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Why Hospital at Home and what it isWhy Hospital at Home and what it is

Hospital at Home at Presbyterian Health Hospital at Home at Presbyterian Health 
SystemsSystems

Lessons for other health systemsLessons for other health systems



Why We Need Hospital at HomeWhy We Need Hospital at Home

Walter, 82, lives with his catWalter, 82, lives with his cat
COPD, Hypertension, CHFCOPD, Hypertension, CHF
Multiple medicationsMultiple medications
Multiple hospital admissionsMultiple hospital admissions



WalterWalter’’s Gripes About Hospital s Gripes About Hospital 
CareCare

““I canI can’’t get nebs on time so I end up t get nebs on time so I end up 
on the tubeon the tube””
““Food stinksFood stinks””
““Wake up in middle of night and Wake up in middle of night and 
cancan’’t get to bathroomt get to bathroom””
““No one talks to meNo one talks to me””
““I get confused I get confused ––get tied downget tied down””
““I always come home with a I always come home with a 
completely new set of medicinescompletely new set of medicines””

Walter got sick again Walter got sick again –– ““I WONI WON’’T T 
GO TO THE HOSPITALGO TO THE HOSPITAL””



How Hospital at Home Can HelpHow Hospital at Home Can Help



Hospital at Home basicsHospital at Home basics

Hospital at Home:  a substitutive program Hospital at Home:  a substitutive program 
for inpatient hospitalizationfor inpatient hospitalization
Patients meet inpatient criteriaPatients meet inpatient criteria
Diagnoses: CAP,CHF,COPD, Cellulitis, Diagnoses: CAP,CHF,COPD, Cellulitis, 
UTI / urosepsis, DVT/stable PE, UTI / urosepsis, DVT/stable PE, 
N/V/DehydrationN/V/Dehydration
Patients receive MD,RN, Home Health Patients receive MD,RN, Home Health 
aide and telehealth visits.  IV infusions, aide and telehealth visits.  IV infusions, 
O2, labs, ECG, xO2, labs, ECG, x--rays performed in the rays performed in the 
home.home.



Johns Hopkins Hospital At HomeJohns Hopkins Hospital At Home
 National Demonstration National Demonstration 

& Evaluation Study& Evaluation Study

Johns Hopkins University Johns Hopkins University 
School of Medicine & Public HealthSchool of Medicine & Public Health

Fallon Community Health Plan, Worcester, MAFallon Community Health Plan, Worcester, MA
Independent Health, Univera Health, SUNY BuffaloIndependent Health, Univera Health, SUNY Buffalo

Portland Oregon Veterans Administration Medical CenterPortland Oregon Veterans Administration Medical Center

Annals of Internal Medicine 2005;143:798-808



• 61% chose HAH care
• HaH is feasible and efficacious
• High-quality care
• Fewer complications
• Higher satisfaction
• Less caregiver stress
• Lower costs of care

HaH 
Admissions

Hospital 
Admissions



Hospital at HomeHospital at Home 
at Presbyterian Healthcare at Presbyterian Healthcare 

ServicesServices

A healthcare model for the futureA healthcare model for the future

-- and for nowand for now



Presbyterian Healthcare ServicesPresbyterian Healthcare Services

New MexicoNew Mexico’’s only private, nots only private, not--forfor--profit healthcare systemprofit healthcare system
StateState’’s largest managed care organization providing s largest managed care organization providing 
commercial health insurance, Medicaid and Medicare commercial health insurance, Medicaid and Medicare 
products to over 450,000 membersproducts to over 450,000 members
PHS hospitals, physicians, caregivers and insurance plans PHS hospitals, physicians, caregivers and insurance plans 
serve more than 710,000 patients and health plan members serve more than 710,000 patients and health plan members 
and care for one in three New Mexicansand care for one in three New Mexicans
The Presbyterian Medical Group (PMG) offers 34 locations The Presbyterian Medical Group (PMG) offers 34 locations 
statewide, has > 500 practitioners, and its clinics provide statewide, has > 500 practitioners, and its clinics provide 
more than 1.2 million annual patient visitsmore than 1.2 million annual patient visits



Why PHS Was Interested in Why PHS Was Interested in HaHHaH

PHS as an integrated delivery system has the ability to PHS as an integrated delivery system has the ability to 
manage and improve health across the continuummanage and improve health across the continuum
Is interested in innovative models of care delivery even Is interested in innovative models of care delivery even 
those that are disruptivethose that are disruptive
Bed Capacity issues in major service area Bed Capacity issues in major service area ----AlbuquerqueAlbuquerque
Prevalence of an aging population with chronic diseasePrevalence of an aging population with chronic disease——
CHF, COPD, CAPCHF, COPD, CAP
Proof of Proof of HaHHaH care being safer for vulnerable chronically ill care being safer for vulnerable chronically ill 
patientspatients——less falls, less delirium, less infections, etcless falls, less delirium, less infections, etc
Patient and family satisfactionPatient and family satisfaction
Met mission and strategic objectives to provide high quality, Met mission and strategic objectives to provide high quality, 
safe and  affordable caresafe and  affordable care



