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What We Do

Education

Consulting

Research/ 
Analytics

Advocacy
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HCCIntelligence™ Resource Center

Hotline
Call 630.283.9222 or email 

Help@HCCInstitute.org
9:00 am-5:00 pm (CST)
Monday through Friday

Webinars
HCCI hosts free and 
premium webinars on 

topics relevant to Home-
Based Medical Care. Visit 

the HCCIntelligence™ 
Resource Center for 

upcoming dates and topics. 

Tools and Tip Sheets
Downloadable tools, 

tip sheets, sample forms and 
how-to guides on a variety 
of Home-Based Medical 

Care topics.

HCCIntelligence™ is funded in part by a grant from The John A. Hartford Foundation.
HCCIntelligence™ is for educational and informational purposes only and should not be relied upon as medical advice.
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https://www.hccinstitute.org/hccintelligence
https://www.johnahartford.org/
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HCCI gratefully acknowledges support for 
this activity from:

Elea Institute is dedicated to advancing care for people with serious illness. 

Learn more at eleainstitute.org.
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Optimizing Efficiency in House Call Operations

Wednesday, December 6
3:00-5:00pm
1900 E. Golf Road, 4th floor
Schaumburg

Future Session:
• Contracting with Payers to Demonstrate the 

Value of Home-Centered Care
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Objectives
• Examine the forces behind the rise of home-based primary 

care (HBPriC) and home-based palliative care (HBPalC) and 
review the ways in which these two models of care 
intersect.

• Assess new opportunities available to HBPriC and HBPalC 
through recently introduced advanced payment models.

• Discuss case examples of how HBPalC and HBPriC were 
brought together to provide a full-service solution for 
managing serious illness and chronic disease.

Presenter Notes
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These learning objectives are just for today’s session.
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Your HCCI Learning Plan

Presenter Notes
Presentation Notes
Melissa

Introduce the HCCI Learning Plan and encourage learners to complete.

Have the group consider the following questions throughout the day:
Which concepts do they still need to learn more about?
Were there additional topics in which this session stimulated their interest or revealed new learning needs?
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Speakers

Paul Chiang, MD
Medical Director, Northwestern Medicine, HomeCare Physicians
Senior Medical and Practice Advisor, Home Centered Care Institute

• Boarded in Internal Medicine and Hospice/Palliative Medicine
• 37,000+ house calls to more than 3,600 patients 

Rebecca Ramsay, MPH, BSN
CEO, Housecall Providers / Care Oregon

• 30+ years in public health – as both a practitioner and leader
• Career focus on addressing SDoH faced by at-risk and 

underserved populations 
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Rebecca
Current CEO of Housecall Providers, Rebecca Ramsay, MPH, has devoted three decades of service to the field of public health as both a practitioner and as a leader focusing on population health, innovative care model design, partnership and collaboration, and transformative initiatives to bring quality health care to individuals and communities. She earned a nursing degree from University of Wisconsin-Madison and a Master of Public Health from Portland State University. Rebecca’s career has focused on addressing the social determinants of health often faced by at-risk and underserved populations. She has designed and led the implementation of multiple innovative population health programs that have improved the lives of traditionally marginalized community members, several of which have gained national attention. 
 
Under Rebecca’s leadership, Housecall Providers has created a workplace culture and environment that prioritizes their employees’ most critical needs and encourages and inspires them to make a meaningful impact in patients’ lives and with our community. She nourishes this culture of support with the knowledge that delivering superior service to patients is dependent on the passion, attentiveness, and receptivity of their healthcare workforce. Rebecca has also encouraged Housecall Providers to be a practice site for students and residents in the nursing, social work, spiritual care and geriatric primary care academic programs across the community. Her commitment to sharing knowledge and learning within the field is evidenced by her five years spent as faculty at the Institute of Healthcare Improvement and her vocation to mentor others who are earlier in their healthcare leadership roles. 
 
