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Disclosures

Accreditation Statement: The National Nurse-Led Care Consortium is accredited as a provider of 

nursing continuing professional development by the American Nurses Credentialing Center’s 

Commission on Accreditation.

Success Completion Requirements:  Nurses completing the entire activity and the evaluation tool 

may be awarded a maximum of 1.0 contact hours of nursing continuing professional development 

(NCPD). To obtain nursing continuing professional development contact hours, you must 

participate in the entire activity, participate in audience polling and/or Q&A sessions, and 

complete the evaluation.

Relevant Financial Relationships: It is the policy of the National Nurse-Led Care Consortium to 

require nursing continuing professional development program faculty and planning committee 

members to disclose any financial relationship with companies providing funding or manufacturers of 

any commercial products discussed in the educational activity. The program faculty and the planning 

committee members report they do not have financial relationships with any manufacturer of any 

commercial products discussed in the activity.



https://nurseledcare.phmc.org/

The National Nurse-Led Care Consortium (NNCC) is a 
nonprofit public health organization working to strengthen 
community health through quality, compassionate, and 
collaborative nurse-led care.

We do this through 
-training and technical assistance
-public health programing 
-consultation
-direct care
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National Center for Health in Public Housing 
(NCHPH)

• The National Center for Health in Public Housing 
(NCHPH) is supported by the Health Resources and 
Services Administration (HRSA) of the U.S. Department 
of Health and Human Services (HHS) under grant 
number U30CS09734, a National Training and Technical 
Assistance Partner (NTTAP) for $2,006,400 and is 100% 
financed by this grant. This information or content and 
conclusions are those of the author and should not be 
construed as the official position or policy of, nor 
should any endorsements be inferred by HRSA, HHS or 
the U.S. Government.

• The mission of the National Center for Health in Public 
Housing (NCHPH) is to strengthen the capacity of 
federally funded Public Housing Primary Care (PHPC) 
health centers and other health center grantees by 
providing training and a range of technical assistance. 
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Today’s Agenda

Questions & Wrap-Up
● 10 Minutes

Program Showcase
● 25 minutes

Introduction/Welcome
● 5 minutes

Didactic
● 20 minutes



Meet our speakers:

Kathy Hsu Wibberly, PhD
Mid-Alantic Telehealth Resource Center (MATRC) 
Charolettesville, VA
Director

Dr. Kevin Lombardi, MD, MPH
Manager of Health Research, Policy & Promotion
The National Center For Health in Public Housing 
(NCHPH)



Dr. Kevin Lombardi, MD, MPH
Manager of Health Research, Policy & Promotion
The National Center For Health in Public Housing 
(NCHPH)



WHO Conceptual Framework
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Link to Resource: WHO Conceptual Framework

Human 
Rights 

Policy 
Choices

More 
equitable 
outcomes

https://www.who.int/publications/i/item/9789241500852


The SDOH: Conceptual Overview
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Link to resource: Healthy 
People 2030

https://health.gov/healthypeople/priority-areas/social-determinants-health
https://health.gov/healthypeople/priority-areas/social-determinants-health
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Home Visitation Services Utilized by Health Centers
Health Centers Utilize Home Visitation to improve patient and community health in 
a variety of areas 

Many Health Centers 
Utilize CHWs to 

perform home visits 
for patients with 
Type 2 diabetes. 

Health centers have 
had success 

improving maternal 
health outcomes by 

utilizing MAs to 
perform prenatal and 
postnatal care home 

visitations.

Home safety checks 
are utilized to lower 

fall risk for older 
adults who were 

recently discharged 
from the hospital.

https://pubmed.ncbi.nlm.nih.gov/28109182/
https://pubmed.ncbi.nlm.nih.gov/28109182/
https://www.ncbi.nlm.nih.gov/books/NBK562930/
https://www.ncbi.nlm.nih.gov/books/NBK562930/
https://www.ncoa.org/adviser/medical-alert-systems/home-safety-older-adults/
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Home Visitation Services Utilized by Health Centers

FQHCs have utilized 
CHWs and LPNs to 
perform home visit 

follow-ups for newly 
diagnosed Congestive 

Heart Failure

Nurse-led home visits 
are used by Health 
Centers to improve 

Hypertension 
self-management in 

older adults. 

