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Bringing home the ‘medical home’ 
for older adults

M rs. smith, age 82, has chronic heart fail-
ure. She also has difficulty walking be-

cause of arthritis in her knee and osteoporosis. 
Her son has taken the day off work to bring 
her in to see her primary care physician, Dr. 
Jones, because of increasing swelling of her 
legs and feeling tired.

See related editorial, page 681

 Even on a good day, Mrs. Smith faces chal-
lenges getting to the doctor’s office: she has 
difficulty getting dressed, taking the stairs, 
and transporting her walker and oxygen, not 
to mention parking the car, getting out, get-
ting in to the doctor’s office, and then return-
ing home.
 After a careful evaluation Dr. Jones con-
cludes that the leg swelling and fatigue are due 
to an exacerbation of heart failure triggered 
by excess dietary sodium and uncontrolled 
hypertension. She decides to increase the dos-
ages of Mrs. Smith’s diuretic and angiotensin-
converting enzyme inhibitor and advises her 
and her son about dietary sodium restriction. 
She reviews with them the symptoms that 
should trigger a call to the office, and she says 
she wants to see Mrs. Smith again in 3 days.
 Mrs. Smith and her son do not seem to 
understand the instructions, and they explain 
how difficult it will be to make the follow-up 
visit, so Dr. Jones recommends hospital ad-
mission. Mrs. Smith protests, as she has had 
multiple hospitalizations during the past year 
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and she dreads the idea of returning. And her 
son explains, “Mom always seems worse after 
going to the hospital. Last winter when she 
was there her days and nights got mixed up, 
and when she called out at night they gave 
her some drug that knocked her out for 2 days. 
Doctor, isn’t there any safe way to keep her at 
home?”

 ■ CHRONIC ILLNESS: A CHALLENGE, 
AND AN OPPORTUNITY

The growing number of older adults with 
chronic illnesses poses a serious challenge to 
the US health care system, placing unprec-
edented pressures on the financial sustainabil-
ity and overall effectiveness of the Medicare 
program.1,2 Of particular concern is the plight 
of Medicare beneficiaries like Mrs. Smith who 
have multiple chronic conditions and whose 
activity and mobility are limited. These pa-
tients account for a disproportionate share of 
Medicare expenses and, despite all the money 
spent, often struggle without optimal care that 
is accessible, individualized, and coordinated.
 But this challenge is also an opportunity. 
We may be able to improve the care of these 
vulnerable patients—and control costs—by 
taking their primary care to their own homes. 
To these ends, the Patient Protection and Af-
fordable Care Act (ie,  the “health care reform 
law”) has several provisions for pilot and dem-
onstration projects.3–5 In light of the new poli-
cies and as part of a grassroots effort to change 
the delivery of care for patients with chronic 
conditions, primary care physicians like Dr. 
Jones are redesigning their practices to provide 
a patient-centered medical home.6
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 As envisioned, the primary care physi-
cian’s office will be the patient’s “medical 
home.” The primary care physician will lead, 
coordinate, and oversee the efforts of a mul-
tidisciplinary team, referring patients when 
necessary to specialists and community re-
sources. Primary care practices that become 
medical homes would potentially be paid care 
management fees in addition to fees for visits, 
but with new expectations for care coordina-
tion and integration.
 The health care reform law also includes 
the Independence at Home Act, funding 
a demonstration project in which primary 
medical care teams will visit patients at home. 
Beyond the medical home and independence-
at-home concepts, the health reform law also 
promotes “accountable care organizations,” 
and changes the funding to Medicare Advan-
tage private insurance plans. Both of these 
initiatives will likely require primary care phy-
sicians to redesign how they deliver chronic 
care to older patients with limited mobility 
and multiple comorbid illnesses. 
 The emergence of the medical home, in-
dependence-at-home, and related concepts 
makes it a good time for physicians to explore 
how they can collaborate with home health 
providers to better meet the needs of older pa-
tients with chronic illness (Table 1).

 ■ UNDER MEDICARE, WHO IS ELIGIBLE  
FOR HOME HEALTH SERvICES?

Primary care physicians who are transforming 
their offices into a medical home must con-
sider how to deliver the care (it must be ac-
cessible, team-based, and aimed at the “whole 
person”), coordinate the care, and measure 
its quality.7 Many Medicare beneficiaries with 
serious chronic illness have limited mobil-
ity that makes it difficult to regularly travel 
to medical offices, and thus they need home 
visits or regular contact by telephone or com-
puter. 
 Many home health agencies are using new 
conceptual models, programs, technologies, 
and services so they can play a supportive 
role.8 These agencies employ nurses, thera-
pists, social workers, personal caregivers, and 
nutritionists. In many instances these people 
can become the physician-directed team re-

TABLE 1

Practical considerations for successful 
physician-home health collaboration  
in chronic care management

Identifying patients eligible for coverage 
of home health care
Is the patient “homebound” (needs help of person or device to 
leave home and leaves infrequently; trips require significant effort)?

Does the patient need skilled nursing or therapy, such as disease-
related teaching and training or observation and assessments?

Determining which agencies to work with
Does the patient have a preference for a particular provider?

