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Abstract
Background: Although quality-of-care domains for home-based primary and palliative programs have been
proposed, they have had limited testing in practice. Our aim was to evaluate the care provision in a communitybased serious-illness care program, a combined home-based primary and palliative care model.
Methods: Retrospective chart review of patients in an academic community-based serious-illness care program in
central North Carolina from August 2014 to March 2016 (n = 159). Chart review included demographics, health
status, and operationalized measures of seven quality-of-care domains: medical assessment, care coordination,
safety, quality of life, provider competency, goal attainment, and access.
Results: Patients were mostly women (56%) with an average age of 70 years. Patients were multi-morbid (53% ≥3
comorbidities), functionally impaired (45% had impairment in ≥2 activities of daily living) and 32% had dementia.
During the study period, 31% of patients died. Chart review found high rates assessment of functional status (97%),
falls (98%), and medication safety (96%). Rates of pain assessment (70%), advance directive discussions (65%),
influenza vaccination (59%), and depression assessment (54% of those with a diagnosis of depression) were lower.
Cognitive barriers, spiritual needs, and behavioral issues were assessed infrequently (35, 22, 21%, respectively).
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Conclusion: This study is one of the first to operationalize and examine quality-of-care measures for a communitybased serious-illness care program, an emerging model for vulnerable adults. Our operationalization should not
constitute validation of these measures and revealed areas for improvement; however, the community-based
serious-illness care program performed well in several key quality-of-care domains. Future work is needed to
validate these measures.
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Background
Of the 45 million adults aged 65 and older currently living in the US, approximately 2–4 million are considered
homebound due to serious illness or disability and are
unable to readily access office-based healthcare [1–3].
Models of home-based medical care, including both
home-based primary care and palliative care are emerging to help to meet the healthcare needs of homebound patients with serious medical illness [4–7]. One
emerging model is combined primary and palliative care
delivered in patients’ communities for patients with serious illness, called community-based serious-illness care.
As community-based serious-illness care programs have
grown, quality-of-care domains and standards have been
proposed [8, 9]. Community-based serious-illness care
programs will need to effectively determine the qualityof-care they provide [3, 10]. Operational gaps currently
impede the ready adoption of quality-of-care measurement in community-based serious-illness care programs.
The use of electronic health records have demonstrated
several challenges to operationalizing, collecting, and
reporting these measures in palliative care environments
[11]. If community-based serious-illness care programs
are to demonstrate value and ensure accountability in
the care of vulnerable patients, further assessment needs
to be done [12, 13]. Chart review can provide a way to
assess quality of care in other fields [14, 15]. To better
understand the current quality-of-care, we created operational definitions for selected quality-of-care measures
and used them to evaluate a community-based seriousillness care program. The program has been evaluated
for its impact in older adults with dementia, its impact
on healthcare utilization, and in palliative care, but not
in proposed quality-of-care [16, 17]. The aim of the
study was to determine if we could operationalize proposed quality-of-care domains and then evaluate our
program [8, 9].
Methods
Study design

As part of a program evaluation, we conducted a retrospective chart review to evaluate a community-based
serious-illness care program, the REACH program

(Reaching out to Enhance the care of Adults in their
Communities and their Homes) based at an academic
medical center. Data collection included chart reviews of
all patients enrolled from August 2014 to March 2016.
Two research assistants independently completed a subset of chart reviews of visit notes and patient data in the
electronic health record (EHR), reconciled differences
until reviews were consistent, and conferred regularly to
prevent drift and maintain data quality. Using the EHR
EPIC, the initial clinical visit note was templated into a
semi-structured format, though other elements could be
added separately to the note, and the plan of care was
untemplated. Clinicians were not aware they were being
evaluated during the time period of the study. A formal
chart review guide was developed to standardize the data
abstraction process.
Community-based serious-illness care model