Long-acting 
Injectable 

antipsychotics are 
associated with a 

71% drop in hospital 
admissions. Health 
Centers utilize RNs 

and advanced 
providers to provide 
these via home-visit. 

Health Centers Utilize Home Visitation to improve patient and community health in 
a variety of areas 

https://pubmed.ncbi.nlm.nih.gov/23459887/
https://pubmed.ncbi.nlm.nih.gov/23459887/
https://pubmed.ncbi.nlm.nih.gov/23459887/
https://onlinelibrary.wiley.com/doi/abs/10.1111/phn.12220
https://onlinelibrary.wiley.com/doi/abs/10.1111/phn.12220
https://onlinelibrary.wiley.com/doi/abs/10.1111/phn.12220
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9549097/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9549097/
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Home visitation and telehealth services at FQHCs and PHPC 
Grantees

 

n (weighted) = 27,224,243

All other 
FQHCs (%)

95% CI
PHPC's 

(%)
95% CI p

Patients who receive home visit in past 12 
months

2.6 1.9-3.5 6.50
3.0-13.

7
0.01

Patients who ever received home safety 
consult 

9.3
0.83-1

0.1
13.8

6.7-26.
2

0.72

Patients receive Telehealth appointment in 
past 12 months 38.3

31.5-4
5.6 38.3

28.5-4
9.2 0.9

Patients who receive more than 5 
telehealth appointments in past 12 
months 7.4

4.8-11.
2 14.7

7.6-26.
5 0.05
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Link to Resource: 2022 Health Center Patient Survey

Practice Recommendations: UDS Data

What the data tells us: 

FQHCs

2.6%
CI: 1.9-3.5

PHPCs

6.5%
CI: 3.0-13.7

Patients of PHPCs are 2.5 times as likely 
to have received a home visit by their 
Health Center than those from other 

FQHCs.

Program interventions:

Residents of Public 
Housing are more reliant 
on home visit than other 
demographics

For PHPCs home visits offer 
unique opportunities to 
reach patients

https://bphc.hrsa.gov/data-reporting/health-center-patient-survey


17

Emphasize 
Convenience

Reduce 
Stigma

Increase 
Access to 

Care

Link to resource: Marketing considerations

Marketing Telehealth and Home Visitation Services

https://www.ruralhealthinfo.org/toolkits/telehealth/4/marketing


18Link to resource: Marketing 
considerations

Background: Congestive Heart Failure

https://www.ruralhealthinfo.org/toolkits/telehealth/4/marketing
https://www.ruralhealthinfo.org/toolkits/telehealth/4/marketing
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Case Study
Mrs. Thompson is a 54 year-old woman with a history of Substance Use Disorder, hypertension, CHF 
and type two diabetes. She appears at her PCP following her discharge from the hospital for newly 
diagnosed decompensated heart failure 5 days ago. 

Mrs. Thompson sees an intake nurse who performs and initial check of her vitals, has labs drawn and 
performs an SDOH Screen as part of facility standard intake procedure. Her results reveal the 
following:

BP: 164/92
HR: 78
RR: 18
Weight: 190

Results from her last visit in 2020 reveal the following

BP: 128/78
HR: 68
RR: 16
Weight: 160

On examination Mrs. Thompson is noted to be out of breath and her skin is pale and diaphoretic. She 
is noted to have 2+ pitting edema that was not present at her discharge from the hospital or during 
her last examination in 2020.
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Case Study
Mrs. Thompson mentions during her examination that she was prescribed three new 
medications during her last stay in the hospital. She was not prescribed Oxygen.

She also notes that she is having trouble moving around her house and that she finds her 
new medication schedule confusing. She also mentions that she is having difficulty 
sleeping at night, and that she often has to put 2-3 pillows under her head in order to 
breathe. 

When asked, Mrs. Thompson notes that these symptoms started 3 days ago and have 
gotten worse since then. She also mentions that these are similar to the symptoms which 
she experienced prior to her last hospital stay.
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Link: To Resource

The results of Mrs. Diaz’s SDOH screener reveal the 
following:

https://www.jabfm.org/content/29/3/414
https://pubmed.ncbi.nlm.nih.gov/27170801/
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Link: To Resource

https://www.jabfm.org/content/29/3/414
https://pubmed.ncbi.nlm.nih.gov/27170801/
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Case Study
Please take a moment to answer the following question:

Which types of home visitation programs or support would help 
Mrs. Thompson better manager her Congestive Heart Failure?

