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Objectives
• Describe reasoning behind “acute care at 

home” and the evidence base

• Introduce our Integra @ Home model

• Review our partnership model

• Discuss lessons learned
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Who Are We at Integra?

• Care New England - 3 
hospitals: Kent, WIH, Butler

• Certified home health & 
hospice agency – VNA of 
CNE

• The Providence Center  -
ambulatory behavioral 
health provider

• Affiliated with RI Primary 
Care Physician Corporation

• Integra is responsible for ~ 
120,000 covered lives
• MA, MSSP, Commercial, 

Medicaid AE



Identified Operational Challenge

• High cost/high need beneficiaries

• Chronic disease

• Disabilities

• Social complexities

Proprietary and confidential

Presenter
Presentation Notes
An operational challenge that we identified was in relation to Integra’s target population which is the most likely high-cost/high-need beneficiaries, where chronic disease, disability and social complexity pre-dispose them to unplanned exacerbations that often trigger a cascade of emergency department visits, hospital admissions and post-acute care needs. The concern with traditional operational models is excessive cost, potential for patient harm, and often incompatibility with patient goals of care. 



Why is this important?

• Hospitalization is not always ideal or 
even pleasant

• Patients, caregivers and families need 
options

• Expensive care doesn’t always 
provide optimum health 

• Older adults can have adverse events 
with hospitalization
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Chart reviews showed us that some patients would have declined aggressive care if they understood the choices betterHigh costs at end-of-life:Both immediate (3-4 months) and remotely (last 2 years of life)



Goal: Care that older adults WANT

• Increase “goals of care” conversations
• Anticipate emergencies & expected 

complications
• More care in the home, more options 
• Partner with others to provide critical 

support services



Mrs. D

• 104 years old, medical history of CHF, 
hypertension, frequent UTIs and hospital 
stays typically complicated by delirium 
and confusion.  Lives at home with her son 
who is her caregiver with private aid 
support, fiercely independent and does not 
want any aggressive care.  
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Mrs D tired of frequent hospitalizations, did poorly there with frequent delirium despite no dementia.  Didn’t like SNF.  Frail and got deconditioned.  Transitioned to I@H and go more support for her son who was her caregiver, did well at home and we cut down on utilization.  Did have one more inpatient stay, but of most note was that her son struggled with advance directives and patient who was cognitively intact wanted dnr/dni, he struggled and didn’t want that so she’d say “do what he wants, he decides for me”.  We were able to work w/him over time and he got to know our NCM and they had good discussion and her care plan was adapted to better reflect her wishes.  She passed away at home on home hospice.  



Mrs. D

• Typical course – UTI begins and she gets 
confused, disoriented and it’s hard for her 
son to keep her safe

• She goes to the ER where she always gets 
admitted due to her age and medical history

• She gets more confused, ends up in bed with 
medications to keep her calm, and then needs 
a rehab stay prior to going home

• Cycle repeats….



Mrs. D

• She’s frustrated and spends 2 -3 weeks at a 
time in this process

• Son feels guilty “but I had to take her in, 
right?”

• Our nurse care manager “there has to be a 
better way!”



Why I@H?

• Our patients needed a higher level of care 
at home, and often expressed a desire 
to stay out of the hospital

• We wanted to be proactive not reactive

• Our staff were hungry for better 
options!
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ROI/value for ACOAligned incentives – Integra wants to avoid ED visits & hospitalizations, and care for patients at home who would do better there/prefer to be there Challenges – payment models, limited number of visits for home care, response times (4 hours for RN visit, meds, IV placement)



Existing programs

• Mt. Sinai 
• Hopkins
• Brigham



The evidence for hospital at home
JAMA Internal 
Medicine

August 2018

H@H patients had:
• shorter LOS (3.2 d vs. 

5.5 d)
• Fewer ED revisits (5.8% 

vs. 11.7%)
• Fewer SNF admissions 

1.7% vs. 10.4%
• Higher ratings of care 

experience



Future developments 
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PTAC = physician focused payment model technical advisory committee



National efforts

• PTAC recommendation
• H@H user group – Sinai, Hopkins & 

Brigham with West Health and Hartford 
Foundation support
• National + Canada
• Goal – provide the regulatory guidance, 

quality metrics, and standards 

• Integra at the table 



Our journey….