The REACH program was a community-based seriousillness care program that extended both medical and
palliative care to seriously ill and medically complex
adults in their homes or assisted living communities
[16–18]. The REACH program was designed to meet the
needs of patients and primary care providers and thus
offered an array of services from short-term consultation
to ongoing co-management to assuming primary care if
needed. The REACH program was interdisciplinary, with
a team comprised of [1]: clinicians (MD, DO, nurse
practitioner) with expertise in geriatrics and/or palliative
care [2]; a clinical pharmacist (PharmD) [3]; a care manager (Master’s of Social Work); and [4] a nurse coordinator (RN) who trained in the Guided Care model, a
model designed to coordinate care across healthcare settings [19]. The program’s goals were for the patients to
be seen at least quarterly, or more often as needed based
on the evidence that frequent visits were needed to improve care outcomes [20]. Patients are seen by clinicians
in their homes for an initial visit with support from the
other team members remotely. The nurse coordinator
occasionally accompanied the clinician to these visits
and family members or caregivers could be present. The
pharmacist and social worker would help provide input
in medication management or social support resources,
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respectively, as needs identified by the visiting clinicians
arose. The nurse coordinator would coordinate care with
home health agencies, hospice, medication refills, radiologic orders and results, and orders for durable medical
equipment. Patients had direct access to the nurse coordinator during business hours for acute issues and to
an after-hour nurse triage system if needed. The nurse
coordinator made infrequent visits to patient homes. Urgent visits could be made upon request.
Participants & eligibility

Patients were eligible if they were seen for an initial visit
by a REACH clinician in their home or assisted living
community during the study period. Patients were referred by their primary care clinicians to enroll in REAC
H. Patients were eligible if they had become unable to
access office-based care or had serious medical illnesses
that made coordinated primary care challenging, were
adults living within 30 miles of the medical campus, and
agreed to home visits. Nursing home patients were not
eligible.
Study measures

Chart review collected demographic information and
days enrolled in the program. We also quantified the degree of patients’ serious illness using the Charlson Comorbidity Index (CCI) [21]. The CCI is comprised of 19
specific medical conditions and their severity [21]. The
CCI yields a score from 0 to 35, where higher numbers
represent worse overall health, and was assessed from
available records within three months after the REACH
initial visit. We also assessed functional status via the
presence of the Katz Instrumental Activities of Daily Living (IADLs) [22], and basic ADLs [23]. Higher IADLs
and ADLs represent better function [22, 23]. IADLs
measure more complicated aspects of daily function
such as managing finances, medications, and transportation. ADLs measure basic functions such as toileting,
walking, or eating. We recorded independence in IADLs
and ADLs (Yes/No). Other measures such as
hospitalization and palliative care measures are reported
elsewhere [16, 18].
To assess the quality-of-care delivered by the
community-based serious-illness care program, we operationalized standards based on seven of ten quality domains proposed by the National Home-Based Primary
and Palliative Care Network [8]. We assumed that if a
patient warranted admission into the community-based
serious-illness care program that they should be assessed
for all of these standards. The program was developed to
adhere to standards of care. At the time of the program
evaluation, no standards had been explicitly published,
though the standards we used were very similar to
current standards [24]. We attempted to find a standard
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that could be completed by chart review for each
quality-of-care domain. Our team collaboratively
mapped each of these standards onto the clinical visit
notes. We were not able to operationalize three domains
to chart review (patient education, patient and caregiver
experience, and cost) and did not look at frequency of
visits or other important quality metrics such as emergency department visits or hospitalizations, which need
alternative methods of assessment. Though the proposed
standards include more than those we assessed, we developed the following chart-based standards for seven
domains, abstracted from the initial visit:
 Medical assessment: percent of initial visits with a)













structured functional status assessment [22, 23], b)
structured cognitive screening (via the Veterans
Affairs St. Louis University Mental Status Exam
(VA-SLUMS, range 0–30, with higher scores being
better cognition) [25], c) assessment of
communication barriers (e.g., confusion/sedation,
dementia, language barrier, or other), and d)
assessment of spiritual needs
Care coordination: percent of initial visits with
documented communication with EITHER a
primary care clinician, specialty clinician, or REACH
team social worker or pharmacist.
Safety: percent of initial visits with a) medication
review, b) assessment for falls, and c) assessment of
behavioral issues
Quality of life: percent of initial visits with
comprehensive symptom assessment inclusive of
pain, dyspnea, constipation, poor appetite, nausea,
depressive symptoms, anxiety, fatigue, and
psychosocial distress
Clinician competency: percent of initial visits with a)
an assessment or administration of the influenza
vaccine, b) prescription for antidepressant among
those with depression, c) opiate prescription (and
bowel regimens), d) antipsychotic and
benzodiazepine medication prescription (for each,
lower frequency is better quality)
Goal attainment: percent of initial visits with
documented discussions of advance directives, goals
of care, and surrogate decision-makers
Access: percent of initial visits with new referrals to
hospice, home health, or home caregiver agencies;
percent of initial visits with the prescription of
durable medical equipment.

