Home Care
Home Care defined
The term home care encompasses any therapeutic, diagnostic or social support service provided in an individual’s home. Home medical care involves a physician, physician assistant, or nurse practitioner who provides acute or chronic care, which can be preventive, diagnostic, therapeutic, palliative, or rehabilitative.1  The two main categories of home care are home health and hospice. Most physicians are familiar with home health agency care, which includes physical, occupational and speech therapy, social work, skilled nursing and home health aide services. It is focused primarily on postacute care and is most often short in nature, lasting several weeks or months. Home care also encompasses the use of durable medical equipment, portable diagnostic tools, and telemedicine monitoring. Technologically intensive services range from simple intravenous therapy to multidrug preloaded infusion pumps, hemodialysis, and ventilators.1 The other vital home-based service is hospice care, which is long-term supportive care overseen by the physician and provided primarily by personal care aides and lay caregivers. 
Home Care demand 
Due to the growth in the aging population, family physicians will see an increase in the number of their patients becoming homebound, and as a result, will have to decide to maintain the physician-patient relationship or to refer the patient to a colleague. It seems logical that there will be a limited emergence of family physicians who will establish a practice based on making house calls. The growth in senior living arrangements and long-term care insurance that covers home health services will enable physicians to see more patients at a specific site, as is the current case with nursing homes. 

An estimated 13 percent of the U.S. population is over the age of 65, and by 2025 that age group will grow to nearly 20 percent, according to the U.S. Census Bureau. Many seniors cannot physically leave their homes, nursing homes or hospice centers. There are over 2 million individuals, half of whom are over age 65 years of age, who are permanently homebound. Millions more are homebound with temporary illness or injury. However, U.S. physicians bill Medicare for only 1.5 million home visits annually, and many homebound patients are never seen by their physicians. By contrast, nursing home patients average 8 or 9 annual medical visits, some required by federal regulations. Ambulatory patients with serious chronic illnesses average 11 to 12 annual physician office visits, without regulatory requirements. Homebound patients, a medically underserved population, are usually invisible to physicians and would benefit from more regular physician contact.
 Plus, family physicians have an opportunity to have an ongoing relationship with their patients and provide care that is high-quality, continuous, and comprehensive. 
Homebound criteria

It is important to know the criteria upon which an individual is considered to be “homebound”. Being bedridden is not the basis upon which someone is considered to be confined to the home. Rather, according to Medicare, a patient is considered confined to

the home if the condition creates a "normal inability" to leave home and if leaving home would require "a considerable and taxing effort." A physician visit to a patient at home is referred to a “house call”. The four major types of home visits are illness visits, visits to dying patients, home assessment visits and follow-up visits after hospitalization.
  
Expected Outcomes
Home Care only

The biggest attraction of providing only home care services is that the physician gains autonomy and drastically reduces overhead expenses. Physicians who want to have greater flexibility, work part time, increase direct patient time, and significantly reduce fixed overhead expenses are looking to full-time house calls as a suitable practice design option. House calls assist family physicians in keeping with their mission to provide high-quality, continuous, comprehensive care by maintaining a close relationship with patients, especially given what is learned by visiting patients where they live.

Physician Barriers

The major barriers to physician involvement in making house calls are: financial loss associated with providing this care, conflicting regulatory and legal requirements and the lack of physician education in home care.
 Physicians, who are most likely to perform home visits within a traditional practice or consider home care only, are older, have long-established relationships with their patients, practice in a rural setting, have older patients and a greater demand for terminal care.
  
Financial Consideration

As of January 1998, payments for house call services were substantially increased, making house calls a far more viable practice alternative. However, documentation remains the key to verifying the requested remuneration. Progress notes should include historical data, physical examination findings, pertinent diagnostic test results, a therapeutic reassessment reflective of all active diagnoses, an evaluation of the patient’s functioning, any caregiver issues, and evidence of a medical care plan for the ensuing period. There are no restrictions on the number of visits as long as there is sufficient justification in the progress notes. Reasons for a house call include "the patient is home-bound," "an office visit requires ambulance transport" or "an office visit requires excessive physical effort or pain.”3 Nurse practitioners and physician assistants can bill for home care services with the exception of care plan certifications, which must be completed by a physician.

