIMENTATION

1. Check Number - {2. Check amount’
|

3. Provider Name,/Namber/AJdress {Z. Recipient Name
' H
] . )
I5. Recipient Number
I
| .
6. Fram Date of Service {7. To Date of Service . {8. RA Date
_ ‘ | .
: { {
9. Internal Control Number (If several ICNs attach RAs)

T —— ——— —— e rr—— g at——nr | ra— it m— rm—

Reason for Refund: (Check appropriate blank)

a. Payment from other source — Check the category and list name
____ Bealth Insurance (attach a copy of EOB)
____ Anto Insurance
- Medicare paid
__ Other

—

b. Billed in error
€. Doplicate payment (attach a copy of both RA's)

If RA's are paid to 2 different providers specify to which provider
mmber the check is to be applied. _

d. Prodessing error OR Overpayment
Explain why

e. Paid to wrong provider

f. Money has been reguested - date of the letter _ / /
(Attach a copy of letter reguesting money)

g. Other

Contact Name Phone:
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Appendix Xy

Case Management Pratocol
Home Apnea Monitoring

" Kentucky Medical Assistance Program
Department for Social Insurance
Cabinet for Human Resources

June 18, 1984

M{chigan Department of Pgb!ic Health -
Case Management Protoco] for Medical and Nursing Care
oT_the Home Apnea Monitored (hi:d was used as & gquide




REPORT .
MEDICAL ASSISTANCE ADVISORY COUNCIL ~

Special Committee for
Home Agnea Monitoring

Attached 1s a final draft copy of the case management protocal far Home
Apnea Monitoring.

The special conmittee to review the protocol related to apnea/bradycardia
home monitoring met Tuesaay, May 15, 1984, as requested by the Kentucky
Medical Assistance Advisory Council at its regular meeting of Maren 7,

Ms. Janet Rodgers, L.P.T., with the Visiting Nurse Associatiofn of Louisville,
Kentucky, servea as chairperson for the committee. Also serving on tne
cormittee and in attendance at the meeting were the following people:

Dozne Fischer, M.0., Oepartment of Pediatrics, University of
Kentucky Medical Center, Lexington, Kentucky

John Raoberts, M.D., Necnatologist, Cepartment of Pediatrics,
Kosair-Childrens Hospital, Louisville, Kentucky

Patricta K. Nicol, M.D., Director, Otvisfon of Maternal and
Child Health, Department for Health Services

Joy Davis, R.N., Continuity of Care Loordinatar, Kosair-
Childrens Hospital, Louisville, Kentucky

Haggie Murray, R.N., Administrator, St. Claire Medical Center
Home Health Agency, Morehead, Kentucky ‘

1da Lyons, Program Coorcinator, Sudden Infant Jeath Syndrome
Program, Division of Maternal and Child Health

Additional people in attendance were:

Nileen Verbeten, Executive Director, Kentucky Home Healtn
Association

Fletcher Lutcavish, Assistant Director, Division of Meaical
Assistance, Deparument for Sccial Insurance

Jean Farrisee, Supervisar, Alternate Care Section, Division
of Medical Assistance

Peggy Nelson, R.N., Medical Policy Analyst, Electronic Data
Systems Federal ‘

Barbars Knox, Program Coordinator, Home Health Services, Division
of Medical Assistance

In developing this protocol, the committee considered recent data avail-
able on home apnea monitoring as well as using the expertise of the
members of the comitlee,

The committes recommended that the KMAP follow the guideiines of tnis
arotocol in determining reimbursement and approving home apnea monitoring.
The comittee would welcome the use of this protocoi by groups associated
with and {nterested in home apnea moniloring.



The committee. feltr strongly that home monitoring must be a) pracadeg by
a 24-48 hour period of haspitalization for evaluation ang diagnostic

«0rkup, b) coorginated prior td qischarge, c} followea-up with criteria
established, and d) discontined wnen the monitor is no longer meaically

necessary.

—

The pneumcgram testing could presently be resimbursed as a hospital
inpatient or cutpatient service. :

The comnittae recognizes that at the present time, however, there is rg
XMAP coverage for the pneumogram tTesting and evaluation provided in tne
patfent's home. Since tnis may be necessary in determining the approgri-
ateness of giscontinuing the monitor, the committes strongly recommeads
That coverge be mage available for the pneumogram ana interpretation
provided in the ncme, Timely discontinuacion of the monitor has the
patential of saving the KMAP money whicn would otherwise be billed as
rental for & prolonged lengtn of unnecessary service,

/pp



The protoco]l is the product of a Special Committee convened
in May 1984 at the request of the Kentucky Medicsl Assistance
Advisory Council to provide advice and gquidelines on .the
current state of knowledge and practice in the utilizatien of
apnea aonitors. The Committse was organized because the Home
Hedlth Technical Advisory Committee recognized the need to
develop appropriate standards and policies regarding the
utilization of Apnea/bradycardia menitors in order to assure
quality and safe care to Medicaid recipients.



Case Management Protaocal
Home Apnea Monitoring
Kentucky Medical Assistance Program
" Dapartment for Social Iasurance
Cabinet for Human Resgprces

Introduction

THE PURPOSE OF THIS PRQTOCOL is to communicate the optimal components of
service for children suspected qof having apnea. The protocol will be ut{lizse
by the Kentucky Medical Assistance Program (KMAP) in approving raquests for

financial reimbursement for apnea dradycardia monitors.



Protocaol

. MEDICAL CRITERIA FOR APNEA DIAGNOSTIC WORK-UP AND PLACEMENT OF HOME

MONITORS

A. Definition of Apnea: The American Academy of Pediatrics Task Force

on Prolongaed Apnea defines prolonged apnea as "cessation of
breathing for 20 seconds or longer, or as 2 briafer episode
associated with bradycardia, cyanesis or pallor.”

8. Etfology: Etfelogy inciudes but is not limited to seizure
disorders, savere anemia, gastro-esophageal reflux, hypoglycemia,
other metapolic disorders and impaired regulation of breathing.

C. Population at Risk

‘Child)with observed apneic episode {without demonstrable

cause

‘Child with history of apnea, cyanosis, birth asphyxia or
hypoxia of any cause ’ .
*Siblings of SIOS infant .

‘Prematurs infant less than 1500 grams

-winfant of drug dependent mother

‘Child with tracheostomy

“Salezted children with certain cardiac arythecizs
‘Children with specific seizure disorders

0. Elements of Diagnostic Work-Upl

1. REQUIRED elements of study

*History and physical examinatien
‘Laboratory studies
CBC
Urinalysis :
Chem § - {Sodium, Potassium, (0
Glucose, Chloride}
Caicium
Magnesium
Creatinine
*Cardio-respiratory monitoring {inpatient) for 24-48 hour
with close professional observation of child
‘Chest x-ra3y ‘ .
*EXG

29 BUN,

1If the capapility for proper testing/analysis is unavailable, we recommend
appropriate referral or consultation

PN
K
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II.

2. Recommended further studies as indicated

*Pneumogram

*EEG '
*Blood/septic work-up
*Upper GI '

‘Spinal tap/lumbar puncturs
*CT Scan

E. Criteria for Monitor Placement
1. Presence of one or more

‘Documented episode(s) of apnea with no treatable cause or an

inacequate response to treatment ,

*Documented episode of apnea with bradycardia, cyanosis or pallor
. *‘History of apnea deascribed by parent or carstaker bised on

physician's best informed judgement and evaluation of testing

*Abnormal ventilatory pattern on pneumogram

*SIDS sibling )

*‘Myltiple-birth SIDS survivor(s)

“Potential for airway abstruction

2. Monitor order and need far monitor must be included as part of
physictan's order/{nrormation on Home 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
medical evaluation and recertification for continuing need of
monitor or discontinuation

‘The physician qordering and recertifying the need for the monitor
must not be affiliated with the company supplying the monitor

G. Criteria for Discontfnuation of the Monitor

*No clinical apnea for 2 months unless sibling of SIDS. For
sibling of SIDS should leave monitor for 2 months longer than
number of menths of life of SIDS

‘Parent preparation and readiness

*Clinical judgement .

HOSPITAL DISCHARGE PLANNING
The foliowing items are the responsibility of the hospital staff under the

direction of the physician ordering the monitor. A1l activities must be
completed and daocumented in the child's record prior to discharge.




8.

Assessment

‘Parent(s)z ability, acceptance and understanding of the
purposes, responsibilities, risks ana oenefits of nome
zonitoring

‘Appropriateness cf home environment

*Family support systems and coping abilities

*Financial abflity to support home care costs, inciuding
utilittes |

Equipment (supplied to parents prior to discharge)
‘hpriea and bradycardia monitor3 which has been used by the
infant for a minimum of 24 hours prior to hospital discaarge
*Two sets of connecting equipment appropriate for the manitor
(1eads, belts, tabs, etc.)
“Power failure alarm ({if not incorporated into monitor)
‘Qbservation and incident record sneets

Teaching ({includes instruction, discussion, demonstration of and
the return demonstration by parents)

“Placement of equipment

*Attachment of monitor to child

‘Operation of monfitor, including setting alarm sensit1v1tj
*Reading and {interpretation of alarm

*Response sequence to monitor alamm

*Infant resuscitation techniques (use of moutn-to-mouth and CFR)
‘Recording of necessary information on forms

- *Emergency support plan, including names and phone numbers for:

Hospital. emergency rocm
Key hospital staff
Physicians
Energency squad or ambuiance
Power ccmpany
Medical equipment company for monitor nalfunctlon or’
failuyre
Home health agency nurse
child care person
Transportation to hospital
*Safety measures
Proper gruunding
Access to telephone
Available flashlight
Noise control .
Clgse supervision of youﬁ’_giblfngs
Instruction to oider siblings
Secure placement of mgnitor

z?arent(s) refers throughout to ‘parent or caretaker.
This excludes the use of pad type moaitors.

St



D. Written Instructions (to be sent home with parents and to be atzached
to all home health agency referrals)

‘ATl items in II-C (Teaching and Instruction) above
. Physician referral |

‘The physician must contact the Home Health Agency and es-
tablish a Home Health Plan of#Treatment to order the
monitor and nursing visit(s).” The Home Health Agency
should work in close collaboration with the physician
and hospital personnel in contacting the medical equip-s

‘ment company and making arrangements for the equipment. _

*Primary care physician (unless alresady the aordering physician).

F. Comunity Referrals

‘Financial aid

*Social services
‘Pareant support groups
‘Mental health

{11, COMMUNITY SERVICES
A. Responsibilitifes of Home Health Agency Nurse

1. Collaborate with hospital staff to assure continuity of
coordinated care between hospital and nome

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

3. Assess, review and reinforce all items in II-A througn D
page 5-7

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

5. Assist in identifying additional resources {especially fg¢.-
relief) as needed '

6. Review and support the child's normail growth and development
with special emphasis on incorporating the child into the
normal family structure . _ .

7. Review plans for follow-up care and coordinate community
referrals '

4Every child discharged with 2 monitor will be referred to a home health
agency prior to discharge. Contact should occur between the home health
agency and the hospital discharge planner to discuss specific patient care
needs., :

< .
“Tquipment should be delivered and appropriate aspects of the emergency plan
reviewed with the parent(s) prior to discharge.



8‘

9.

10.

Review and report pertinent findings to the primary cars
physician aor apnea physician consultant at a minimum of every 2
manths, 1.e. number of spells of apnea; how long lastad:
description of spell; condition of patient during spell;

was CPR/gentle shaking required, how long since last spell,
atc,

Prepare family for eventual discontinuation.of monitor

Offer. emotfonal support to family and be cognizant of typteal
parental reactions -

B. Respongibilities of Medical Equipment Suppliers

1.

41
5-
6.

Collaborate with hospital staff and home health agency to assure
continuity of services between hospital and home :

Provide appropriate equipment and related supplies
Machine aperation
2. Review machine operation with piarent(s) and
supply writtan instructions
b. Evaluate equipment in home within first week,
f.e. written 7<port to physician and home health nurse
Maintain equipment
Review appropriata aspects of emergency plan with parent(s)

24 hour answering'service and respond to calls regarding
monftor malfunction or failure in timely manner .

C. Respcnsibilities of Primary Care Physicians/Apnea Fhysician

Consultants

1. Inftiate necessary referrals

2. Primary care physician snd apnea physician consultant {if
applicable) should coordinate patient's cars.

3. Provide ongoing educaticn to parents regarding the pathology
underlying the child's apnea and ‘regarding eventual discon-
tiouation of monitor

4. Provide emotional support

S. Child's progress should be evaluated by consultant or primary
care-‘physician at a minimum of every Z months after placement
of maonitor

6. Reyiew the history of apnea and daily log of the child's status

7. Review laboratory results

S



Evalyaze bload Tevels Qf.prgscznibed zedica
Theophylline, Phencbarbital, etc.) tion ({.e.

Discontinuation af monf{tor with ;
to family apprepriats explanation
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for Care of the
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The protocel 1s the product of a Special Committee convened
at the request of the Kantucky Medfcal Ass{stance Advisory
Council to provide advice and guidelines on the current state
of knowledge and practice in the care of the home ventilation
patient. The Committee was orginized because the Home Health
Technical Advisory Committee recognized the need to develop
.appropriate standards and poiicies regarding the care of the
home ventilation patient {n order to assure qualfty and safe
ca;'e to Medicaid recipients.

.\’(m\\.
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Case Management Protacol
for Care of the
Home Yentilation Patient
Kentucky Medfcal Assistance Program
Department for Soctial Insurance .
Cabinet for Human Resources

Introduction

THE PURPOSE GF THIS PROTOCOL {s to communicate the optimal components of
managing the ventilator dependent patient at home. The protocel will be
‘utiiized by the Kentucky Medical Assistance Program (KMAP) {n approving

requests for financial reimbursement for mechanical ventilators.

The placement and care of the ventilator dependent patient {nvolves a
partnership among the physician, hospital, hbme health agency and equipment
supplier. Because of the importance of oﬁgoing patient care in the home
setting and necessity of reliable response systems, the referring hospital/
physician shall consult with the hpme health acency prior to any selection of

equipment suppiier.



I. Eliqibility Criteria

The following criteria must be met for a patient to be considered
for 2 home ventilation program. If all criteria are not met, a
home ventilator shall not be installed.

A. Medical

Candidates to be considered for a home ventflatfon program
shall de medically stable, possess 3 permanent tracheostomy
{for positive pressure ventflation), and be generilly includeq
i{n, but not limited to, the following categories:

i.

2;

3.
4.
s.

Injurtes of the spinal cord

Irreversible neuromuscular disease

Sleep disorders
Chronic pulmonary disorders

Other neuyrological discrders

A person trained in the care of patients wha require mechasmical
ventilation, (e.g., sulonologist, neonatologiss, {ntsnsivise,
cardio thoraric surgeon, {aternist] should reyiew the need for
at home mechanical ventilation before {institution.

B. Social - Eavironmental

1.

2.

3.

The patfent's fmﬂy/brimry caregiver must be capable of
comprehensfon and performance of duties and responsibilities
relative toc ventilatory dependent patient care.

There shall be documentation of caregiver's competence in
performance of patfent care,

There shall be documentation of acceptable dwelling and

~ physical fac_ﬂities. :

€. Community Resources

1,
2.
3.

Emergency Medical Service. .
Local physician to accept patient when applicable.

Home Health Agency (with staff trained in care of
ventilator dependent patients).

Medical equipment supplier (with staff trained in care of
ventilator dependent patfents}.



11. Home Ventilator Plan

The following are activities necessary for adequate ventilator
dependent care. when specific behavioral objectives are stateq,
they ‘must be met during the course of orfentation, 1nstruthou. and
treatment (unless indicated as cptional by an *). The respongi-
bilities for performance of duties to the left according to the
following:

H) - hospital from which patient will be discharged to home:
HH - home health agency aperating within county of patient's
residence;
0 - durable medical equipment supplifer.

In case of dual responsibilities, the agency 1{sted ffrst shald
assume responsib{lity for {mplementaticn.

A, Assessment
HO/HH 1. Primary caregivers shall possess the abflfty to accept
and understand the purposes, responsibilftfes. risks,
and benefits of home ventilator therapy.

D/ 2. Documented assessment of an adequate houe environment
shall de made prior to discharge to evoluxte the following:

a. Electrical capabil{ty

b. Size of doorways and rooms

¢. Accessibility {steps, ramps, etc.)
d. Bathroom location

e. Availadbility of telephcne

f. Adequate heating and cooling

_g; Adequate refuse dfsposal

h. Acceptadle area for supplies, equipuent and
exercise

HO/HH 3. Adequate family support systems and coping mechanisas
shall be evaluated.

HOIHH 4. There shall be adequate financial resources to support
. medical, home care, nutritiaonai, utilities, and continyed
family living costs.

l B. Irmlemantation

HO 1. The physician shaH write the orders for home veatilatica.

e



HO 2.
HO
HO/HH ¢
HO/HH
~ HO/HH

HQ/0

HO

D/HH/HO

RO/D

' The caregiver shall pe instructed in the following:

a. Anatomy and Physiqlogy

'b._ Nutrition and Hydration

¢. Personal Care

d. Tracheostény Care

- site care

- dressing/ties/changing

- tube cleaning/changing/insertion
~ emgrgency care

e. Suction Procedures

- hyperinflation/hyperoxygenation with manual
ventilator (e.g., ambu bag)

- proper tracheal and nasopharyngeal suctfon
techniques (to include sterile technique)

- installation of bland or medicated solution
for secretfon removal

f. Chest fhysictherepy

- percussion/postural drainage
- breathing retraining

g. Physical Theraﬁy

- musculoskeletal exercise program
- aerodbic retraining program

h. Ventilator Qperation

- ¢ircuit change

equipment cleaning/disinfection
checking and changing parameters
checking alarm system

safety precautions

checking and charging electrical back-up
trouble shooting

[ I Y D R B |

1. Tracheostomy Collar

humid ffer/nebuifzer operation
cleaning/disinfection

proper FI0, setting

over hydra%ion precautians

tubing changes

maintenance of sterile/clean systam

LI T N O B |



HO

HO/0

HO/HH

3.
k.

-

.1‘

Cardicpulmonary Resuscitation
Safety Precautfons

adequate grounding-

response to alarms

response to power faflurs
response  to sachine failure
recognition of esrly signs of respiratory
distress

response to afrway occlusion
prevention of barcotrauma
prevention of {nfection

noise control |
recognftion of gastric distantion
supervision of small children

Med{cations

- name
dosages

frequencies

actions

common sfde effects and rationale for
notification of K.C. or home health agency
- contraindications ‘

[T T T

Note: A1l instructions given to caregiver and
patient shall be accompanied by a written
procedure statement, and attached to hoose
health referral.

Specific Duties

In addftion to the asbove, those agencies and {ndividuals shall
have the fellowing specific responsibilities:

1.

Home Health Agency

a.

- Collaborate with hospital staff and equipment suppliers
to assure continuity of coordinated care between

hospital and home,

Organize one site visit with patient and family/ .
caregiver prior to discharge.

" Be physically present upon arrival at home.

Assess, review, and refaforce all items included in
Il - A and B after discharge.

Assess and assist in {dentifying additional resources
{especially respite} as neeged.

=33
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Encourage Incorporation of patient into routine
family structure and Iifestyle as mucn as possible.

Review follow-up plans and coordinate community
referrals.

Assist caregivers/family in arringing six month
revaluation by df scnarging physician ar his deﬂgnee.

Have in place twenty-four hour csil system,

Report all pertinent findings to primry care physician
as needed or every two manths.

Assist with arranging transportation as needed and
medically necessary.

Make changes 1n ventﬂator parameters as grdered,
with {cpmedfate notification tc the medical equimnt
suppliers.

Provide other supplies not avajlable from supplier
or included in venti{lator unitgs.

Medical Equfpment Suppifer

b.

Supply a ventilator availadle for patfent to use 7
to 14 days prior to discharge. ,

Matntain accurate documentation of ventilator para-
mtErs- -

Make changes in ventilator parameters as ordered
with {msed{ate verpal and written notaﬂcatfon to
the hoae health agency.

