Our Goal:

BHHA offers a UNIQUE Voluntary

Mental Health/ Medical Treatment

Plan which utilizes the collaboration of all
disciplines (RN,PT, OT,HHA) to individualize
each care plan care.

Our Goal is to promote independent living in the
community and prevent re-hospitalization through
Care Plan Development, Medication Management,
Crisis Intervention, Coordination of Care, Coordination
of Community Resources and ongoing Communication
with Providers and all disciplines.

Psychiatric Home Care Team:

Behavioral Health Specialist
Certified Psychiatric Nurses
Clinical Social Workers
Home Health Aides
Individual Psychiatrists
Occupational Therapist
Physical Therapist
Psychiatric Nurses
Referring to PCP’s
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Home Health Aides, LLC

Indicated Diagnosis
would include but notbe limited
to:

Adjustment disorders

Alzheimer’s

Anxiety Disorders

Depressive Disorders

Dissociative Disorders

Eating Disorders

Factitious Disorders

Grief Disorders/ delirium, dementia, amnesia
Impulse Disorders

Mental Disorders related to Medical Condition
Obsessive Compulsive Disorders
Schizophrenia and other Psychiatric Disorders
Sexual and gender Identity Disorders
Somatoform Disorders

Substance Abuse Disorders

Psychiatric Services:

Comprehensive Assessments and Evaluation
Client and Caregiver Education

Blood draws for serum Levels of Psychiatric Meds
Substance Abuse Monitoring

Community Education

Interpersonal Skills and appropriate socialization
Appropriate Expression of Feelings

Education Related to effective Coping Skills
Anger Management

Relaxation Techniques

Cultural/ Spiritual Sensitivity

Referrals to Appropriate Community Resources
Emotional Support to Client and Family

Case Management

Behavioral Management

Program Goals:

Medication Management

Relapse Prevention

Reduction in hospitalizations

Coordination of Community Services
Improve Ability to function in the community
Provide adequate education related to DX and TX
Implementation of effective treatment plans
that include the multi-disciplinary team
Symptom management

Coordinated transition from inpatient
Improve client’s quality of life

Enhance family stabilization

Utilization of Community Resources

Manage mediation compliance and/or administration
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