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EXECUTIVE SUMMARY 

Lone Star Home Health is a San Antonio-based, Medicare-certified home health agency 
founded in 2011, operating across 14 South-Central Texas counties. The agency has built a 
differentiated position around a dedicated hospital-transition liaison program and a CMS 5-star 
quality rating that outpaces both regional competitors profiled in this brief. 

This brief provides a comparative competitive analysis of Lone Star Home Health against two 
regional Texas competitors — Hill Country Home Care (Austin) and Alamo Family Health 
Services (San Antonio / South Texas) — covering company profile, service lines, market 
position, a deep dive on Lone Star's own commercialization strategy, competitive landscape, 
and the practical benefits of ongoing competitive intelligence for home health leadership teams. 
This mock-up is intended as the working template for future LSL home health agency (HHA) 
competitive intelligence briefs and uses illustrative data throughout. 

Methodology & Scope: this brief combines the standard LSL Competitive Intelligence Brief 
structure with an expanded internal commercialization deep-dive (Section 4), reflecting the 
home health segment's need to pair external competitive positioning with an operationally 
detailed view of the client's own go-to-market motion, payer strategy, staffing plan, and financial 
trajectory. Figures throughout are illustrative and would be replaced with verified, source-cited 
data in a live client engagement. 

Key Metrics Snapshot 

4.5★ 
CMS Quality Rating 

14 
Counties Served 

58% 
Medicare Advantage Mix 

2011 
Year Founded 

  

SECTION 1: COMPANY PROFILE 

1.1  Origin & Overview 

Founded in 2011 by a former hospital discharge-planning director, Lone Star Home Health grew 
out of a direct view into how often patients were readmitted for lack of coordinated post-acute 
follow-up. The agency built its model around a dedicated Hospital-to-Home Liaison team 
embedded in referring facilities' discharge workflows — an approach it brands internally as 
"Bridge Care." Lone Star pairs this liaison model with a skilled clinical staff and a proprietary 
readmission-risk scoring tool applied at intake. 



1.2  Leadership Team 

Name Title Background 

Dana Whitfield, RN Chief Executive Officer Founder; 12 years as a hospital discharge-planning director prior to 
founding Lone Star in 2011. 

Marcus Ibarra Chief Operating Officer Joined 2019. Prior operations leadership at a multi-state home health 
platform; led PDGM transition planning. 

Dr. Priya Chandran Medical Director Board-certified internal medicine; oversees clinical protocols and 
readmission-risk scoring model. 

Renee Alcott VP, Business 
Development 

Leads the Hospital-to-Home Liaison team and referral partner 
relationships across the service area. 

Tom Bellweather CFO Joined 2022 from a regional health system finance role; manages 
payer contracting and MA negotiations. 

1.3  Service Area & Payer Mix 

●       Service area: 14 counties across South-Central Texas, anchored in Bexar, Comal, and 
Guadalupe counties. 

●       Payer mix: 58% Medicare Advantage, 27% Traditional Medicare, 10% Medicaid, 5% 
commercial/private pay. 

Confidence note: payer mix figures are illustrative estimates for template purposes. 

1.4  SWOT Summary 

STRENGTHS 
CMS 5-star quality rating; embedded hospital liaison 
program; strong Medicare Advantage payer relationships. 

WEAKNESSES 
Smaller geographic footprint than regional competitors; 
limited telehealth remote-monitoring capability. 

OPPORTUNITIES 
Rural Texas HHA consolidation creating referral-partner 
realignment; MA plan growth in service area. 

THREATS 
Larger regional platforms with greater capital for staffing 
incentives and technology investment. 

1.5  Company Timeline 

Year Milestone 

2011 Founded in San Antonio by Dana Whitfield, RN; launched with a single hospital liaison relationship. 

2014 Achieved ACHC accreditation; expanded service area to 6 counties. 

2017 First CMS 4-star quality rating; added PT/OT/ST service lines. 

2019 Marcus Ibarra joins as COO; begins PDGM transition planning ahead of 2020 rule change. 

2021 Expanded to 14 counties; liaison program formalized across 4 partner hospitals. 

2023 Achieved CMS 4.5-star rating; liaison program expanded to 6 partner hospitals. 



2025 Launched CHF/COPD remote patient monitoring pilot; Tom Bellweather joins as CFO. 

2026 11% YoY census growth; began Phase 1 MA network-gap closure initiative. 

  

SECTION 2: SERVICE LINES & CAPABILITIES 

2.1  Core Service Lines 

Service Line Function Key Capabilities 

Skilled Nursing Clinical care delivery Wound care, medication management, chronic disease monitoring; 
readmission-risk scoring at intake. 

PT / OT / ST Rehabilitation therapy Post-surgical and post-acute rehab; falls-risk assessment integrated 
with liaison hand-off notes. 

Home Health Aide Personal care support ADL support coordinated with skilled nursing care plans. 

Hospital-to-Home 
Liaison 

Care transition / 
referral 

Embedded liaisons in 6 partner hospitals managing discharge 
hand-offs directly. 

Remote Patient 
Monitoring 

Telehealth Pilot program for CHF and COPD patients; limited scale relative to 
competitors. 

2.2  Accreditation & Quality 

●       ACHC-accredited; Medicare-certified since 2011. 

CMS Quality of Patient Care Star Rating: 4.5 / 5 

30-day, all-cause readmission rate: 13.8% (below regional average) 

2.3  Patient Experience & Functional Outcomes 

Beyond the headline star rating, Lone Star tracks patient-experience and 
functional-improvement measures that feed into both HHVBP scoring and referral-source 
conversations with hospital case managers. 