Provide supplfes necessary as ventilator adjuncts to
assure complete ventilator operation. :

Provide twenty-four hour call with one hour response
for equipment repair or replacement,

Maintafn avaflable services of a respiratory therapist
or respiratory therapy technfcian as fdentiffed by
the National Board of Respiratory Care.

Provide twenty-four hour electrical source.

Provide manual ventilator source {(with or wi thout
supplemental oxygen as ordered).

Perform routine maintenance as speci fied by manufac-

turer or company pr-otocol and assure proper equfpment
function,



3'

j. Provide functionally safe alarm systems.
k. Provide persomnel and equipment for transport of
patient from hospital.
T. Visit patient a minimum of evary week during the
first month and monthly after the fnitial month,
M. Review cleaning/steril{zation techniques with care-
giver. _
n. Provide home health patient with written {nstructions/
troudle shooting guide. -
0. Reinforce knowledge of generator operztfons with
- caregiver and provide written quide for patient.
p. -Provide written notification of presence of ventflator
patient to area electric, fire and talephone services.
Physician
2. The discharging physicfan shall write all ventilator
orders and discharge orders. These shall be communi- (
cated to the primary care (commnity) physician :
where applicable.
b.- The dfscharging physician will provide period six K
month case review {or assign to another physician,
€.9., primary care physicianj.
c. The primary care physician may assume total patient -

care which may include or exclude six month care
review, at the discretion of the discharging physfctan.

. q.yog;.f ¢

B



Case Managemant Protocol
In<Home IV Therapy
Kentucky Medical Assistance Program
Department for Social Insurance
Division of Medical Assistance

Appendix xvij



Case Management Protocol
[n-Home IY Therapy
Kentucky Med{cal Assistance Program
Department for Social Iasurance
Cabfnet for Human Resources

Introduction

THE PURPOSE OF THIS PROTOCOL §s to communicate the optimal components of
managing the patient receiving IV Therapy at home. The placement and
care of the patient involves a partnership among the pﬁysician; hospital,
home health agency, pharmacist and supplier. Because of the importance
of ongding patie_nt care in the home setting and necessity of reliable
response systems, the referring hospttal/physician shall consult with

_the hame health agency prior to any selection of supplier.

!



Case Management Protocol
in-Home I¥Y Therapy
Kentucky Medical Assistance Program
Department far Social Insurance
‘Cabinet for Human Rescurces

Introduction

The purpose of this protocol is to fdentify the basic components of
intravenous therapy and to estabiish criteria and guidelines for safe
institytion, maintenance and termination of IV Therapy in the home
satting.

L.

II.

OEFINITION

kS

;ntravenOus therapy 1s the adminfstration of fluids, medication
and/or nutritional products via the venous route and all those
processes involved with its institution, maintenance and termination.

SECTION A

IV FLUID REPLACEMENT IN THE HOME

A. Medical Criteria

1.

Inabitfty of patient to take adequate autritional products
oratly, :

Physical signs of dehydration.

gBaseline laboratory data with appropriate periodic eval-
uvation and laboratory screening. B8aseline labaratory
data should tnclude: WBC and differentfal, Hab and/or
Hct, BUN, Glucose and electrolytes. Other tests are to
be done as indicated by the patients condition or dfagnox:

Safety of the IY fluids for home adaministration.

Patient in clinically stable condftion; exception for
terminal 1liness with voluntary consent of patient and/or
caregiver.

Approved by a physician and seen by his/her agent (f.e.
home health nurse) in the preceding 24 hours. Arrangements
made for physician follow-up during therapy and after its
termination,

8. Hospital Ofscharge Planning

The fallowing items are the responsibility of the hospiftal
staff under the direction of the physician ordering the home
I¥ Therapy. A1l activities must be compieted and documented
in the patient's record prior to discharge.



1.

Assassment

c.

Patfent's and/or primary Earegiver's willingness ang
mental and pnysical capacility in administering [V
therapy. .

Patient and/or primary caregiver acceptances and
understanding of the purposes, respansibilitfes,
risks, and benefits of home IV Therapy.

Mutual consent of caregiver and/or patient and
physician. Consent form for home [V Therapy signed
by responsible person prior to discharge with signed
copy of form to home health agency. For non-hospi-
talized patient, consent form signed in the home by
patient ar other legally responsible person prior to
institution of IV Therapy. A sample of a consent
form has been included. ({Appendix I)

Availability of medical supply delivery system.

Physical facilities of the patient's residence
should be appropriately equipped and conducive to
the safe administration of {ntravencus therapy.

Accessibility of the home to health professionals.
(Consideration of travel time as opposed to actual
mileage.) '

Availability of nursing personnel on a 24-hour
basis.

Age of patient. (Children under 5 years are not

deemed as appropriate candidates for fiuid replacment
home 1Y Therapy, however, exceptions can be considered
in specific cases. The opinions of all members of

tha health team, including the family muyst be taken-
into consideratfon before a final decision is made.l

The illness or condition shoyld be amenabie to

care at home including reasonable expectation that
the patient's medfcal, nursing and social needs can
be met adequately {n the hooe including a plan to
meet medfcal emergencies.

Teaching

Teaching {includes {nstruction, discussion, demonstration
of and return demonstration by patient and/or primary
caregiver) until person taught is comperent in procedures
to be followed at home,

-2-A
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Recomnmendations:

-Standards for teaching should be those of
the Natfonal Intravenous Therapy Association

(NITA).

{Appendix 1I)

-Nursing personnel teaching IV Theraﬁy should have
special{zed 1V skilis.

-Taactting shouid be done using simpl{fied terms at the
patient's and/er caregiver's level” of understanding.

a. 'Specifics of Teaching:

(1)
(2)

(3)

(4)
- (8)
(6)
(7)
(8}
(9)

-aseptic technigque

proper adminstration of IV fluids; i.e.,
priming 1Y tubing, etc

signs/symptoms of complicatfons and their
specific iaterventions

(a) phlebitis

{d} {nfiltration

(¢) Tleakage of fluid

{d) separation of line

{e} air in Uine

{f) contamination

{g) fluid ove?loaa

(h]l occlusion

procedure for 24 hour problem reparting
type, amount and rate of flyids

deli{very system (pump, etc.)

maintenance of patent 1V 1iﬁe
apprﬁpriate storage and rotation of supplies

appropriate area for IY fluid administration

(10) safe discarding of disposable equipment



b.

(11) addition of medicatfons 1f ordered (i.e. vitamins
KC1) .

(12) interpretation of labels on IV fluid containers
to {ncluge expiration dates

{13) assessment of IV fluid for_contaminationi
Written instructions (to be sent home with patfent/

caregiver and to be attached to all home health
agency referrais).

3. Physician Referral

a.

The physician is to work in close collabaration with
hospital personnel in making the necessary arrangements
for discharge of the patient.

The physician or his representative are to contact
the Home Health Agency (HHA)} and establish s Home
Health Plan of Treatoment for the 1Y Therapy and
nursing visit(s).

Notification of primary care physician if other than
the physician ordering the IV therapy..

Specifics:
(1} .Y, fluids are to be ordered according to

type, amount, rate, addit{ves, duration, route
and method of delivery,

C. Community Services

1. Responsibil{ties of Home Health Agency Nurs

a.

oL/

Collaporate with hospital staff to assure contfnuity

of coordinated care between hospital and home to

fnclude communication with physician medical suppliers,
pharmacists and other health professionals as indicated.

Contact with patient/caregiver sams day as discharge
from hospital.

Assess patient's condition.

Assess home environment and if found to be
unsuitable, contact the physician.

Assess, review and reinforce all items in 22 above. .

lfﬂefer to Appendix [I1I for opinfon statement of the Kentucky Board of
Nursing {July 1984) regarding L.P.N. practice in IV Therapy.
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f. Return demonstration by responsible person of ﬁrof
cedures taught in the hospital. {(Refer to NITA
standards in Appendix 1I1.)

g. Assist in identifying additional resources (especially
for relief) as necded. ‘

h. Review plans for foliow-up care and coordinate
community referrals as necessary.

i. Assure consent form {s signed.

j. Assure that all suppiies are in the home to render
I¥Y Therapy.

k. Notify the patient/caregiver of emergency numbers:

home health agency, physician, medical supplier and
availability of 24-hour services.

1. Visit patient on a regular and appropriate basis
when on continuous IV fluid therapy as deemed nec-
essary by the physician and/or patient's conditfon.

m. Maintain reguiar contact with physicfan and other
disciplines as {ndicated.

n. Adhere to the following standards specific to nurs 1ng
activities for IV Therapy:

(1) Check IV fluids for cont2mination and expiration
dates

(2) Use of povidone/iodine or other approved topical
antf-microbfal prep for IV site {for iodine
- allergies use 70% alcohol prep)
{3) Change IV site every 72 hours/
(4) Apply sterile occlusive dressing to IV site

{S) Remove plastic canaulas at termination of IV
Therapy with proper inspection

(6) Assure that a volume l{miting device {s attached
to IV fluid containers for pediatric patients
and others where fluid overload is a potential
problem

E/Venous access sometimes dictates frequency of site changes. Above
guideline is to be used as a norm.
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Use of Hepain lock recommended for per1pnera1 1y
therapy.’

Refer to NITA standards, specifically recommendations

of practice 1isted under heading #32, Home IV Therapy
Programs. {Appendix II)

~-6-A
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SECTION B

IIT. IV ANTISIOTIC THERAPY IN THE HOME

A.

Medical Criteria

1.

2.

7'0

Documentation of infection including any ava11ab1e culture
and sensitivity reports,

Infectious process that can best be treated with IV
antibiotics, i.e., antibiotic not available in qral form
or therapeutic objectives not achfeved via oral route.

Initfation of IV antibiotic in hospital or other medical
facility.

Safety of 1Y antibiotic for home administration.

Patients seen by phys1c1an in preceding 48 hours befare
discharge. :

Patient {n clinically stable condition; exception for
terminal 1llness with voluntary consent of patient and/or
caregiver.

Depenaatic IV route.

Hospital Discharge Planning

The following items are the responsibility of the hospital
staff under the direction of the physician ordering the home
IV Therapy. All activities must be completed and documented
in the patient's record prior to discharge.

1.

Assessment

a. Patient’s and/or primary caregiver's willingness and
mental and physical capability in administering IV
therapy.

b. Patient's and/or primary caregiver's acceptance and
understanding of the purposes, responsibilities,
risks, and benefits of home IY Antibiotic Therapy.

¢. Mutual consent of caregiver and/or patient and
physician. Consent form for home IV Therapy signed
by patient or other legally responsible person prior
to discharge with signed copy of form to home health
agency. A sample of a consent form has been {included.
{Appendix I}

d. Availability of medical supply delivery system.



e. Physical facilfties of the patient's residence
should be appropriatetly equipped and conducive tg
the safe adminfstration of intravenous therapy.

f. Accessibility of the home to health professionals.
- {Consideration of travel time as opposed to actual
mileage.)

g. Avajlability of nursin§ personnel on a 24-hour
basis.

h. The illness or condition should be amenable to
care at home including reasonable expectation that
the patient's medical, nursing and social needs can
be met adequately in the home including a plan to
meat medical emergencies.

Teaching

Teaching (includes fastruction, discussion, demonstraticn
of IV techniques and return demonstration by patfent
and/or primary caregiver) until person taught is competent,
in procedures to be followed at home.

Recommendations:

‘=Standards for teaching should be those of the Natfaonal
Intravenous Therapy Association (NITA}. (Appendix [I)

~Nursing personnal teaching 1V Antfbfotic Therapy should
have specialized IV skills. Nurse to be knowledgeable
about the specific IY antidbiotic ordered (may refer to
pharmacist, manufacturer's instructfons, etc.).

-Teaching should be done using simplified terms at the
patient and/or caregivers level of understanding.

a. Specifics of Teaching:
(1) aseptic technique
{2} proper administration of IV antfdiotics
(a) appropriate "thaw time" for premixed
refrigerated or frozen antfbfotfcs
(b) antibiotics should not be given LY push.
(Refers to rate)

{3) signs/symptoms of complications and their
specific interventions

{a} phlebitis

{b) cellutitis
{c) infiltration
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{d] break and leaks in administratien
set or catheters

(e) separation of line

(f) air {ia line

(g) afir embolism

{h) contamination

(1) bleading ~

{§) allergic reaction

{kx) occlusion

(4} procedure for 24 hour problem reporting

{$) type, amount and rate of IV antibiotics
{rate of administration impertant, especially
with aminoglycosides}

{6} delivery system (volutrel {f indicated, etc.)

{7} maintenance of patent IV 1{ne

" {8} checking of bag for pin hele leaks

{9) appropriate storage and rotation of supplies
{refrigeration or freezing will be necessary
for prewixed antibfotics):

(10} appropriate area for IV fluids administration

(11} safe discarding of disposable equipment

(12) {nterpretatfon of labels an IV antibiotics
to include expiration dates

{13) assessment of IV fluid for contamination

(14) preparation of IV antidbiotic 1f not delfvereq
- premixed

{15) appropriate {ntervals for administration of IV
antibfotics 1f more than ane is ordered

(18) side effects for specific antfbfotic or class
of antibiotics; i.e., aminoglycosides (atotaxicity:

b. Written instructions (to be sent home with patfent/
caregiver and to be attiched to all home health
agency referrals).

3. Physfcian Responsibilities
3. The physictan {s to work in close collaboration with

the pharmacist and hospital personnel in making the
necessary arriangements for discharge of the patfent.
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The physician or his representative is to contact
the Home Health Agency (HHA) and estabiish a Home
Health Plan of Treatment for aatibiotic IV Therapy
and nursing visit(s).

Notification of primary care physician if other than
the physician ordering the I¥Y therapy,

Specifics:
{1) 1.Y. antibiotics are tc be ardered according to

type, amount, rate, additives, duration, route
and method of delivery

" {2) Appropriate laboratory studies for:

{a)} toxicity (f.e., weekly BUN, creatinine,
uyrinalysis; hearing and vestibular testing
on 2 regqular basis for aminoglycoside

' therapy) : .

(b} therapeutic efficacy {peak and trough

serum levels)

(3) Arrangements made for prompt notification of -

physician regarding lab values

{4} Periodic personal followup/clinical assessment
by physician :

Pharmacist Responsibiiities

‘Communicate with the ohysician, hospital personnel

and HHA to coordinate resources necessary for dis-
charge.

Verify/evaluate physician's orders.
Evaluate for reimbursement sources.

Assist nurse and/or patient in teaching process as
needed. :

Assure proper preparation of 1V antibiatics.

‘Prepare appropriate labels for parenteral container to

include: ,
(1} patient’s name

{2} physician's name
(3} date

(4) drug(s)
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(S) dosages (Strengtn).

(61 expiration date

(7) diluent

(8) administation rate

(9) require a Federal labeliﬁg

{10) other precautfonary statement({s) if indicatad

Act as resdurce'person for HHA nuése in regards to
antibiotic ordered.

{1) storage of antibiatic

(2) stability

(3} compatibility

(4} reconstitution of antibiotic if not prémixea
{5) rate

(6) necessary supplfes

{7} other {nformation specific to antibiotic ordered

D. Community Services .

" 1. Responsibilities of Home Health Agency Nursel/

a.

Collaborate with hospital staff to assure coatinuity
of coordinated care between nospital and home tg
inciude communication with physician, medical supplia=-
pharmacist and other health professionals as ingica:s-

Contact with patient/caregiver same day as
df scharge from hospital.

Assess patient's condition.

Assess home eavironment and if fouﬁd to be
unsuitable, contact the physician.

Assess, review and reinforce all items under Hospital
Discharge Planning #2 (Teaching).

L/oefer to Appendix 111 for opinion statement of the Kentucky Board of
Nursing (July 1984) regarding L.P.N. practice in IY Therapy.
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f. Return demonstratfon by responsible gerson of procedures
taugnt in the nospitail. {Refer to NITA standards in
Appendix II.) :

g. Assist in {dentifying additional resources
(especially for relief) as needed.

h. Review plans for follow-up care and cgordinate
community referrals as necessary.

i. Assure consent form {s signed.

j. Assure that all supplies are in the home to render
1V Therapy.

k. Notify the patfent/caregiver of emergency numbers;
home health agency, physician, medical supplier, and
avajlability of 24-hour services.

1. V¥isit patient on a reqular and appropriats basis
when on antibiotic therapy as deemed necessary by
the physician and/or patient's condition.

m. Assess for appropriate laboratory sonitaring.

n. Maiatain regular contact with physician and other
disciplines as indicated. Physician to recetve
prompt notification of 1ab resylts, '

o. . Adhere to the fbllbuing standards specific to
nursing activities for Antidiotic IY Therapy:

{1) Check Y antibiotic containers for
contamination and praper labeling

{2) Use of povidone/iodine or other approved
topical anti-microbial prep for IV site prep
(for fodine allergies.use 70% alcohol prep)

(3) Use Heparin lock

(4) Change IV site every 72 nourss’
{5} Apﬁly'steri1e occlusive dressing to IV site

{6) Remove plastic cannulas at termination of IV
Therapy with proper fnspection

p. Refer to NITA standards, specifically recommendations
of practice listed under heading #12, Home 1Y Therapy
Programs. (Appendix II)

gfvenous access sometimes dictates frequency of site changes., Abave
quidalfne is to be used as 2 norm.
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SeCTION €

1v. TOTAL PARENTERAL NUTRITION (TPH} IM THE HOME

A.

B.

Medical Criteria

1.

9.

Inability of patfent to take nourishment by any other
route.

. Medical condition warrants ongoing need for TPN according

to physlc1an s assessment.
initiation of TPN in hospital or other medical facility.
TPH formulaz has been coasistent for a 3 to 4 day period.

Patient stabilized on TPN regimen which will be given 1n
the home {(continucus or cyclic).

Monitoring of lab values on regular basis (at least
weekly) with stabilization of values prior to discharge.

Patients seen by physician in preceding 24 hours before
discharge.

Patient in c]infcallj stable condition; exception for
terminal 111ness with voluntary consent of patient gnd/
or caregiver.

Intact central line.-

Hospital Discharge Planning

The following {tems are the responsibility of the hospital
staff under the directfon of the physician ordering the home
TPN Therapy. All activities must be completed and documented
in the patient's record grior to discharge,

1.

Assessment

a. Patient's and/qr primary caregiver's willingness and
mental and physical capability in adminfstering TPN
therapy.

b. Patfent's aadlor priuary caregiver's acceptance and
understanding of the purposes, responsibilities,
risks, and benefits of home TPN Therapy.

¢. Muytual consent of caregiver and/or patient and
physician. Consent form for home TPN Therapy signed
by patient or other legaily responsible person pricr
to discharge with signed copy of form to home health
agency. A sample aof 2 consent form has been included,
{Appendix 1)



d. Availability of medical supply delivery system.

e. Physical facilities of the patfent's residence
should be appropriately equipped and conducive %o
<ne safe administration of TPN therapy.

f. Accessibility of the home tg health professionals,
(Consideration of travel time as opposed to actuyal
mileage.)

g. Availability of nursing and pharmacy personnel on a
24-hour bdasis.

h. _The illness or condition should be amenable tp
care at home including reasonable expectation that
the patient's medical, nursing and social needs can.
be met adequately in the home incluging 2 plan to
meet medical emergencies.

Teaching

Teaching {includes {nstruction, discussion, demnnstratien {

of TPN techniques and return demonstration by patient "
and/or primary careyiver) until person taught {s competent i
in procedures to be followed at home. ] N

Recommendations:

-Standards for_teach;ng should be those of the Natfonal
Intravenous Therapy Association (NITA). {Appendix II}

-Hursing personnel teaching TPN Therapy should
have spectialized 1Y skills and be knowledgeable
in the specifics of TPN Therapy (m2y refer o
pharmacist, manufacturer's instructions, etc.).