Finally, partnering with other service-based community organizations has been a priority at Housecall Providers during Rebecca’s tenure. The launch in 2022 of an “official” community engagement program is working to strengthen ties to organizations that have partnered with Housecall Providers for years and identify new allies that will make our network stronger by being more diverse and inclusive. Over the last few years, the Department of Veterans Affairs (VA), has certified Housecall Providers in the “We Honor Veterans” program which helps dedicated hospice providers develop skills to meet the unique needs of veterans. Additionally, Housecall Providers created an innovative “Veterans helping Veterans” program that pairs hospice volunteers who have served with their veteran hospice patients. 


Paul Chiang
In addition to his role at HCCI, Dr. Chiang serves as Medical Director for HomeCare Physicians (HCP), a suburban Chicago practice focused on delivering care to medically complex patients
in their homes. HCP has made more than 123,000 house calls to home-limited patients since its founding in 1997, and Dr. Chiang has personally made over 37,000 house calls to more
than 3,600 patients during his 23-year career. His practice and work have been featured on ABC News Chicago and in northeast Illinois’ Daily Herald. In 2014, Central DuPage Hospital
named him as one of 50 Unsung Heroes. In October 2019, Dr. Chiang received the “House Call Doctor of the Year” award from the American Academy of Home Care Medicine.



How do these care models come together to help patients 
with serious illness?

Home-Based Primary Care and 
Palliative Care
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Many medically complex patients have significant mobility issues and other health challenges that limit their ability to leave their homes. These patients tend to lose connections with their office-based providers and specialists for preventive care and symptom management. As a result, they often end up in Emergency Depts, resulting in costly and avoidable hospitalizations. Homebound patients benefit from the following at some point in the continuum of care.

Home-based Primary Care (HBPriC) – generally provides comprehensive longitudinal primary care and 24/7 access for medically complex patients at home. Given that the majority of homebound or home-limited patientsare older adults, providers focus on the Geriatric 5Ms (Matters Most, Mind, Mobility, Medications, Multicomplexity) when developing care goals to improve the quality of life for these patients. HBPriC interprofessional team members may all be employed by the same practice, or they may work together through collaborative partnerships within the community, including home health and social services agencies. Team members can include: physicians, APPs, social workers, nurses, medical assistants. Additional team members may include: therapists, spiritual care workers, behavioral health specialists, pharmacists, community health workers, dieticians and nutritionists, EMTs.

Home-based Palliative Care (HBPalC) – generally a consultative model that provides care in the home for people with serious, advanced illness. It focuses on complex symptom management and goals of care conversations. Like HBPriC, it involves an interprofessional team, and its goal is to improve quality of life for patients and their families. While receiving palliative care, patients often continue meeting with their primary care provider for management of chronic diseases and other treatment. Team members can include: APPs, physicians, nurses, social workers, nurses. Additional team members may include: spiritual care workers/chaplain, behavioral health specialists.
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Home-Based Primary Care (HBPriC)
• Primary Care
• Geriatric Syndromes
• Chronic Disease Management
• Medication Management
• 24/7 Availability, Acute/ Urgent Care
• Post-Acute Care and Management of 

Transitions
• Preventive Care, Annual Wellness Visits, 

Immunizations
• Wound Care and Other Procedures
• Coordination of Ancillary Services
• In-Home Laboratory and Diagnostic Testing

Presenter Notes
Presentation Notes
Paul

Both primary and palliative care offer patient-centered home-based medical care which is critical to allowing patients to age in place. Therefore, it makes senses to provide both HBPriC and HBPalC. This results in an effective Complex Illness Management Model that can slow down disease progression while providing exceptional care and enhancing quality of life.
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Home-Based Palliative Care (HBPalC)

• Outpatient Consults
• Nursing Home Care
• Pain and Symptom Management Consults
• Refractory Symptoms in Serious Illness
• Complex Family Meetings
• Patient Advocacy
• Assistance Through Complex Enrollment 