Measure Lone Star Regional Benchmark 

HHCAHPS overall care rating (9–10) 86% 79% 

Willingness to recommend agency 88% 81% 

Improvement in ambulation / mobility 79% 74% 

Improvement in management of oral 
medications 

72% 68% 

Timeliness of initial care visit 94% 89% 

Confidence note: regional benchmark figures are illustrative composites for template purposes. 



SECTION 3: MARKET POSITION & GTM STRATEGY 

3.1  Target Referral Sources 

Lone Star's primary referral sources are mid-size community hospitals and regional health 
systems in the San Antonio metro and surrounding rural counties, supplemented by 
relationships with orthopedic and cardiology physician groups. Secondary referral development 
targets local ACOs and Medicare Advantage plan case-management teams. 

3.2  2026 Commercial Traction 

+11% 
YoY Census Growth 

6 
Hospital Liaison Sites 

92% 
Referral Conversion Rate 

3.3  Core Messaging 

Lone Star positions on care-transition reliability rather than scale: a named liaison embedded at 
the point of discharge, paired with a top-tier CMS quality rating. This directly answers hospital 
case managers' central concern — will this agency actually show up and follow through on a 
fragile discharge. 

3.4  Market Tailwinds 

●       Continued Medicare Advantage penetration growth across South-Central Texas 
increasing plan-directed referral volume. 

●       CMS Home Health Value-Based Purchasing (HHVBP) expansion rewarding high 
star-rating agencies with payment upside. 

●       Persistent nursing and home health aide shortages elevating the importance of staffing 
stability as a competitive lever. 

●       Rural hospital consolidation and closures in adjacent counties creating 
referral-relationship disruption and displacement opportunity. 

3.5  Referral Source Segmentation 

Referral sources are segmented into three tiers based on volume and strategic value, which 
determines the intensity of liaison and business-development coverage each source receives. 

Tier Description Share of 
Referrals 

Coverage Model 

Tier 1 6 partner hospitals with 
embedded liaisons 

68% Daily on-site liaison presence 

Tier 2 Physician groups 
(orthopedic, cardiology) 
and ACOs 

22% Referral Development Rep, weekly visits 



Tier 3 Smaller community 
hospitals and self-referrals 

10% Quarterly outreach, digital/community channels 

3.6  Sales Enablement & Objection Handling 

Liaisons and business-development reps are equipped with a standard set of responses to the 
objections most commonly raised by discharge planners and case managers evaluating Lone 
Star against regional alternatives. 

Objection Response 

"We already have a preferred 
vendor relationship." 

Offer a side-by-side star-rating and readmission-rate comparison, not a general pitch. 

"Your service area is smaller 
than [competitor]." 

Reframe around liaison responsiveness and star rating within the shared counties, not 
total footprint. 

"Can you handle our RPM / 
telehealth patients?" 

Be transparent that the RPM pilot is scaling; route complex telehealth-dependent cases 
appropriately in the interim. 

  

SECTION 4: LONE STAR COMMERCIALIZATION DEEP-DIVE 

This section goes beneath the headline GTM strategy in Section 3 to lay out how Lone Star 
actually runs commercialization day to day — its sales motion, marketing channels, payer and 
network strategy, growth roadmap, technology investments, org structure, unit economics, and 
the risks that could interrupt growth. It is intended to give leadership a working internal view, not 
just a competitive comparison. 

4.1  Go-to-Market Motion & Sales Model 

Lone Star's commercial engine runs on a liaison-led, relationship-based model rather than a 
centralized intake call center. Each embedded Hospital-to-Home Liaison functions as a hybrid 
clinical-and-sales role: identifying discharge candidates on the floor, building same-day warm 
hand-offs with case managers, and tracking conversion from referral to admitted patient. This is 
supplemented by a smaller Referral Development team calling on physician offices and ACO 
care-management staff outside the six liaison hospitals. 

Role Headcount Primary Targets Core Metric 

Hospital-to-Home 
Liaison 

6 Discharge planners, case managers at partner 
hospitals 

Referral-to-admissi
on conversion rate 

Referral Development 
Rep 

2 Physician offices, ACOs, MA case management New referral 
sources opened 
per quarter 

Intake Coordinator 3 Internal — processes liaison and rep referrals Time from referral 
to first visit 



VP, Business 
Development 

1 Manages liaison + rep teams; hospital-executive 
relationships 

Overall census 
growth 

Sales-cycle benchmark: target is intake within 4 hours of a liaison-flagged discharge; current 
average is 5.6 hours. 

4.2  Marketing & Brand Strategy 

Marketing at Lone Star is built to support the liaison model rather than generate 
consumer-facing demand directly. The brand pillars — Reliability, Clinical Quality, Local Roots 
— are reinforced through channels aimed at referral sources and their gatekeepers, not the 
general public. 

Channel Purpose Notes 

Hospital-based collateral & 
lunch-and-learns 

Educate case managers on 
liaison model and star rating 

Run quarterly at each of the 6 partner hospitals 

Physician CME sponsorships Build referral relationships 
with orthopedic/cardiology 
groups 

2 sponsorships per year currently 

Case-manager appreciation 
events 

Retain existing referral 
relationships 

Held twice annually 

Local digital presence / SEO Support family/patient-directed 
inquiries 

Secondary channel; low relative investment to date 

Community senior-center 
outreach 

Build brand recognition ahead 
of Medicare Advantage open 
enrollment 

Seasonal, timed to AEP (Oct–Dec) 

4.3  Payer & Network Strategy 

With 58% of census under Medicare Advantage, payer strategy is centered on securing and 
defending preferred-provider status as MA plans narrow their networks. Medicaid is a smaller, 
selectively managed line of business; commercial/private pay is opportunistic. 