~-Teaching should he done using simpiified terms at the
patient and/or caregivers level of understanding.

a, Specifics of Teaching:
{1) aseptic technique
(2) proper administration of TPN

{a) {infusion controller device necassary
{recommend simplified pump with afarm

system)

(b) warming of refrigerated TPN soluytion for (
approximately 18 - 24 hours at room C
temperature
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(c) wuse of filter (.22 micron) - 1ipid selutions
- to be infused below filter as clgse to
catheter as possible
(d} ordered additives (vitamins, etc.} to be
added to TPH solution just prior ta admin-
istration

(3) signs/symptoms of complications and their
specific interventions

(a) hypo/hypergiycemia

{b)} fluid overload

{¢c) dehydration

{d} local and systemic infections

{e} electrolyte imbalances

(f} breaks and leaks in administration
set, cathéter line, solution container

(g} thrombophlebitis

{h} air embolism

{{) Dbleeding

{J) fatty embolism

(k) occlusion

{1} separation of line

{m) infiltration

(z} pump problems

(4) procedure for 24 hour problem reporting
{a) physician
{b} HHA nurse
{c) supply company {vendor)
{d) ambutance
{e) pharmacist
(5} notification of utility companies

{6) 1list of composition of TPN solution to
include amount and rate

{7) cyclic or continuous administration

(a) tapering schedule for cyclic administration
. as ordered

(8) maintenance of patent central line-heparinization
(9) use of approved central catheter clamps

{a) proper clamping
(b} weekly rotation of clamp site

£10) assessment of TPN containers for leaks,
contamination and proper laheling
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{11} appropriate storage and rotation of supplieg
{12} recorded inventory checks on regular basjs
ii3) appropriate refrigeration of TPN solutfons

{14) appropriate work area for preparation,
initfation and discontinuation of TPN

{15) safe discard of diqusables

{16) monftoring of urine sugar/acetone on a regular
basis during and after TPN administration

(17) dafly monitoring of temperature
(18) daily weights if practical
(19) intake and output if ordered by physician

(20) ongoing assessment for complications with
notification of physician, HHA aurse if they
occur

{21) care of central catheter site (clean/sterile) £
(with Hickman/Broviac Catheters, use sterile RN
technique first month, then may use clean ;
technique}

{a) use of povidone/{fodine prep at catheter
site ‘

{b) sterile occlysive dressing to be changed
on a reqular basis and prn

(c) percutanecus catheter-must use sterile
technique

(22) securing all catheter junctions and tapirg of
catheter to body ’

(23) datly changing of luer-lock catheter caps
using sterile technique

(a) _for myltiple lumen catheter, change cap of
' active lumen
(b) use of Valsalva maneuver when changing
‘cgps of percutaneous line
{24) TPK 1{ne should not to be used for other medfcal
purposes (except where there are no other alterna-
tives, terminal patients - ao other venous access) |
(25) changing of administratian set every 24 hours

{26) TPN solution to hang no mare than 24 hours
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{27) Tipid solution to hang no more than 12 hours
{28) oral hygiene bid

{29} promotion of active physical exercise in accard-
ance with patient’s capatilities

b. Written instructions (to be sent home with patient/
: caregiver and to be attached to all home health
agency referrals).

3. Physician Responsibilities

3. The physician is to work in cleosa collaboration with
the pharmacist and hospital personnel in making the
necessary arrangements for discharge of the patient.

Y. The physician or his resresentative is to contact
the Home Health Agency (HHA) and establish a Home
Health Plan of Treatment for TPN Therapy and nursing
‘visit{s).

¢. Notification of primary care physician if other than
the physician ordering the 1Y therapy.

d. Specifics:

(1) TPN therapy is to be ardered according to
concentration of glucose/amino acid mixture,
amount, rate, additives, duration, route and
method of delivery _

{2} Appropriate laboratoery studies should include:
(a) SMA-18 or equivalent battery of tests,

mg level | - 2 times per month after
patient is stablized

{3) Arrangements made for prompt notification of
physician regarding lab values

(4) Perfadic persanal followup/clinical assessment
by physician

(S} Oetermination as to discontinuation of TPN
(specify tapering schedule)

4, Pharmacist Responsibiiities
a. Communicate with the physician, hospital personnel

and HHA to coordinate resources necessary for dis-
charge.
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b, Verify/evaluate physiclan's orders.

(1) Aavise/counsel physician regarding availapility
and selection of TPN products

¢. Evaluate for reimbursement sources.

d. Assist nurse and/or patieat in teaching process as
’ needed.

e. Assure proper preparation of TPN solution.

(1) sterile technique required

{2} follow manufacturer instructions for prepa.
ration

{3) prepared by pharmacist or trained technician -
under direct supervision of pharmacist

f. Prepare labels far TPN container to include:

(1} patient's name

(2) date

(3) physician

(4} concentration of glucose/amine acid mixture !
{£Y  additives Lo
(6) dosages o
(7) expiration date T
(8) required Federal labeling '
(9) other precautionary statements if indicated

g. Act as resource person for HHA nurse in regards to .
TPN solutions.

(1) storage of TPN

{2) stability

(3) compatibitity

(4) preparation of TPN in home if nct premixed
{5} rate

{6) necessary supplies

(7} adminfstration

{8) complications

{9) other information specific to TPN

D. Community Services
1. Responsibilities of Home Health Agency Murset/
a. Collaborate with hospital staff to assure continuity
of coordinated care between hospital and home to

include communication with physician, medical suppliers,
pharmacist and other health professionals as indicated. {

e

l/Refer to Apgpendix II1 for opinion statement of the Kentucky Board of
Nyrsing (July 1984) regarding L.P.N. practice in IV Therapy.
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e.

o.

Contact with patient/caregiver same day as
discharge from hospital.

Assess patient's condition.

Assess home environment and if found to be
unsyitable, contact the physician.

Assess, review and reinforce all items uader Hospi tal
Discharge Planning #2 (Teaching).

Return demoastration by responsible person of pro-

cedures taught in the hospital.

Assist in identifying additional resources (especially

_,for reliefl as needed.

Rev1ew plans for follow-up care and coordinate
communi ty referrals as necessary.

 Assure consent form is signed.

Assure that all supplies are in the home to render
TPH Therapy.

Motify'the patient/caregiver of emergency numbers;
home health agency, physician, medfcal supplfer, and
availability of 28-hour services.

Y{sit patient dn a reqular and appropriate dasis
when on TPN therapy as deemed necessary by the
physician and/or patient's condition,

Assess for appropriate laboratory monitoring.
Maintain regular contact with physician and other
disciplines as indicated. “hysician to receive
prompt notfficatfon of lab resuits,

Addition of extension sat to percutanecus catheter
if indicated.

Refer to NITA standards, specifically recosmmendations of
practice 1isted under heading #32, Home IV Therapy Programs.
(Appendix II)

E. 'Special Considerations

1.

Self-Mixing of TPN Solutions in the Home.

a.

Careful assessment of patient’s or primary caregiver's
willingness and physical and mental capapility in
self-mixing and administering TPN.
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Appropriate well-ventilated work area identified
specifically for self-mixing.

Proper procedures for prepar1ng wort area just prior
to self-mixing.

Sterile gloves to be worn duéing preparation (mask

to be work if deemed necessary‘- upper respiratory
infection).

Sterile technique.
Demonstration at home by persoa preparing TPN,

Written instructfons of step-by-step procedure for
self-mixing.

Preparation to be done just prior to administration:
tnerefore, refrigeration not reguired.

Agitation of TPN container after each additive.

Addition of additives in proper sequence {see
manufacturer's instructions).

Follow other guide]ines specified for pre-mixed TPN
solutions.

Implantabie Yenous Access Devices (IYAD's) in TPN Therapy.

d.

b.

Use of #19G Huber needle (right angle) with extension
set. Needle to be changed weekly ang prn.

Heparinfzation of IVAD with at least 9 cc Heparin
{due to extension set).

Weekly dressing change to coiacide with needle
change {use transparent sterile dressing).

Keep record of number of punctyres and gauge needle
used.

Discourage use of ILAD for obtaining blood specimgns.

Person with IVAD shauld carry 10 regarding IVAD and
its locatfon.

Follow cther guidelines for TPH specified in this
protocol.
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SECTICOH D
1V CANCER CHEMOTHERAPY IN THE HOME

Introduction

The following protocol reflects current, accepted practice in the
administration of 1V chemotherapy. Much research is being dene in
the field of IV chemotherapy which will result in new methods of
treatment. Therefore, the guidelines contained herein are stated
in general terms. Professional health personnel invoived with home

_ IV chemotherapy need to be awire of the rapid changes occurring in

this type of therapy which will require that they coatact krowi-
edgeable medical personnel to obtain up-to-date information and
guidance in the proper procedures necessary for safe administration
of IV cancer chemotherapy in the home,

A. Medical Criteria

1. Initial doses of IV chemotherapy given in medical facilizy
{hospital, outpatient clinfc or other location where
physician in attendance),

2. 1Y chemotherapy can be safely administered in the home.

3. Patient has diff{culty accessing medical facility and
desires chemotherapy in the home,

4. Acceptable lab values {blood counts and chemistries as
indfcated) with periodic evaluations.

S. Assessment of patient's physical and mental status ﬁy
. physician to determine candidacy for home IV chemotheraoy.

6. - Approved and seen by physician in preceding 24-48 hoyrs
with arrangements made,

7. Provision made for local physician to follow if patient
has more than 2 hour drive to locatign where chemotherac.
was insti{tuted. Arrangements should include written
correspondence, discharge summaries and lab and x-ray
reports as a minfmum. '

8. Hospital Ofscharge Planning

The following items are the responsibility of the hospital

staff under the direction of the physician ordering the home

IV chemotherapy. All activities must be completed and documented
in the patient's record prior to discharge.

1. Assessment
a. Patient's and/or primary caregiver's willingness and

mental and physical capability in administering 1Y
chematherapy.



b. Patient’s and/or primary caregiver's acceptance ang
understanding of the purposes, responsitilities,
risks, and benefits of home IV chemotherapy.

¢. Mutual consent of caregiver and/or patient and
physician. Consent form for home IV chemotherapy
signed by patient or other legally responsible
person prior to discharge with signed copy of form
to home health agency. A sample of a consent form
has been included. (Appendix I} '

d. Availability of medical supply delivery system,

e, Physical facilities of the patfent's residence
should be appropriately equipped and conducive to
the safe administration of [V chemotherapy.

f. Accessibility of the home to health professignals.
(Consideration of travel time as opposed to acrual
mileage.)

g. Availability of nursing and pharmacy personnel on a
24-nour basis.

h. The {1Tness or condition should be amenable t2
care at home fncluding reascnable expectation that
the patient's medical, nursing and social needs can
be met adequately fn the home including a plan to
peet medical emergencies.

Teaching

Teaching (includes instruction, discussion, demonstration
of IV chemotherapy techaigques and return demonstration 3y
patient and/or primary caregiver} unt{l person taugnt is
competent in procedures to be followed at home.
Recommendations: |

~Standards of teaching should be those of the National
Intravenous Therapy Association (NITA). (Appendix II}

-Nursing personnel teaching IV chemotherapy stould
have spectfalfzed IV skills and be knawledgeable
in the specifics of 1V chematherapy {may refer to
pharmacist, manufacturer's fnstructions, etc.}.

~Teaching should be done using simplified terms at the
patient and/or caregivers leve} of understanding.

a. Specifics of Teaching:

(1} aseptic technique
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(2)

{3)

proper administration of [Y chemotherapy

{a)

{b}

{c)

(d}

refrigeration of chemotherapy solutions in
a separate compartment in refrigerator
{sealed in plastic container)

warming of chemotherapy solution according
to pharmactsts instructions

use of .22 microan filter (Exception:- No
filter with actinomycin-D}

use of appropriate infusion device {small
volume with alarm)

compliications '

{a)

{b)

(c}

drug-related {depends on type chemotheraoy
agent being administerea)

(1) oral lesions

{2) G-l disturbances

{3) alopecia

{8) neurological disturbances

{S5) anemia

{6) hematological side effects

(7} electrolyte imbalances

(8) cardiac toxicity

(9) pulmonary toxicity

(10} vascular disturbances

(11) flu-like syndrome {malaise)

{12) genitourinary disturbances

(13)- anapliylaxis

aa, specify procedures for treating/

transporting

prompt notification of physician when
compliications/side effacts occur

gther complfcations
{1} sepsis

{2} breaks and leaks in administration
. set, catheter line, salution containe-

- {3) thrombophlebitis

(4) air emholism

(9] bleeding

(6) occlusion
(7) separation of line
(8) extravasation
aa. specify procedures to use for
extravasation
(9) pump prodlems
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(4)

(5}
.{8)

{7)

{(8)
{9)

(10)
(i)

(12}
(13)

(14)

(15)

(16}

(171}
(18}

B

procedure for 24 hour problem reportiag

(a)} physician

{b} HHA nurse

{c) supply company (vendor)
{(d) ambulance

{e) pharmacist

notification of utility companies

1ist of composition of chematherapy solutfon to
include amount, rate and expiration date

short or long term administration {depends on
drug ordered)

maintenance of patent central line-heparinizat:on
use of approved central catheter clamps

(2} proper clamping
(5} weekly rotation of clamp site

assessment of chemotherapy contafners for
leaks, contamination and proper labeling
(6o not squeeze bag)

appropriate storage and rotatfon of supplies
recorded inventory checks an regular basis

appropriate work area for i{nitfation and
discontinuation of chemotherapy solution

Note: Strongly recommend that chemotherapy
salutions not be mixed in the home.

di{sposable gown, latex gloves and mask to be

worn during initiation and discontinuation of
chemotherapy solution - use double gloves fur
cleaning spills

discard all disposables in contact with chemo-
therapy solution 1n leak and puncture proof
containers marked hizardous wastes and place in
sealed container - traasport to medical facility
for disposal

procedure to be used if accidents occur -
accidential needlestick, spills

daily manitoring of temperature

daily weights if practical
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{19) ongoing assessment for complications with
notification of physician, HHA nurse if they
occur

{20) care of central catheter {f patient has one
{clean/sterile-with Hickman/Broviac Catheters,
use sterile technique first month, then may
use clean technfque)

(a} use of pavidone/icdine prep at catheter
site

(b) sterile occlusive dressing to be changed
on a regular basis and prn

{c] percutaneous catheter-must use sterile
technique

(21) securing all catheter junctions and taping of
catheter to body

{22) changing of luer-lock.catheter caps using
sterile technique after each dose chemo-
therapy; twice per week when not receiving
chematherapy
{a} faor multiple lumen catheter, change cap of

active lumen :
(b} use of Yalsalva maneuver when changing
caps of percutaneous line

{23) chemotherapy line should not be used for other
medical purposes {except where there are no
other alternatives, terminal patients - no
other venous access)

Hote: Strongly recommend that home [V chemo-
therapy be administared via central line,
especially vesicants.

{24) change 1V tubing with each dose of chemo-
therapy {for a 3-5 day continuous infusion,
do not change tubing). All tubing to de
primed with chemotherapy solution prior te
{nfusion

{25) chemotherapy solution to hang for as Jong as
" . ordered

{26) 211 connecting sites on IV apparatus are ta
have luer-lock deyices and ba taped

{27) oral hygiene bid

(28) promotion of active physical exercise in accord-
ance with patient‘s capapflities
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b. Written instructions to be sent home with patfent/
caregiver and to be attached to all home health
agency referrals.

Physician Respansibilities

a, The physicfan {s to work in close collaboration with
the pharmacist and hospital personnel in making the
necessary arrangements for discharge of the patient.

b. 'The_physician or his representative is to contact
the Home Health Agency (HHA) and establish a Home
Heclt? §1an of Treatment for chemotherapy and nursing
visit(s).

¢. Notification of primary care physician {f other than
the physician orderfag the chemotherapy.

d. Specifics:
(1} chemotherapy orders to include:

(a) name of drug
{b) dose :
- {c) rate
(d) duration
(e} route
(f) method of delivery

(2) periodic lah studies required and ordered
according to drug being given

(3) perfodic accessments of patient by physiciaa
and/or representative

{4) automatfc stop orders far IV chemotherapy
for particular lab values and/or physical
findings

Pharmacist Responsibilities

Introduction

Pharmacists {nvolved {n the preparation of IV chemotherapy
agents should possess adequate knowledge and skills
related to the specific requirements of ordering, storing,
preparing, handling and disposing of chemotherapy drugs
and suppifes. They should 21so be knowledgeable regarding
proper dilutions, adein{stration quidelines and specfal
precautions. It {s recommended that these pharmacists
possess up-to-date reference materials and develaop good
working relationships with personnel who are experts in
the field of chemotherapy.
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Communicate with the physician, hospital persannel
and HHA to coordinate resources necessary for dis-

charge.

Verify/evaluate physician's orders according to
compatibil{ty with other drugs/fluids, dose
levels, administration rates.

Evaluate for reimbursement sources.
Assist nurse and/or patient in teaching process.
Assure proper preparation of chemotherapy solu;ion.

Note: Recommend that Type [I, Class 283 vertical
flow hood be used for preparation.

(1} sterile technique required

{2) follow manufacturer's instructions for prepa-
ration

(3) prepared by pharmacist or trained technician
under direct supervision of pharmacist using
proper attire as indicated

Prepare labels far chemotherapy container to {nclude:

(1) patient's name

(2) date

(3) ophysician

(4) concentratian af chemotherapy agent
(5) dosages

(6) expiration date

(7) required Federal labeling

(8) other precautionary statements

Act as resource person for HHA nurse in regards to
chemotherapy agents.

(1) storage

(2) stability

{3} compatibility

(4) rate

{5) necessary supplies

{6) admfnistration ~—

{7) complicatfons _

(8} other {nformation specific to chemotherapy
agent being used

{91 oproper dispasal of supplies used in adminis-

tration of chematherapy

Maintain patient profile incliuding cumulative doses
of chemotherapy agent.

-7-D



pD. Community Services

1. Responsibilities of Home Health Agency Nursel/

a’

bl

C.

n.

Collaborate with haspital staff to assyre continuity

of coordinated care between hospital and home to

fnclude communication with physician, medical suppliers,
pharmacist and other health professionals as indfcated.

Contact with patient/caregiver same day as
discharge from hospital.

Assess patfent's conditfan.

Assess home environment grior 1o patient discharge
anda, if found to be unsuitadle, contact the phnysician.

Assess, review and reinforce all items ynder Hosdital
0ischarge Planning #2 (Teaching).

Retyrn demonstration by responsible person of pra-
cedures taught in the hospital.

Assist in {dentifying additional resources {especially
for relief) as’ needed. i

Review plans for follow-up care and coordinite
community referrals as necessary.

Assure'consént'fonu is signed.

Assure that all supplies are in the home to render
chemotherapy.

" Notify tne patient/caregiver of emergency numbers:

home health agency, physician, medical supplier, ana
availability of 24-hour services. .

Visit patient on a regular and appropriate basis
when on chemotherapy as deemed necessary by the
physician and/or patient's conditian.

Assure periodic lahoritory monitoring specific to
the chemotherapy being ardered,

Maintain regular contact with physician and ather
disciplines as indicated. Physicfan to receive

- prompt notification of lab resuits and physical

assessment findings.

1 Lo - .
"Refer to Appendix 11l for opinion statement of the Kentucky Board of
Nursing (July 1984} regarding L.P.N. practice in IY Therapy.

-8-0



r.

Strict adherence to proper disposal of chemotherapy
supplies.

Maintain close contact with pharmacist regarding
chemotherapy agent being used.

If patient on 3-5 day concentrated infusion, at
termination of {nfusion, withdraw remaining chemo-
therapy agent out of central line (volume wil}
depend on type of central catheter), flush with
saline and heparinize.

Carefully assess for extravasation if IVAD (implantable
venous access device) 1s being used.

Refer to MITA standards, specifically recommendations of
practice listed under heading #32, Home IV Therapy Programs.
{Appengix II) . )
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APPENDIX I

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

I. consent to
(Patient’s Full Name)} _
: » Who is my having
(Full Name}) {ReTationsnip] '
responsibility for administering intravenous medications/fluids prescribed
by my physician and needed by me at my home.