Processes
• Care Delivery with a Focus on Financial and 

Non-medical Needs
• Psychosocial and Spiritual Support Through 

Interdisciplinary Team

Presenter Notes
Presentation Notes
Paul
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The Intersection of HBPriC and HBPalC

• Patient/Family/Caregiver Support
• Social and Spiritual Needs
• Communication and Care 

Coordination
• Symptom Management
• Diagnostic and Prognostic Support

• Functional Support and Safety
• Interdisciplinary Team Meetings
• Referrals to Hospice
• Goals of Care
• Advance Care Planning and 

End-of-Life Discussions

Presenter Notes
Presentation Notes
Paul
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Benefits of a Complex Illness Management Model
• Serve a broader population
• More fully meet the needs of patients and their families
• Focuses on “what matters most”
• Enhanced reimbursement opportunities, including 

value-based contracts
• Earlier referrals to hospice

Presenter Notes
Presentation Notes
Rebecca

Enables the practice to serve a broader population, allowing for additional billing opportunities for care management and other primary care services such as Chronic Care Management
Fully meets the needs of the patient and family/caregivers over time by serving as the coordinator of all medical services. The practice can become a “one stop shop” for all the patient’s medical and social needs.
Includes a focus on What Matters Most: goals of care, symptom management, caregiver support, and advance care planning
Offers reimbursement for the work already being done by providers while helping to reduce the total cost of care – and is attractive to value-based payers/contracts
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Combining HBPriC and HBPalC

1. Co-Management or Consultation Model (Separate Providers)
2. Fully Integrated Model (Same Provider)

A Complex Illness Management Model – 2 Options:

Presenter Notes
Presentation Notes
Rebecca

Paul can chime in to share about Palos model, co-management model vs. HomeCare Physicians, fully integrated model
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Co-Management or Consultation Model 
(Separate Providers)

• Independent, collaborative service lines with separate 
providers that are part of the same program

• Wraparound support
• Optimal communication between HBPriC and HBPalC
• Appropriate for patients of all different care needs

Presenter Notes
Presentation Notes
Rebecca

Provides access to palliative care providers delivering wraparound support for patients with access to HBPriC, thus avoiding costly emergency department visits and inpatient admissions/readmissions
Offers a complex illness management solution for patients of all different care needs with the potential to provide longitudinal care through end-of-life and develop long-standing, trusting relationships with the care teams at key milestones, including decisions regarding hospice
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Staffing: Co-Management or Consultation Model
There is no right answer….
• Palliative physician/NP
• RN
• SW
• Chaplain
• Outreach worker/community health worker
• Palliative care pharmacist
• Others??

Presenter Notes
Presentation Notes
Palos has HBPriC and HBPalC – 2 separate service lines, 2 separate provider groups
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Fully Integrated Model (Same Provider)
• Each provider is trained in all disciplines of integrated care 

competencies to deliver both HBPriC and HBPalC
• Ensures patients can receive both services despite any 

workforce shortage
• Minimizes miscommunication and care redundancies
• May result in higher patient and caregiver satisfaction due 

to enhanced continuity of care with one provider for all their 
medical needs

Presenter Notes
Presentation Notes
Rebecca
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Staffing: Fully Integrated Model

• Medical Director – board certified 
in internal medicine and 
hospice/palliative

• 0.5 Physician
• 4 NPs
• 2.5 RNs
• 2 MAs
• 2.8 PSRs

Supported by a health system
HomeCare Physicians Housecall Providers

• Medical Director – board certified in 
internal medicine and hospice/palliative

• Assoc Medical Director – Geriatric NP 
with 20 years exp

• 13+ PCPs – mostly NPs
• Field staff: 4 SW, 4 RN, 1 behavioral 

health spec, 1 chaplain, 1 PharmD
• Office staff: 8 care coord, 2 intake,         

2 schedulers, 2 MAs, 1 office-based 
nurse

Presenter Notes
Presentation Notes
HOmeCare Physicians
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Key Competencies