Payer % of Census Contract Status Strategic Priority 

Medicare Advantage (4 
plans) 

58% In-network, preferred 
status 

Defend and formalize preferred terms using 
star rating 

Traditional Medicare 27% N/A (fee-for-service) Maintain HHVBP performance for payment 
upside 

Medicaid (STAR+PLUS) 10% In-network, standard 
terms 

Monitor growth as MA-eligible dual population 
expands 

Commercial / Private Pay 5% Case-by-case Opportunistic; not a primary growth focus 

Open item: Lone Star is not yet in-network with 2 additional MA plans active in its service area; 
closing this gap is the top payer-strategy priority for the next 12 months. 



4.4  Growth Roadmap: Geographic & Service-Line Expansion 

Growth is sequenced in three phases, prioritizing density and network completion in the existing 
footprint before geographic expansion or service-line additions. 

Phase Timeframe Focus Key Milestone 

Phase 1 0–12 months Densify existing 14 counties; close MA network gaps In-network with all 6 
major MA plans in 
service area 

Phase 2 12–24 months Geographic expansion into 4 adjacent counties north 
of the Austin corridor 

First liaison placement 
in 2 new partner 
hospitals 

Phase 3 24–36 months Evaluate tuck-in acquisition or de novo licensure in 
South Texas 

Formal acquisition 
target list and 
valuation review 

●       Service-line expansion under evaluation: scale the CHF/COPD remote patient 
monitoring pilot into a full program, and assess adding a palliative care service line. 

4.5  Technology & Data Roadmap 

Current infrastructure supports the liaison model but has meaningful gaps relative to Hill 
Country's full RPM platform. The roadmap below is sequenced to close the highest-impact gaps 
first. 

●       Near-term: build a referral-source performance dashboard so liaisons and leadership 
can see conversion rates by hospital and physician group in real time. 

●       Mid-term: scale the CHF/COPD remote patient monitoring pilot to a full program and 
evaluate adding diabetes management. 

●       Mid-term: version 2 of the proprietary readmission-risk scoring tool, incorporating 
social-determinants data available at intake. 

●       Longer-term: pursue HL7/FHIR-based discharge-alert integration with partner hospital 
EHRs to reduce liaison identification lag below the current 5.6-hour average. 

4.6  Organizational Structure & Hiring Plan 

Lone Star's clinical and commercial headcount today is sized for its current 14-county footprint. 
Phase 2 geographic expansion and RPM scale-up both require targeted hiring ahead of 
demand, not reactively. 

Role Current FTEs Planned Adds (12 
mo) 

Rationale 

Hospital-to-Home Liaison 6 2 Support Phase 2 expansion hospitals 

RPM Nurse Coordinator 1 2 Scale CHF/COPD pilot to full program 

Skilled Nursing (field) 38 6 Maintain visit capacity as census grows 11% 
YoY 



Recruiter / Retention 
Specialist 

0 1 Dedicated role to address staffing as the 
binding growth constraint 

4.7  Unit Economics & Financial Growth Targets 

Metric Current 12-Month Target 

Admits per liaison per month 9.5 11.0 

Referral-to-admission conversion rate 92% 94% 

30-day readmission rate 13.8% 12.5% 

Census growth (YoY) 11% 15% 

Average time to intake 5.6 hours 4.0 hours 

Note: targets are illustrative for template purposes and would be replaced with agency-specific 
figures in a live engagement. 

4.8  Risk Factors & Mitigation 

Risk Likelihood / Impact Mitigation 

Nursing / aide staffing shortage 
limits census growth 

High / High Dedicated recruiter role; sign-on bonus and tuition 
assistance program 

Exclusion from remaining 2 MA plan 
networks 

Moderate / High Lead with star-rating data in payer negotiations; escalate 
via VP Business Development 

PDGM or HHVBP policy changes 
affecting reimbursement 

Moderate / 
Moderate 

Maintain CFO-led policy monitoring; scenario-plan 
reimbursement shifts annually 

Hill Country's technology scale 
erodes referral share 

Moderate / 
Moderate 

Accelerate RPM scale-up per Section 4.5 technology 
roadmap 

4.9  Competitive Response Playbook 

In addition to the phased growth roadmap, business development leadership maintains standing 
plays for specific competitive scenarios that liaisons and reps encounter in the field. 

Scenario Standing Response 

Hospital reports frustration with Hill 
Country's call-center delays 

Liaison offers a trial period with direct point-of-contact scheduling within 24 
hours 

MA plan case manager cites Alamo's 
broader county coverage 

Business development leads with star-rating and readmission data for shared 
counties specifically 

Competitor announces new RPM or 
technology investment 

COO reviews Section 4.5 technology roadmap timeline for acceleration 
opportunities 

Competitor raises base pay for field 
nursing staff 

HR reviews sign-on bonus and tuition assistance program value versus 
base-pay gap 



4.10  90-Day Commercialization Action Plan 

Weeks Owner Action 

1–2 VP Business 
Development 

Audit MA plan network status in all 14 counties; identify the 2 remaining 
network gaps 

3–6 CFO Open formal negotiations with the 2 non-network MA plans using current 
star-rating and readmission data 

3–8 COO Stand up the referral-source performance dashboard (Section 4.5) for 
liaison and leadership use 

6–10 VP Business 
Development 

Pilot expanded liaison coverage in 1–2 counties bordering Hill Country's 
footprint 

8–12 Recruiter / Retention 
Specialist (new hire) 

Complete pay-and-benefits benchmarking against Hill Country and Alamo; 
recommend adjustments 

10–12 CEO Review Phase 1 milestone completion (Section 4.4) and confirm Phase 2 
expansion timeline 

4.11  Market Sizing: TAM / SAM / SOM 

Sizing the addressable opportunity helps translate the growth roadmap in Section 4.4 into a 
concrete commercial target rather than a directional ambition. 