[ understand that ; will be administaring
(Full Name)

and monitoring the intravenous thnerapy in the adbsence of the visiting
nurse, )

I understand that has received instruction,
: (Full Name)
but that the instructfon 1s not as complete as the training of the nurse.

I understand that only specially trained nurses will be assigned to
provide home care to me and that precautions will be taken to avoid
complications. However, I realize that at times compl{cations occur
despite meticulous attention.

I understand that a visiting nurse service {s an {ntermittent
service and the nurse miy not be present at the time of the therapy or
when complications/emergencies could arise. .

I agree to release -

~ (Name of Home Health Agency]
and any of its agents, servants or employees from any and all claims or
cayses of action which I, or any of my heirs, successors, or assigns may
have arising out of the administering of my fntravenous therapy whether
or not it is related to the instruction which

_ {Pull Name)
received or any other reason.

I have the right to discontinue home intravenous therapy upon
natification of my doctor. .

My signature certifies that 1 have read and understand and consent
to the administration of {ntravenous therapy in the home.

Stgned:
(Date) {Patient)
ar: ‘
(Witnass] - - {Responsible Adult)

{Relationship to Patient)
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ing of all posaible complicatzons aseociated —

m. varentesal Nutritiog- = - ~vae .
= To provide tha registered profesetonal nuree

with LY. therspy end the sbility to recog. with the knowledge in dinic .
nize the mdnchrqw’mmh of purenteral SPpiication
dlinical jutigements and initiste proper ment, initiatior mlmudmm
nursing interveqlion. . tics of 4 m"hﬁw-m.un:.
L Blood Componer Yy placad on metabolic processes, potential
muuhth hfmﬂnm mo&:.ﬁm_cﬂmunma
mﬂm‘::hu. > » v
b ine : ' To provide the registered ;
its components he laboratary testing : ; agents. .. :
mphagis”shall be placed oo the sdmin. .. All clinical sspects of ) -shall be
sation of blood and its components and until proficiency is mined sc-
he recognition and management of any cepable by ebeervation and appreval of re-
~ sdverse yesctions which the patient mey demonstrations aad ciinical judgement
APPENDIX 11

Recommendations of Practice

1. LV, Nursing Teams
spacially trained LV. nursing teams

Professional,
decreane the risk of L.V. tvlatad complications and
infections, insure patient protaction, delivar qaality
LV, care and are coat effective.
Recommendations of Practice
1. LV. aursing teams should be placed under one
of the following hospital departments: Phar
macy, Blood Bank, Pathology, Administration,
and have ¢ closs relationship with Nursing
Service and the Infection Controi Department.
2 LV. Departments should be an independent

department.
1 LV. Departments should be cont effective.

4. LV. Depariments shall have 8 svedical adviscer

whe is a phyvician.

8 All LV. poticies and shall be ap-
praved by & member of the medicsl atafl. -

€ ALl LY. policies and precedurms shall be re
viawed and apdeted anasaily.

2. LV. Policies and Procedures
Ta ingure safe and etznderdized LV, therapy within
the health care facility; 0 protect the patieat by

Recommendations of Practice

L LV. policies shall be written general stateminics
that sncompass & specific ares of practice.

1 LV. procedures shell be written and epecificaily
detailed t0 a particular LV. practice.

. LV. policies and procedures shall be submitted
by an LV. Supervisor. by the medics! etaff and
apgrupriate hoepital goveming body that gov-
erns the speciaity of LV. therspy.

4. LV. policies and procedurvs thatarv established
within & given institution are selely intended

- for een within that particular institetion. )

S LV. policies and procedures shall be spdated

€. All registered professionsl 1.V. sxrees are ac-
en.s'uhl:.‘ﬁr thorough lﬂ't‘ the LV.
institation.

*. LV. policies and grocederes sbesld be in Leep--

ated with this therzpy and to protect the practics(s) muoudﬂ’nﬂiu
of the registarvd professiensl LV. durse. : L. Ascartzin the physicisn’s order.
Wﬂﬂuyc 1981
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- “,‘:‘:.n 4 nigaed. 1f & vecbel order 1a taken
(rom a phy#ican by a reqistersd professronal
LV. nurss. the verbal order shail be wniten
md.;,,.anmnumbiy_ o

3. The nuraing process shall be utilized in evalw-
ating the sedical order and the pauant’s newds.

4. ldenafy the petisst.

5. Explain the precadur, specific therapy and
consuderatien of thirapy to the padent. .

§. Collect and aseemble appreprisie equipterit so
the squipesent will be asepticaily handied ia
arder of ite w8,

4. Chaice of Cannula for Pariphers) Infusions
Use the smalless gange device that will achieve
he thed 1  a5d avei :

- e mwwm o de ®

- e ot LV, theripy bet 5
“tand to infilergte atid disfodge more fequencly”

than LV, plastic catheters,

3. This Associstion advocatas the use of rzdi
opagque cathetere for LV, wea

4. Styleta shall never ba reingeriad whea LV,
cathetars greinitiated.

& Throughdheneedle cathetars are not recots.
mended {or routine periphernl LV. uss. . -

4. Only ent davics shall by stilited for esch..

attempt. .
7. The aurse shouid not make more than twe
sttempts Lo initista LV, therapy.

$. Handwashing
Before inserting an L.V. cannula, hospital personnel
shall wagh their handa.

Recommendations of Practice
1. Soap and water is adequata for moet periphernl
Z. An antiseptic solution should be weed for hand-
washing prior to the insertion of peripheral
central catheters.

& Site Selection
In vein seiection, the patint's condition, vein
condition, age and the type and duration of therapy
shall be assasend e insureides] and safs LV. sccema.

of Practice ..
LV&umm&LV.tMggn_cn

2. Start peripherul routing LV. therapy in distal
areas of the wpper extrumition, ‘

3. Palpationy of the vein is important in assessing
the condition of the vein und in differentiating
it from an artery. Fingers shouid be seed for
paipation (o access the vein. The thumb shail
Nt be weed sinen it ia Aot a0 sensitive as the

: Ravised November 19412
NITA, vol. &, January/February 1982 .

ungers Ana (ne th: .0 Pulse may.-be canlusea
in detscung an artary,
4. To distand thevein. apply g

1quet -
sure cufl 4-8 inches above tity a4t or or

&, Toumiquets showid by appliet k."”'ﬁ L

pressute 9 0P venous flow hu..aE.m.
ﬂﬂ'. ---_. - L4

& Application of hest smay be indicated for oo it
tion of vein dilitation. Care shouid be

7. Sabesquent venipuncrures should be madg in °
areas prozimal te previous LY. siteg, ‘

- & Avoid the antecubital fossa sines this is the
mfc:d“dudm&rhmw'

and areas of fiexion waless you

Su ‘,'(inohdlqﬂuidmihh'u armbeard er sim-

e g deve
12 Awidvu'uiathocﬂwdmdumﬂm
p .

Couasideration
Liquid erystal thermegraphic petterss may be
considersd in evaivating veneus physiclogy for
sits selection. :

7. Site Fraparstien -
The LV. site shall Se scrabbed with an antiseptic -
soiwtion prior <0 venipancture insersion.

Recommendations of Practice
. L l{nacesuary, wash the skin with sosp and water
- peioe to application ef antiseptic solution,

2. When excessive hair exista, clipping the hair is
recommended rather than shaving.

3. Tincture of iodine 11-2%), iodophers or 70%
isopropyl aleohol can be wied as satiseptic
solutions,

4. I the patient is sensitive ta iodine, 70% isopropy!
" alcohol ie recommended.

3. The andseptic saiution should be applied liber-
ally and allowed to dry. ,

€ In an emergency, when there hes been inade-
quats akin prepuration, as soon sa tha patient
has been stabilized. & second line sheuld be
established, the emergency fine remeved and
the previeus site shesrved for 45 hours.

& Cannuis Placoment

Safs and effective LV, sccese in accomplished by

strict aseptic cannela plascement.

Bacommendsticas of Practice i

1. Prior to wse. the nurse shall confirm the
integrity of the prodwuct.

2 Prodect defects should be ascertained by inspec-
tion and if defective, the grodect shouid be
discardad and retumned o the manufacturer.

-
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ac peniphersi vascular acceaa.

4. gt:;f“:;dc rechnique shali be adhered ta for
cannuls placement. In an emergency situstion,
whent an Lv. md‘ h‘.l been pw withouat
adequate skin preparation, the LV. cannula

. ehould be remaved as 30on as possible and the
previous zite cbeerved for 48 hours,

8. Irvigation of LV. cannuias ehould be aveided

. The type, guvae, lengih, inserien date and
recerded Ins the medical rocord and writicn on a
tape, close 1o the dressing, where it can boesaily

identified. )

7. The cannuis shouid be secured to stabilize it
at the insertion sita.

8. The asree shall ascertain patency and place
ment of tha cannule cfiar placement. Evaivs-
tion of patency and placemient shouid coatinue
throughout therapy.

Consideration
- Maximum mobility and essy viewing shosid be

1aken into considerstion when taping and secur -

ing an LV, cannula.

9. Cannuls Site and LV. Dreseing Care
Csnnulg sits and LV, dressing care is 1o provide
regular, standardised canaula sita inspection, site
care and 1o apply a stetile drenaing. Thess messures
should redecy or prevent the complications of
cannaia related sepeis.

Recommendstions of Practice

1. If a wopicul sintenent is wend it shanld he applied
at the LV. site at the time of insertion.

2 If & wpical sintment ia used, the zse of anti-
microbial (povidons-ioding) is the cintment of
choice and widely accepted.

3. A sterile dressing shall be appiied overali 1V,
sites to cover the LY. cannula entrance site.

4, A starile transparent, semi-permeabie mem-
brane sdhesive dressing may be spplied over
LV. sites to cover the LY. cannals entrance site.

Coasiderstion )
Some revesrchers hgve suggewtad that the use of
polyantibiotic sintment may be efficacious at the
skincannula junction site and that antiseptic
cincments, ¢.g., povidone-iodine have marginal
benefits,

10. LV. Canagia Removal

Peripheral LV. cannglas shall be routinely changed
every 48-12 hours. Peripheral LV. cannalus
shall be inspecied and evaluated through anintact
dressing et least every § hours. These messures
shoeld reducs et prevent canasls related coepli-

Recommandations of Practice
1. Rostine periphersl LV. cannulas shail be
changed o & new sita every 4572 howrs
provided me LV. related complications are
2 Cannglas inserted in an emergency sitaation

. new gite at the eatliest opponunsty.

3. Penpheral cxanulas that muat remain in plgce
for prolonged penoda tover 72 hourss due to ise
patient's condition should be considered o
higher risk of potential complication snd requiry
maore {requent assesament and evaluation,

4. The cannuls should be removed if there is pain
or txderness at the insertion site,

1.mam:ﬂﬁmﬁbywm_.m

reove central venous cathatery, uzing aseptic

no-tauch tachnigue.

8. To ascertain compilete removal of the catheter.

m‘;mﬁnun-hm.«[m.m
theter inspect visually tip for

ae

.z Coutﬁc}lﬁou

L The nuree, as dictated by establiched hoapital
policy, will culture ppropristely the catheter
in 8 veuting, manderdited manner, using
aseptic, 88 towch tachnique. This practice
should be especially encowraged when the
catheter is suspected of being contamunated or
when the patient has sa unexpisined fever.

1 A semiquantitative eeethed of cathater culturc
is recommended,

11. LV. Administration Set Change
Changing the LY. administration set is to prevent
ar miniruze sepsin related 0 the LV. delivery
aystem.
Recomemendations of Practice
L LV. sdministration tubing shall -‘be changed
every 24-48 hours,
2 Changing of LV. administration sets should be
- carvied out in & routine. standerdized manner
and st the tite & new containerof LV. seluuocn
is initiatad,
3. An appropriate method of indicating thedate of
change of administration sheil be employed.
4. "Piggy-back™ tubing shail be rontinely changed
every 24 hoars.
S, “Plggy-back” administration ects accommo-
dating blood. blood products er lipid emulsions
-huy_ be changed immedistely after ther

administration. .
€ LV. administration eets woed for Total Paren-
mﬂm” shouid be changed every 24

1. Tubing junctions shouid be eecured by an
© sppropriate method such as ean be accompiished
with 8 luer lock or junction clasping device.

4. All additives to the sdministration est such as
sopcocks and extension tubings showld be
changed gt the same lime the LV. sdminuatra-

tiom set is changed.

Revised November 1881
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d LY., BYSWMILE BiiUUId N sdit ettt aem et B
systams whenever possible. All entries 1nto the . compliceuona.
adcunistcaton set such s the adminusration T .
of medications ahouid be made through injec- Recommendations of Practice A
tion porw thet are disinfected befors entry. 1. Personnei shall weeh their hands befary ape :

- . . T, |
10, Blood specimens should mot be withdrawn ing and edministering parentersi fluids, Lo
through LV. tubing. )

cames e s - -

2 All containers of parenteral fluid ehgj) |

11. Fiashing or irrigation of the LV. systam to inspectad prior to ws+ and checked for visib}, .
improve ow should be avoided. turbidity, discolocacs. - leaks. cracks, damaged
12 The entire LV. system (czanuls, sdministra- caps, particulate matier and for the manafec

tiom set and flaid) shall be immedintaly
if purcient thrombophlebitis, cellulitis oc LV,
relatad bacteremis arv noted er stroagly ewe-

turers expiration date befory - _
is found. the (Juid shall not be veat.” ">

13. Foe phiebi, withoos concomitaat signe of & Lndons & Igid sruviions shoud e com
shouid be changed and the fivid evaivated as s "mmm&lﬂhn affixed 2
18. Admixtare of Perenteral Fluids
12Z. Dressing Changw e .
Changing LV. dressings is 1o eveluate the insen T incwrs contral and minimite possible complics:
"™ L Parentara! and ol Practics . '
Rmundnﬂe_u-et?nedu‘. 2 be admised in the : wd:ﬁm
48 howrs and immedia if the dressing gency requires admixture in patientcare aives.
-zmm.":.;ﬁ’ - 1&}_;“Mmhmmwmu-
i shail be weedl 0 LY. .
Allpﬂe‘ tie technique change 1 Single dose visls shouid be wasd for sdmixture

3. During dredsing change, the insercea site
should be inspected and evainatad for redness,
mﬂc&!ﬁmdmd
infection. '

4. If the dressing ia changed, the site showld be
cleaned with 70% fsopropyl aicohol or povidone-

possible.
4 All medications shouid be compounded usi
ar&m‘m e ch(
label shall be .
affized © all admixed (comrpounded) parenters” ¢
solutions etating the additive, dosage, solutioi. . 7

2

jodine eolution and sllowaed 10 dry, followed by
mpgﬁududbdophueiaﬂntuﬂﬂ-ﬂc

13. Cuituring for Suspected L.V. Related
Infections
Culturing is to ascertain the source and micro-
organiams of suspecied contaminauon.

Recommendations of Practice

1. If the LV. systeen is terminated becawse of

suspected LY. related infecton, ie. purcient
thrombophiebitis and bacteremis, the skin at
the cannuia junctiva should be clenned with
slcohol and allowed 1o dry befecw the cannula
is remeved. The cannula shouid be cultured

using o somiquantitative tachnique.

2 If the LV. cystam in termingted becauee of
suspectad fluid contamination er rvisted bec-
terornia, the flsid should be cuitered and the
ieplicatad bottie saved and the lot number

3. If intringic contaminstion (contamiration der
ing manufacturing) is svapectad, the heaith

14. Quality Control of 1.V. Solutions
To observe for possible intringic contamingtion

- amount. date. time of compounding, expirstior: |

date and person who did the

compoun
. ‘..Allnmrﬁowbcdlhul‘hulkrmm"'

ing parentarsl solutions.

7. Handiing of admixtares should be in keeping
with the Recommendations Cuidelines and
M. of the American Society of Hos-

Pharmacists.

. pital

8. Compatibility of solstion ingredients shall be
suthonzed by the pharmacy befors admuxing.

% In the absencs of & vacuum. sn LV. soluuon
container shall be covered with & stenle ar
tight, water proof cover sfter admixture.

10. When sdmixing occurs outside the pharmacy,
hospital policy shall be strictly obeerved and
absoisie sseptic Wechniqee practiced.

1€ Intermittent L.V. Therapy '

A mechaniom for intermitient 1.V. therapy shall be
. employed (o prevideintravescuiaraccess for the ps-
ite therapeutic or diagnostc LV,
therapy. Intermittent LV. therapy shail be em-
pleyed whea contineows therapy is not required
by the petient’s condition.

Recommendations of Practice
L. Intermittent vaecular sccess shall be trest -
on LV. pariphersl catheters. '

Ravised November 1981
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7 All LV. cannulas iocked with a rubber port
Mmale sdapier may be used for nwermicant
3 if‘;::::::: {l used. 8 dose of heparin that does
aot siter the pagent’s clotting factors ahall be
used for maintaining petancy of LYV, intermit.
went cagnuis devices. Thase devices shouid be
flushed with hcparinized ealine solution rog.
tindy and whensver nacassary to maintsia

tancy.
4. f’;c use of ebtarators is not recommended.

S, In flushing intermittant devices, considerativa _

should be given o drug incompatibilities,
6. Use of smsil bors and short length needles is
recommended for administering LY. therapy

through rabber ports of the intermittent devics,

7. The eptimal frequency for entaring the rubber
port is net known and leskage depends on the
size of the aeedle insertad through the rabber
port and the specific grade of rubber.

8 Utilizstion of {ntermittent devices mey be
established by hospital policy and may be wee
ful in the maintenance of Intermittent medi
catione, bicod end blood compoaents, LY. fluids,
or as vesculsr sccems for the criticelly ill
patient or unstabilizted pacent. for laborstocy
procedures and for bome LY. therapy,

17. Labeling of LY. Administration Seta,

. Cannulas sad’LV. Solutions

L All LV. soluticns shall be labeled sccording
to the Standards of Praction as stated in the
section Quality Control of LV. Solutsons under
the Recommendations of Practice.

2 All admived parenteral fluids shall be labeled
according (o the Standards of Practice as stated
in the section Admixture of Parenteral Fluds
under the Recommendations of Practice.

3. All LV. administration sets ehall be labeled
sccording to tha Standards of Prectice sa stated
in the section LV. Admunzetration Set Change
under the Recommendations of Practice.

4. All LV. cannuias shall be iabeled sccording |

to the Standards of Prectice as stated in the
section Cannsis Placement wnder the Racom-
mendations of Practica. -

18. Administration of L.V. Medications
Administration of LV. medications shall be initi
ated by a prescription of a medical doctor and
provide & tharapentic svicome
Recommendationa of Practice

1. The registered prefessional LV. nuree may
-  administer LV. medications which have besn
established by hospital policy and in sccordancs
2. The health care facility shall provide ¢ list of
spproved LV. medications which incindes gen-
eric and trade same, indicstions (or usage,
dossge with maximem Hmit, side effects, rataef
sdministration, stability and storsge require
ments, apprepriate diluents, incompatibilitien,

toxicity, specific Jrecsulions ang Rucaing
ntarventionas.

d. Pror w admmiswnng an LV. medication, e
registered professionei L.V. nurse shali be cogn;-
1ant of the impiicauons of LY. medicauon, ‘

4 If an LV. medication has posmible allergic
implications. it is recommended that the phys;.

& The approved drug fist sk be wpdated

ist be
added to contineally. - end
6. The approved drug list shall be reviewed an-
- neally.