Which types of home visitation programs or support would help 
Mrs. Thompson’s general health and wellbeing?
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FQHC Patient use of home visitation and telehealth services, 2022
 

n (weighted) = 27,224,243

All other 
Housing 

(%)
95% CI

All 
HUD-assis
ted* (%)

95% 
CI

p
Public 

Housing 
(%)

95% 
CI

p

Home visit in past 12 months
2.5 1.8-3.4 5.9

3.4-9.
9

0.0
1

8.8
4.4-16

.6
0.002

Home safety consult
9.9

7.0-13.
8

13.6
9.2-19

.7
0.3
5

13.3
7.6-22

.4
0.66

Telehealth appointment in past 
12 months 37.7

30.7-4
5.2 45.2

35.5-5
5.4

0.1
8 42.5

31.1-5
4.7 0.52

More than 5 telehealth 
appointments in past 12 months 7.4

4.7-11.
3 11.3

7.2-17
.2 0.1 12.8

6.6-23
.2 0.12

More than 8 telehealth 
appointments in past 12 months 4.6 2.8-7.4 5.5

2.7-11
.0

0.6
4 5.5

1.8-15
.5 0.78

* Includes Section 8 Voucher, Housing Choice Voucher, Project-based 
Section 8 and other HUD PH programs
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FQHC Patient use of home visitation and telehealth services, 2022
 

n (weighted) = 27,224,243

All other 
Housing 

(%)
95% CI

All 
HUD-assis
ted* (%)

95% 
CI

p
Public 

Housing 
(%)

95% 
CI

p

Home visit in past 12 months
2.5 1.8-3.4 5.9

3.4-9.
9

0.0
1

8.8
4.4-16

.6
0.002

Home safety consult
9.9

7.0-13.
8

13.6
9.2-19

.7
0.3
5

13.3
7.6-22

.4
0.66

Telehealth appointment in past 
12 months 37.7

30.7-4
5.2 45.2

35.5-5
5.4

0.1
8 42.5

31.1-5
4.7 0.52

More than 5 telehealth 
appointments in past 12 months 7.4

4.7-11.
3 11.3

7.2-17
.2 0.1 12.8

6.6-23
.2 0.12

More than 8 telehealth 
appointments in past 12 months 4.6 2.8-7.4 5.5

2.7-11
.0

0.6
4 5.5

1.8-15
.5 0.78

95% Confidence 
Interval

(95% range of 
real possibility)

P – value
(statistical 

significance)

* Includes Section 8 Voucher, Housing Choice Voucher, Project-based 
Section 8 and other HUD PH programs
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FQHC Patient use of home visitation and telehealth 
services, 2022

 

n (weighted) = 27,224,243

All other 
Housing 

(%)
95% CI

All 
HUD-assis
ted* (%)
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CI

p
Public 

Housing 
(%)
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Home visit in past 12 months
2.5 1.8-3.4 5.9

3.4-9.
9
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13.6
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30.7-4
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0.1
8 42.5
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More than 5 telehealth 
appointments in past 12 months 7.4

4.7-11.
3 11.3

7.2-17
.2 0.1 12.8

6.6-23
.2 0.12

More than 8 telehealth 
appointments in past 12 months 4.6 2.8-7.4 5.5

2.7-11
.0

0.6
4 5.5

1.8-15
.5 0.78

All patients 
(reference 

group)

All 
HUD-assisted 
(comparison 

group 1)

Public 
housing only 
(comparison 

group 2)

* Includes Section 8 Voucher, Housing Choice Voucher, Project-based 
Section 8 and other HUD PH programs
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FQHC Patient use of home visitation and telehealth services, 2022
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Link to Resource: 2022 Health Center Patient Survey

Question SUB9a
“Has anyone at (your) health center ever visited you at home 
to talk about your health care needs or other needs”?”

Practice Recommendations: HRSA 
Patient Survey

Percent of patients reporting a past visit by health center staff:

All FQHC* 
patients

2.5%
CI: 1.8-3.4

Public 
Housing

HUD 
Assisted

8.8%
CI: 4.4-16.6

5.9%
CI: 3.4-9.9

Question SUB9a

https://bphc.hrsa.gov/data-reporting/health-center-patient-survey
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Recommended cost-effective program interventions

Glycemic control, CHF and 
Hypertension management are 
three classes of home visits that 
are well-supported by recent 
literature

Home visits have been 
shown to improve glycemic 
control and lower HbA1c in 

patients with type two 
diabetes. 