What are the agency’s publicly reported outcomes? 
(www.medicare.gov/hhcompare)

Does the agency make its records available electronically, providing 
opportunities for electronic signing of orders and certifications?

Does the agency offer specialized programs, personnel, and tech-
nologies for the management of chronic illness and the coordina-
tion of chronic care?

Developing and monitoring care plans
Consider developing standard order sets for common diseases and 
scenarios; request and review agency-developed care plans.

Which disciplines are needed (nursing, physical therapy, social 
work, medical nutrition, home health aide)?

When and how should the physician be notified and updated?

Getting reimbursed for the work
Use code G0180 ($51.96) for developing and certifying initial care 
plan, and code G0179 ($38.97) for recertifications.

Use code G0181 ($101.76) if 30 or more minutes in a calendar 
month are dedicated to overseeing the care plan.

Use codes 99341–99350 ($53.77–$204.96) for physician home 
visits.

Additional considerations
Consider becoming a home health agency medical director if you 
have a strong interest or practice focus in care of community-dwell-
ing patients with serious chronic illness.

Physicians who emphasize home care in their practice may consider 
joining the American Academy of Home Care Physicians and con-
sider if they’re eligible to participate in the independence-at-home 
Medicare demonstration project.

A large practice or “medical home” may consider having a home 
health nurse with chronic care expertise embedded in the medical 
practice. Having a physician or mid-level practitioner dedicated to 
home visits may also be feasible.
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sponsible for key aspects of caring for patients 
with chronic illness in their homes, coordinat-
ing and integrating the care, and measuring 
its quality. Additionally, in-home assessment 
provides a holistic view of patients that poten-
tially promotes patient- and family-centered 
care options. 
 To be eligible for home health services, a 
beneficiary must be “homebound,” must need 
intermittent skilled nursing care or skilled 
therapy, and must be under the care of a phy-
sician. The health reform law has also man-
dated that patients have a face-to-face visit 
with their physician or with certain nonphysi-
cian practitioners in order to certify the home 
health care plan.
 Even though the homebound require-
ment limits the number of people eligible, 
many older adults like Mrs. Smith who have 
chronic illness meet this criterion. Others 
may only be homebound during an exacerba-
tion of a chronic illness that temporarily lim-
its their mobility. However, patients can still 
be considered homebound for the Medicare 
benefit even if they leave their home (infre-
quently) for medical care, religious services, 
family events, adult day programs, and other 
reasons.9

 The Medicare Home Health benefit covers 
several services that are especially important 
for patients with chronic illness. These in-
clude nursing visits for observation and assess-
ment, evaluation and management of a care 
plan, and teaching and training.

How this applies to Mrs. Smith
In the case of Mrs. Smith, Dr. Jones could 
order home nursing care to make sure she is 
taking her medications as directed, to teach 
her about self-management and nutrition, and 
to assess the impact of medication changes—
both the intended effects and adverse effects 
such as hypotension.
 Other team members bring other skills. For 
example, home health social workers may be 
able to address complex psychosocial needs 
that can affect adherence.
 The time Dr. Jones spends developing this 
care plan and reviewing the patient’s condi-
tion with home health field staff by telephone 
or other communication methods is reimburs-
able under Medicare as “care plan oversight”10 

and can substitute for the revenue lost due to 
less-frequent office visits.10 In the new practice 
models, a medical home or independence-at-
home care-management fee or anticipated 
revenues from “gain-sharing” could cover 
nonvisit supervision of in-home services.

Oversight in the computer age
Dr. Jones may be reluctant to rely on a home 
health agency because she cannot directly 
oversee what they are doing and may in fact 
be uncertain as to what they are doing. Home 
care may seem like a “black box” to physicians, 
but it shouldn’t in this era of electronic health 
records and advanced electronic information 
systems. Seamless communication is possible 
without playing “telephone tag” and sending 
multiple faxes. Physicians may prefer to work 
only with home care providers who use elec-
tronic information systems and who can in-
terface their systems with the physician’s elec-
tronic systems, or at least offer shared viewing 
through Web access. Of course, such arrange-
ments must be initiated with respect for the 
patient’s preference for a home care agency.
 Home health providers are also well posi-
tioned to help measure and monitor the quali-
ty of care. Medicare requires that home health 
providers track a comprehensive set of quality 
outcomes, adjusted for risk, and ranging from 
improvement in function to acute hospital-
ization rates.11,12 Given that most home care 
providers are swimming in data about their 
patients, it would be reasonable for home care 
agencies to provide physician partners with 
more nuanced reports for specific subpopula-
tions, such as those from a particular physician 
practice, or for patients with a particular dis-
ease.