• New ACO
• Complex care management program
• Focus on “what matters”
• IHI conversation project sponsors
• IHI – West Health Institute - grant 

opportunity to “test alternatives to acute 
care”



Our Model:

• Step up from our 
existing complex 
care management 
program

• Careful patient 
selection

• Detailed criteria 
for enrollment
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Caregiver support is critical Nurse Case Management referralGoals of Care Conversations/Medical Orders for Life-sustaining Treatment (MOLST)Caregiver supportCareful pre-enrollment process



Complex Care Management Team 

• Enrollment factors: 
• Cost analysis
• Claims and utilization
• PCP referral
• Hospitalization 

outreach
• Risk assessment -

payers
• Many are frail & older 

with multi-morbidity
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Complex Care Management team provides patient centric care.Currently about 1270 enrolledTargeted for enrollment based on high utilization markers, frequent hospitalizations or PCP referralsMany of these patients are frail older adults and or/have advanced illnessEvery patient gets assigned a nurse care manager and has availability of multidisciplinary teamStrong social work supportMedical Assistants - perform wellness calls, accompany patient to visits if neededResource specialists - help with Medicaid apps., transportation booking, etc.Oversight by medical directors who include a geriatrician and palliative care physician



Early steps

• Existing program with NPs in the field to 
augment PCP practice care

• “Call first” campaign -- we were using this to 
engage with patients and families to call our 
team before seeking acute care/ED care

• Patients were engaged in needs assessment 
by our nurse care managers & they were 
excited about the option for more care at 
home



Enrollment criteria

• Adults over 70
• Higher risk population
• Target diagnoses
• Exclusion criteria

Presenter
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Multiple medical conditions are a target - Frailty, functional or cognitive impairmentTarget diagnoses included CHF, COPD, UTI and after thorough review of patients medical record other dx considered...dehydrationExclusion Criteria…look for safety issues in the home, lack of support, acuity too high, etc. Needing more than 4L O2, monitoring needs too high, early sepsis, lack of a caregiver



Pre-enrollment:

• Nurse case manager electronic referral form 
• PCP referral 
• I@H team case discussion and review
• I@H clinician and Community Paramedicine 

pre-enrollment home assessments
• Patient/family consent
• Social work screening – caregiver support
• Proactive visits begin

Proprietary and confidential
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Pre-enrollment Electronic form completed by the NCM and emailed to the Integra at home team for review – Review process includes - patient/caregiver interest and ensuring no exclusionsNCM and PCP involvement crucial to identifying patients that are the best fit for the programOne of the keys to our success is …proactive visits and communication between all parties/partners. Joint pre-enrollment home visits…building trust with the patient/family/caregiver while ensuring safety of team.



Early lessons learned:
• Finding the right partners is important

• Response time is key

• Test, test and test some more!!

• Adequate coverage and collaboration is 
crucial

• Communication and team building

Proprietary and confidential
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Through numerous table top and in home (live) simulationsWe identified that it was essential to determine the right fit when selecting partners for our program. Community Based as well as Health System Partners …We included Home care, infusion company, lab service, mobile XR, physician/PA, NP, community paramedicine, courier service for specimen transport, all partners were active participants in our table top and live simulations.From the simulations we learned that  ….The need for layers of coverage to try to prevent anything from slipping through the cracks.



Team building

• Weekly “huddles” I@H team and 
community paramedicine team

• Team checklists with processes and 
communication guidelines for I@H 
episode

• Layers of coverage to have backup 
available 

Proprietary and confidential
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Team Building Is another key component of our successful implementationWe held initial weekly huddles with the I@H and Community paramedicine team that we found to be a key component of our success and continue to maintain these huddlesWith our partners we designed checklists with processes that went across the I@H episode of care. We wanted to assure that we had double and triple checks in place that included all aspects of our program including layers of backup coverage to assure a timely response.