PHS PHS HaHHaH Care modelCare model
Substitutive model for hospitalizationSubstitutive model for hospitalization——an alternative to traditional an alternative to traditional 
hospital admission for  3 hospital admission for  3 dxdx mostly likely to be a source of mostly likely to be a source of 
hospitalization and rehospitalization and re--hospitalization: CHF, COPD, CAPhospitalization: CHF, COPD, CAP——later added later added 
CellulitisCellulitis, DVT/stable PE, N/V/Dehydration,  UTI/, DVT/stable PE, N/V/Dehydration,  UTI/UrosepsisUrosepsis. . 
Admit patients from ED, home health, clinics and early hospital Admit patients from ED, home health, clinics and early hospital 
discharge.discharge.
Must live within 25 miles of ED: ability to return to EDMust live within 25 miles of ED: ability to return to ED
Voluntary programVoluntary program
Provide minimum of 1 MD visit, 1Provide minimum of 1 MD visit, 1--2 RN visits, 12 RN visits, 1--2 aide visits daily and 2 aide visits daily and 
24 hour call coverage24 hour call coverage
TelehealthTelehealth video used to monitor patientsvideo used to monitor patients
DME, oxygen, medications, diagnostic services, transportation DME, oxygen, medications, diagnostic services, transportation 
provided by vendor partnersprovided by vendor partners
Average length of stay 3Average length of stay 3--5 days5 days
Discharge to Home HealthDischarge to Home Health





Summary of Program performance Summary of Program performance 
Clinical IndicatorsClinical Indicators

All are equal or better than hospital:All are equal or better than hospital:
•• CMS reportable clinical indicators are at 100 % of pts verifyingCMS reportable clinical indicators are at 100 % of pts verifying that have that have 

received received pneumovaxpneumovax, , fluvaxfluvax
•• Antibiotic timely  receipt with CAP  are at or better than inpatAntibiotic timely  receipt with CAP  are at or better than inpatient ient 

performanceperformance
•• Receipt of ACE and ARB in CHF are at or better than inpatient peReceipt of ACE and ARB in CHF are at or better than inpatient performancerformance

Customer LoyaltyCustomer Loyalty
2010 Patient Satisfaction mean score via Press 2010 Patient Satisfaction mean score via Press GaneyGaney HaHHaH Hospital Hospital 
CAHPS survey was 94.5 (Q3 2010)CAHPS survey was 94.5 (Q3 2010)

FinancialFinancial
2010 2010 HaHHaH variable costs per stay are $1000variable costs per stay are $1000--$2000 less than $2000 less than 
comparable inpatient stay costs by diagnosiscomparable inpatient stay costs by diagnosis

•• ALOS 3.5 daysALOS 3.5 days
•• Not reimbursed by MedicareNot reimbursed by Medicare
•• Provided to Health Plan patients as a benefit (managed Medicare Provided to Health Plan patients as a benefit (managed Medicare and and 

Medicaid)Medicaid)
•• PayorPayor Mix is 90Mix is 90--95% 95% capitatedcapitated ; other 5; other 5--10% are Health Plan but not 10% are Health Plan but not 

capitatedcapitated



2011: Improving Access 2011: Improving Access 

ER triage ER triage ““after hoursafter hours””
RN stationed in ED to RN stationed in ED to toto find and coordinate find and coordinate 
care in Hospital at Home, Hospice or Home care in Hospital at Home, Hospice or Home 
Health Care.Health Care.
22--11pm daily11pm daily
Works with physician (Hospital at Home or Works with physician (Hospital at Home or 
Hospice Medical Director) in assessing and Hospice Medical Director) in assessing and 
admitting patient to above service. admitting patient to above service. 
Reports nightlyReports nightly——assures follow up on assures follow up on 
patients still undergoing workuppatients still undergoing workup



2011: Medical House Calls2011: Medical House Calls

MD/NP visits for home health patients to MD/NP visits for home health patients to 
prevent ER visits or prevent ER visits or rehospitalizationrehospitalization.  .  
Urgent visits < 24 hours.Urgent visits < 24 hours.

Can deliver acute careCan deliver acute care——IV infusions, labs, IV infusions, labs, 
xx--rays if needed.rays if needed.

Developing into Medicare Developing into Medicare ““equivalentequivalent”” of of 
Hospital at Home.Hospital at Home.



2011: Transition of Care2011: Transition of Care

Pilot in July 2011for home health patientsPilot in July 2011for home health patients
Based on Naylor and Coleman Based on Naylor and Coleman 
Collect data on Collect data on rehospitalizedrehospitalized patients patients 
from Hospital at Homefrom Hospital at Home
Develop customized transition of care Develop customized transition of care 
program.program.
Ultimately to coordinate inpatient hospital Ultimately to coordinate inpatient hospital 
care coordination.care coordination.



Our Future in Preventing Hospitalization Our Future in Preventing Hospitalization 
and and 

ReRe--HospitalizationHospitalization
The value of an integrated health system: The value of an integrated health system: 
a multia multi--faceted approach to faceted approach to complex complex 
patient carepatient care

Hospital at Home/Medical House CallsHospital at Home/Medical House Calls
Home Healthcare AgencyHome Healthcare Agency
Inpatient and Outpatient HospiceInpatient and Outpatient Hospice
Inpatient and Outpatient Palliative CareInpatient and Outpatient Palliative Care



Questions?Questions?



HaHHaH Payment MethodologyPayment Methodology

Hospital at Home is paid by a DRG Hospital at Home is paid by a DRG 
(diagnosis(diagnosis--related group), rather than related group), rather than 
accessing home health benefit.accessing home health benefit.
Mimics the hospital payment methodologyMimics the hospital payment methodology
Episodic payment methodology started Episodic payment methodology started 
November 1, 2011November 1, 2011
HaHHaH will share DRG payment if patient will share DRG payment if patient 
taken from hospital.taken from hospital.
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