Analysis

We used descriptive statistics to report the demographics
and quality standards for all patients, including the serious
illness within the population and how well the REACH
program functioned across the seven domains. Each
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Table 1 Patient Characteristics, n = 159

Results

Characteristics

N (%)

Characteristics of patients

Age, mean (SD)

70.4 (17.0)

Female

89 (56)

Of the 159 patients enrolled in the REACH program
during the study period, 56% were female, 63% were
white and 33% black, 97% were English-speaking, and
42% were married. The mean age of the patients was 70
years (S.D. ± 17). Patients enrolled in the REACH program for 261 days on average (S.D. ± 181 days) with a
median of 237 days (IQR 117–379) (Table 1). Fifty-three
percent had 3 or more comorbidities per the Charlson
Comorbidity Index. The most common comorbidities
were dementia (32%), heart failure (31%) and moderate
or severe renal disease (27%). Functionally, 45% had impairment in 2 or more ADLs. Overall, 31% of the population died in the follow-up period (Table 2). Over the
study period, 8% discontinued the REACH program and
6% were admitted to a skilled nursing facility.

Race
White

100 (63)

Black

52 (33)

Other/not-reported

7 (4)

English-speaking

149 (97)

Marital Status
Single, never married

10 (6)

Married

67 (42)

Divorced

24 (15)

Widowed

38 (24)

Other/ Unknown

20 (13)

Days enrolled in REACH program

261 (181)

standard was noted as completed only if it was noted to
be completed in its entirety upon chart review, e.g., the
entire VA-SLUMS was performed, all IADLS/ADLS were
evaluated, a symptom was documented in the note as
assessed. We noted the presence or absence of each standard within each domain, to capture the breadth of the domains. All statistical analyses were performed using STAT
A/SE 11.2 (StataCorp, College Station, TX) or SPSS for
Windows Version 24 (IBM Corp., Armonk, NY).
Table 2 Serious Illness Characteristics, n = 159
Characteristics

N (%)

Charlson Comorbidity Score
0

18 (11)

1–2

57 (36)

3–4

38 (24)

≥5

46 (29)

Number of chronic health conditions, mean (±SD)

3.2 (2.5)

Most Common Comorbidities
Dementia

51 (32)

Congestive heart failure

50 (31)

Moderate or severe renal disease

43 (27)

Cognitive Impairment Score (VA-SLUMS), mean (±SD), n=55

18.1 (7.4)

ADL independence
None

22 (14)

1–2 ADLs

26 (17)

3–4 ADLs

21 (14)

5–6 ADLs

85 (55)
Independent ADLs, mean (±SD)

Mortality during study period

3.9 (2.2)
50 (31)

Standards of quality-of-care

Frequency of standards differed across the seven quality
domains (Table 3). Completion of medical assessment on
initial visits were 98% for functional assessment of
IADLs/ADLs, 49% for communication barriers, 38% for
cognitive impairment, and 22% for spiritual needs. Care
coordination at the initial visit varied from 48% with
communication to the patient’s primary care provider,
45% with communication among the REACH program
team, to 25% with communication to a specialty clinician. For safety concerns, 98% had a falls assessment,
96% had a medication safety review, and 21% of patients
had a behavioral issue assessment at their initial visit.
The frequency of quality-of-life assessments, including
symptom burden, ranged from 70% for pain, 57% for
dyspnea and constipation, and 53% for psychosocial distress. Clinician competency measures revealed 59% of
patients were assessed and brought up-to-date with influenza vaccination. Related to clinician competency in
prescribing, 54% of patients with a diagnosis of depression were prescribed anti-depressants and 11% of patients were prescribed opiates (and of those, 68%
received a bowel regimen. Related to goal attainment,
surrogacy was discussed 73% of the time, and advance
directives 65%. Related to access, REACH clinicians
made home health referrals for 20% of patients, ordered
durable medical equipment for 15% of patients, and
placed hospice referrals during 7% of initial visits.