A 2021 systematic review of 2,674 
hypertension management home visitation 
programs showed reduced systolic blood 

pressure.

A series of 4 home visits has 
been shown to increase self care 

and medical literacy in 
Congestive Heart Failure

https://pubmed.ncbi.nlm.nih.gov/28109182/
https://pubmed.ncbi.nlm.nih.gov/28109182/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7969236/
https://pubmed.ncbi.nlm.nih.gov/23459887/


The use of Home Visit Screening 
tools: Application 

30

Intake
Follow-up 

engagement 
Consultation

When planning implementation 
of a new screener:

1. Examine organization 
structure and workflow.

2. Identify key patient care 
interactions.

3. Consider data collection.
4. Consider workflow integration.
5. Consider screener design.

When planning revision of an 
existing screener:

1. Examine organization 
structure and workflow.

2. Examine locations where 
SDOH data is collected.

3. Examine impact of SDOH 
screener on workflow and 
patient care



The use of Home Visit Screening 
tools: Application

31

Intake
Follow-up 

engagement 
Consultation

Screener Screener
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Link to resource: National Council on 
Aging

https://www.ncoa.org/adviser/medical-alert-systems/home-safety-older-adults/
https://www.ncoa.org/adviser/medical-alert-systems/home-safety-older-adults/


Contact us
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Robert Burns
Program Director
Bobburns@namgt.com

Jose Leon, M.D.
Manager of Clinical Quality
jose.leon@namgt.com

Kevin Lombardi, M.D., 
M.P.H.
Manager of Policy, 
Research, and Health 
Promotion
Kevin.lombardi@namgt.c
om

Fide Pineda Sandoval, 
C.H.E.S. 
Training & Technical 
Assistance Manager
Fide@namgt.com

Chantel Moore, M.A. 
Manager of 
Communications 
Cmoore@namgt.com

Please contact our team for 
Training and Technical 
Support
703-812-8822



Thank you!
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and Making 

Strategic 
Investments in 

Telehealth



Source: Washington Missourian

Source: wikipedia

Before We Talk Telehealth

Looking Back



Before We Talk Telehealth

Looking Back



Looking Back

Before We Talk Telehealth



CARE MODEL PAST PRE-PANDEMIC

Location Home Clinic/Hospital

Provider Generalists Specialists

Interaction Frequent Episodic/Periodic

Relationship Personal Impersonal

Unit Family/Community Individual

Focus Health Disease

Do We Like What We Have Today?

Before We Talk Telehealth

Today



Defining Telehealth



Defining Telehealth

z

Telehealth Technology Is 
Just One Tool in the 

Clinician’s Toolbox – It Is 
NOT a Separate Service



It’s Not Just For Physicians, NPs and Mental 
Health Professionals

Defining Telehealth



Telehealth Is Not Simply a Digital 
Substitution for In-Person Care

Defining Telehealth



Defining Telehealth

Telehealth is 
Seeing All of 
These As Tools 
For Adding 
Value…And 
Preparing for 
Emerging Tools!



Body Sensors: Inside and Out

Up and Coming Tools

Smart Pills The term “smart pills” refers to miniature electronic devices that are shaped and designed 
in the mold of pharmaceutical capsules but perform highly advanced functions such as sensing, imaging and drug 
delivery. Smart pills are expected to be an integral component of remote patient monitoring and telemedicine. 
• Diagnostic Imaging
• Vital Sign Monitoring
• Targeted Drug Delivery



Gamification in Healthcare
Examples:

Gamification Motivation is the key to behavior 
change!  Gamified apps, devices and therapies address the 
issue of motivation, making behavior change easier and more 
fun by integrating challenges, rewards, community and more.
• Fitness/Exercise, Nutrition, Medication, Weight and Chronic 

Condition Management, Physical Therapy/Rehabilitation
• Research!

DIDGET™ blood glucose 
meter from Bayer plugs 
into a Nintendo DS or 
DS™ Lite gaming system 
to reward kids for 
consistent testing. 