7. The padent shall be evaluated for possible
drug eensitivity and possible campiications
prior, during and after LY. medicsgon ad-

8. Administration of LY. medicstions ghall be
documented in the petient’s permanent record.

Q.Auadgunhaauchdlhldhﬁﬂi ta in the
sdminisuration of LV. medicstioas,

19. Administrstion of LV. Investigaticaal Drugs
The sdministration of LV. investigational dru:c
-ahall be initated by u prescriptica of s medieal
doctor with sppraval of the hesith care facility end
provide a therapesticoutcome, ~
" Recommendations of Practice :

1. Thesdminiciretion of LY. investigational drugs
shall be in scvordance witk the Standards of
Practice as stated in the section Admunsgiretion
of LV. Medicstions under ths Recommendas-
tons of Practice.

z ‘l'ho heaith care facility shall sstablish specific
guidelines, policies and procedures for the
sdministration of LV. investigatenal drugs
and thess guidelines, poiicias and procedures

. shall be stated in the LV. Policy and Procedure
Manual. .

3. A separate approved list for the wee of LV.
investigational drugs shall be employed.

4. AllLV. investigational drugs shell be apgroved
by s hoepital commastee, .

5. LV. investigational drugs shall be initisted
with the patient's consent.

8. LV.investigatioral drugs shall be reviewed end
monitored by the medical stafl

20. LV. Push Madications
To provide instant abearption of LV. medicaticas
in the blood, immedigte therapextic effect in an
emergeacy situation and for a specific drug
peculiarity, |
Recommendations of Practice

1. An appreved, separats list of LV. push medics.
tions:ghaill be provided by the hesith care
facility and etated in the LV. Policy end
Procedure Manuel ‘

2. The sadministration of LV. push medicstions
shall be initisted on the order of & medical
doctor e¢ on the jedgement of & registered
professional LV. nures in a life-threatsning
emergency situation sccording (e the policy of
the heaith cure facility.

Revised November 1981
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3. The edmnisizaucn of LV pusn medicauons
shouid be 1n accordance wath the Scanacaras of
Fracuce in the section Admunwscrauon of LV.
Medicauons under the Racommendanions of
Practios. )

¢ Special emphasic shell be given to the rate of
admigiatration. :

S. L.V. push medications shail be diluted suf
fSciently and sccording 1o the mansfactarer’y

. recommendations.

21. .22 Micren Alr Ellminating Filters .
To protect the patieat from induced particuiates,
possible air embeli, plthocuue baciena {micre-
crganisms) and to minimize the nsk of LV. related
complications and sepaia,
. Recommendations of Prectice

1. The routine use of 22 micron «ir eliminating
fiters is advocaied in delivering rovtae LV,
tharspy since thess filters sffectively rvmove

Z .22 micron air diminating fiiters should be
routinely changed every 24-48 houre.

1 Possible retantion dus to low dosage, solubility
and sbeorption propertien of LV. drugs through
a .22 micron sir diminating Glier shall be
considered and follow the manufactarers’ rwe-
commendations.

4. Lipid emalsfons and blood and blood procucts

-~ shail aoct be tiiterse through a .27 micron air
eliminating filter. R . .

5. The pressure tolerance of the filter housing
and membrane shall be & major consideraton
prior 1o Gse.

8. The talerzted pei ({pounds per equareinchlefa
fiiter shall not exceed the maximum pressure
(pei) exertad by the LY. pumip.

7. .22 micron &ir sliminating filters should be
placed at the terminal end of the L.V. adminise-
trationt set (a8 close to the LY. canngia as
possible).

Considerations

1. This Associatica beligves that the wae of 22
micron sir eliminating filters is coet justified.

2. From an infection standpoint only, the Centers
for Disesse Control does not recommend the
routing use of .22 micron air eliminating filiars,
“Their recommendation is bused on the iack of
definitive studies 1o data. en the efficacy of 22
micron air eliminating Slters etudying (itra-
tion from an infection control standpoint. Sech

- studies are difficelt 4 accomplish. However,
- there have besn meny definitive studies attest
ing o the bemefita of final fltration, oy,
minimiring phiebitis which ia a precareor w0
infection and ther sir diminatioa properties
protacting the patient from air emboii Since .22
cles, remreve microorganisms and prevest sir
from entering the LV. system. the National
Intraversows Theragy Association believes that
many benefits of final filtration have been

very weil docuntreated int the literg-yre ¢r .
use of 22 micron mf elimunaung Gilters | :
mizes potntial nek to the Patient, thug, u{\ ;
use 18 recommended routinely for 44 Ly - ™~ -+
apy. Furthermore. their cont is Jusufied .
pasaibly cost effective by considering possinie
::::huﬁoqs of tﬂ:mpy, resaltng 1n possioie
or medical treg and i
B et ettt e e
_ o LV. filter is available that wilf,
passage of endotozing or pmm'mm the
4 Ceundmaqa should be given to the filter sur
face eree ta insure necessary Giow ryces.
8. Astomatic air venting allows sir bubtles to
escape (o the atmosphere.

provide minimal devistion from the prescribed
- medical order in the delivery of solutions and-or
! “""“'“""- 8, thes reducing the riak of posstble LY.

Recommendations of Practice

L. Delivery of all aspecus of LV. therspy shail
be controiled with minimal deviation from the
prewcribed rase erdersd.

2. The wseof gravity feed mechanical devices.e g,
LV. controllers is advocated for the maejoncy
delivery of LV. therapy.

3. The use of proa~==- feed mechanical devs..
¢.4. LV. pumpe is recommended foc controly /|
LV. delivery when @ specified accuracy of ...
delivery is mandatory due 10 pasient risk. *

4, LV. purtips ehould maintain 1.V. delivery within
stringent devistion of the prescribed medical
order and their accuracy or deviated limit (plus
of munus) shall be stated by the mancfaciurer.

S All LV. electronic devices shail be routinely
cleaned and checked for any possible mal-

_functions.

8. :l'hc ust of eectronic mechanical controlling
infusion devices shall be prionitized and stated
by hospital policy in the LV. Policy and Pro-
crdure Manual. - ' )

7. The regustered professional 1V. aurse shall be
proficient and knowledgeable in the use of
mechasical controiling devices within the
bealth care facility. '

8. Operating instructions for electronic mecham-
cal LV, controlling devices shail be affixed te
the device.

9. Audible and visible alarme to detect air, deviated
flow, occlusion, end any other deviations piac-
ing the patient at risk shall beintagrauid within
the mechunical infasios device.

10 If the mechanical controlling devicw is battery
opesated, the life and potency of the batteryin)
shouid be ascertained and changed lcwrdinli(

IL Mechanical electronic controlling devices ehe- P
be petient tamperpeool. '

Consideraticns

. Connderstion showd be given 8 maximom
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OCCLuaives R Rl R LTy

2 awdmgjou should be given o sccursey gver

of back presstres, -

3 %:.nnu professional LV, nurse should
be cognisant of the Standerds on Iafusion
Devices set forth by the Aseociation for the
Advancement of Medical Instrumentation.

px 8 Blood_(_:o_-n:c'nt ‘ﬂ:mn

I:;Mhum«d«dlncﬁddmud

shall pravide a safe and therapestic eutcome a8

sroseri

Recommenidations of Practice )

1. The administration of blood and blood compo-
neats by & registered prolessional shall be in

biood and bicod compooents and resctions.

clinieal competency of sdministrstion tech.

niques and ideatification protecst of pa-

tient and products and nursing interventions |

for poasibie resctions shall be ‘
3. Policies agd procedures for administration of
hiood and blood componenta shall be spproved

by the Medics] Director of the Blood Bank snd

reviewsid annsally, ~

4. The patient may be required, according to

 established hoapital policy, to sign & consent
form prior to administering blood and blood
compenent therapy.

. 8. The patient should be evaluated priorta. during
and afltar blood dnd blood component sdminis-
tration.

4. All blood and blood prodects should be in.
spectad prior to use to inssre the integrity of
the product and prodect expiration.

7. The physician’s order for blood and blood
compoaents shall be writtan clearly and speaft-
caily.

8. The patient shall be chaerved for at least five
minutes afier the initiation of blood and bicod
componenta

9. Adberence to sseptic technique in the edminis.
tration of blood and bdlood composents.is

mandatary, _ )

10. The size of the cannula should be spproprista
for sconmmod sting bloed oc blood compenenta,

11. The registored professional nurve chall be
scoountable for implementing apprepriats
intarvention en all bicod and blood compo-
nent tenctions.

12. Blood and Mood products shall not be placed in
i unit refrigerntor where the temperatureis) are
not specifically controiled and regulated for
blood snd blood prodects.

13. The use of 170 micren fAlters is recommended

blood and biood component ther

4w le‘“l‘. W b 4 04 0 ok 4 wavroy i “‘W“ e “‘m -
companenis.

14. All iniuduen, terminstion and n .
venton regarding blood and hhod“;::,::::
shall be documented in the patient’s record,

18. Interchange of blood and bicod prodwers shall
be statad in established hoapital poticy,
aents shall be in keeping with the Bureas of
Bislogics, the American Associstion of Blood -
Bank Standards and any exception should be
established in hospital policy with eppreval
of the Medicat Director of the Blood Bank. |

. 1. The temperature varianes for blood and blood

prodects, prior to use, should be in keeping
with the American Association of Blood Banks.

_ 18. The wse of blood warmers is sdvocsted in

certain eedical conditions, e¢, Raynawd's
Disasse or & patient with cold eggiutinine,
These machines shall be chacked rostinely for
* tempersture control and any malfunction.
1. Generaily, ne medication er solution should be
sppreved by the Medical Director of the Bloed
. Benk and sstablished by hoepital palicy. -
20. LV. sdministration éets should be changed
aftar the adminisuation of blood and blood

. prodects.
21. When apprepriata. LV. lines should be flushed

with saline selutions rather than dextrose sole-’

tions prioe 4 and after adminisering whole

blood er red cuils since dextrose causes hemo--
- lysie of the red cell.

22 Blood and blood producis ehould not be ad-
ministered in conjunction with other LV. solu-
tiens or intarrupted for administration of
another LV. salution. -

‘Congiderations

L. The principle governing tranafusion therapy is
component therapy. )

2 The wse of fresh blood and blood components
minimiztes adverse reactions,

3. The use of microaggregata flters (20-40 mi-
crons) should be employed whea chinically
indicated and approprizia

4. A unit of fresh blood, fresh frozen plesma
or platelet concentration shouid be tranafused
for every 510 unita of stored blood given
within a 2¢-hour period. T

24 LY. Chemotherspy

LY. Chemoatherapy shall be initieted by & medicsl

doctor's ecder for safe sdministranon of LV. ana-

sevpiastic agents in the trvatment of cancer.

Recommendations ¢f Prectics

L The administration of antineopitatic agents
shall be conductad by the registered professionsl
LV. aures whe possesses knowledge and under
standing of the basic principles of cancer
therepy.

2 The sdministration of LV. antineoplastic ageats

Ravised Na"-bgr 1941
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shall be in keeping with the recommendaticns
stated in this document for genersi LV therapy.
3. An eppraved list of LV, aatineoplastic drugs
incleding investigational agents and a recom-

mendation for their preparation and adminis-

tration aball be established in bospital policy.
4. Detarcaination of blood values shall b evain-
atad.
8 A geoersl histery and ascmsment of clinical
condition sheuld be noted prior 18 treatment.

€. Preseryation of vasculer accves is mandatory

for previding contineed therapy.

9. The choice of cannuia shall be detarmined by
the prescribed treatmaent, duration and condi-
tios of patient.

8. Ascartgizing placement of the LYV. devies to
avoid inSitration is mandatocy.

9. Drugs dassified ss vesicants shail be adminie-
tared in conjunction with a continwous LV. flow.

10, Appropriate mwrsing intervention for extre-
vasation of drugs, sspecially vesicanta, shail

11. Pracawtions in preperation and sdministration .

of antineoplastic agents shail be employed for
protection of the patient and medical persocanel.
12 The mais of delivery of antineoplastic agenta
shall be precisely controiled and consideration
should be given to the wse of LV. mechanical

coatrolling devices.

13. The uee of ~222 micron air eliminating filters
should be employed nnless contraindicated.
14, Assessment for the wee of Total Parentersl

Nutrition shouild be employed

15. Asssssment for the wae of blood componant
therapy shouid be emaployed.

" 16. Consent forms shall be mandatory (or all LV.
investigationsl sgenta. ,

17. The physical and peychologicel asperta of LY.
cancer therapy shall be cleariy presa.: »d and
discuseed with the patient.

18. Appropris:: intervention for possible physical
effecta, incinding but not limited to alopecia,
weight joss, navsss and vomiting shouid
smpioyed. .

Considerstions

1. Consideration shouid be given to out petient
therspy when appropriata.

_ 2 Colisberstien with sther memberw of the beaith
care teem and local sgencies shall be employed
for mesting the peychosocial needs of the

25, Docamentstion of LV, Thernpy

To pretact the patient, suree and heaith care
- facility and %o retrieve statistical information by
written decumestation snd verificstion of LYV.
Recommendations of Practice
1. All LY. peveniures shall be documented. inciud-
ing bat aet imited W initistion, daily monaitoc-
-ing, axmber of venipunciure attempta, new site
changes, petient tolerancy snd termination of
LY. tharapy. '

2. Documentation i LV. therapy gho
lished by hoepital policy and stateq 8 Qe Ly
Policy and Procedure Manual, )

24, Termination of LY. Therspy ‘
I.V.thatpy'uhhtﬂninsud-&“”“.. .

ucdiu.l@cucthﬂmdmm”um‘

‘ . cannuis shail be remeved nearly

1. Peripheral LV. cananies eheuid be changed - |

avery 45-72 hours,
2 LV. administradion eris sheouid be change.

evary 2448 hours and ot the time & new

container ol LV. selution i initissed. .

. & The LV. canacia ¢its shonld begently paipatad
Mm for radness,-sweiling and cny
signa of sepein. '

4. The patient sheuld be asvemed for tolerance
S The physician’s erder should be checked and
the petient’s record should be sasessed toinaure

therapy.
€. If the LV. cannuls requires chenge.a new LV
access should be established before remavai of
7. I the dressing is changed at a ¢S hewrinterval,
the sits sheuid be cleaned with 70% lsepropyi
dicshel er isdephor svistion and & topucal
; should be renppliod. if wed. A stecile

. Labuling of cunmule, drvssing. LV. admini-
stration sst and esiutions sheuld be ix eccor-
dance with these Standards aa ststad under the
deviguatad Sections.

10. Daily monilering and care shall be decemented
ia sccondamcs with practices s i stated
theue Standerds. - ’

11. Adherencs to strici sacptic tachmigwe and
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svoidence of touch contamination shail be

mandatory 1n datly memwnng and care.
12 Emphasis shall be placed 0o minimal manipe-
latiops of the LY. syaum.

Conaideratioa

Because manipulition and toech mnmsﬁoa_

are comeoen causes for potencial LY. complicaticns,
ooasiderstion should be given 0 not interrupting
tha LY. sysiem for ¢ bowrs. Altheugh it hae not
yot been documanted io the litersture, it is the
belief of this Associstion that ths entire sysiam
(cannuia, Slter, dressing and LV, administration

set), except for LV. solutions, should remain intect
and changed at & {b-hoerintarvel pravided asLV.

@aﬂmpﬂaﬁoagmmumm

awwm
The patiant receiving LV. tharapy shall be guaran-
teed sn optimsl lovel of LV, care A quality
assurancy

sapeis and {agure proper intervention in & timaly
manner.

Recocimendstions of Practice

L. Quality gasurance is integrated into all sepects
of LY. therapy incleding, bat pot limited ta:
cannule placement and care, LY. solution
preparatioee. filtae application. LV. sdmisie.
tratica oot change and dressing changse.

't%mwdﬂf wmuh

. tone, exgirations and any product damaged ot
questioned shall be unscceptable for wae.

4 The registered professional LV. seree shall
be sccosntable for implementing appropriaie
intarvention for possible local and/er systemic
LV. compiication. Early recoguition of signs
and symptoais of LV. complications shall be the
basis for sppropriats intarvention.

5. LV. care sheuld be docementad and & means of
retrigving this documentad data should be

G.Dthanmﬁhnywiﬁc
criteria %0 eveizame officiency,

quhtr complications and interventions of L.V.

. A Pn{u-i-nl. specially traimed LV. ncrsing
. teams decrenss the risk of LY. refatad complil-
cations and infections and inswre an eptimal
lavel of LY. MWMIMM
ancs and patient protection.
B.Qucﬂtymwdl.\' theeapy
shall be otatad in the LV, Felicy xod Proce-
durs Mansal '
9. Colisboration with and education of ether
hoepital departmenia snd members of the
heaith care tanta €74 Recsssnry 14 Soswre ton

precrams will mazimize ¢uility LV. caiw
and minimi: possible LV. ecomplications and’

plementation of - iable qualuy essurance |V
. program. ’

29. Pedistrics .
_ Muwdﬂ“m&ummwmb
~ ture infenta,
‘Recommandations of Prectice
" 1. The cegistared professional LV. nurse shail
have speciatizad knowledgs ol LY. goigtion and
medicstion doosges for childeen, infanis, naoe
' Bates gnd presuutare infents.

2 LV. therapy for the podiatric petient shall
follew the Recommendations of Practice set
forth iny thees Standards.

d. A velame coatrol mechanism thall be employed
¢ inswre accurate eale delfvary of LY. solutions.

4. The pediatzic patient shall bs evaivated and
assensed mere. , :

& Generslly, oe wmare than 800 ml of any LV.
solution should be heng ou & pediatric patient.
T el o Gativany Sezimem mobificy ix
vering LV. therapy 10 the

pudiatric pationt,
8 Prychelogical approaches sheuld be relative
te the pedistrie patient in delivering LV.

Te minimize LV. Mmhmmtml-
is integrated into meny aspects of LV. thesapy,
incleding, but ot limited to: LV. cxnawia,'LV.
dressings. LV. solstions, L.V. sdministrstion set
change end the .22 micron air eliminetng LV.
filters. Early recognition of the sigae and symp-
tome of sepuis, s weil ¢4 awsreness that the
patient may be & compromised host, will maximize
the prevention of sepus and insure apprwpricta
intarvention in g titnely manner.

Recommendations of Practice
1. Infection centrol LV. practices are implied by
the ewicome eriteria in each section throughont
thase Standards in the Recommendations of

Practica, ‘

- 2, Sespected relatad LY. infections shall be doce-
mmtad and broeght to the sttantion of the
Mcm and haspital infoctien

contrel department.
&Gumlly there should be ne iaterrwptioes
ia LYV, lineg by edd-on devices.
4. LV. sdministration eet junctions shesld be
oﬂﬂ'nhn!whdumdm

s smmmmmwhw-m
™ medications e¢ bolws medicaten

tnjections are delivered through rubber portsea
the LV. sdministration set. The injection puct
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of LV. administraucs sets shall be disinfected 16. Vital signa sheu'd be moaitored if warrsateq L

priar ta ATy, .. by the patient’s trestment or conditi
. 6. Asseasment of phiebitis should be evaiuated as 17. A question-by £ ren.swered professional LV, -

" e sign and sympom that precedes 8 poessble nurse on & proscribed ecder showid be clarified
1.V. infection. ) by the taedical doctor prior 4 implemsenting

7. .22 micron air aliminating Slitars effectively and sdministering therapy @ the petient Pre.
screun all bactarie, vwizcing thepatiant'sriskof scribed ordess that arv questioned ahouid not be -

LV. miated sepeis. carried out

3 Freqeeat manipaleties of tho LV. syvtem should 18 Centinuous patient sssencments shecid be

_ beaveded _ mede £t coguiar intarvele.

