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BACKGROUND COMMUNICATION HOME HOSPITAL PROGRAM METRICS

Patients admitted to the NYU Langone Home An advanced escalation pathway (FIGURE 1)
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Hospital program may experience changes results in the prompt recognition of patients at

STRATEGIES FOR IMPROVEMENT

in clinical status, ultimately warranting the first inclination of decompensation. This

escalation of care and further testing leads to prompt and seamless escalation of
necessitating a return to the hospital. care to facilitate high quality outcomes. Brick &
Mortar

Admissions 778
Effective strategies to facilitate a smooth Coordination Rate of Escalation 5.43 (42 escalations)
transition in care back to the brick-and- _
mortar include interdisciplinary coordination, Assessments Unexpected Mortality 0.00
nursing and physician assessments, patient Median LOS (rolling 90-day) 3.42
and caregiver communication, logistics,
handoff communication, and in-hospital Handoff ED O:E LOS (rolling 90-day) 0.71

follow-up.

patients may then be transferred back to

their homes to complete the duration of their Ph?si:liﬂ" FE':_ﬂ'ﬂtiﬂ"
hospitalization in the comfort of their home. [c;sspu'.t;f:i If patient needs to come to the hospital:
Escalations of care are reviewed in real-time Trf:gf:ﬂ*ﬂ:ﬂ:; iﬁ:::ﬁ::i:ﬂlﬁﬂt:::feﬁ?is
and debriefs are conducted to identify any command

Center RM coming back, notifies the hospitalist and
opportunities for improvement.
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procedures provided with EAS for patient transport notifies hospitalist

to hospital. Bed Board will notify the and tells them the

assigned team that the patient is on the patient location.
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