Tier Definition Estimated Annual 
Value 

TAM Total Medicare-eligible home health episodes across the 14-county service area 
plus 4 Phase 2 expansion counties 

$210M 

SAM Episodes reasonably reachable given current and planned referral-source 
relationships and payer network status 

$68M 

SOM Realistic 3-year obtainable share given staffing capacity and competitive dynamics $14M 

Confidence note: TAM/SAM/SOM figures are illustrative estimates for template purposes. 

4.12  3-Year Financial Projection 

Year Average Daily 
Census 

Revenue EBITDA Margin 

2026 (current) 410 $9.8M 14% 

2027 (projected) 465 $11.2M 15% 

2028 (projected) 540 $13.1M 16% 

Note: projections are illustrative for template purposes and assume successful execution of the 
Phase 1–2 growth roadmap and MA network-gap closure. 

4.13  Capital Allocation Priorities 



●       Staffing & retention (recruiter role, sign-on bonuses, tuition assistance): highest priority 
given staffing as the binding growth constraint. 

●       RPM program scale-up (CHF/COPD, nurse coordinators): second priority to close the 
technology gap with Hill Country. 

●       Liaison expansion into Phase 2 counties: sequenced after MA network-gap closure to 
ensure new referrals convert to in-network admissions. 

●       Readmission-risk scoring tool v2: lower near-term priority; dependent on data-integration 
roadmap in Section 4.5. 

4.14  RPM Technology Vendor Evaluation 

As part of closing the technology gap identified in Section 4.5, leadership evaluated three 
remote patient monitoring vendors to scale the CHF/COPD pilot into a full program. 

Vendor Model Pricing 
Structure 

Integration 
Complexity 

Fit Assessment 

Vendor A 
(current pilot) 

Cellular-connected 
devices + nurse 
triage line 

Per-patient-per-
month 

Low — already 
integrated 

Strong fit; recommend scaling 

Vendor B Bluetooth devices + 
agency-staffed 
monitoring 

Device 
purchase + 
software license 

Moderate — 
requires new 
monitoring staff 

Higher control, higher staffing 
burden 

Vendor C Full white-label 
platform, similar to 
Hill Country's 

Enterprise 
license, higher 
fixed cost 

High — 
significant EHR 
integration work 

Closest match to Hill Country; 
highest cost and complexity 

Recommendation: scale Vendor A given existing integration and lower implementation risk, 
revisiting Vendor C only if RPM becomes a decisive factor in referral-source decisions. 

4.15  Strategic Partnership Opportunities 

Beyond direct referral relationships, several channel-partnership models could extend Lone 
Star's reach without proportionally scaling the liaison headcount described in Section 4.1. 

Partner Type Example Opportunity Strategic Value 

Accountable Care 
Organizations (ACOs) 

Joint readmission-reduction 
initiative with a regional ACO 

Access to a pre-qualified, risk-sharing patient population 
aligned with Lone Star's readmission focus 

Medicare Advantage 
Plans 

Formal preferred-provider 
designation beyond standard 
network inclusion 

Directed referral volume and potential value-based payment 
upside 

Physician Groups Co-branded post-surgical 
care-transition pathway with 
orthopedic groups 

Predictable referral volume tied to elective procedure 
scheduling 



Skilled Nursing 
Facilities (SNFs) 

Step-down referral pathway 
for SNF patients transitioning 
home 

Diversifies referral sources beyond hospital discharge alone 

4.16  Referral-Source Value Proposition 

Framing Lone Star's value proposition around the specific jobs, pains, and gains of its two main 
referral-source audiences keeps liaison and business-development messaging (Section 3.6) 
grounded in what those audiences actually care about, rather than generic quality claims. 

Audience Core Job / Pain Lone Star's Answer 

Hospital Discharge 
Planner 

Needs a same-day, reliable 
discharge disposition to 
avoid delayed discharges 

Embedded liaison on-site with same-day intake commitment 

MA Plan Case 
Manager 

Needs in-network agencies 
with documented, 
defensible quality 
outcomes 

4.5-star CMS rating and readmission data provided proactively 

Physician Referral 
Source 

Needs confidence that 
post-surgical patients will 
be monitored and 
complications caught early 

Readmission-risk scoring at intake plus liaison follow-up 
reporting 

  

SECTION 5: MARKET CONTEXT & INDUSTRY TRENDS 

Texas home health agencies operate at the intersection of three converging forces: rising 
Medicare Advantage penetration that shifts referral decisions toward plan case managers, a 
persistent clinical workforce shortage, and payment reform (PDGM, HHVBP) that rewards 
documented quality outcomes over raw visit volume. 

5.1  Three Structural Trends 

1. Medicare Advantage is becoming the referral gatekeeper 
As MA penetration grows in Texas, plan case managers — not just hospital discharge planners 
— increasingly steer referrals toward narrow, preferred-provider networks. Agencies without 
documented outcomes data and strong MA payer relationships risk being excluded from these 
networks entirely. 

2. Workforce scarcity is the binding constraint on growth 
Nursing and home health aide shortages limit how quickly any Texas HHA can accept new 
referrals, regardless of demand. Competitive pay, benefits, and retention programs are now a 
growth lever, not just an HR concern. 

3. Quality data is now a commercial asset, not just a compliance requirement 



HHVBP expansion ties reimbursement directly to star ratings and outcome measures, while 
hospitals and MA plans increasingly use public CMS data to select preferred partners. Agencies 
that can benchmark and publicize strong outcomes gain a structural referral advantage. 