Considerations ' {

1. Professioval, specislly trained LV. nursing %ﬂml-v-m&nn-( A %s }{Z'“
teame docrenss LV. relsted infoctiona by provid- .  »~ Heme LV, therapy progracs are ﬁﬂ- ot ﬂf
ing contrel and technical expartise, - patieats whe are ready te leave the hoepitalbat ,

2 Collaborstios with hospital infection contret - fvasire LV. therupy. Teaching the patient/end 3 °
persocoe is sdvocated. ngaille: mmgk«pw.m the

31, Metabolis and Genaral Assoszsment LV, "I hhmmﬂ g sale

Te evalvate the patiemt’s physical and mental _

status; ssnens the praseribed LV, ordar; recogniss - dations of Pructice

o5d maximise the benefits o/ LV. trestment; imple-  «  LoWritten pedical arders shail b ascecisined for

mant asrsing intervention and minimize the risks * . - placing a'gationt eu home LV, .

and-potsntial complications casocisted with +. L The patent and siguificant othe'y shall be
- : P rspsosha RLY Charsporte shtime s

Recommendations of Practice ! becoming & ¢ ate for's " m“

- - "

1. The uumisg procass eheuld be wtilised . grogrim. | =

2. Nersing hivtory of the patient should ﬁ 3’ - g Iml ml. {
&!m*u } lﬂm W . m 'ﬁ and signi sad

1 The patisit shouid be sseessed for moeet o athorn, significant .
M“:?mmm“m.:‘ﬁmmgm “" 4 A easent form ‘ tanding snd

4 General physicel eossasment should incinde s Jawisla cRemuences of LV.
ohmﬁuotthcuﬁnﬁqmﬂ&unﬂtby 8. Home LV. procedares abil b "ﬁ':‘
condition of bsir, skin, nails, weight and " demenatrated ta the peties __ amificant

&Emmtmwﬁmmmw ",‘.Im""' a8d elgnificantlothers shall rotern deen-

4. Patient all rios shall be docamentad in the Cﬂmmg.l,v‘ scnde: ) .m
patient record and reportad to the sttending m"dm'm""‘ and sidaifle and cvency of
physician azd other members of the health l” L aod dociyc aihers yhall be
care team. e

7. Daily intake snd outpai shell be documented 7. Patlent and signififant sthery sheil forl dgcw:
on patient’s ruceiving LV. therapy. : with the hoee LV /p prior to the peljent

4 Prescribed infesion and medication shoeld be being disch :
meintained and deliverad as provcribed. 8. Patient should Je- discharged with

9. Active physical exercise shouid be encoursged. supplies, medicstions and soixtions.

10. Passive physical exarcise should be employed 9. Site inepection/of the heme by the registe
when necomsitated by the pstient's condition. prefessionsl LY. anrer may be sacvssary 40

11. The patient's skin turger chould be sbosrved., - - contzin an in the home for clean steruge

12 gensraiised edomss should ba receg supplios and am eppropriste arve for wsing

13. The regioiored prefossional LV. aures shouid 10, LV.cathoiyr and LV. dressingnchalibechanged
be cognisant of aboeormal sornm bevels of gln- - 08 statedf in the specific sacticas of these
cous, slecirelytes, vitamins and bleed coll connes Stsrdards under Recommendatons of Practics
relative e LY, suspagoment. ™ 11. The chapging time intarval ia act known for

14 A microdrip LV. sdministration st msy be contral LV. catheters that are considersd long
wnployed when delivering leer volurme infusions teren cad
that are wnassisted by mechanicel gravity flow 12, Periphartt LV. catheters (excluding those cath-
devices. ’ etors whose tips tis in contry! vessein) for pe-

18. Elactrenix infusinm csatrelling LV, deviess tientn eu home LV. thareyy shall be chsngwd
shouid be connidarwd far misintaining conetant wvery 4572 howrs.
raim of éa LY. infesien. 1X LV, sdmizistration sets shonid be changed st
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The National Intravenous Therapy
Association’s Intravenous Nursing v
Standards of Practice N

mmmmmmﬂmw Therspy Nursing Standsrds of Practics” which heve been
wmod.mﬂnpwdbmsmw&mmdmmakudafmnmHomx_v
Therapy Standards replace Section 32 in the existing “Standards of Practics™ document The following Home

Standards are spplicable to all aspects of LV. therapy delivered outzide the hoapital The entirg NITA “Standards™ |

document is in the grocess of & coraplete revision and will be expanded. Sincs the completed revision of the NITA

“Stindards” will be a lengthy process, and since home LV. therapy is 4 growing ares of sractics, the Board of -

Dizectors falt it responsibie to publish the “Homa LV. Therepy Nursing Standards of Practios™ a¢ this time. -

swall, ‘I'hmchu process for
HQITIG lv Thefapy ‘ T2 - icant other(e) shall u:d::: mm;ﬁ
verbal explanations, demonstradens, evaluagon

{

Home LV. therapy standards are written for nurses and docu

dalivering intravenous care outsids of the hospital 'lhl' Mﬁ;ﬁﬁmmg
nurses practios shall comply with stase laws and toring, ecops of physical activities, necessary inter-
all standards set forth by this Association which are | vention(s), safe discard of disposable equipment
spplicabla to the delivery of home LV. therapy. The and specific ections to be taken in a possibie
o S S ST, |, S

of eelf care and quality of ¢ 12 Therroy tecific teaching instractions will be uti-
patient by providing petient Wewiing and followwp lized during the educsticas! process and sball be
nurmng care. given to and remain with the petieat tnd/or

1. A physician’s order shall be writtan regarding significant otheris).
patient referrai(s) for home LV. therapy. 13. All suppliss and equipzent necessary for therapy

2 A medical order shail be written and signed by a chaﬂbonadahhmthohmhhnthalpru
physician to initists and direct home LV. therzpy. initiated. _

3. Tha written o dical order(s) chall be reviswed and 14. Supply end equipment needs shall be continuously
updated by the physician routinely. svaluated and met.

4 Quly physiciana shall initiste & verbal medical 15. By the date of discharge, & registared nurse shail
order(s). Verbal medical order(s} shall be docu- perform & home assesstnent and assist the patient
mentsd immedistaly by the registersd sarse and and/at significant othanis) to determine sn appro- .
brougiht to the physicians attention o be counter priate arsa for clean, aafe storage of suppliess
signed by the physician as scon ss possible. equipment, select 2 suitable aren for procedures to

S To inswre that preacribed care is sdministered be performed. and determins a safe discard of
safely, the registeced ncree shall have the know- disposable equipment.
ledge and skills w0 interpret and implement the 18. An onguing assesstment of patient and/cr signifi-
writtan madical order. cant other(s) compliance in performing therapy

€. A consent form shoald be established and signed related procedures shail be dooe et periodic inter.
by the patiens and/or legal guardisa. vals depending on patisnt condition end therapy.

7. Tha petient shall be assensed for his/her ability 17. All communications(s) with and/er site visit(s) tc

‘h.&dﬁdﬂ&nu.dbdhml.’f. the petient shall be documentsd.
tharuypy. 18. A summary of patient care skall s asmmanicated

8 Haﬁcﬁ.lummt&cmhmﬂc to the physician at regular intervala,

3 achisve & determined level of Self carg, a signifi- 19. Any pertinent cbeervaticn thst requires medical

cant etharis) shail be incocpocated inte the home intarvention shall be reported to the physician

LV. therapy care plan and the pliycician shali be . immediataly.

notifigd, 20. The patient and/or significant other(s) ehall be
tmmuhmmh.nhmmhwu provided 24 hour scoees to appropriats health care

ability to safaly administer the prescribed home professionsi(s)

therapy treatmens(s). 2L It is recommended that the petient carry andror

10. As the primary educator, the registered nurse shalil wear appropriste identification indicative of therapy.
address indication(s), benefits, methods and rizks 21, Prycho-social concmrns of home LY. therapy should

of tharaypy. be evaluated,
NITA, vol. 7, March/ Apd! 4984 - o
3¢



APPENDIX : :

KENTUCKY BOARD OF NURSING )
4010 DUPONT CR.-Suite 430
Louisville, Kentucky 40207 A
(502) 297-5143 <

QpINION

Reles of Rurses
ia
Intravanous Therapy Practice

The prizmary missiocn of the hatu:z Board of Wursing, parformed through

_the reguliticd of nurses and suteafng sducatican and practica, is co protect
the public, and to . assura that safs snd effective mursing care iz provided
by nurses for the citizans of the Commouvealth. 1Ia order to procact and
safeguard the health and safeaty of the citizens who recsive intravemous
therapy sod £o address the numarous inquiriss relstive to the scops of
nursing pracrice in intravemous therapy/procedures, it is necessary to

define the appropriace roles of ourses in iantravemous tharapy pracrice.

Foserous inquiries regarding fatravenous therapy practice have beem
Teceived by the Board. The minsutes of the past Kantucky Board of Nursing
‘mestings documant that there has been ongoing study of ths roles of nurses
in incravenous tharapy practice and that the Board has fasued opisions
relative to this macter since 1976, In June, 1982, the Board couscituted
a Practice Committae, composed of persons rapresesting various srsas of
the Commonweaith &nd various kiods of nursing practics settings, to study
and maka racommendations regarding the appropriate roles of purses in
{ntravenous theripy practice. The Practice Committee's Tesearch of this
issue included extensive reviaw of standerds of oursing pracrice,
curricula of Board approved nursing education prograas in the
Commonweslth, and laws goveruing nursing practice. HRelevant secticns of -
the Kantucky Revised Scatutes Chapcer 314 (Kentucky Nursing Practice Acc)
1ocluda the followving: '

Section 314.011(5) "Ragistered nursing practice™ shsll mesn the
perforasnce of scts requiring substauncisl speciszlizad knovliedga,
Judgment and oursing skill based cpon the principlas of
psychelogical, blological, physical snd socisl gcdances in the
application of the nurazing procass in: ‘

&) the care, counsal znd health tesching of the 111, injured or
infirm. '

t) the maintenancs of health or prevention of 1llness of othars.



£ ™

Tar

¢) the administrstion of wmedicacion and treacaent as prescribed by
s physician ar dentist licensed {n this state and as further
authorized or lizitad by the Board, and vhich are consistent
either vith the American Nurses' Association standards of
practice or with standards of practice estsblished by nactonally
accapted organizations of regiacersd nurses.

d) the supervision and teaching of acher personnel in the perforzance
of sctivities relacing to suraing cars.

e} the performance of other nursing acts vhich are authorizad or
lizited by the Board, and which are cousistent eicher with the
American Nurses' Assoclacion standards of practice or with
standards of practice astablished by nactcnally accepted
crganirations of regu:crc:! JUTSES. Co '

' Secticn 314.011(9) “Licanses gracticsl nursing practica™ shall meas
the parformsnce of acts requiring the knovledgs szd skills such as -
aTe taught or acquired in approved schools for practical nursing in:

8) the observing snd caring for che 111, injured or {nfirm under the
direction of a ragistared curse, & licensed physician or dentisc.(

b) the givinz oi counsel and applying procedures to safeguard 1ife EM:;
" and health, as defined and authorized by thea Board. PG

c) the sdministration of medicaticn or trestment g8 suthorized by &
physician or dencist licensed in this state and as further
authorized ar limited by the Board vhich are consiscent with cthe
Hationsl Federation of Licensed Practical Nurses or with
standazds of pracctica established by sstionally acceptad
organizations of licensed practical surses.

d) ¢eaching or supervising except as limicsd by the Board.

«) the perforwance of other nuraing acts vhich are suthorized or
lizitad by cthe Boerd and vhich are consistent wvith che National
Federation of Licensed Practics]l Nurges' standards of practice
established by nstionally sccepted organizations of licensed
practical nurses.

Section 314.011(11) “Coatisuing aducation” shsll mesn participation
in approved offerings bayond thae basic nursing educaticn program chat
prasent specific content planned and evaluated to meet compecency
based behavioral objectivas which develop new skills and upgrade
knowledge.

Section 314.021(2) A1l {adividuals licensed undar provisions of this  (
chapter shall ba responsible and accountable for making decizions !
that are based upon the individuals' educational preparation and
axparisnce ip nursing.

St
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In accordance with these sectrions of KRS Chapter 314 gnd afrer study of
the issue, the Practice Committee idenctified three categories of
intrevenocus therapy practice. After review of the Practice Committse's
study and recommendatiocn, it was the opinion of the Board that the
practice of the registered nurse and the licensed practical-murse be
guided by the three catagories as hcrcia defined.

Category I: Becsusa_of the lmwlcdgc and skills acquired

ia approved programs for prsctical nursing, the licensed practical nurse
may perform the following procedures uponr successful completion of & Boarsd
spprovad practical oureing program and licensurs and under the
supervisiont of a regiatered nurae, physicias or dentige:

1. Perforw simpla calculation and adfues flow rates -~
£x.
e O'uurn ;nd rq;ar: tuhjcctiu am¢ objective signs of adverse reactions
to IV edministracion.
3. Inspect insertion site, cm;:?!ruling and rewove intravescus needle
or catheter from pearipharal veins excapt as lim{tad** by the Board.

Category 11: Zecausa the curricula taught in spproved prograss

for practical pursing provide the basic background knowledge for
the licensed practical nurse to develop nev skills and upgrade
knowledge through continuing education, the licensed practical curse
asy parform the folloving procedures upon successful completion of
a Board approved coutinuinsg education coursa for intravetous
therapy/procadures and under the supervision* of a registered surse,
physician or dentist:

1. Perform venipuncture to withdraw blood from peripheral veins axcepc ss
1tzited** by the Board.

2. Perfors venipuncturde €0 start intravenocus ﬂuids in peripheral veins:
axcept as linitceder by t.h. Board,

3. Parfora vanipuncture to start the fellowing IV fluids - D_W, D XS,
D NNS, aldis. NS, NS, MNS in peripheral veins except as iinitzdﬂ by
t e Boar .

4. Haog the following IV fluids - Dsﬁ' D NS, D EHS. D NS, NS, WMS, NS

to pre—ixisting venipuncturss in peri hcnl veins 2:;.1:: as linitads*
by the Board.

S. Change IV administracion set axcapt as limited*s by the Roaxd.
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Category III: . The registered nurse say perform all procedures in
Categoriss I and 11.  Becauss the basic curricula taught 1a epproved
prograns for registered nursing include cthe in~depth application of
principles of psychological, biclogical. physical and sccial -sciences for
the performance of those acts requiring substancial specislizad
noviedge, judgmest and nursiog skills, only the registarad nurse

tay perfora, but iz not limited to, the following intravencus procedures:

1. Haag blood or blood components.

2. Hang solution for incravencus parenterzl putritien, ¢.g.
hyperalinentaticon or sinflar sclution.

3. Administer medication via intravenous route:
. ap.
a. Add medication to an intrs'mneus sclution,

b, Hang piggy dack infusions.. ' -

c. Inject medication into an auxillary fluid chamber, e.g. velutrol, |

buratrol.
d., Inject medication vis direct Intravenous route, e.g. bolus, push.
&, Flush or aspirate an IV line, arterisl line, neadia or cacheter.

S. Change dressing, IV gdminizcracion sat or remove sn intravanoys
cannula from the following: femoral, subclavian, or jugular vein, any
veanous or arterial site ia vhich & central line {a inserced or any
arcterial site or cut-dowm site.

6. Change dressing, IV admipistration seC ot Temove an intravencus
cannuls when the peripharal cannula sust remain in place for prolonged
periods (>72 hours) or the patient has an unexplained fever and/or
there i3 pain or tendernese gt the site of Insertion, or other signs
of canoule related infection, phlebitis or othar complications from IV
adminisctrztion. .

*"Suparvision™ shall mesn {mmediztely available to assess and evaluace
patient responsa(s) and to sssess, direct aud evaluste nutse
performancs. T

*#4"Fxcept as linited™ shall mesn the specified IV procedure shall not de
performad vhen the following sitas/procedures sra usad for IV
administratica: famoral, subclavian or jugular vein; any peripheral
vein in vhich & central line {s inserted, any srter{al site/line, any
central line inseartion procedure or cut~down procedure.

Effective July 1, 1984,

A%
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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 Generai Assembly passed and the
Governor signed into law House Bill No 113, k-nown as the Kentucky
Living Will Act, which is codified at KRS 311.622-644-and now sanctions =
the right of adult Kentuckians of sound mind to execute a written
declaration which would allow Iife-Aprolonging treatments to be
withheld or withdrawn in the event they become terminally ill and can
no longer participate in making decisions about their medical care. The
living will must be signed 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 the
descent and distribution statutes of Kentucky, an employee of a health
care facility in which the declaranf is a patient, an attending ph&sician of
the declarant, or any person directly financially responsible for the

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 withhdlding or withdrawal of food or water, or
medication or medical procedures deemed necessary to alleviate pain,

and it would not apply to pregnént women.

THE HEALTH CARE SURROGATE ACT OF KENTUCKY

_ Also enacted into law by the 1980 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 311.970-986 and
allows an adult of sound mind to make a written declaration which
would designate one or more adult persons who could consent or
withdraw consent for ahy medical procedure or treatmeént re!ating‘to
the grantor when the grantor no longer has the capacity to make such -
decisions. This law requires that the grantor, being the berson making

the designation, sign and date the designation of health care surrogate

which, at 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 grantoris a
resident or patient uniess related to the grantor. |

Except in limited situations, a health care facility would remain
obligated to provide food and water, treatme'nt for the relief of'pain.
and life sustaining treatment to pregnant women, notwithstanding the

decision of the patient’s health care surrogate.

-2-



APPENDIX XVIII

DURABLE POWER OF ATTORNEY

A person may execute, pursuant to KRS 336.093, a document known
‘asadurable powér of attorney which would allow someone e[sé tobe
designated to make decisions regarding health, pefsdnal, and financial
affairs notwithstanding the later disability or incapacity of the person
who executed the durable power of attorney. -

PREPAREDBY:

THE CABINET FOR HUMAN RESOQURCES
OFFICE OF GENERAL COUNSEL
APRIL 22, 1991



- Living ‘Will Declaration

Declaration made this day.of (month), _____ (year).
. willfully and voluntarily make known my desire that my dying

shall not be artificially prolonged under the circumstances set forth below, and do hereby dedare:

APPENDIX XIX

If at any time I should have a terminal condiﬁon and my attending and one (1) other physician
in their discretion, have determined such condition is incurable and irreversible and will result in death

within a relatively short time, and where the application of life-prolonging treatment would serve only
to artificially prolong the dying process, 1 direct that such treatment be withheld or withdrawn, and that

I be permiitted to die naturally with only the administration of medication or the performance of any

medical treatment deemed necessary to alleviate pain or for nutrition or hydration.
In the absence of my ability to give directions regarding the use of such life-prolonging treat-

ment, it is my intention that this declaration shall be honored by my attending physidan and my’
as the firal expression of my legal tight to refuse medical or surgical treatment and I accept the

consequences of such refusal. '
If 1 have been diagnosed as pregnant and that diagnosis is known to my attending physxc:an,

this directive shall have no force or effect during the course of my pregnancy.
' I understand the full rmport of this declaration and [ am emotionally and mentally competent to

make this declaration.

State of Kentucky ) :
‘ - ¥ct
C~mty of )

Before me, the undersigned authority, on this day personally appeared _ i
, Living Will Declarant, and and
, known to me to be witnesses whose names are each signed to the fore-
going instrurnent, and all these persons being first duly swomn, __, Living
Will Declarant, declared to me and to the witnesses in my presence that the instnoment is the Living
Will Declaration of the declarant and that the declarant has willingly signed and that such declarant
executed it as a free and voluntary act for the purpeses therein expressed; and each of the witnesses
stated to me, in the presence and hearing of the Living Will Declarant, that the declarant signed the _
declaration as witnessed, and to the best of such witnesses’” knowledge, the Living Will Declarant was
eighteen(18) years of age or over, of sound mind and under no constraint or undue influence.

Living Will Declarant Witness
Address
Witness
. Address
Subscribed, sworn to and acknowledged before me by
. Living Will Declarant, and
subscribed and sworn before me by
and , withesses, on this the
(year).

(dzay) of (month),



APPENDIX XX

DESIGNATION OF HEALTH CARE SURROGATE

1 DESIGNATE . ' ___ASMY mm CARE suanommcs;-m
MAKE ANY HEALTH CARE DECISIONS FOR ME WHEN 1 NO LONGER HAVE DECISIONAL CAPACTTY.
IF _ REFUSES OR IS NOT ABLE TO ACT FOR ME,
1DESIGNATE AS MY HEALTH CARE SURROGATES). |

ANY PRIOR DESIGNATION IS REVOKED. - |
' SIGNED THIS DAY OF. i —

SIGNATURE AND ADDRESS OF THE GRANTOR

— IN OUR JOINT PRESENCE, THE GRANTOR, WHO IS OF SOUND MIND AND EIGHTEEN YEARS OF
AGE, OR OLDER,VOLUNTARILY DATED AND SIGNED THIS WRITING OR DIRECTED ITTOBEDATED
AND SIGNED FOR THE GRANTOR.