Discussion
The evaluation of the REACH program by quality-of-care
domains demonstrated strengths and weaknesses in the
program’s quality. After operationalizing proposed domains, the program had near universal evaluation of common serious-illness syndromes such as falls, but chart
review found low rates of assessment for behavioral issues
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Table 3 Standards Assessed at Initial REACH Visit, n = 159
Domain

Standards Assessed

N (%)

Medical Assessments

IADLs/ADLs assessment

157 (97)

Communication barriers assessment

79 (50)

Care Coordination

Safety

Quality-of-life

Clinician competency

Formal cognitive assessment (VA-SLUMS)

55 (35)

Spiritual needs assessment

35 (22)

Communication with PCP

77 (48)

Communication with specialist

39 (25)

Communication with REACH social worker or pharmacist

71 (45)

Falls assessment

155 (98)

Medication safety review

153 (96)

Behavioral issue assessment

34 (21)

Pain assessment

112 (70)

Dyspnea assessment

91 (57)

Constipation assessment

91 (57)

Psychosocial distress assessment

85 (53)

Poor appetite assessment

61 (38)

Depressive symptoms assessment

61 (38)

Fatigue assessment

59 (37)

Anxiety assessment

51 (32)

Nausea assessment

42 (26)

Influenza vaccination up-to-date

92 (59)

Depression treatment, n = 61

33 (54)

Opiate prescribed at initial visit

17 (11)

Bowel regimen prescribed if indicated, n = 65

44 (68)

Antipsychotic prescribed at initial visit

6 (4)

a

b

Benzodiazepine prescribed at initial visit

4 (3)

Goal attainment

Surrogate discussed

116 (73)

Advance directives discussed

103 (65)

Access

Home health referral placed at initial visit

32 (20)

Durable medical equipment ordered

24 (15)

Hospice referral placed at initial visit

5 (3)

a
n=65, 65 patients had a history of opiate use prior to the initial visit, of whom 13 received an opiate prescription at the initial visit. Four patients, who had not
received an opiate prescription previously, received one at the initial visit. Of the 17 prescribed opiates at the initial visit, 12 received a bowel regimen and 1 had
a contraindication for a bowel regimen
b
Of the 37 patients who had a history of benzodiazepine use prior to the initial visit, 3 received a prescription at the initial visit. One patient who had not
received a benzodiazepine prescription previously, received one at the initial visit

and others. These assessments are necessary first steps to
improving symptom control, as demonstrated in other
programs [26]. However our study is incomplete in that it
fails to examine symptom control over time.
Similar to a recent study that found 50% of their patients had advance directives completed, advance care
planning occurred in 65% of initial visits [11]. A randomized control trial of a home-based palliative care
program found 71% of patients completed advance directives over the duration of the program [26]. This fact
is reassuring given the impact of advance care planning
on patient trajectories [27]. However, other important

areas such as behavioral issues, cognitive barriers, or
spiritual needs were less commonly assessed. A systematic review of home-based palliative care programs
found no effects of these programs on behavioral issues,
cognitive status, or spiritual well-being, perhaps because
they are infrequent targets of such programs [28].
This study has several limitations including the limited
generalizability of our results, which come from a single
community-based serious-illness care program in central
North Carolina, enrolled over a discrete period. We will need
to validate our method for chart review. Significant challenges exist in implementing an EHR-based quality
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measurement such as time commitment and data fidelity [11]. Longitudinal work is needed to determine
if the quality domains with low frequency of assessment were reviewed at later time points, and how
best to assess these standards. A 1-month or 3-month
window may be more appropriate when evaluating
home-based quality metrics. The frequency of overall
visits or urgent visits might also be an important
metric and should be examined in future work. The
presence or absence of other family or caregivers may
also be important to the quality of these programs
and should also be measured going forward. The ideal
rates of assessment of some quality domains is unclear, and some of these assessments may not be indicated for all patients.
We could not develop chart-based standards for all of
the domains as recommended by the National HomeBased Primary and Palliative Care Network [8]. As the
field moves forward, quality-of-care will need more comprehensive measures of value that incorporate patient
preference and patient-reported outcomes [13]. Those
standards most recently proposed by Ritchie et al. are
consistent with those used in this study and provide
additional standards for all domains [24]. Goal attainment for patients is more expansive than simply completing an advance care planning form, and the field will
need to move beyond recording the simple presence or
absence of advance care planning in the chart. The quality of the advance care planning and patient satisfaction
around the advance care planning are important and
were unmeasured in this study. Further steps will include improving processes to pull data directly from the
EHR, though chart review may still serve an important
method to assess quality.