Up and Coming Tools



Artificial Intelligence + Chatbots 
Examples:

AI and Chatbots Can be used to triage 
patients, counsel patients and provide education to patients, 
guiding them toward appropriate care.
• Screening (first point of contact) and triage, symptom checker
• Emotional and physical self-care, emergency first aid
• Medication and care management

A lot of patients don’t take medication as 
prescribed and therefore risk their health. 
Florence reminds users to take their 
medication or birth control pills, 
motivates them to be adherent with their 
regimens, and is also able to present 
medicine specific information.

Up and Coming Tools



Digital Therapeutics in Healthcare:
              Example:  

https://www.youtube.com/watch?v=ULPplvxFqGg&t=5s 

Up and Coming Tools

https://www.youtube.com/watch?v=ULPplvxFqGg&t=5s


Virtual/Augmented Reality in Healthcare
Example:

VR Allows the user to become immersed, both cognitively and 
physiologically in a computer-generated environment
• Pain Management, Relaxation, Stress Management, High 

Blood Pressure Management
• PTSD, Phobias/Fears
• Provider and Patient Education/Training, Physical 

Therapy/Rehabilitation, Research

KindVR creates custom virtual reality therapies to help your patients 
lower their pain and stress due to medical procedures and 
conditions. UCSF Benioff Children’s Hospital Oakland released a video 
to illustrate their use of virtual reality in a research study to help 
patients with Sickle Cell Disease mitigate their pain. 

Up and Coming Tools

http://www.childrenshospitaloakland.org/main/videos-podcasts/153.aspx


Looking Ahead
Augmented Reality in Healthcare

https://youtu.be/KGv2iRzQzQg 

Up and Coming Tools

https://youtu.be/KGv2iRzQzQg


Now Is The Time!



CARE PAST PRESENT FUTURE?

Location Home Clinic/Hospital Anytime/Anywhere
Provider Generalists Specialists Team
Interaction Frequent Episodic/Periodic Continuous

Relationship Personal Impersonal/Disconnected Integrated System
Unit Family/Community Individual Population

Focus Health Disease Personalized Medicine 
(Prevention and 
Treatment)

Where To Start?

What Would You Would Want for Your 
Own and Your Family’s Care?



What Problem(s) Still Need To Be Solved?

Missed/Cancelled 

Appointments

Poorly Managed Chronic Conditions

Hospital 

Readmissions

Clinician Burnout/Turnover

Access to Care

Social 
Determinants of 

Health

Poor Care 

Coordination

Lack of Patient Engagement

Where To Start?



Where To Start?

Where Might There Be Some Low-Hanging Fruit?



Key Considerations

Start Small, Using What You Have

Where To Start?



Key Considerations

Create Regular Times for Getting Beyond 
Survival Mode To Start Thinking About Strategic 

Future Investments

https://thelifeadventure.co/are-you-in-survival-mode/ 

Where To Start?

https://thelifeadventure.co/are-you-in-survival-mode/


Key Considerations



Digital Navigators
 

Key Considerations



Key Considerations

Community Partners 
and Access Points

 



https://d1l18ops95qbzp.cloudfront.net/wp-content/2020/06/13190811/iStock-1166518479.jpg 

Key Considerations

https://d1l18ops95qbzp.cloudfront.net/wp-content/2020/06/13190811/iStock-1166518479.jpg


Shameless Plug



Contact

For More Information:

www.facebook.com/MATRC

www.MATRC.org



DISCUSSION
QUESTIONS

COMMENTS



Resources



Evaluation Survey



Access T/TA Resources

https://www.healthcenterinfo.org/


Upcoming Trainings

➔ Successful Steps for Holistic Integration of Mental and Behavioral 
Health in Primary Care- November 16, 2023 1:00 PM EST

➔ Session 3: Return on Investment Calculation for Integrated Primary Care

Integrating behavioral health services into primary care requires 
effective financial planning and a re-conceptualizing of how to 
determine ROI. This part of the training focuses on enhanced billing 
practices tailored to integrated healthcare models, and part will focus on 
how to determine the contribution of integrated BH to the finances of 
the primary care setting or the health system as a whole.

Future Trainings



Thank You!

If you have any further questions or concerns please reach out to Fatima Smith 
fasmith@phmc.org or Matt Beierschmitt at mbeierschmitt@phmc.org

mailto:fasmith@phmc.org

