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LEARNING OBJECTIVES

•  Describe what Hospital at Home is and the rationale 
and evidence base for Hospital at Home care 

•  Describe key features of the Hospital at Home care 
model 

•  Describe key features of the Center for Medicare 
and Medicaid Acute Hospital Care at Home initiative 



HaH - WHY AND WHAT?



WHY WE NEED HOSPITAL AT HOME
WALTER’S GRIPES 
•  “I can’t get breathing treatments on time 

so I end up on a ventilator” 
•  “Food stinks” 
•  “No one talks to me” 
•  “I got confused and tied down” 
•  “I always come home with a completely 

new set of medicines” 
• Walter got sick… 



SAFETY RISKS OF HOSPITALIZATION

Unintended Clinical 
Consequences1,2 Poor Inpatient Access 

20% suffer delirium 

Functional status never 
regained 

HACs, falls ~12 hour ED wait 

Often >100% capacity 

Most expensive care 
setting 

1: Creditor MC. Ann Intern Med. 1993. 
2: Hung WH et al. JAMA Intern Med. 2013 
3. Covinsky K. JAMA 2011 
. 

Courtesy of Dr. David Levine 

Expensive 



BRINGING THE HOSPITAL HOME
Home-based provision of services usually provided  

in the acute inpatient setting. 

Ticona L and Schulman KA. Extreme Home Makeover — The Role of Intensive Home Health Care. N Engl J 
Med 2016; 375:1707-1709. 
Leff B. Defining and disseminating the hospital-at-home model. CMAJ 2009;180(2):156-7. 

Courtesy of Dr. David Levine 

Transfer to 
Home 

Substitutive 
with ED 

Substitutive 
without ED 

>24hrs 



SNAPSHOT OF HAH PROCESS 1.0

J Am Geriatr Soc. 1999 ;47(6):
697-702.. 

•  Home-based provision of services usually provided in the acute inpatient 
setting. 

•  If HaH not available, patient would be in a hospital bed 

Assessment Transport Care Discharge 



TIMELINE OF HOSPITAL AT HOME

’94 ’14 ’95 ’96– 
’97 

’01– 
’04 ’05 ’00 ’96 

Determined 
who and what 
to treat 

Developed eligibility 
criteria  
JAGS 45:1066, 1997 

Evaluated patient 
acceptability  
JAGS 46:605, 1998 

Pilot Studies: clinical/econ 
feasibility   
JAGS 47:697, 1999 

Early experience with CMS 

RFP to 
managed care 

National Demonstration 
and Evaluation 
Ann Int Med 143:798, 
2005 

CMMI 

Dissemination activities 



HaH MAY BE THE MOST EVIDENCE-BASED 
HEALTH SERVICE DELIVERY INNOVATION 



HaH (1.0)  IN MEDICARE MANAGED CARE
•  61% chose HAH care 
•  High-quality care 
•  Fewer complications 
•  Better patient /family 

experience  
•  Lower costs of care 
•  Less CG stress 
•  Better function 
•  High provider satisfaction 

SPECIFIC SAFETY ITEMS 
•  Condition-specific quality indicators met at same rate or better 
•  74% reduction in incident delirium 
•  51% reduction in the use of sedative medications 
•  Less chemical restraint 
•  Less death 
•  2/169 escalation 

Ann Intern Med.  2005;143:798. J Am Geriatr Soc.  2006;54:1355. J Am 
Geriatr Soc. 2008;56:117. Am J Manag Care. 2009;15:49.. J Am Geriatr 
Soc. 2009;57:273. Medical Care, 2009;47(9):979.  



HaH CMMI DEMONSTRATION @ 
MOUNT SINAI

HaH 
N=295 

Control 
N=212 

Adjusted 
OR 

Acute LOS (days) 3.2 5.5 

Readmission, all 
cause 8.6% 15.6% 0.43 

(0.31,0.52) 

ED visits, all cause 5.8% 11.7% 0.39 
(0.31,0.49) 

Highest overall 
experience rating 68% 46% 3.12  

(2.63, 3.70) 

Discharge to SNF 1.7% 10.4% -8.7% 

Overall costs $11,875 $13,133 -$1259 



U.S. HaH RCT 

•  3 vs 15 lab orders per admission 
•  14% vs 44% receipt of imaging during admission 
•  2% vs 31% receipt of consultation during admission 
•  7% vs 23% patients readmitted within 30-days 
•  7% vs 13% patients seen in the ED within 30-days 

Decreased Utilization / Post Acute Utilization 
n=91 

Unchanged Safety  
& Quality 

•  Similar rates of HACs, pain 
scores, high-value care, and 
low-value care. 

