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We appreciate the generous support of



ZOOM Webinar Housekeeping

• Please submit your questions via the Q&A 
option.

• Due to the large audience for today’s webinar, 
everyone has been placed on mute.

• If you have any technical issues, please contact 
Jane Donahue (jdonahue@aboutscp.com) or 
send her a message via the Zoom chat feature.



The National HaH Quality Registry

• The National HaH Quality Registry (NHaHQR) is a de-identified, 
patient-level dataset that seeks to capture information on all patients 
enrolled in HaH programs nationwide.

• 49 individual hospitals representing 39k+ patients are currently 
participating.

• It’s free to participate and health systems names will not be 
shared.

• Participants will get  annual benchmarking reports to assess 
program performance, identify areas for improvement, and 
demonstrate value.

• Help us collect critical data to move HaH policy and 
regulatory conversations forward – join today!

HaH QR Interest 
Form



NEW! 2026 HaH Site Exchange Program
Join this peer learning opportunity to build new and lasting professional 
relationships, expand your networks to address program challenges, and 
work together to improve patient care!

Fall 2025 – Sign Up Now!
▪ Scan the QR code and submit the Interest Form by November 1 to join!
▪ Choose to host a visit or observe at another site.
▪ Identify focus areas (e.g., staffing, patient flow, or escalation processes).
▪ Open to new and established programs.

Winter 2025 - Matching Phase
▪ HaHUG Practice Standards Council will match programs with similar goals and context.
▪ Complete a brief Visit Prep Questionnaire prior to your exchange.

Spring 2026 – Site Visits
▪ Participate in a peer-learning visit (virtual or in-person).

Scan the QR code to 

submit your interest 
form!

https://redcap.mountsinai.org/redcap/surveys/?s=R8EFXJYX3YYKCD3E


Website: hahusersgroup.org
LinkedIn: @Hospital at Home Users Group
TA Center: hahusersgroup.org/technical-

assistance-center



The HaH Users Group Webinar Series
Hospital at Home, Medicaid, and Equity: Lessons from Three States

Can We Deliver Skilled Nursing Facility Care at Home? Should We?

Go Home and Go Big: Scaling Strategies for Hospital at Home Programs

Family First: Prioritizing Caregivers in Hospital at Home

Age-Friendly Beyond the Hospital: Innovation in Hospital at Home

The State of State Policy: Opportunities and Challenges for Hospital at Home

When Digital Goes Down: Ensuring Care Continuity in a Catastrophic Tech Crash

CMS on Hospital at Home: The AHCAH Waiver Study and the Future of the Field

Just in Case: What to Do If Congress Doesn’t Extend the AHCAH Waiver in 2024

Putting the Puzzle Pieces Together: Best Practices in Hospital at Home Logistics

Essentials of Hospital at Home Pharmacy

At Home, In Motion: Innovations in Hospital at Home Physical and Occupational Therapy

Engage, Educate, Empower: Strategies to Teach and Train Hospital at Home Providers 

Adapting Hospital at Home to Alternate Settings

Hospital at Home Policy Ahead: The Waiver, its Extension and Beyond

See the full list of webinars on the Events page at HaHUsersGroup.org



Stephen Dorner, MD, MPH, MSc

Chief of Clinical Operations & Medical Affairs, 
Mass General Brigham Healthcare at Home



Another Way: Opportunities 
and Challenges of Ambulatory 
Models of Hospital at Home

Today’s Webinar



Learn more at: HaHUsersGroup.org
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• None

• Ron Li, MD

• None
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• None

• Colin Findlay, MD

• None

• Peter Read, DO

• None

• Kamia Thakur, MD

• None



Allina Health Home Hospital 
Care
October 2025
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Two Distinct Programs

Allina Health
Home Hospital Care

Acute Hospital Care at Home 

(Inpatient Alternative)

Elevated Care at Home

(SNF and OBS alternative)

Admission Discharge

Confidential
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Offering Differences between Acute Hospital Care and Elevated Care Programs