The admitting physician for hospice and home care patients remains an integral part of the successful provision of services for that patient. Physicians invest valuable time in Care Plan Oversight and should be reimbursed accordingly. It is vital that the billing for care plan oversight meets Medicare guidelines. For more on care plan oversight, see “How to Document and Bill Care Plan Oversight” in the May 2005 edition of Family Practice Management, http://www.aafp.org/fpm/20050500/23howt.html. 
Physicians can bill Medicare for house calls and prolonged service codes may be used when appropriate; procedures such as joint injections can also be billed. The two types of homebound clinical services that are billable are nursing and medical. For Medicare reimbursement for physician involvement in home care see figure
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Regulatory and legal requirements

There are some complications for physicians who perform house calls and have a financial interest in the home health agency that cares for their patients. A physician who is the medical director of a home health agency may be unable to refer the patient to his own agency. This is not the case for a medical director of a nursing home or hospice. Hospitals that operate their own home health agency are required to refer out a certain percentage of patients. These and other Medicare laws can interrupt the continuity of care for the patient. It is important to be aware of how ownership in a home health agency may impact the physician’s clinical abilities to care for his or her own patients.

Physician Education
Until the last decade, there had been a whole generation of family physicians who had been trained whose knowledge, skills and attitudes about home care are out of sync and they rarely have exposure to home care practice.
 For example, a survey found that 64 percent of physicians who had signed claims for care plans that were later disallowed had relied on a home health agency to prepare the plan of care, and 60 percent were not aware of the homebound requirement for home services. Now, residency programs have curriculum that includes home care so at least family physicians have the basics of making house calls. The formal exposure to home care in seven years of medical education of most residency-trained physicians entering practice is zero to 35 hours, with a typical experience of about 15 hours.4
The AMA Joint Council report on Educating Physicians in Home Health Care, contended that are areas of home care education that must be addressed: (1) regulatory and legal issues that constrain some physician activities in regard to their home care patients; (2)  identification of fraudulent or abusive activities on the part of home health agencies, durable medical equipment (DME) vendors or others, and methods to report such activities; (3) greater familiarity with the practices of the allied health professionals so that their services can be better utilized and evaluated; (4) better awareness of the myriad of devices and equipment being utilized in the home by the patient, family, home health staff and physicians; (5) training in methods to evaluate new devices and technology in this era of rapid change; (6) training in the ethics of medicine in the home, including: (a) the goals of care range from cure, as in the acute care setting, to coping as in the nursing home setting, to caring as in hospice; the physician needs to assist the patient and family reach concordance in goals setting; (b) invasive and specialty diagnostics are more difficult to obtain and this may influence the aggressiveness of the medical care plan;(c) the home is the patient’s domain and the physician’s authoritarian role in the hospital becomes more of an advisory role in the home. The doctor-patient relationship has more parity. Negotiation and educational skill are paramount.4 
Change Preparation

The first question to answer is whether or not you would like to make house calls?  If so, what is the composition of your current patient panel? If you have been in practice for 20 plus years, more than likely, you have a considerable number of elderly patients and may have a good opportunity to increase the number of house calls made. Can your local market support another physician making house calls? More than likely this answer is a resounding, “Yes”.

Realize that with anything there are risks involved with expanding the scope of your practice to include house calls. New efficiencies must be learned, but if you consider the care of your homebound patients an essential part of your practice, you'll find a way.3 

James Giovino, M.D. recommends that physicians toying with the idea of home care make a minimum of six house calls to determine if they enjoy them or not. If not, do the ones necessary and leave the rest to your colleagues. If so, you have found an integrated practice design that is good for your patients, yourself, and your community. This approach will establish experience and insight into transitioning to a home care only practice model.  
Implementation Steps
Know Your Market

When starting or expanding any type of service, it is necessary to share your commitment-marketing your service. Tell all of your existing patients about your value-added service of making house calls. In your service area, contact and survey the senior living communities, nursing homes, faith communities, area agency on aging offices, as well as the home health and hospice agencies to determine the current home care environment. Offer to meet with the communities’ leadership and to present your services to the seniors. For assisted living and nursing homes, obtain the top payors for their residents as there are more and more Medicare replacement plans (Medicare Advantage Plans) causing a variance in the standard Medicare allowed fees-for-services. If your focus is on nursing homes at which Medicaid covers a considerable number of the resident population, it is important to know how that will financially impact your practice. If there is an organization that is already doing the business side of home care, including the marketing, it makes good sense to utilize this service. 