 ■ NEW CONCEPTS, PROCESSES,  
AND TECHNOLOGIES

To care for a patient like Mrs. Smith, the home 
health team must embrace new, chronic-care-
oriented concepts, processes, and technolo-
gies. Many agencies now have nurses and 
therapists skilled in chronic illness care, self-
management support, and health coaching. 
Ancillary staff collaborate with the physician 
by assuming time-consuming but necessary 
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tasks such as patient education, care coordi-
nation and integration, and quality measure-
ment and improvement initiatives.
 Several groups and authors have proposed 
a “home-based chronic care model,” built 
upon the well-studied “chronic care mod-
el,”13–16 as a framework to help home care pro-
viders change their approach to patients with 
chronic illness. This model offers a standard-
ized curriculum and certification program, as 
well as practice guidelines, which standard-
ize best-practice care delivery from agency to 
agency. 
 A core tenet of this model is a strong fo-
cus on teaching clinicians how to teach their 
patients to care for themselves, since bad out-
comes are often due to patients not following 
physicians' recommendations. Since success-
ful chronic care management requires adher-
ence to specific self-care behaviors, the focus 
on behavior change must not be neglected if 
positive outcomes are to be realized.
 New technologies are also emerging. Some 
home health providers are using in-home te-
lemetry with remote call centers to track the 
patient’s health status on a daily basis. Physi-
cians and patients can follow the data, allow-
ing for quick intervention, if necessary, and re-
inforcement of self-management learning.17–20 
Some home care agencies could monitor, via 
telemetry, Mrs. Smith’s weight, blood pres-
sure, oxygen saturation, heart rate, and dys-
pnea symptoms. This information could be fed 
back to call-center clinicians who have prede-
termined parameters for titrating the diuretic 
dose and for notifying the physician. 
 Some monitoring technology allows for in-
teractive assessment and teaching via live vid-
eoconferencing. Some home health agencies 
also use telephone-based health coaching.21 
Information system interfaces between the 
home health agency and the medical home 
coordinator could make the content of this 
in-home monitoring and care management 
visible in the physician’s record.

 ■ TOWARD ONGOING CARE MANAGEMENT

In spite of these opportunities, the Medicare 
home health benefit rarely permits uninter-
rupted ongoing home care. Thus, the home 
health collaboration developed around Mrs. 

Smith’s heart failure exacerbation is likely to 
be temporary, and when her condition stabi-
lizes she may no longer meet the criteria for 
home health services.
 This episodic-payment model contrasts 
with the ongoing needs of the typical high-risk 
older patient with chronic illness. Changing 
the home health benefit to allow for ongoing 
home health care for beneficiaries like Mrs. 
Smith may be an opportunity for patient-cen-
tered reform. Although ongoing home health 
care for a given patient may not be possible, 
the medical home model offers the opportuni-
ty for ongoing physician-home health collab-
oration because at any time a physician’s prac-
tice is likely to have patients requiring these 
services. The independence-at-home model 
does provide for uninterrupted ongoing in-
home physician and mid-level care for some 
patients, but it may require changing primary 
care physicians, and this may be undesirable 
to some patients. If a viable financing model 
is established for medical homes and indepen-
dence-at-home practices, they may choose to 
contract with home health agencies to provide 
ongoing telephone or telemetric care manage-
ment between (or outside of) episodes of eli-
gibility for traditional home health care. All 
of these potential arrangements would need 
legal review and would need to be structured 
to avoid violation of the letter and spirit of 
laws prohibiting self-referrals and kickbacks.

 ■ PHYSICIAN HOME vISITS

In the case of Mrs. Smith, Dr. Jones has the 
option of making a follow-up home visit, or 
even ongoing home visits. 
 Granted, home visits may be impractical 
due to the time involved and the impact of 
that downtime on the physician’s medical 
practice and responsibilities to other patients. 
However, larger practices may employ a spe-
cific physician, nurse practitioner, or physi-
cian’s assistant to provide in-home care to 
patients in need. 
 Some communities have house-call practic-
es to which Dr. Jones could refer Mrs. Smith for 
in-home physician care, and, where available, 
this may be a preferred care model— somewhat 
analogous to how a primary care physician 
might collaborate with a hospitalist for inpa-
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tient care of a specific patient.22 These home-
care physician practices will likely become 
more prevalent if the independence-at-home 
Medicare demonstration project is successful. 
 In the future, even if Mrs. Smith needed 
more intensive inpatient care, an emerging 
concept called “hospital at home” may be able 
to provide this acute care in her home.23,24 
These in-home physician services are increas-
ingly supported by new mobile diagnostic 
technologies.25 
 However, adding or changing physicians 
may not be possible or desirable for Mrs. 
Smith and could lead to further fragmentation 
of care. In the future, teleconferencing may 
provide options for “virtual visits” that would 
partially solve this problem. 
 Whether the physician care is provided in 

the office, in the home, or as a virtual visit, 
much of the care Mrs. Smith needs can and 
should be done by nonphysician home health 
care providers in partnership with informal 
caregivers.

 ■ MRS. SMITH GETS BETTER AT HOME

Dr. Jones decided to refer Mrs. Smith for home 
health nursing and maintained close telephone 
contact with her and the home health nurse 
during the first 2 weeks. Mrs. Smith responded 
well to the changes in medication and diet, 
her leg swelling decreased, and she was feeling 
more like her usual self. At a follow-up office 
visit 3 months later, Mrs. Smith hugged Dr. 
Jones and thanked her profusely for helping her 
get better at home. ■
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