N SIGNATURE AND ADDRESS OF WITNESS -

SIGNATURE AND ADDRESS OF WITNESS .

COMMONWEALTH OF KENTUCKY . : | B
COUNTY ‘

BEFORE ME, THE UNDERSIGNED AUTHORITY, CAME THE GRANTOR WHO 1S .OF SOUND
MIND AND EIGHTEEN (18) YEARS OF AGE,OR OIDER,ANDACINOWLE)GEDTH.ATHEVOLUNTAR}LY;-_
DATED AND SIGNED THIS WRITING OR DIRECTED IT TO BE SIGNED AND DATED AS ABOVE.

DONE THIS DAY OF : .19

SIGNATURE OF NGTARY PUBLIC

IATE COMMISSION EXPIRES:




APPENDIX XXI

ADVANCE DIRECTIVE
ACKNOWLEDGMENT

- NAME: DATE OF BIRTH:
SO-C. SEC.#:

PLEASE READ THE FOLLOWING FIVE STATEMENTS:

Place your initials after each statement.

1. I have been given written materials about my right to accept
- or refuse medical treatment. (Initialed)

2. lhave been informed of my right to formulate advance
directives. {(initialed)

3. tunderstand that!am not required to have an advance directive
in order to receive medical treatment. (Initialed)

4. lunderstand that the terms of any advance directive that |
have executed will be followed by my caregivers to the extent
permitted by law. {Initialed)

5. tunderstand that! can change my mind at any time and that my

decision will not result in the withholding of any benefits or
medical services. {Initialed)

PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS:
0O | HAVE EXECUTED AN ADVANCE DIRECTIVE.

I IHAVE NOT EXECUTED AN ADVANCE DIRECTIVE.

DATE:

Patient/Guardian

DATE:

- Health Care Provider Representative



PATIENT SELF-DETERMINATION PROTOCOL FOR CERTIFIED
HEALTH CARE PROVIDERS

1. The Certified Health Care Provider shall inform all adul; patients, in writing and
orally, of information under Kentucky Law concerning their right to make

dedisions relative to their medical care.

2. The Certified Health Care Provider shall present each adult patient with a
written copy of the agency’s policy concerning implementation of their

rights.

3.  The Certified Health Care Provider shall not condition the provision of care or
otherwise discriminate against any patient based on whether the patient has

executed an advance directive.

4. The Certified Health Care Provider shall document in the patient’s medical
record whether or not the patient has executed an advance directive.

5. The Certified Health Care Provider shall ensure compliance with requirements
of Kentucky Law concerning advance directives.

6. The Certified Health Care Provider shall educate all agency staff and the
general public concerning advance directives.



APPENDIX XXI
PATIENT SELF-DETERMINATION

Policy:

Advise all adult patients {2 person eighteen {18] years of age or older and who is of
sound mind) of their rights concernin? advance directives. (According to provider -

type, i.e., admission, start of care, etc.

Purpose: '
1. To assure individuals understand they have the right to:

a. Accept or refuse medical or surgicat treatment; and

b. Formulate advance directives.

Procedure:
tach Certified Health Care Provider shall:

1. Designate a person or persons responsible for informing adult patients of their
right to make decisions concerning their medical care.

2. Distribute to each adult patient the following information:

a. The Cabinet for Human Resources ’ description of Kentucky Laws on
Advance Directives.

b. :Agency policy regarding implementation of advance directives.

NOTE: Recommend distribution of additional information to assist patients
and/or staff in understanding advance directives. The following materials are

acceptable:

“ Advance Directives Issues and Answers”
- Hospice of the Bluegrass

“Advance Directives, Living Wﬂl, Health Care
Surrogate, Durable Power of Attorney” Video
Hospice of the Bluegrass

“About Advance Medical Directives”
Channing Bete Co., Inc.
~Living Will™
Division of Aging Services



PATIENT SELF-DETERMINATION (Continued)

“Planning For Difficult Times - Tomorrow’s Choices”
“Planning For Difficult Times - A Matter of Choice
' American Association of Retired Persons

3. Maintain Living Will and Designation of Health Care Surrogate documents for
distribution to adult patients upon request.

4. Documentation supporting compliance with the requirements regarding

non-discriminatory care shall be incorporated into the Quality Assurance
process.

5. Documentation supporting the patient’s decision to formulate an advance
directive shall be included in the medical record. (Recommend use of
attached Advance Directive Acknowledgment Form.) A processshall be

developed to assure appropriate staff are advised of the patient’s directive,

6. Documentation supporting alf aspects of the staff and general public education
_ campaign shall be recorded by appropriate personnel. ' '

7. Stipulate by policy, family members or guardians will be provided with
information regarding advance directives when the patient is comatose or
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.

A
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX IT-B

(FRONT OF CARD)

| KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION { M.ALLDJ/Q.M.B. ) CARD

first day of ehgiolity of this cand. “To"
data is the day eligibiity of this card ends
_and is not inchuded as an eligible day.

Madical insurance Code
indicates type of insurance
covaraga.
A
i Number (MAID) is the 10-digit number
NOTICE required for biling medical sarvices.
fnfo. d

Sismbere Biglble for
Benwfite .

____/

Cass name and address show o
whom the card is mailed. The narne
in this block may be that of & relatve
or other interestad party and may not
be an eligible member.

L4

Name of members eligible for Modical
Assistanca benefits. Ouly thoea percons
whoss namat ane in this block are aligible
for Kentucky Medicaid benefits.

ate || L W e —
card g - ‘ -nmspensougql.so_ A
_was TO: o7-01.80 - €57 C 00123458 ELIGIBLE FOR BENEFITS » « «
twsued T Tt ARG ADGRESS ' —_—
" T\BSUE DATE: Smith, Jane 1234567890
Smith, Kins 2345678912

Date of Birth shows month and
year of birth of each member .
Refor 1o this block when
providing services limitad to age.

WHITE CARD (ALSO)

TRANSMITTAL #19
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APPENDIX TI-B

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.ALD/Q.M.B.) CARD

(BACK OF CARD) ot 10 Provid
codas indicate type of
nsurance coverage as
shown on the front of the
card in "ins.” block.

RECIPIENT OF SERVICES
1. This card fay be used 0 obtaln Cenain sarvices from participating

1. You will seceive & new cird &1 the first of each muonth as ong € Yo are
olghle for benefits. For your prowaction, please sign on the fne bsiow,
Gestroy your old card., Remerher that & ks againet the law fr anyone &
e this card except the parscns: Ssted on the front of this cand.

4. ¥ you have questions, contact your elighlty worke: et the oounty office., .
Reciplent samporarily out of state mey recelve smergency Medicaid a
sarvicss by heving the prvider contect the Kentucky Cabinet for Homan
Resources, Department for Medicald Seevices.

Soe e imprisorement for & yewr, er both, for anyons wha Wity gives false
-mmmﬂxﬂm'whdhxm

Notification to recipient of assignment Redipient’s signature is not fequired.
to the Cabinet for Human Resources of .

third party payments.

TRANSMITTAL #19



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

AFPENDIX II-C

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B)CARD

L

(FRONT OF CARD)

Meadical Assistance Identifica-
tion Nomber (MAID) is tha 10-

Elgibility peried Is the month, day and
year of QMB eligibility reprecantod by
this card.

* From® dats is frst day of eligibilty of
this card, “To" date ig the day
wigibility of this card ends and is not
inciuded as an eligible day.

ary. Only the person whose
name s in this block is eligible
for Q.M.B. benefits.

year of birth of aligible individual.

LINITED MEICAID FOR ED MEDICARE BENERCIARIES
_ TS TTION CARD
. FOMMO OF KENTUCKY
. CABINET FOR RESOURCES
P — ) ucna'_s N ELKMeLTTY P COYERAGE $8 LWTED TO:
o + MEDICARE PART A PREMIUMS
T * MEDICARE PART B PREMIUMS
Jang Smith A Y / & MEDICARE CO-INSURANCE
400 Block Ave. 7
o 1 me * MEDICARE DEDUCTELES
-amuce_n:_o.‘!
DATE OF BIRTH . .
ATTENTION: SHOW THIS CARD TO VENDORS WEEN PORTHYEAR '
. SWEN PLEASE SIGN RMEDATELY
WA S20C REV (189
Name ofmbereligib(etobe’
a Qualified MadicaraBenefici- Date of Birth shows month and

"RED, WHITE, AND BLUE CARD

..!r.‘-‘ F LI

R A N T

TRANSMITTAL #19
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CABINET FOR HUMAN RESOURCES - i
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II~C

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD

(BACK OF CARD)

Information %0 Recipients, induding
Information o Providers. including Insurance ' kmitations, coverage and emergency
Wantification cades which indicate type of | care through GMB.
nmmcomgaasslmondwﬁmtofm
card in “tns.” block, ) f
\ PROVIDENS OF SEMVICK OF SERVICES
RER mm;uud::umﬁmhag-ﬁkmmbgmﬁh“ 1. Stom this curs whvenever you sucive Ulestcnf Garn.

Decuceables 2 mumn—-tuund-am-wnpumn
WWM scope and dusation of beneli, Banelia. For pour pretilon, phease sigh an the rantal the sa Iy
pﬂm‘ MuMpum shiould be direched W
S Hulhwu&kmhmlﬁ-‘“um

Gats for Human Fesources ‘ Satnd on s bont ot s eurd,
East Maio Street -
Frankioet, KY 40621-0001 4. Nycx! hawy quenions, Skt your cuss wWorker of S Depetwant for Sockel

oly

M-None
’ N-Unked Mios Weckers.
o .. .- {1
BECIPENT GF SERVICE; Yo 400 arwby Asiied that vesber Siw Lo, W S06ATH, youu Wt periy poy & aigned ® v Cabinel for the amouivt ol mvedicel
Sutlatunoy pald on yot behll for
Fadarsl faw prevides for a $10,000 fine er .M-mhmmmmﬁumu‘mhm
Sasisierscs, folle to eport changes releting 10 1 pormlis s of the card by an insligitie persct. .

TRANSMITTAL £19



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-D

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.}) CARD FOR KENPAC PROGRAM

Department for Sodal Insuranco Date of Birth shows and
caso number. ; month
(FRONT OF CARD) This is NOT the Medical Assistanca yoar of bith of each member. |
. Rafer to this block when
] {dentification Number providing senvices limited to age
Eligibikty period shows dates of eligibility repre- .

sented by this card. * From® date is first day of
ekgibiity of this cand. “"To" date is the day -

eligibility of this card ends and is not included as Names of membears eligible for
an ofigible day. KanPAGC services provided Kantucky Medicaid. Persons
during this eligibility period must be authorized whose names are in this block
by the Primary Care provider Ested on this card, -

Name, address and phone number of
the Primary Care provider.

Case name and address show 10
whom the card is mailed. This person
may be that of a relative or other
momstadpanyandmaynotbean
aligible member.

Number (MAID) is the 10-digit number
required for billing medical servicas.

GREEN CARD

TRANSMITTAL #19



' CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-D

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.AlL.D.) CARD FOR KENPAC PROGRAM

(BACK OF CARD)

tnformation %o Providers. including Insurance ldentification

codes which indicate type of insumance coverage as shown on

Information % Racdipients, including
fimitations, coverage and emergency

the front of the card in *Ins.” block. carg through the KenPAC system.
This cand cart mn\- ketad haroon wa o
cand (] ParEON JF. The devigneind KenPAL phwnw-mmum ]
mmmuwm . mmmm-m O-mmuw
Pwun?lnh Sdackcal Assistance identification No. must be entered on sach y cure -—l:i.r__;
qum Mmﬁwﬁhmhwuh “Mmﬂwhmﬁn "‘W f
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-E

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (ﬂkl.D.) CARD FOR LOCK-IN PROGRAM

Madical Assistance Identification Number (MAID) is the

(l_=RONT OF CARD) 10-digit number required for billing medical sarvices.
Bligibikty period shows dates of efigibility represented by
this card. ~ me‘damkﬁmdayolefngbiﬁtyofﬁlis
card. “To" date is the day elighility of this card ends and Name and pravides numbes of Lock-in physician.
is not included as an efigidle day. Kentucky Medicaid payments will be limited to
this physician (with the exception of emergency
services and physician referral unless otherwise
authorized by the Kentucky Medicaid Program.
v
CARD"
ATTENTION SHOW THIS CARD TO VENDORS WHEN . |pusBuYPeERCO PHYS! NAME
APPLYING FOR MEDICAL BENEFITS FROM
ELIGALE RECIPENT & ADORESS ’ 1
™o PHYSICIAN PROVIDER ND.

Name and address of member eligible
for Medica! Assistance benefits. All
eligibla individuals in the Lock-In
Program will receive a separate card.

Department for Social Insurance case
number. Thisis NOT the Medical
Assistance ldentification Number,

Currently
Left Blank

Name, address, and provider number
of Lock-n phanmacy. Payment tor
pharmacy services is limited o this
pharmacy, except in casas of
emargancy. in case of emergency,
paymant for covared setvicas can be
mada to any participating pharmacy,
provided notification and justification
of the service is given to the lock-n
program.

PINK CARD

TRANSMITTAL
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-E

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A..D.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD)
information to Providers, induding proce-
dures for emergency teatmont, and
identification of insurance as shown on the
front of the card in "Ins.” block.

" ATTENTION /7
mmmmmmWmumuumkwﬁbmﬂnmwﬂhww«dwmmuﬁu:m
Program. Pay $or physlcian and p Y sorvices is §mited 10 the physician and wmmﬂn&mduﬁwﬂ.
i1 the event of &0 ecergency’, Pyt can be made t any participating physician or panicipating pharmacy mmnumnkam

sarvics, Tha patient i not restricted with megand 10 other senvioss, however, payment can anly b made withia the saope of Progaum benefits,
wudmmmmmmwmhmmnahmmwmmmm .
WMMWdeMhMDhmmUﬂum&m

anmmummmmmmmmnmmﬁ fvas bean assignad 10 the Cabinet for the amount of madical

F- Private Madical insurance [ hizve raad the above information and agres with
the procsdures s outhmed snd wplained 1 mo

RECIPIENT OF SERVICES

fine or inprisonament for & year o both for anyone who witkily glves falee ind
vepart changes relating 1o aligihbility or parnits uss of S cand by an lnel)

Redpient’s signature is not required.

Notification to recipient of assignment
10 the Cabinet for Human Resources of

third party payments.

TRANSMITTAL #19 -
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MAP-343 (Rev. 5/86) Provider Number:
(If Known}

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of

, 19 , by and between the Commonwealth of Kehtucky, Cabinet

for Human Resources, Department for Medicaid ServiCES, hereinafter referred to

as the Cabinét, 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,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX)} is required by applicable federal
and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

{Type of Provider and/or level of care)

Now, therefore, it is hereby and herew1th mutually agreed by and between
the parties hereto as follows:

1. The Provider:

(1) Agrees to comply with and ab1de by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Title XIX Providers and recipients.

(2) Certifies that he (it) is licensed as a ' s
if applicable, under the laws of Kentucky for the level or type of care to
which this agreement applies.

{3) Agrees to comply with the civil rights requirements set 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, religion, or age in the provision of services.)



MAP-343 (Rev. 5/86)

(4) Agrees to maintain such records as are necessary to disclose the :
extent of services furnished to Title XIX recipients for a minimum of 5 years \
and for such additional time as may be necessary in the event of an audit
exception or other dispute and to furnish the Cabinet with any information
requested regarding payments claimed for furnishing services.

(5) Agrees to permit representatives of the state and/or federal govermment
to have the right to examine, inspect, copy and/or audit all records pertaining to
the provision of services furnished to Title XIX recipients. {Such examinations,
inspections, copying and/or audits may be made without prior notice to the Provider.)

(6) Assures that he (it} is aware of Section 1909 of the Social Security
Act; Pablic Law 92-603 (As Amended), reproduced on the reverse side of this
Agreement and of KRS 194.500 to 194.990 and KRS 205.845 to 205.855 and 205.990
relating to medical assistance fraud.

(7) Agrees to inform the Cabinet for Human Resources, Department for
Medicaid Services, within 30 days of any change in the following:

{a) name;

{B) ownership;

(c} licensure/certification/requlation status; or
(4) address.

{8) Agrees not to discriminate in services rendered to eligible Title {
XIX recipients on the basis of martital status. i

(8) (&) 1In the event that the Provider is a specialty hospital providing e
services to persons aged 65 and over, home health agency, or a skilled nursing
facility, the Provider shall be certified for participation under Title XVIIi
of the Social Security Act. -

(b) In the event that the Provider is a specialty hospital providing
psychiatric services to persons age 21 and under, the Provider shall be approved
by the Joint Commission on Accreditation of Hospitals. In the event that the
Provider is a general hospital, the Provider shall be certified for participation
under Title XVIII of the Social Security Act or the Joint Commission on Accredita-
tion of Hospitals. '

(10) 1In the event that the provider desires to participate in the physician
or dental clinic/corporation reimbursement system, Kentucky Medical Assistance
Program payment for physicians' or dentists' services provided to recipients of
. the Kentucky Medical Assistance Program will be made directly to the clinic/
corporation upon proper issuance by the employed physician or dentist of a
Statement of Authorization (MAP-347). :

This clinic/corporation does meet the definition established for
participation and does hereby agree to abide by all rules, regulations, policies
and procedures pertaining to the clinic/corporation reimbursement system.

2. In consideration of approved services rendered to Title XIX recipients {
certified by the Kentucky Medical Assistance Program, the Cabinet Tor Human s
Resources, Department for Medicaid Services agrees, subject to the availability

of federal and state funds, to reimburse the Provider in accordance with

current applicable federal and state laws, rules and regulations and policies

of the Cabinet for Human Resources. Payment shall be made only upon receipt

of appropriate billings and reports as prescribed by the Cabinet for Human
Resources, Department for Medicaid Services.

L YSUS
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3. Either party shall have the right to terminate this agreement at any
time upon 30 days' written notice served upon the other party by certified or
registered mail; provided, however, that the Cabinet for Human Resources,
Department for Medicaid Services, may termminate this agreement immediately for
cause, or in accordance with federal regqulations, upon written notice served
upon the Provider by registered or certified mail with return receipt requested.

4. In the event of a change of ownership of an SNF, ICF, or ICF/MR/DD
facility, the Cabinet for Human Resources agrees to automatically assign this
agreement to the new owner in accordance with 42 CFR 442.14.

5. In the event the named Provider in this agreement is an SNF,

ICF, or ICF/MR/DD this agreement shall begin on ‘ » 19 , with
conditional termination on » 19, and shall automatically
terminate on , 19, unless the facility is recertified

in accordance with applicable regulations and policies.