Some marketing takes care of itself through word-of-mouth advertising - “my doctor makes house calls.” As family physicians compete with other practices and other specialties in the managed care world, better service will build a practice. House calls are one of those rare value-added services that will make the practice outshine the competition.3 There may even be patients who are not homebound that would be willing to pay for a physician house call.
Know Your Practice

The practice of medicine is clinical, but getting paid is administrative. One must know how best to integrate house calls into the existing structure and processes of the practice. As stated earlier, time management and staff training on how to best handle home care related contacts is imperative. Effective use of phone calls, dictation, charting, and drive time between house calls is critical. These practice efficiencies will develop over time.
Identify what your contracted rate for home care services are under current contract is with health plans. Determine what the practice’s age 65 and over patient base is for each payor. This will provide an indication of what your current potential may be for home care as well as what the health plan contracts pay.
Know Your Service
Familiarize yourself and whoever does your billing to learn the Medicare guidelines for billing for home care. Stay current on Medicare updates, as with most governmental agencies, reimbursement guidelines and amounts do change from year to year. A good approach would be to register for Medicare’s “MedLearn Matters” at http://www.cms.hhs.gov/mailinglists/default.asp?audience=11. In terms of coding and documentation, refer to the current CPT manual, the related "Documentation Guidelines for Evaluation and Management Services" and the ICD-9 manual. For Medicare Advantage Plans (MAPs) ask them specifically about their home care guidelines and reimbursement amounts. With more and more a federal push from traditional Medicare to privatized MAPs, the policies and reimbursement amounts will vary. 

Conducting the Home Visit 

Most equipment for a home visit can still be carried in the family physician's "black bag". Some additional items may be acquired from the patient's home. One of the keys to conducting a successful home visit is to clarify the reason for the visit and carefully plan the agenda. Preplanning allows the physician to gather the necessary equipment and patient education materials before departure. The physician should have a map, the patient's telephone number and directions to the patient's home. The physician, patient and home care team should set a formal appointment time for the visit. Coordinating the house call to allow for the presence of key family members or significant others can enhance communication and satisfaction with care. Finally, confirming the appointment time with all involved parties before departure from the office is a common courtesy to the family as well as a wise time-management strategy. 
Home Visit Checklist: "INHOMESSS"
The INHOME mnemonic was devised to help family physicians remember the items to be assessed during the home visit directed at a patient's functional status and living environment. This mnemonic can be expanded to "INHOMESSS," which stands for: Immobility, Nutrition, Home Environment, Other People (social support), Medications, Examination, and Safety.
 
Conclusion
House calls have the ability to allow family physicians to return to their roots, when medicine was truly an art. Home care demand will increase as the baby boomers age. Reimbursement levels have improved and appear to be adequate for the amount of physician time necessary for house calls. Residency training that increases student time spent on home care activities will assist in better preparation of new physicians entering private practice. Home care is another viable option for physicians to consider a practice design that is patient-centered, utilizes a team approach, eliminates the access to care barrier, provides care within a community setting, and can financially enhance the physician’s practice. 
Resources
· For more information and a directory of home care physicians and other providers see The American Academy of Home Care Physicians House Call Network, go to http://www.aahcp.org/physicianreferral.shtml. 

· Physician Involvement in Medicare Home Care, Interim Healthcare, Inc. brochure, http://www.interimhealthcaresanantonio.com/Physician%20Involvement%20in%20Medicare%20Home%20Care.pdf
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Medicare 

Reimbursement

99341 New patient, problem focused $58.36

99342 New patient, expanded problem focused $86.03

99343 New patient, detailed $125.44

99344 New patient, comprehensive, moderate decision making $164.48

99345 New patient, comprehensive, high decision making $203.51

99347 Established patient, problem focused $45.48

99348 Established patient, expanded problem focused $72.01

99349 Established patient, detailed $111.42

99350 Established patient, moderate to high decision making $164.48

G0179 Skilled care recertification $56.85

G0180 Skilled home care recertification $74.28

G0181 Medicare home health care $124.30

G0182 Medicare hospice $131.13

Medicare part B pays 80%; regional adjustments apply.
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	House call requirements