Implication: The Texas HHA market is rewarding agencies that can prove quality, secure MA 
network inclusion, and stabilize staffing simultaneously — the same three levers competitive 
intelligence is best positioned to inform. 

5.2  Texas Regulatory & Reimbursement Environment 

Texas does not operate a Certificate of Need program for home health licensure, which keeps 
the barrier to new-agency entry relatively low compared to CON states — a structural factor that 
sharpens the importance of quality and referral-relationship differentiation over pure 
market-access advantage. 

At the federal level, CMS's annual PDGM behavioral adjustment continues to periodically 
recalibrate payment rates based on observed provider behavior, creating year-over-year 
reimbursement uncertainty that agencies must plan around rather than assume as fixed. 
HHVBP, now expanded nationwide, ties a meaningful share of payment directly to quality 
performance relative to peers, reinforcing star rating as a financial as well as commercial asset. 

On the Medicaid side, Texas's STAR+PLUS managed-care program continues to shift 
dual-eligible beneficiaries into managed Medicaid, gradually growing the Medicaid-managed 
share of the home health population even in agencies like Lone Star where Medicaid is currently 
a smaller line of business. 

●       No Certificate of Need requirement in Texas — lowers barriers to new market entrants, 
raising the importance of differentiation. 

●       PDGM behavioral adjustments create annual reimbursement-rate uncertainty requiring 
active financial scenario planning. 

●       HHVBP expansion ties payment directly to star rating and outcomes, reinforcing quality 
as a financial lever. 

●       STAR+PLUS managed Medicaid growth may gradually increase Medicaid's share of the 
addressable population. 

  

SECTION 6: COMPETITIVE LANDSCAPE 

Lone Star Home Health competes most directly with two regional Texas agencies: Hill Country 
Home Care, an Austin-based multi-site agency, and Alamo Family Health Services, a South 
Texas agency with a broader Medicaid-dependent population base. 

6.1  Head-to-Head Competitor Analysis 

Factor Lone Star Home 
Health 

Hill Country Home 
Care 

Alamo Family Health Services 



Headquarters San Antonio Austin San Antonio 

Counties Served 14 9 18 

CMS Star Rating 4.5 4.0 3.5 

Payer Mix (MA) 58% 45% 30% 

Referral Model Embedded hospital 
liaisons (6 sites) 

Centralized intake call 
center 

Field-based liaison + Medicaid case 
management 

Staffing Approach Sign-on bonus + tuition 
assistance 

Higher base pay, less 
retention structure 

Union-adjacent pay scale in select counties 

Telehealth / RPM Pilot (CHF/COPD) Full platform, 
vendor-supplied 

Limited 

Key Risk Smaller scale vs. 
regional platforms 

Intake bottleneck limits 
conversion 

Lower star rating limits MA network inclusion 

6.2  Ownership & Capital Structure 

Agency Ownership Capital Position 

Lone Star Home Health Independent, founder-owned Self-funded growth; no outside capital raised to date 

Hill Country Home Care Private-equity backed 
(regional platform rollup) 

Well-capitalized for technology investment; 
growth-by-acquisition mandate 

Alamo Family Health 
Services 

Family-owned, 
multi-generation 

Conservative capital structure; reinvests from operating 
cash flow 

Implication: Hill Country's PE backing explains its technology lead and gives it acquisition 
capacity Lone Star lacks; Lone Star's independence, however, allows faster, less bureaucratic 
decision-making on liaison placement and payer negotiation. 

6.3  Competitor Deep Dives 

Hill Country Home Care 
●       Strength: Full vendor-supplied telehealth/RPM platform; strong Austin-metro brand 
recognition. 

●       Weakness: Centralized intake call-center model creates a referral-conversion bottleneck 
relative to Lone Star's embedded liaisons. 

●       Opportunity for Lone Star: Hospitals frustrated with intake delays are prime 
displacement targets in overlapping counties. 

Alamo Family Health Services 
●       Strength: Broadest county coverage (18 counties) and deep Medicaid 
case-management relationships. 

●       Weakness: 3.5-star CMS rating and lower MA mix limit inclusion in narrow MA 
preferred-provider networks. 



●       Opportunity for Lone Star: MA plans tightening preferred-network criteria favor Lone 
Star's higher star rating in overlapping service areas. 

In-House Hospital Discharge Coordination 
Beyond the two named agencies, Lone Star also competes against hospitals' own in-house 
discharge-coordination teams and informal referral defaults, where case managers simply select 
whichever agency has historically taken the most referrals from a given unit — regardless of 
current star rating or capacity. 

●       Strength: No vendor-switching effort required; deeply familiar to discharge-planning staff. 

●       Weakness: Referral decisions are often habit-driven rather than data-driven, and do not 
reflect current quality or capacity differences between agencies. 

●       Opportunity for Lone Star: Presenting current, comparative star-rating and readmission 
data directly to case managers can interrupt habit-driven referral patterns in Lone Star's 
favor. 

6.4  Competitive Positioning Summary 

Net Assessment: No single competitor beats Lone Star on every axis. Hill Country out-scales it 
on technology, and Alamo out-covers it geographically — but neither combines Lone Star's 
CMS star rating with an embedded, hospital-based liaison model. That combination is Lone 
Star's moat, and the basis for its MA network positioning. 

  

SECTION 7: KEY BENEFITS FOR HOME HEALTH PROVIDERS 

Ongoing competitive intelligence delivers practical, recurring value for home health agency 
leadership beyond a single point-in-time brief. The four areas below are where CI has the most 
direct impact on referral growth, quality positioning, payer strategy, and staffing — illustrated 
against the Lone Star / Hill Country / Alamo comparison above. 