Conclusions
This study is one of the first to operationalize and examine
quality-of-care measures for a community-based seriousillness care program, an emerging model for vulnerable
adults. We found the REACH program cared for patients
similar to those in other community-based serious-illness
care programs [5, 6, 29]. The patients were multi-morbid,
functionally limited, and near the end-of-life. Our operationalization should not constitute validation of these measures and revealed areas for improvement; however, the
community-based serious-illness care program performed
well in several key quality-of-care domains. Future work is
needed to validate these measures.
Abbreviations
REACH program: Reaching out to Enhance the care of Adults in their
Communities and their Homes; EHR: Electronic health record; CCI: The
Charlson Comorbidity Index; IADLs: Instrumental Activities of Daily Living;
ADLs: Activities of Daily Living; VA-SLUMS: Veterans Affairs St. Louis University
Mental Status Exam

Page 6 of 7

Acknowledgements
We would like to acknowledge Alfred Reid, Kimberly Ward, and Simran
Khadka’s support of this research. The REACH program was officially
shuttered in June 2019.
Authors’ contributions
CK conceived the study. All authors contributed to the design of the study;
MJVD and NCE with the help of CK and LH, performed the study; CK
analyzed the data acknowledging the support of AR and NCE. All authors
contributed to the development of the manuscript. The author(s) read and
approved the final manuscript.
Authors’ information
Dr. Kistler is no longer medical director for the REACH program.
Funding
The REACH program and the analysis were funded by The Duke Endowment
throughout the study period. This work was funded as part of a Duke
Foundation grant [6432-SP] and supported by Medical Students Training in
Aging Research program [NIA 5-T35-AG038047–05 - UNC-C], and the Cecil G.
Sheps Center for Health Services Research. The funders had no role in the
design of the study, data collection or analysis, or interpretation of the data
nor in writing the manuscript.
Availability of data and materials
The datasets used and/or analyzed during the current study are available
from the corresponding author on reasonable request.
Ethics approval and consent to participate
The University of North Carolina at Chapel Hill (UNC) IRB approved this study
[IRB# 14–0956]. Permission was obtained by the authors to access the
records used in the presented manuscript.
Consent for publication
Not Applicable.
Competing interests
The authors have no conflicts of interest.
Author details
1
Department of Family Medicine, University of North Carolina, 590 Manning
Drive, CB #7595, Chapel Hill, NC 27599, USA. 2Department of Internal
Medicine, University of North Carolina, Chapel Hill, NC, USA. 3Cecil G. Sheps
Center for Health Services Research, University of North Carolina, Chapel Hill,
NC, USA. 4Division of General Internal Medicine, University of Pittsburgh
School of Medicine, Pittsburgh, PA, USA.
Received: 23 October 2019 Accepted: 25 August 2020

References
1. Administration on Aging. A profile of older Americans: 2015. In: Department
of Health and Human Services, editor; 2015.
2. Qiu WQ, Dean M, Liu T, George L, Gann M, Cohen J, et al. Physical and
mental health of homebound older adults: an overlooked population. J Am
Geriatr Soc. 2010;58(12):2423–8.
3. Ornstein KA, Leff B, Covinsky KE, Ritchie CS, Federman AD, Roberts L, et al.
Epidemiology of the homebound population in the United States. JAMA
Intern Med. 2015;175(7):1180–6.
4. Stall N, Nowaczynski M, Sinha SK. Systematic review of outcomes from
home-based primary care programs for homebound older adults. J Am
Geriatr Soc. 2014;62(12):2243–51.
5. Kinosian B, Taler G, Boling P, Gilden D. The Independence at home learning
collaborative writing G. projected savings and workforce transformation
from converting Independence at home to a Medicare benefit. J Am Geriatr
Soc. 2016;64(8):1531–6.
6. Edes T, Kinosian B, Vuckovic NH, Olivia Nichols L, Mary Becker M, Hossain M.
Better access, quality, and cost for clinically complex veterans with homebased primary care. J Am Geriatr Soc. 2014;62(10):1954–61.

Kistler et al. BMC Geriatrics

7.

8.

9.

10.
11.

12.
13.

14.

15.

16.

17.
18.
19.
20.

21.
22.
23.
24.

25.

26.

27.

28.

29.