PROVIDER CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
BY: , BY: '
Signature of Authorized Official Signature of Authorized Qfficial
NAME : NAME :
TITLE: TITLE:
DATE: | DATE:




P.L. 92-603 ~ LAWS OF 92nd CONG.--2nd SESS. {A; Amended)
PENALTIES Lo

Section 1909. (a) Whoever--
{1) knowingly and willfully makes or causes to be made any false statement or representation of a material

fact in any application for any benefit or payment under a State plan approved under this title,

{2) at any time knowingly and wiilfully makes or causes to be made any false statement or representation
of a2 material fact for use in determining rights to such benefit or payment,

(3) having knowledge of the occurrence of any event affecting (R) his initial or continued right to any
such benefit or payment, or {B) the initial or continued right to any such benefit or payment of any other
individual in whose behalf he has applied for or is receiving such benefit or payment, conceals or fails to
disclose such event with an intent fraudulently to secure such benefit or payment either in 2 greater amount or
quaatity than is due or when no such benefit or payment is authorized, or

(4) having made application to receive any such benefit or payment for the use and benefit of another and
having received it, knowingly and willfully converts such benefit or payment or any part thereof to a use other

than for the use and bemefit of such other persos,

shail {i) in the case of such a statement, representation, concealment, fajlyre, or conversion by any person in
connection with the furnishing (by that person) of items gr services for which payment {s or may be made under this
title, be guilty of a felony and upon coaviction thereof fined not more than $25,000 or imprisoned for not more than
five years or both, or {{i) in the case of such a statement, representation, concealment, failure, or conversion by
any other person, be guilty of a misdemeanor and upon conviction thereof fined not more than $10,000 or imprisoned
for not more than cone year, or both. In addition, in any case where an individual who is otherwise eligible for
assistance under a State plan approved under this title is convicted of an offense under the preceding provisions
of this subsection, the State may at its option {notwithstanding any other provisfon of this title ar of such plan)
1imit, restrict, or suspend the eligibility of that individual for such period (not exceeding one year) as it deems
appropriate; but the imposition of a limitation, restriction, or suspension with respect to the eligibility of any
individual under this sentence shall not affect the eligibility of any other person for assistance under the plan,
regardless of the relationship between that individual and such other perscn.
{b)(1) Whoever knowingly and willfully solicits or receives any remuneration {including any kickback, bribe,
or rebate) directly or indirectly, overtly or covertly, in cash or in kind--,
(A} {a retyrn for referring an individual to a person for the furnishing or arranging for the furnishing
of any item or service for which payment may be made in whole or in part under this title, or
{B} 1n return for purchasing, leasing, ordering, or arranging for or recommending purchasing, leasing, or
orderiag any good, facility, service, or item for which payment may be made in whole or in part under this \

title,

shall be gquilty of a felony and upon conviction thereaf, shall be fined not more than 325,000 or imprisoned for not SO
more than five years, or both. .
(2) Whoever knowingly and willfully offers or pays any remuneration (including any kickback. bribe, or rebate)
directly or indirectly, overtly or covertly, in cash or in kind to any person to induce such person--
{A) to refer an individual to a person for the furmishing or arranging for the furnishing of any item or
service for which payment may be made in whole or in part under this titis, or
{8} to purchase, lease, order, or arrange for or recommend purchasing, leasing, cr ordering any good,
facility, service, or item for which payment may be made in whole or in part under this title,

shall be guilty of a felony and upan conviction thereof shall be fined not more than $25,000 or imprisoned for not

more thas five years, or both.

(3) Paragraphs (1) and (2) shall not apply to-- _
{A) a discount or other reduction in price obtained by a provider of services or other entity under this

title if the reduction in price is properly disclosed and appropriately reflected in the costs claimed or charges’
made by the provider or entity under this title; and

(B) any amount paid by an employer to an employee {who has a bona fide employment relationship with such
employer) for employment in the provision of coveved items or services. ’

{c) Whoever knowingly and wiilfully makes or causes to be made, or induces or seeks to induce the making of, }
any false statement or representation of a material fact with respect to the conditions or operation of any institution
or facility in order that such institution or facility way qualify (either upon initial certification or upon recerti-
fication) as a hospital, skilled nursing facility, intermediate care facility, or home health agency {as those terms are
employed in this title) shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000
or imprisoned for not more tham five years, or both.

{d) Whoever knowingly and willfully--

(1) charges, for any service provided to a patfent under a State plan approved under this title, money or
other consideration at a rate in excess of the rates established by the State, or
(2) charges, solicits, accepts, or receives, in addition to any amount otherwise recuired to be paid under

a State plan approved under this title, any gift, money, donation, or other consideration {other than a charitabie,

religious, or philanthropic contribution from an organization or from a person unrelated to the patient)--

{A) as a precondition of admitting a patient to a hospital, skilled nursing facility, or intermediate

care facility. or '
(B) as a requirement for the patient's continued stay in such a facility,
when the cost of the services provided therein to the patient is paid for {in whole or in part) under the State
plan, .
shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not
more than five years, or both. :

t\\ : '_‘_'.-}/:.
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APPENDIX III
CERTIFICATION ON LOBBYING
CABINET FOR HUMAN RESOQURCES
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, locan, or cooper-
ative agreement.

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

SIGNATURE:

NAME :

TITLE:

DATE :

instructions. :

The undersigned 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.
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Kentucky Medicaid Program

Provider Information

1.
(Name) (County)
2. . .
(Location Address, Street, Route Ko, P.0. Box)
3. ‘ : ‘
~(City) (State) (Zip)

a.

(Office Phone# of Provider)
5. :

(Pay to, In care of, Attention, etc. If different from above address.)
6.

Pay to address (1T 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) Individual :
(4) Sole Proprietorship (9) Public Service Corporation
(6) Estate/Trust (7) Government/Non-Profit

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. (If applicable):
(Seven—digit number assigned by the National Council for Prescr1pt1on Drug

Programs.)

20. Physician/Professional Specialty Certification Board (submit copy of
Board Certificate):
Ist Date

2nd | Date

21. Name of Clinic(s} in which Provider is a member:
1st

Z2nd

3rd

4th

22 Control of Medical Facility:

Federal State _ County __ 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, 1ist names and addresses of
board members:

President or Chairman of Board:

Member:

Member:

30. Management Firm (If applicable):

31. Lessor (If appliéable):

32. Distribution of beds in facility:
Total Kentucky

Total Licensed Medicaid
Beds Certified Beds

Acute Care Hospitai
Psychiatric Hospital
Nursing Facility
MR/00

33. NF or MR/OD owners with 5% or mare ownership:
Name Address % of Ownership




34. Institutional Review Committee Members (If applicabie):

35,

36.

37.

Providers of Transportation Services:
Number of Ambulances in Operation:
Number of Wheelchair Vans in Operation:

Basic Rate $ : {Inciudes up to ___ miles)
Per Mile $ Oxygen
Extra Patient % Other §$

Has this application been completed as the result of a change of ownership of a
previously enrolled Medicaid provider? yes no

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.

Signature:

Name:

Title:

Return all enrollment forms, changes and inquiries to:

Medicaid-Provider Enrolliment
Third Floor East

275 East Main Street
Frankfort, KY 40621

INTER-OFFICE USE ONLY }

License Number Verified through (Enter Code)
Comments:

Date: Staff:

T

o
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Agreement Between the
Kentucky Medicaid Program
and
Electronic Media Billing Agency

This agreement regards the submission of claims via electronic media to the Kentucky
Medicaid Program (EMP). :

The has
(Name of Billing Agency)

entered into a contract with ’
(Name of Provider)
s t0 submit claims via electronic media for services provided to

(Provider Number)

KMP recipients. The billing agency agrees:

1. To safeguard informatiom about Program recipients as required by state and
federal laws and regulations;

2. To maintain or have access to a record of all claims submitted for payment
for a period of at least five {5) years, and to provide this information
to the IMP or designated agents of the XMP upon request;

3. To submit claim information as directed by the provider, understanding the
submission of an electronic media claim is a claim for Medicaid payment and
that any person who, with intent to defraud or deceive, makes, or causes to
be made or assists in the preparation of any false statement, misrepresen—
tation or omission of a material fact in any claim or application for any
payment, regardless of amount, knowing the same to be false, is subject to
civil and/or crimipal sanctions under applicable state and federal statutes.

4. To maintain on file an authorized signature from the provider, authorizing
all billings submitted to the KMP or its agents.

The Department for Medicaid Services agrees:
1. To assign a code to the billing agency to enable the media to be processed;
2. To reimburse the provider in accordance with established policies.

This agreement may be terminated upon written notice by either party without cause.

Signature, Authorized Agent of Billing Agency

Date:

Contact Name:

Signature, Representative of the

Department for Medicaid Services Telephone No.:

Date: Software Vendor _
and/or Billing Agency:

Media:
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICATD SERVICES
KENTUCKY MEDICAL ASSISTANCE PROGRAM

Provider Agreement Electronic Media Addendum

This addendum to the Provider Agreecment is made and entered into as of the day -
of . 19 ¢ by and between the Commonwealth of Kentucky, Cabinet for

Human Resources, Department for Medicaid S_erVices, hereinafter referred to as the

Cabinet, and ¢
Name and Address of ‘Provider

hereinafter referred to as the Provider.

WITNESSETH, THAT:

Whereas, the Cabinet for Buman Resources, Department for Medicaid Services, in
the exercise of its lawful duties in relation to the administration of the Rentucky

Medical Assistance Program (Title XIX) is reguired by applicable federal and state
regulations and policies to enter into Provider Agreements; and

. Whereas, the sbove-named Provider participates in the Kentucky Medical Assistance
Program (KMAP) as a

(Type of Prov:.der and/or level of Care) A (Provider Number)

Now, therefore, it is hereby and herewith mutuahy agreed by and between the
parties hereto as follows:

1. The Provider:

A. Desires to submit claims for services provided to recipients of the
Kentucky Medical Assistance Program (Title XIX) via electronic media-
rather than via paper forms prescribed by the KMAP.

B. Agrees to assume responsibility for all electronic media claims,
vhether submitted directly or by an agent.

C. Acknowledges that the Provider's signature on this Agreement Addendum
constitutes compliance with the following certification required of
each individual claim transmittal by electronic media:

"This is to certify that the transmitted information is true, accu-
rate, and complete and that any subsequent transactions which alter
the information contained therein will be reported to the RMAP., I
understand that payment and satisfaction of these claims will be
frrom Federal and State funds and that any false claims, statements,
or documents or concealment of a material fact, may be prosecuted
urder applicable Federal and State Law."
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D. Agrees to use EMC submittal procedures and record layouts as defined
by the Cabinet.

E. Agrees to refund any payments which result from claims being paid
inappropriately or inaccurately.

F. Acknowledges. that upon acceptance of this Agreement Addendum by the
Cabinet, said Addendum becomes part of the previously executed Provider
Agreement. All provisions of the Provider Agreement remain in force.

G. Agrees to refund to the State the processing fee incurred for proces-
sing any electronic media billing submitted with an error rate of 25%
or greater.

2. The Cabinet:

A. Agrees to accept electronic media claims for services performed by
this provider and to reimburse the provider in accordance with estab-
lished policies.

B. Agrees to assign to the prov1der or its agent a code to enable the

" media to be processed.

C. Reserves the right of billing the provider the processing fee incurred’
by the Cabinet for all claims sulmitted by any electronic medla billing
that are fourd to have a 25% or greater error rate.

Either party shall have the right to terminate this Addendum upon written notice
without cause.

PROVIDER CABINET FOR HUMAN RESOURCES
Department for Medicaid Services

BY: BY: :
Signature of Provider Signature of Authorized Official
or Designee
Contact Name: Name:
Title: . Title:
Date: : Date:

Telephone No.:

Software Vendor
and/or Billing Agency:

Media:

Mo
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Commonwealth of Kentucky
Cabinet for Human Resources
Department for Medicaid Services

HOME HEALTH AGENCY CERTIFICATION

(Name of Agency) {Name of‘Patient)

‘Date of Service
{Vendor #) ~ {County) ~ (Month} (Year)

{City] ' (State)

This document serves to certify that benefits for Home Health Agency
services have been utilized to the full extent of Title XVIII benefits under
Part A and Part B and that the request for Program payment represents the Home
Health Agency Services provided after exhaustiom of benefits available under
Title XVIII for the above-referenced program recipient.

I certify the above information is true, complete and correct to the best
of my knowledge and belief.

Rejected by Title XVIII [1 Explanation:
{Provide explanation in
space to the right of

the box)

Rejected by Utilization [ ] Explanation:
Review Mechanism
(Provide explanation in

space to the right of
the box)

Authorized Home Health Agency Representative
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APPENDIX VII

(REV. 7/91) THIRD PARTY LIABILITY
LEAD FORM
Recipient Name : MAID #
Date of Birth Address:
Date of Service - To:
~ Date of Admission: Date of Discharge:
Name of Insurance Company:
Address:
Policy #: Start Date: End Date:
Date Filed with Carrier:
Provider Name: Provider #:
Comments:
Signature: Date:
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KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

AS OF 04/06/92

RA NUMBER : PROVIDER NBME

RA SEQ NUMBER 2 ‘ PROVIDER NUMBER
CLAIM TYPE: HOME HEALTH SERVICES

*  PAID CLAIMS «*

INVOICE ~-RECIPIENT IDENTIfICATION— INTERNAL CLAIM TOTAL
NUMBER NAME NUMBER CONTROL NO. SVC DATE CHARGES

023104 DONALDSON R 3000000000 9883324~552-580 030192~033192 265.00

01 Ps 4 PROC/REV 550 oryY 4 030192-033192 240.00 .
02 psS 4 PROC/REV 270 QTY & 0320192-033192 25.0Q0
CLAIMS PAID IN THIS CATEGORY: 1 TOTAL BILLED: 265,00

Page 1

CHARGES NOT AMT. FROM

COVERED
10.00

2.00

TOTAL PAID:

OTHER SOURCES

0.00

255.00

CLAIM PMT
AMOUNT

255.00
232.00
23.00

EOB

365
365
3865

X1 XIaNdEd4aw

o



KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

AS OF 04/06/92

RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER NUMBER
CLAIM TYPE: HOME HEALTH SERVICES

* DENIED CLAIMS *
INVOICE -RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL
NUMBER © NAME NUMBER CONTROL NO. sve DATE CHARGES
023104 JONES R 4000000000 98383458-552~010 030192-033192 60.00

0l ps 4 PROC/REV 550 oTY 1 030192-033192 60.00

CLAIMS DENIED IN THIS CATEGORY: 1 TOTAL BILLED: 60.00

Page 2

EOB

262

XTI XIANZIAY



KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

AS OF 04/06/92

PROVIDER NAME

RA NUMBER
2 : PROVIDER NUMBER

RA SEQ NUMBER
CLAIM TYPE: HOME HEALTH SERVICES

* CLAIMS IN PROCESS *

INVOICE ~RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL

NUMBER NAME NUMBER CONTROL NO. SVC DATE CHARGES

571384 JOHNSON P 200000000 9883342-564-210 030192033192 120.00

574632 MITCHELL J 400000000 9883347-575-240 030192-033192 240.00
CLAIMS PENDING IN THIS CATEGORY: 2 TOTAL BILLED: 360.00

Page 3

ECB

260
260

XI XIANdddv
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KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

AS OF 04/06/92

RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER NUMBER
CLAIM TYPE: HOME HEALTH SERVICES

* RETURNED CLAIMS *
INVOICE -RECIPIENT IDENTIFICATION- INTERNAL CLAIM
NUMBER NAME NUMBER CONTROL NO. SVC DATE
324789 SMITH 5000000000 9883324-~-552-060 030192-033192

TOTAL CLAIMS RETURNED IN THIS CATEGORY: 1

, .
P o

Page 4

EOB

999

Cc.

XI XIONHEddY



KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT
AS OF 04/06/92
RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 ' 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
YEAR-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 IS5 NOT ELIGIBLE ON DATES OF SERVICE
260 ELIGIBILITY DETERMINATION IS BEING MADE

999 REQUIRED INFORMATION NOT PRESENT

' Page 5

XI XIdaNdadgv

ot



DS
' £.0. Box 2009
Frankfort, KY 40602

APPENDIX X Rev. 592

PROVIDER INQUIRY FORM

Please remit both
copies of the Inquiry

Form 10 EDS.
1. Provider Number ’ 3 Recipient Name {first, last)
2. Provider Name and Address - 4. Medical Assisiance Number
S. Billed Amount - 1 6. Ciaim Service Date
7. RA Date 8. Internal Control Number
: , ' IEEEENEEENNE

9. Provider's Message

10.

© Signature Date

ar Provider: -

This claim has been resubmitted for possible payment.
EDS can find no record of receipt of this claim as indicated above. Please resubmit.

Other:

This claim paid on in the amount of

This claim was denied on : with EOB code

This claim denied on with EOB 284 "Kenpac Recipicnt. Relerring provider number is
missing or is not the Kenpac primary physician/clinic number for the date(s) of service.™

This claim denied on _. with EQOB 295 “Kenpac Recipient. Billing and/or referring
provider number is not the Kenpac primary physician/clinic for date{s) of service.”

This claim denied on with EOB 281 “Recipient has cther medical coverage.

Bill other insurance first or attach documentation of denial from the insurance carrier.”

Aged claim. Please see attached documentation concerning services submitted past the 12 month filing limit.




MAIL TO:
: P. O. BOX 2009
FRANKFORT., KY 40602

EDS FEDERAL CORPCORATION

P‘D
APPENDIX XI

ADJUSTMENT REQUEST FORM

1. Original Internal Control Number (I.C.N.)

I O

l

l

'—’:.EDSFEDERT-\LUSE ONLY.

2. Recipient Name

3. Hecuplent Medlcald Number

4. Provider Name/Number/Address

5. From Date Service 6. To Date Service

7. Billed Amt. 8. Paid Amt. Q. R.A. Date

10. Please specify WHAT is to be adjusted on the claim.

11. Please specify REASON for the adjustment request or incorrect originai claim payment.

IMPORTANT:

THIS FORM WIiLL BE RETURNED TO YOU IF THE REQUIRED INFORMATION AND DOCUMENTA-

TION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY OF THE CLAIM AND

REMITTANCE ADVICE TO BE ADJUSTED.

12. Signature

13. Date

EDSF USE ONLY—DO NOT WRITE BELOW THIS LINE

Field/Lline:
New Data:

Previous Data:

Field/Lline:
New Data:

‘ Previous Data:

i Jih  Actions/Remarks:
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APPENDIX XII

(Revised 1/92)

DEPARTMENT FOR MEDICAID SERVICES
DRUG PRE-AUTHORIZATION POLICIES AND PROCEDURES

INTRODUCTION

The purpose of the Drug Pre-Authorization Procedure shall be to provide Department
for Medicaid Services (DMS) recipients with access to certain legend drugs not
normally covered on the DMS 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 shalil 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) generatl
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 shali 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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APPENDIX XII

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.

Pre-Authorization of Therapeutic Categories

Any therapeutic category may be considered for pre-authorization in
accordance with the diagnosis. However, all Program criteria arid

guidelines shall be met.

Guidelines For Specific Drug Categories

1.

4.

Anaigesics

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.

Antibiotics

Requests for antibiotics shall be considered ONLY if culture
and sensitivity tests have identified specific sensitivity or
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.
Anti-Inflammatory Crugs (NSAID's)

Request for anti-flammatory drugs shall not be pre—authorized'
unless drugs on the Drug List or NSAID certification list have
been tried unsuccessfully.

Antitussives, “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 all other criteria have

been met.
Chemotherapeutic Agents

Request for ant1~neoplast1c agents shall be considered for
approved FDA 1nd1cat10ns



10.
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APPENDIX XII

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.

Méintenahce—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.

Non-Legend Drugs

Non-legend (dverﬂthe—counter) drugs shall be excluded from
coverage under drug pre-authorization.

The only exceptlons shall be non-legend nutritional supplements
as noted in I. A. 2. above and nicotinic acid.

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.

Tranquilizers, Minor
Requests for minor tranquilizers shall be considered only for

acute anxiety, atcohol or drug withdrawal {with a one (1) month
limitation}, cancer, seizure disorders, and quadriplegia/

paraplegia.
Ulcer Treatment Drugs, lLegend

On the basis of ulcer symptoms, Tegend ulcer treatment drugs
may be preauthorized if other applicable pre-authorization
criteria are met.

Total Parenteral Nutrition®

May be preauthorized if the need exists.
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13. Transdermal Antihypertensfve Medication .S

Transdermal antihypertensive 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 using oral forms
of the medication.

- 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.
PreAuthoriz;tion 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 if the dates do
not interfere with already existing segments on the drug file.

Minimum Cost Requirement

Only those requests for ora], non-Tiquid drugs which cost $5.00 or more
to the pharmacy for a month's supply or a course of treatment shall be - o
considered for pre-authorization. ‘

nizib

Routine Immunizations

Immunizations réquested 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.

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 to override this policy. The request should be
written, or followed up in writing, if necessary.