	House call CPT code

	Approx. time for house calls

	Similar office-visit code

	Office visit requirements


	Established patient


	Problem-focused interval history and exam

	99347

	15

	99212

	Problem-focused history and exam


	Straightforward medical decision making

				Straightforward medical decision making


	Expanded problem-focused interval history and exam

	99348

	25

	99213

	Expanded problem-focused history and exam


	Medical decision making of low complexity

				Medical decision making of low complexity


	Detailed interval history and exam

	99349

	40

	99214

	Detailed history and exam


	Medical decision making of moderate complexity

				Medical decision making of moderate complexity


	Comprehensive interval history and exam

	99350

	60

	99215

	Comprehensive history and exam


	Medical decision making of moderate to high complexity

				Medical decision making of high complexity


	 


	Source: James M. Giovino, MD, House Calls: Taking the Practice to the Patient, Family Practice Management, June 2000, 
p. 49, http://www.aafp.org/fpm/20000600/49hous.html. 
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Coding house calls 





 





The table below compares the CPT codes for house calls to similar office-visit codes.





 





House call requirements


House call CPT code


Approx. time for house calls


Similar office-visit code


Office visit requirements





New patient





Problem-focused history and exam


99341


20


99201


Problem-focused history and exam





Straightforward medical decision making











Straightforward medical decision making





Expanded problem-focused history and exam


99342


30


99202


Expanded problem-focused history and exam





Medical decision making of low complexity











Straightforward medical decision making





Detailed history and exam


99343


45


99203


Detailed history and exam





Medical decision making of moderate complexity











Medical decision making of low complexity





Comprehensive history and exam


99344


60


99204


Comprehensive history and exam





Medical decision making of moderate complexity











Medical decision making of moderate complexity





Comprehensive history and exam


99345


75


99205


Comprehensive history and exam





Medical decision making of high complexity











Medical decision making of high complexity
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CMS house call fees_2005

				CPT code		Desription		Medicare 
Reimbursement

				99341		New patient, problem focused		$58.36

				99342		New patient, expanded problem focused		$86.03

				99343		New patient, detailed		$125.44

				99344		New patient, comprehensive, moderate decision making		$164.48

				99345		New patient, comprehensive, high decision making		$203.51

				99347		Established patient, problem focused		$45.48

				99348		Established patient, expanded problem focused		$72.01

				99349		Established patient, detailed		$111.42

				99350		Established patient, moderate to high decision making		$164.48

				G0179		Skilled care recertification		$56.85

				G0180		Skilled home care recertification		$74.28

				G0181		Medicare home health care		$124.30

				G0182		Medicare hospice		$131.13

						Medicare part B pays 80%; regional adjustments apply.





coding house calls

		Coding house calls

		The table below compares the CPT codes for house calls to similar office-visit codes.

		House call requirements		House call CPT code		Approx. time for house calls		Similar office-visit code		Office visit requirements

		New patient

		Problem-focused history and exam		99341		20		99201		Problem-focused history and exam

		Straightforward medical decision making								Straightforward medical decision making

		Expanded problem-focused history and exam		99342		30		99202		Expanded problem-focused history and exam

		Medical decision making of low complexity								Straightforward medical decision making

		Detailed history and exam		99343		45		99203		Detailed history and exam

		Medical decision making of moderate complexity								Medical decision making of low complexity

		Comprehensive history and exam		99344		60		99204		Comprehensive history and exam

		Medical decision making of moderate complexity								Medical decision making of moderate complexity

		Comprehensive history and exam		99345		75		99205		Comprehensive history and exam

		Medical decision making of high complexity								Medical decision making of high complexity

		House call requirements		House call CPT code		Approx. time for house calls		Similar office-visit code		Office visit requirements

		Established patient

		Problem-focused interval history and exam		99347		15		99212		Problem-focused history and exam

		Straightforward medical decision making								Straightforward medical decision making

		Expanded problem-focused interval history and exam		99348		25		99213		Expanded problem-focused history and exam

		Medical decision making of low complexity								Medical decision making of low complexity

		Detailed interval history and exam		99349		40		99214		Detailed history and exam

		Medical decision making of moderate complexity								Medical decision making of moderate complexity

		Comprehensive interval history and exam		99350		60		99215		Comprehensive history and exam

		Medical decision making of moderate to high complexity								Medical decision making of high complexity

		Source: James M. Giovino, MD, House Calls: Taking the Practice to the Patient, Family Practice Management, June 2000, 
p. 49, http://www.aafp.org/fpm/20000600/49hous.html.
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