1. Managing multicomplexity, symptom management
2. GOC conversation
3. Supporting the CG
4. Manage care coordination 
5. Comfortable with technology
6. Documentation and coding skills

Providers and Clinical Team

Presenter Notes
Presentation Notes
Rebecca

For both HBPC and HBPalc (integrated)
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Key Competencies

1. Assessing and selecting appropriate staffing model that aligns with mission/vision 
of organization and supporting business plan

2. Identify target population and geography served
3. Understand the unique demands of this work and hiring/retaining right staff
4. Effective geographic scheduling and effective use of technology to enhance 

productivity, efficiency, and staff satisfaction
5. Developing budget that aligns with program goals 
6. Establish policies and procedures
7. Negotiate favorable contracts with payers
8. Implement marketing plans that will increase referrals 

Practice Operations Staff

Presenter Notes
Presentation Notes
Rebecca
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Practices Looking to Incorporate Both Services

Build a 
Case

Operating 
Procedures

Facilitate 
Transition

Presenter Notes
Presentation Notes
Rebecca

House call programs that incorporate both HBPriC and HBPalC need to be designed and managed to be sustainable over a long term which today means being able to survive in FFS and also thrive in VBC environment.  When they are successful, innovative house call programs enhance the patient (and caregiver) experience, improve health outcomes and reduce cost.  
Practices looking into incorporating both services will want to consider the following strategies. 
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1. Build a Case (and Gain Support)
• Conduct market research
• Define patient eligibility criteria
• Identify program “champions” – stakeholders – who will 

endorse the program and move it forward
• Determine marketing goals and strategies
• Establish key performance indicators (KPIs)
• Articulate your unique value proposition

Presenter Notes
Presentation Notes
Rebecca

Conduct market research to determine target population(s) and geographies
Define patient eligibility criteria for the new program (e.g., what population will you serve?)
Identify program “champions” – stakeholders – who will endorse the program and move it forward (e.g., board member, clinical staff, C-suite)
Determine marketing goals and strategies
Establish key performance indicators (KPIs) – e.g., hospital avoidance, clinical quality metrics, deaths at home and on hospice
Articulate your unique value proposition
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2. Establish Operating Procedures

• Handling intake/registration for new patients and processing referrals
• Scheduling and route planning
• Ensuring interdisciplinary team communication
• Servicing patients including determining standards of care
• Handling triage and after-hours support
• Billing and coding
• Provider training
• EHR configuration
• Managing transportation and supply/equipment inventory

How will you implement the following activities?

Presenter Notes
Presentation Notes
Rebecca

Billing and coding – Needs to be appropriate for house calls inclusive of incorporating advanced coding opportunities to maximize revenue or negotiating value-based arrangements that reward outcomes
Provider training – Must train providers transitioning or new to primary or palliative care, and/or new to home-based medical care
EHR configuration – setting up the EHR to allow proper data entry and report generation
Transportation – travel reimbursement policy? 
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3. Facilitate the Transition 
• Market early and often
• Adapt to the needs of your population
• Seek training for new staff members
• Recruit and retain the appropriate staff
• Build familiarity with your local geography
• Select and build relationships with the right payers

Presenter Notes
Presentation Notes
Rebecca

Starting a new model of service is not always easy. Consider these activities to help create a smoother transition.

Market early and often – NOTE: enrollment generally starts slowly, and it takes time to build a productive patient census.
Adapt to the needs of your patient population
Seek training for new staff members
Recruit and retain the appropriate staff to ensure the proper skill sets are in place
Build familiarity with your local geography
Select and build relationships with the right payers




Case Examples

Presenter Notes
Presentation Notes
Paul - Following are case examples of how various house call programs have incorporated HBPriC and HBPalC to care for their most complex patients. Note that each program is different in terms of needs and HCCI does not endorse one specific way to incorporate both services.
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• Founded in 1995 as a home-based primary care (HBPriC) program 
serving frail elders in private homes, assisted living, senior living, and 
adult foster homes
• Over time this program became a fully-integrated home-based primary and palliative care 

program where all interdisciplinary staff are trained to provide serious illness care as part 
of the primary care model when appropriate and needed.