7.1  Targeting Referral Partners 

Analyzing claims and market data helps identify which local hospitals, physicians, and 
accountable care organizations (ACOs) are discharging patients into the service area, allowing 
outreach to be tailored directly to the highest-value referral sources rather than spread across 
the full market. 

●       Applied to Lone Star: claims-pattern analysis of the counties where Hill Country's intake 
bottleneck is most acute would sharpen liaison outreach to those specific discharge 
planners. 

7.2  Benchmarking Quality and Operations 

Comparing clinical outcomes, patient readmission rates, and staffing ratios against local and 
national competitors helps an agency maintain and defend a strong market position, rather than 
assuming its quality story is competitive without external validation. 



●       Applied to Lone Star: the 4.5-star rating is a genuine differentiator versus Alamo's 3.5 
stars, but ongoing benchmarking against Hill Country's 4.0-star rating is needed to confirm 
the gap holds as HHVBP scoring evolves. 

7.3  Pricing and Reimbursement 

Tracking how peer organizations negotiate Medicare Advantage, Medicaid, and commercial 
payer contracts supports more effective, localized pricing and network-inclusion strategy — 
particularly important as MA plans narrow their preferred-provider panels. 

●       Applied to Lone Star: understanding how Alamo secured broader Medicaid 
case-management relationships could inform Lone Star's own Medicaid contracting 
approach in adjacent counties. 

7.4  Workforce Retention 

Understanding competitor pay scales, benefits, and hiring incentives is essential to recruiting 
and retaining nurses and home health aides in a high-turnover industry, where staffing capacity 
— not referral volume — is often the true constraint on growth. 

●       Applied to Lone Star: Hill Country's higher base pay is a real recruiting threat; Lone 
Star's sign-on bonus and tuition assistance program should be benchmarked against it 
regularly, not assumed to be sufficient indefinitely. 

  

SECTION 8: STRATEGIC IMPLICATIONS 

8.1  For Lone Star Leadership 

Lone Star's defensible position rests on the combination of a top-tier CMS star rating and an 
embedded hospital liaison model. Its exposure is scale — both geographic and technological — 
relative to its two regional peers. 

Read together with the commercialization deep-dive in Section 4, the strategic picture is 
straightforward: Lone Star does not need to out-spend Hill Country or out-cover Alamo to keep 
growing. It needs to convert its existing quality and relationship advantages into formalized 
payer-network status, sequence geographic expansion behind staffing capacity rather than 
ahead of it, and close the RPM technology gap before it becomes a referral-decision factor 
rather than a minor one. 

8.2  Recommendations by Time Horizon 

Horizon Recommended Action 

0–30 Days Audit MA plan preferred-provider criteria in overlapping counties with Alamo to confirm the 
star-rating advantage is being fully leveraged in network negotiations. 

30–90 Days Pilot expanded liaison coverage in 1–2 counties where Hill Country's intake bottleneck is 
most reported by referring hospitals. 



90+ Days Evaluate a scaled remote-patient-monitoring investment to close the telehealth gap with Hill 
Country before it becomes a referral-decision factor. 

  

SECTION 9: LEADERSHIP EVALUATION GUIDE 

For HHA leadership assessing their own competitive position against regional peers, the 
questions below cut to the factors that actually drive referral volume, payer inclusion, and 
staffing capacity. 

Evaluation Question What to Probe For 

What is our CMS star rating relative to 
named regional competitors? 

Confirm current rating and trend direction, not just a point-in-time snapshot. 

Which referral sources are 
underpenetrated relative to claims 
data? 

Match liaison and outreach coverage to actual discharge volume by facility. 

Are we included in the MA plans' 
narrowing preferred-provider panels? 

Verify network status directly with each plan rather than assuming inclusion. 

How does our pay and benefits 
package compare to named 
competitors? 

Benchmark base pay, sign-on incentives, and turnover rate, not just headline 
wage. 

What is our realistic capacity to accept 
new referrals given staffing? 

Staffing capacity, not referral volume, is frequently the binding growth 
constraint. 

  

SECTION 10: COMPETITIVE BATTLE CARD 

A quick-reference card for positioning Lone Star Home Health in a live referral conversation. 

10.1  Where Lone Star Wins 

●       Hospitals and case managers who prioritize a named, embedded liaison over a 
centralized call-center intake process. 

●       MA plans tightening preferred-provider criteria around CMS star rating. 

●       Referral sources in counties where Alamo's lower star rating limits network eligibility. 

10.2  Where Lone Star Is Vulnerable 

●       Referral sources prioritizing full-platform telehealth/RPM capability — Hill Country's 
current strength. 

●       Broad rural Medicaid coverage across a wide county footprint — Alamo's strength. 

10.3  Key Talking Points 



Trust: a named liaison embedded at the point of discharge directly answers a case manager's 
core concern — will this agency actually follow through. 

Quality: 4.5-star CMS rating outpaces both named regional competitors and aligns directly with 
HHVBP payment incentives. 

Timing: MA plan network narrowing creates a genuine window to formalize preferred-provider 
status ahead of lower-rated competitors. 

  

SECTION 11: SOURCES & REFERENCES 

11.1  How This Brief Was Built 

This Competitive Intelligence Brief was produced using Life Science Logic's structured 
research-and-synthesis process, combining AI-assisted research across public and industry 
sources with the LSL Intelligence Engine and the commercial-strategy judgment of former 
healthcare C-suite operators. All company names, figures, and competitive details in this brief 
are illustrative and constructed for template-development purposes; a live client engagement 
would substitute verified, source-cited data specific to the named agencies. 

11.2  Source Categories 

Industry & Competitive Coverage 

●       Home health industry publications and trade press covering competitive positioning, 
marketing strategy, and secret-shopping / competitive-analysis practices among 
home-based care providers. 