Key decisions

Most successful team for our go-live 
involved:

• Physician, physician assistant/NP clinician 
team

• Nurse care manager as the communication 
lead/hub of care 

• Community paramedicine as core partner 
and team member

Proprietary and confidential
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Key learnings and decisions throughout the design and building phaseWe needed a strong clinical team… we felt for our program the best team was a geriatrician and PAs with ED experience (brought a different perspective to our program) and a Nurse PractitionerThe Nurse care manager was key in the communication between all partners and having Community paramedicine as a core partner/team member who was respected in the community brought credibility to our program.



Model at Go Live!
• Patient identified and pre-enrolled
• Pre-enrollment visits by I@H clinician (PA or MD), MSW and 

community paramedicine team
• Safety assessment, medication reconciliation, goals of care 

discussion, plan of care, care giver stressors
• VNA, Pharmacy, IV infusion, lab services lined up
• “Activation” call to Integra on call triggers I@H episode.  
• Followed x 30 days after discharge from acute episode of care

Proprietary and confidential
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Our Go Live model …We had identified potential patients through the nurse care managers and PA/NPs.Patients were pre-enrolled and visits completed by Community Paramedicine/PAs/MSW…we did these to start building a trusting relationship and identify baseline assessment and barriers to careAncillary supports were provided with a copy of the signed consent/MOLST/ demographics/ and baseline assessment (VNA) this allowed these services to pre-registar the patient and thus decrease their time to respond when an “activation” call occurs.Once a patient “activated” they were followed in the home by CP, PA/MD and other required services until acute episode resolved. They then are followed for 30 days post acute episode of care for ed/in-patient hospitalization.



Family and 
Caregiver Education

• When, Why and How to call us
• Integra @Home folder

Presenter
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Folder material …Neon yellow folder, brochures, consent, lab orders, contact info, patient education materials,MOLSTS, checklists



Mr. F.

• 82 years old with COPD, CHF, CAD, 
former smoker, frail, frequent 
hospitalizations for CHF and COPD 
exacerbations.  Lives with a family 
member who is a full time caregiver and 
his only support.  He has been frustrated 
by ongoing hospitalizations and gets 
confused by all the medication changes 
that happen each time. 



Mr. F.

• His NCM introduces I@H for CHF and he 
is thrilled, he signs right up.  First 
hospitalization at home goes well and 48 
hours in he is thrilled. 

• 24 hours later his shortness of breath is 
worse and he is seen acutely by the 
community paramedicine team and the 
PA.



Mr. F.

• What happened?
• “The comforts of home…”

• Delivery and processed foods
• Cigarette breaks



Identifying safety risks
• Response to change in condition – can we be timely enough?

• Adverse events – medications, disease escalation

• Family/caregiver buy in and adherence

• Injury due to physical hazards in the home

• Non-arrival of equipment – O2 for example

• Adverse effects on family caregivers - How can we watch for 
that?  Social work support?

Proprietary and confidential
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We were extremely concerned about identifying safety risks…In particular could we respond in a timely manner… our in-home response time has been less than 30 minutes with an average between 15-20How could/would we respond to an adverse event – clinician in constant contact with Community paramedicine, electronic transfer of cardiograms, vs etc. Home care working off of our treatment plan during the activation period. Everyone communicating with one another.Non-arrival of equipment –  New order for oxygen can take minimally 4 hours or more to be delivered. We worked with our Community Paramedicine provider for them to provide the O2 until  DME delivers.Caregiver stressors wasn’t anything unique to our patient population, we had identified the potential of escalation related to the changes in potential responsibility of the caregiver and the potential added stressors. By having the social worker involved during the pre-enrollment process the seeds had been planted for the caregiver to have their own support.



Monthly Membership
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Our pre-enrollment started on September 21, 2019 and our first “activation” occurred 7 days later on September 28th.Since then we have seen a steady growth in both I@H and Community Paramedicine patients.