• The target population served has broadened over time (not just frail elders) as the 
interdisciplinary team has diversified and expanded and as the demand for our services 
has increased.

• This program was one of the original participants of the Independence at Home (IAH) 
Medicare Shared Savings program and is now participating in the ACO Reach value-
based demonstration program operated by CMMI.

• IDT includes PCP, SW, RN, PharmD, chaplain, behavioral health counselor, care 
coordinators, scheduling and intake coordinators, billing specialists; Avg census is 1550.
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• Opened a home-based hospice in 2011 and a separate, home-based 
palliative care (HBPalC) program in 2017
• The HBPalC program was designed to wrap-around the patient’s existing 

primary care provider (usually a brick-and-mortar clinic provider) and offer 
additional support and services.

• The target population is Medicaid and Dually-eligible beneficiaries with 
complex social health and physical health needs; about 10-15% are 
homeless or unstably housed.

• IDT includes RN, SW, SDOH specialist, chaplain, triage and intake 
coordinator, billing specialist; Avg census is145.



Discussion

Presenter Notes
Presentation Notes
Housecall Providers operates both types of HBPalC programs (fully integrated and co-managed), a HBPriC program and a home-hospice.  
Why did we set up our practice this way? 
What are the benefits to patients, payers, staff and the organization as a whole?
How do you break the silo of care? 
How to identify the right kinds of patients that can be served by a program with HBPriC and HBPalC….? 
In co-management, how do you communicate with a PCP?




30

HomeCare Physicians
Founded in 1997
• Brings compassionate, comprehensive medical care to homebound patients 

of all ages. Our team approach utilizes primary care physicians and nurse 
practitioners to provide the following services through house calls throughout 
the western suburbs of Chicago.

• Fully integrated model – home-based primary care and palliative care
• A 2nd program in the south suburbs of Chicago that is a co-management 

model.

Presenter Notes
Presentation Notes
Paul – NM is bringing together HCP with Palos

I operate both versions of home palliative medicine: Fully integrated (Home Care Physicians where I spend the majority of my time) and co-management.  The latter I inherited when Northwestern bought another hospital that had home based primary and palliative care.   The HBPal program was an extension of hospital palliative program.  Many ill patients seen by hospital palliative are unable to FU with office based palliative service.  Home Pal program also served patients who were discharged from hospice but had no one providing care for them.  Another goal of Home Pal program was to reduce emergency hospice referrals.  Roughly 50% of home pal referrals are from physician providers, 17% from in-patient pal med, 13% from HH, 6% oncology.  Roughly 100 pt/home pal provider, x 3,  supported by social worker, no chaplain. 




Discussion
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Questions?

Presenter Notes
Presentation Notes
After questions – transition back to Melissa for closing announcements
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Optimizing Efficiency in House Call Operations

Wednesday, December 6
3:00-5:00pm
1900 E. Golf Road, 4th floor
Schaumburg

Future Session:
• Contracting with Payers to Demonstrate the 

Value of Home-Centered Care
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Our gift to you: 5 Free Online Courses + 1 Video
1. House Calls 101: Introduction to 

Home-Based Primary Care
2. Patient Assessment in HBPriC
3. Managing Multicomplexity in the 

Homebound Patient
4. The Intersection of HBPriC and 

HBPalC
5. Diversity, Equity, and Inclusion for 

Home-Based Care; plus
• The Value of Home-Based Primary 

Care (video)

All courses are designated for AMA PRA Category 1 Credit™

Presenter Notes
Presentation Notes
At the event, you will also receive related educational resources to share with your team and still have plenty of time to network, and share experiences and best practices, with
your colleagues.

We will also include here a recording of this session.
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