●       Healthcare commercial-intelligence and market-data platforms covering referral-pattern 
analysis, claims-based targeting, and provider benchmarking. 

●       Workforce and recruiting resources covering home health aide and nursing recruitment 
strategy, pay benchmarking, and retention in high-turnover care settings. 

●       Payer strategy and reimbursement commentary covering Medicare Advantage, 
Medicaid, and commercial payer negotiation approaches for home care providers. 

LSL Proprietary Analysis 

●       LSL Intelligence Engine — Life Science Logic's proprietary AI-assisted research and 
synthesis system, used to aggregate public sources, structure the competitive teardown, 
and surface strategic implications, then reviewed and edited by an LSL principal. 

●       LSL commercial-strategy frameworks — competitive white-space, SWOT, 
evaluation-guide, and battle-card methods applied throughout this brief. 

A Note on Sourcing Standards: LSL briefs combine machine-speed research with human 
commercial judgment. This mock-up uses illustrative figures throughout; live client briefs 
re-verify all competitive details before external use, as figures, staffing, and payer terms change. 



11.3  Glossary of Key Terms 

Term Definition 

HHA Home Health Agency — a Medicare-certified provider of skilled home-based clinical care. 

PDGM Patient-Driven Groupings Model — CMS's home health payment methodology, subject to annual 
behavioral adjustments. 

HHVBP Home Health Value-Based Purchasing — CMS program tying reimbursement to quality 
performance. 

MA Medicare Advantage — privately administered Medicare plans, an increasingly influential referral 
gatekeeper. 

ACO Accountable Care Organization — provider groups sharing financial and quality accountability for a 
patient population. 

RPM Remote Patient Monitoring — telehealth-based tracking of chronic conditions such as CHF and 
COPD. 

HHCAHPS Home Health Care CAHPS — the standardized CMS patient-experience survey. 

STAR+PLUS Texas's managed Medicaid program covering many dual-eligible and long-term-care populations. 

Ready to Turn Intelligence into a Plan? 

A Competitive Intelligence Brief answers "who are we up against and where do we win?" If 
you're ready to act on it, Life Science Logic offers a full suite of go-to-market tools to build and 
execute your commercial strategy. 

●       GTM Sprint · Fast, focused commercial direction when you need a quick answer 

●       GTM Crossroads · A comprehensive commercialization & competitive-strategy 
engagement 

●       Competitive Intelligence Brief · Deep-dive competitor analysis (like this one) 

Let's talk: Eric@lifesciencelogic.com · lifesciencelogic.com 
Prepared by Life Science Logic · Commercial Clarity for Life Science Innovators · Illustrative template mock-up, July 2026 

  

SECTION 12: APPENDIX A: COUNTY-LEVEL REFERRAL & PAYER ANALYSIS 

County-level detail supporting the growth roadmap in Section 4.4 and the referral segmentation 
in Section 3.5 — used by the VP of Business Development and liaison team to prioritize 
outreach intensity. 

County Est. Annual 
Episodes 

MA Penetration Primary Competitor Overlap 

Bexar 3,400 61% Alamo Family Health Services 



Comal 980 57% Hill Country Home Care 

Guadalupe 870 54% Alamo Family Health Services 

Kendall 410 59% Hill Country Home Care 

Medina 360 48% Alamo Family Health Services 

Atascosa 310 42% Alamo Family Health Services 

Wilson 340 50% Alamo Family Health Services 

Karnes 190 39% Alamo Family Health Services 

Gonzales 220 41% Alamo Family Health Services 

Caldwell 260 46% Hill Country Home Care 

Hays 690 55% Hill Country Home Care 

Bandera 170 44% Hill Country Home Care 

Frio 150 37% Alamo Family Health Services 

DeWitt 180 38% Alamo Family Health Services 

Confidence note: county-level figures are illustrative estimates for template purposes. 

  

SECTION 13: APPENDIX B: PARTNER HOSPITAL PROFILES 

Profiles of the six hospitals with embedded Hospital-to-Home Liaisons (Section 4.1), used to 
prioritize liaison staffing and identify expansion candidates for Phase 2 of the growth roadmap. 

Hospital Beds Avg. Discharges / 
Month 

Liaison 
Tenure 

Conversion Rate 

Founders Medical 
Center 

240 410 4 years 94% 

Cedar Ridge Regional 
Hospital 

180 290 3 years 91% 

Mission Trail Hospital 150 230 2 years 89% 

Loma Vista Medical 
Center 

120 175 2 years 90% 

Blanco River Regional 
Hospital 

95 140 1 year 86% 

Comal Valley Hospital 80 110 1 year 84% 

Observation: conversion rate correlates with liaison tenure, reinforcing the retention-focused 
hiring approach in Section 4.6 over rapid liaison turnover. 



  

SECTION 14: APPENDIX C: 12-MONTH MARKETING & OUTREACH 
CALENDAR 

Annual cadence of marketing and outreach activity supporting the channel strategy in Section 
4.2, sequenced around Medicare Advantage Annual Enrollment Period (AEP) and hospital 
relationship-management cycles. 