(2020) 20:351

Cassel B, Kerr KM, McClish DK, Skoro N, Johnson S, Wanke C, et al. Effect of
a home-based palliative care program on healthcare use and costs. J Am
Geriatr Soc. 2016;64(11):2288–95.
Leff B, Carlson CM, Saliba D, Ritchie C. The invisible homebound: setting
quality-of-care standards for home-based primary and palliative care. Health
Aff (Millwood). 2015;34(1):21–9.
Leff B, Weston CM, Garrigues S, Patel K, Ritchie C. The National Home-Based
Primary C, et al. home-based primary care practices in the United States:
current state and quality improvement approaches. J Am Geriatr Soc. 2015;
63(5):963–9.
Smith KL, Soriano TA, Boal J. Brief communication: national quality-of-care
standards in home-based primary care. Ann Intern Med. 2007;146(3):188–92.
Curtis JR, Sathitratanacheewin S, Starks H, Lee RY, Kross EK, Downey L, et al.
Using electronic health Records for Quality Measurement and
Accountability in Care of the Seriously ill: opportunities and challenges. J
Palliat Med. 2017;21(S2):S-52–60.
Henry M, Hudson Scholle S, Briefer French J. Accountability for the quality of
care provided to people with serious illness. J Palliat Med. 2018;21(S2):S-68–73.
Teno JM, Montgomery R, Valuck T, Corrigan J, Meier DE, Kelley A, et al.
Accountability for community-based programs for the seriously ill. J Palliat
Med. 2017;21(S2):S-81–S-7.
Dresselhaus TR, Peabody JW, Lee M, Wang MM, Luck J. Measuring
compliance with preventive care guidelines: standardized patients, clinical
vignettes, and the medical record. J Gen Intern Med. 2000;15(11):782–8.
Peabody JW, Luck J, Glassman P, Dresselhaus TR, Lee M. Comparison of
vignettes, standardized patients, and chart abstraction: a prospective validation
study of 3 methods for measuring quality. JAMA. 2000;283(13):1715–22.
Daaleman TP, Ernecoff NC, Kistler CE, Reid A, Reed D, Hanson LC. The
impact of a community-based serious illness care program on healthcare
utilization and patient care experience. J Am Geriatr Soc. 2019;67(4):825–30.
Noah H, Daaleman TP, Kistler CE. Community-based serious illness care for
patients with dementia. Alzheimers Dement (N Y). 2018;4:324–5.
Ernecoff NC, Hanson LC, Fox AL, Daaleman TP, Kistler CE. Palliative Care in a
Community-Based Serious-Illness Care Program. J Palliat Med. 2020;23(5):692–7.
Boult C, Karm L, Groves C. Improving chronic care: the “guided care” model.
Perm J. 2008;12(1):50–4.
Stuck AE, Egger M, Hammer A, Minder CE, Beck JC. Home visits to prevent
nursing home admission and functional decline in elderly people:
systematic review and meta-regression analysis. JAMA. 2002;287(8):1022–8.
Charlson M, Szatrowski TP, Peterson J, Gold J. Validation of a combined
comorbidity index. J Clin Epidemiol. 1994;47(11):1245–51.
Lawton MP, Brody EM. Assessment of older people: self-maintaining and
instrumental activities of daily living. Gerontologist. 1969;9(3):179–86.
Katz S, Downs TD, Cash HR, Grotz RC. Progress in development of the index
of ADL. Gerontologist. 1970;10(1):20–30.
Ritchie CS, Leff B, Garrigues SK, Perissinotto C, Sheehan OC, Harrison KL. A
quality of care framework for home-based medical care. J Am Med Dir
Assoc. 2018;19(10):818–23.
Tariq SH, Tumosa N, Chibnall JT, Perry MH 3rd, Morley JE. Comparison of
the Saint Louis University mental status examination and the mini-mental
state examination for detecting dementia and mild neurocognitive
disorder--a pilot study. Am J Geriatr Psychiatry. 2006;14(11):900–10.
Gomes B, Calanzani N, Curiale V, McCrone P, Higginson IJ. Effectiveness and
cost-effectiveness of home palliative care services for adults with advanced
illness and their caregivers. Cochrane Database Syst Rev. 2013;6:1–279.
Aiken LS, Butner J, Lockhart CA, Volk-Craft BE, Hamilton G, Williams FG.
Outcome evaluation of a randomized trial of the PhoenixCare intervention:
program of case management and coordinated Care for the Seriously
Chronically ill. J Palliat Med. 2006;9(1):111–26.
Stuart B, D'Onofrio CN, Boatman S, Feigelman G. CHOICES: promoting early
access to end-of-life care through home-based transition management. J
Palliat Med. 2003;6(4):671–83.
DeJonge KE, Taler G, Boling PA. Independence at home: community-based
Care for Older Adults with severe chronic illness. Clin Geriatr Med. 2009;
25(1):155–69.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 7 of 7