Clinical results to date

Referrals Number Percent
Hospice 7 20

Program Possible ED 
diversions

Possible IP 
diversions

I@H
activations

Totals

Community 
Paramedicine

54 32 n/a 86

Integra @ 
Home

53 31 47 84



Patient survey results
17 Surveys 48 Mailed since inception* 35% Response rate

Were we able to provide coverage during the Da 53% Always
Evening, Nights,Wkend? 47% Always

Did we provide explanations? 73% Always
Were we all respectful? 75% Always

Did our team members discuss specific goals? 88% Always

How do our programs rate? 94% Good or Above

Have our providers improved your knowledge? 59% Just Some

Was the ER Avoided? 47% of the time

Do you Recommend our Programs? 94% Yes

Patient completed the survey: 50%

* some patients have dis-enrolled &/or expired. A few have recieved duplicate mailings.
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Our goals for what we wanted to learn from our patients:Health understanding - Did I@H staff explain things in a way that was easy to understand?  Response time - How often did you get a response as soon as you needed?Satisfaction - How would you rate the I@H program?Some direct quotes:"Keep up the good work in all you do"                                     "I love Integra and its people!"                                           "This is an excellent program, providing top notch care in an expedited fashion.  Everyone us extremely professional and very knowledgable.  My father has been cared for respectfully by every individual-have had contact with.  We cannot say enough about this entire program!  I thank you so much for all they have done!" "the integra program has contributed to my mothers recovery by monitoring her at home.  This kept her from going out during the flu season for doctor visits and lab tests also, it may have prevented falls during the winter months, where the ground is icy.  integra has a great prevention program that limits hospitalizations." 



Mrs. B

• Mrs. B.  72 year old with anxiety, 
COPD/CHF, lives alone.  Functional 
impairment, frequent episodes of 
shortness of breath, ER and 
hospitalizations. CP visits once a week 
proactively helped her with anxiety and 
reduced ED/inpatient stays.  Developed a 
closer relationship with NCM and more 
supports provided in the home. 
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Mrs. B.  Very frequent ED visits and hospitalizations.  Many for anxiety, social stressors.  CP visits once a week proactively helped her with anxiety and reduced ED/inpatient stays.  Developed a closer relationship with NCM and more supports provided in the home.  Utilization reduces dramatically our team follows her for just shy of 1 year.  Then her resp sxs worsen and her prognosis changes, she transitions to hospice care.  We provide a gentle and seamless transition. 



Future Plans

• Provider survey

• Increase eligibility criteria

• Hiring additional clinicians

• Dedicated CCM team (nurse care manager 
and scheduler/coder/biller)

Proprietary and confidential
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Our future plans for the program include Having a provider survey related to our I@H program and how the program has had an impact on them and their patients.Increasing eligibility criteria…we are currently bringing on patients with additional dx after a thorough medical record review by the clinical team. This is on a case by case basis. We are currently recruiting for a full time clinician



Summary:

• Hospital at home programs improve 
quality of care and to better meet “what 
matters” to our patients

• Individualizing the program to the setting 
& the patient population is important

• Partnerships, the right ones, are key 
• Patient/caregiver education & support is 

important
• Test, and re-test & adapt as you go

Presenter
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Share the early lesson on diet/eating when on I@H for CHF exacerbation
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Questions?

Thank you

Ana Tuya Fulton
afulton@carene.org

Ruth Scott
rscott@carene.org
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	Integra @ Home �Acute Care at Home – Partnering with paramedicine
	Disclosures
	Objectives
	Who Are We at Integra?
	Identified Operational Challenge
	Why is this important?
	Goal: Care that older adults WANT
	Mrs. D
	Mrs. D
	Mrs. D
	Why I@H?
	Existing programs
	The evidence for hospital at home
	Future developments 
	National efforts
	Our journey….
	Our Model:
	Complex Care Management Team 
	Early steps
	Enrollment criteria
	Pre-enrollment:
	Early lessons learned:
	Team building
	Key decisions
	Model at Go Live!
	Family and �Caregiver Education
	Mr. F.
	Mr. F.
	Mr. F.
	Identifying safety risks
	Monthly Membership
	Clinical results to date
	Patient survey results
	Mrs. B
	Future Plans
	Summary:
	Acknowledgements:
	Questions?