Month Activity Target Audience 

January Q1 lunch-and-learn at all 6 
partner hospitals 

Discharge planners, case managers 

February HHCAHPS / outcomes data 
refresh shared with referral 
sources 

Hospital case managers, MA plan liaisons 

March Physician CME sponsorship #1 
(cardiology) 

Cardiology physician groups 

April MA payer contracting review 
meetings 

MA plan network teams 

May Case-manager appreciation 
event #1 

Tier 1 hospital case managers 

June Mid-year liaison performance & 
territory review 

Internal — liaison and BD teams 

July Q3 lunch-and-learn refresh at 
all 6 partner hospitals 

Discharge planners, case managers 

August Physician CME sponsorship #2 
(orthopedics) 

Orthopedic physician groups 

September Pre-AEP community 
senior-center outreach begins 

Medicare-eligible community members 

October AEP-focused digital and 
community outreach push 

Medicare Advantage prospective enrollees 

November Case-manager appreciation 
event #2 

Tier 1 hospital case managers 

December Annual star-rating and 
outcomes recap distributed to 
all referral tiers 

All referral source tiers 

  

SECTION 15: APPENDIX D: STAFFING & COMPENSATION BENCHMARKING 



Detailed pay benchmarking supporting the workforce retention priorities in Section 4.6, Section 
4.13, and the Key Benefits discussion in Section 7.4. 

Role Lone Star Pay 
Range 

Hill Country Pay 
Range 

Alamo Pay 
Range 

Annual Turnover 

RN Case 
Manager 

$78K–$88K $85K–$96K $74K–$82K 18% 

LVN / LPN $54K–$60K $58K–$66K $52K–$58K 22% 

Home Health 
Aide 

$32K–$36K $35K–$40K $31K–$34K 34% 

Physical 
Therapist 

$92K–$102K $98K–$110K $88K–$96K 14% 

Implication: Hill Country's base-pay premium is most pronounced for RNs and home health 
aides — the two roles most directly tied to census growth capacity — reinforcing the priority 
placed on the sign-on bonus and tuition assistance program in Section 4.13. 

Confidence note: pay-range figures are illustrative composites for template purposes. 

  

SECTION 16: APPENDIX E: EXPANDED RISK REGISTER 

An expanded view of the risk factors introduced in Section 4.8, adding category and ownership 
to support quarterly risk review by leadership. 

Risk Category Owner Mitigation 

Nursing / aide staffing shortage 
limits census growth 

Workforce COO Recruiter role; sign-on bonus and tuition 
assistance program (Section 4.6) 

Exclusion from remaining 2 MA 
plan networks 

Payer / Network CFO Star-rating-led negotiation per Section 4.3 

PDGM behavioral adjustment 
reduces reimbursement rates 

Regulatory CFO Annual reimbursement scenario planning 
(Section 5.2) 

Hill Country's technology scale 
erodes referral share 

Competitive COO Accelerate RPM scale-up per Section 4.5 
and 4.14 

Habit-driven referral defaults 
favor incumbent relationships 

Competitive VP Business 
Development 

Comparative data presentation per Section 
6.3 

Liaison turnover disrupts 
hospital relationships 

Workforce VP Business 
Development 

Retention-focused liaison hiring per Section 
4.6 observation 

STAR+PLUS Medicaid mix 
grows faster than contracting 
capacity 

Payer / Network CFO Monitor Medicaid enrollment trends per 
Section 5.2 



  

SECTION 17: APPENDIX F: LIAISON WEEKLY REPORTING TEMPLATE 

Standard fields each Hospital-to-Home Liaison completes weekly, feeding the referral-source 
performance dashboard described in Section 4.5 and the KPI targets in Section 4.7. 

Field Purpose 

Discharges reviewed Tracks liaison coverage relative to total hospital discharge volume 

Referrals flagged Measures liaison identification activity ahead of conversion 

Admissions converted Feeds the referral-to-admission conversion rate KPI (Section 4.7) 

Time from flag to intake Feeds the average time-to-intake KPI (Section 4.7) 

Case manager relationship 
notes 

Qualitative input for the objection-handling and playbook updates (Sections 3.6, 4.9) 

Competitor mentions Early signal for the competitive response playbook (Section 4.9) 

  

SECTION 18: APPENDIX G: COMPETITIVE INTELLIGENCE REFRESH 
CADENCE 

Competitive intelligence loses value quickly in a market this dynamic. The cadence below 
assigns an owner and refresh frequency to each major data category in this brief, so the 
template stays a living tool rather than a point-in-time snapshot. 

Data Category Refresh Frequency Owner 

CMS star rating & HHCAHPS 
scores (Sections 2.2, 2.3) 

Quarterly (upon 
CMS release) 

Medical Director 

MA plan network status (Section 
4.3) 

Quarterly CFO 

Competitor head-to-head 
comparison (Section 6.1) 

Semi-annually VP Business Development 

Staffing & compensation 
benchmarking (Appendix D) 

Annually, or upon 
competitor pay-rate 
signal 

COO 

County-level referral analysis 
(Appendix A) 

Annually VP Business Development 

Financial projections (Section 4.12) Quarterly CFO 

Recommendation: leadership review this brief in full at each annual strategic planning cycle, 
with the quarterly-refresh data categories updated on a rolling basis in between. 



  

SECTION 19: APPENDIX H: PHASE 2 EXPANSION TARGET HOSPITALS 

Candidate hospitals for liaison placement in the four Phase 2 expansion counties identified in 
Section 4.4, ranked by estimated discharge volume and current competitor presence. 

County Candidate Hospital Est. Monthly 
Discharges 

Current Primary Referral Recipient 

Hays Regional Medical Center at 
San Marcos (fictional) 

260 Hill Country Home Care 

Hays Kyle Community Hospital 
(fictional) 

140 Hill Country Home Care 

Caldwell Lockhart General Hospital 
(fictional) 

95 In-house discharge coordination 

Bandera Bandera County Medical 
Center (fictional) 

70 Hill Country Home Care 

Sequencing recommendation: prioritize the two Hays County hospitals first given discharge 
volume, then extend to Caldwell and Bandera as liaison capacity from the Section 4.6 hiring 
plan comes online. 

Confidence note: hospital names are fictional placeholders and discharge-volume figures are 
illustrative estimates for template purposes. 

 