•  0 patients transferred back 
to hospital. 

Improved Physical Activity 
32% vs 66% percent of the day lying down 

Lower cost 
38% cost reduction, acute episode 

Ann Intern Med. 2020;172:77-85 
 



HAH META-ANALYSIS

21% Reduction in Mortality: 
NNT=50 

24% Reduction in 
Readmissions 

Med J Austral 2012;197:512-9 



COVID AND HaH



COVID-19 ADAPTATIONS

Transfer to 
Home 

Substitutive 
with ED 

Substitutive 
without ED 

>24hrs 

OR 

Courtesy of Dr. David Levine 



THE HaH MODEL– 50,000 FOOT VIEW



WHAT CAN BE CARED FOR IN HaH
HAH 
•  COPD 

•  CHF 

•  Pneumonia 

•  UTI 

•  Cellulitis 

•  DVT / PE 

•  Asthma 

•  Dehydration 

•  General Medicine Protocol for any 
patient that could be safely treated 
at home 

Includes 44 episodes & 151 DRGs 

Pneumonia	 16%	

Cellulitis	 14%	

CHF	 13%	

COPD		 10%	

UTI	 10%	

DVT/PE	 5%	

Asthma	 5%	

Gastro	 4%	

Renal	Failure	 2%	

Other	 21%	

Top DRGs Treated in HaH 



HaH CAPABILITIES

•  Labs 
•  Imaging  
•  Arranging visits with consulting specialists 
•  Supplemental oxygen up to 4 liters per NC* 
•  Established CPAP/BiPAP patients 
•  Respiratory treatments  
•  IV diuretics 
•  IV antibiotics (continuous and intermittent) 
•  Continuous IV fluids 
•  (PD/HD patients with established treatment plan) 
•  Wound vacs 
•  Intermittent catheterizations 
•  Chest tubes to gravity  

•  Oxygen requirements greater than 4 liters per NC* 
•  New orders for CPAP/BiPAP  
•  Cardiac drips 
•  Heparin/insulin drips 
•  Blood transfusions 
•  Continuous cardiac telemetry monitoring  
•  Continuous pulse oximetry  
•  Continuous bladder irrigation 
•  NGT to suction 
•  Frequent neuro checks  
•  IVP/IM narcotics  

*Patients with baseline oxygen use above 4L can be considered for HaH admission based on their clinical presentation including past medical history 

What treatment modalities can be used in 
the home?  

What treatment modalities can’t be used in 
the home? 



BASIC HaH CAPABILITIES, SERVICES, 
CARE TEAM

Access & 
Response 

 
24/7 access to care 
team 
 
•  First point of contact: 

immediate 
•  Emergent response: 

<10mins 
•  Urgent response: <1hr 

Services 
 
Hospital-level services at home 
that would have been provided in 
the hospital 
 
•  Pharmacy 
•  Infusion 
•  Respiratory 
•  Diagnostics (labs, imaging) 
•  Monitoring 
•  Transportation 
•  Food 
•  DME 

Care Team 
 
Tailored touches from 
interdisciplinary care team led by a 
physician 
 
•  Physician-led with daily rounding 
•  Nurse or MIH paramedic 
•  Twice daily touches 
•  Tailored as needed 

•  Physical, occupational, speech 
therapy 

•  Social work 
•  Aide 
•  Courier 

 



STUFF YOU NEED

Mantra: build for what you 
need and need what you build 
 
•  Oxygen concentrator 
•  Infusion gadget: pump vs 

elastomeric ball 
•  Monitoring gadgets: continuous vs 

intermittent 
•  Commode 
•  Scale 
•  Encrypted video, audio, text 

PEOPLE YOU NEED

Mantra: use your hospital 
wherever you can 

•  Physician 
•  Nurse 
•  Program associate 
•  +/- PT, OT, SLP, SW 
•  +/- APP 
•  +/- mobile integrated health 

paramedic 
•  +/- home health aide 



CMS ACUTE HOSPITAL CARE AT HOME



Why did CMS act now? 
 

•  Significant challenges to the capacity of health care systems across 
the country 

•  Supports models of at-home hospital care throughout the country that 
have seen prior success in leading hospital institutions and networks 

23	



Waiver Details 

•  What is being waived? 
•  §482.23(b) and (b)(1) of the Hospital Conditions of Participation, 

which require nursing services to be provided on premises 24 hours a 
day, 7 days a week and the immediate availability of a registered 
nurse for care of any patient 

•  Who is affected? 
•  Not a blanket waiver 
•  Individual waiver requests at the hospital/CMS Certification 

Number(CCN) level 
•  Individual requests from hospitals are evaluated by CMS 

24	



Duration of Waiver 

•  How long? 
•  Expected to last the duration of the Public Health Emergency (PHE) 

25	



Waiver Request Process 

•  Start here: 
•  CMS Online Portal: 

https://qualitynet.cms.gov/acute-hospital-care-at-home 
•  Also found in CMS press release on CMS.gov 

26	



Hospital Information and Attestation 

27	



Hospital Experience 

•  This key question determines the frequency of monitoring and the details required from 
a hospital in a waiver request 

28	



Path for hospitals with more experience in Acute Hospital 
Care at Home (AHCaH) 

•  Expedited process 
•  Based on hospital attestation to specific existing beneficiary protections 

•  Attested by member of C-suite of the hospital 
•  Reporting monthly 
•  Goal to allow experienced hospitals to rapidly expand this care to Medicare beneficiaries 

29	



Path for hospitals with more experience in AHCaH 
(required attestations) 

30	



Path for hospitals with more experience in AHCaH 
(required attestations) 

 
Clinician requirements 

31	



Path for hospitals with more experience in AHCaH 
(required attestations) 

 
Emergency response time 

32	



Path for hospitals with more experience in AHCaH 
(required attestations) 

•  Admissions only from an Emergency Room or inpatient hospital 
•  Hospitals will use a defined patient selection criteria developed internally or externally 

33	



Path for hospitals with more experience in AHCaH 
(required attestations) 

 
Monthly reporting 

34	



Path for hospitals with more experience in AHCaH 
(required attestations) 

 
Local safety committee will review reporting measures prior to submitting monthly reports 
to CMS 

•  Similar to Mortality and Morbidity team, but dedicated to AHCaH 
 

35	



Path for hospitals with more experience in AHCaH 
(required attestations) 

 
Accepted patient leveling process 

36	



Detailed Waiver Request Process in AHCaH 
•  Hospital will attest to each requirement of the expedited waiver request 
•  Detail processes showing how the following needs will be provided: 

•  Pharmacy 
•  Infusion 
•  Respiratory care including oxygen delivery 
•  Diagnostics (labs, radiology) 
•  Monitoring/vitals 
•  Transportation 
•  Food services 
•  Durable Medical Equipment 
•  Physical, Occupational, and Speech Therapy 
•  Social work and care coordination, including safe and seamless patient 

discharges 

37	



Detailed Waiver Request Process in AHCaH 

•  Detailed clinician staffing models 
•  Demonstrate that the initiative’s physician oversight and care can be 

provided to each patient 
•  At least two in-person visits by clinicians each day 
•  Explain how each patient is able to see an RN either in-person or 

remotely each day 
•  If using Mobile Integrated Health paramedics, their role in the team 

structure will be explained 

38	



Detailed Waiver Request Process in AHCaH 

Remote Monitoring 
•  Requester will describe how each patient is remotely connected to a hospital team 

member at all times. Explain technology and device use, staffing, and any limitations 
based on time of day or weekend 

•  Detailed explanation of how the hospital will meet the requirement of a 30 minute in-
person response time with appropriate emergency personnel, including an algorithm that 
shows the timing of each step in the process and which personnel will travel to the home 

•  Partnerships with local paramedic groups or other professionals who 
will improve this response time will be explained 

39	



Detailed Waiver Request Process in AHCaH 

 
Patient selection criteria 

•  Complete details including all inclusion and exclusion criteria 
•  Hospital will name the patient leveling process used to ensure that 

only patients requiring an acute level of care are treated in this 
program 

40	



Reporting Frequency and Goals 

•  Experienced Waiver Requests 
•  Monthly Reporting 

•  Detailed Waiver Requests  
•  Weekly Reporting 

41	



More Information and CMS Contacts 
•  email AcuteHospitalCareAtHome@cms.hhs.gov 
•  What can CMS do going forward? 
•  Frequently Asked Questions and other Resources: 

https://www.cms.gov/files/document/covid-acute-hospital-care-home-faqs.pdf 
•  Features links to journal publications, the Hospital at Home Users Group, and 

several private firms which provide information and resources for hospitals looking 
to provide this level of care 

•  Recording of CMS Webinar of December ##, 2020 – Dr. Linda DeCherrie and Dr. David Levine 
•  https://www.cms.gov/Outreach-and-Education/Outreach/OpenDoorForums/PodcastAndTranscripts 

42	



HaH USERS GROUP
•  25+ programs 
•  Developed 

•  Practice standards 
•  Quality measures 
•  Regulatory 

framework 
•  Research 
•  Advocacy 

Non-VA 
VA 

hahusersgroup.org 





WORLD HOSPITAL AT HOME 
CONGRESS

https://whahc.kenes.com/ 