Home Hospital Care Program

Care Model Component Acute Hospital Care at Home Elevated Care at Home

MD/APP Oversight At least daily telehealth visits At least daily telehealth visits

RN Visits At least 2x visits daily Daily visits for first 2 days and as needed after

Community Paramedic Visits Initial visit within 2 hours of discharge in-home Same-day visit of discharge

Medications IP Pharmacy delivered to patient’s house via courier OP Pharmacy

Medication Administration
Every medication admin is viewed in-person and/or 

via video [including overnight] 
Self-administered

PT/OT/ST Available based on patient need Available based on patient need

Biometric/Vital Monitoring Available 24/7 Available 24/7

Food Delivery Available based on patient need Available as a resource

Triage/On Call Provider Available 24/7 Available 24/7

DME Available based on patient need Available based on patient need

Imaging [EKG, X Ray, US] Available in-home based on patient need Available in-home based on patient need



Stanford Health Care at Home

October 28, 2025
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Program Overview

Confidential

The Stanford Health Care At Home Program is a virtual care at home 

model to improve transitions of care to home post-discharge with the aim 

to increase hospital capacity. 

Value Drivers: Inpatient bed days saved via inpatient LOS reduction (not 

yet quantified)



Existing SHC at Home Care Model Capabilities

HOME HEALTH / PT

LAB

PHARMACY 
& INFUSION

IN-PERSON

VIRTUAL SHC PROVIDER
▪ APP visit
▪ Gen Med MD oversight

VIRTUAL NURSING
▪ Daily nursing visits

▪ 24/7 access
▪ Triage

VIRTUAL CARE

SHC CASE MANAGER

DAILY VITALS 
COLLECTION

BP, SPO2, temp, weight 
via wireless devices​Patient

VIRTUAL SHC 
RESPIRATORY 

THERAPIST



Ambulatory Care Model and Billing Practices

Modality Service Frequency Billing

Virtual SHC APP Visits, with MD Oversight 2 – 3 times per stay Ambulatory E&M codes to SHC

Third-party Nursing ▪ Daily
▪ 24/7 on-demand access

N/A

SHC Transition of Care Pharmacy As needed N/A

SHC Case Management Daily and ad-hoc N/A

Vitals Collection Daily N/A

SHC Respiratory Therapy Referral pathway as needed N/A

In-Person Home Health As needed Following existing billing pathways for 
patients who qualify for home health

Infusion Pharmacy As needed Following existing billing pathways for 
patients who qualify for home infusion

Labs As needed Following existing billing pathways for 
labs

Follow patients for 5 – 7 days post-discharge 



19 19

9 Markets Across 2 States

12 Acute Care Delivery Sites

24 lines of business, 28 Care Divisions

Clinical Access Center, 15 Urgent Care Centers, Virtual Care

370 Practice, Lab, Imaging and Therapy locations

Home Care, Hospice, and Home Infusion Services 

Owned Health Plan

1,300+ FTE Providers 

28,000+ Employees

700,000+ Unique Patients

Sentara Healthcare 



Sentara to Home – Early Transitions Program

➢History:

✓April 2020 – S2H was launched to provide capacity capabilities for hospitals 
due to Covid surges

✓Designed to provide hospital level care to patients at home, to facilitate early 
discharge and improve transition outcomes

✓Patients discharged from hospital while still meeting inpatient criteria 

✓ Eligibility Requirements 

• Clinically stabilizing (if on O2 <6LPM)

• Predictable course

• Eligible for home health

• Caregiver support

20
20



Sentara to Home – Early Transitions Program

➢ Clinical Model:

✓Discharged from inpatient to home health

✓Partnership between home health and hospital medicine

✓Remote patient monitoring

✓Daily RN visits with virtual visit with hospitalist to replicate daily rounding for 
3-5 days before transitioning to PCP

✓Patient nursing visits reduced to intermittent ranges until discharge to 
traditional home health

21
21



UNITYPOINT HEALTH: 
AMBULATORY HOSPITAL AT 
HOME

10/28/2025 Sample Footer Text 22



UNITYPOINT 
CARE AT HOME 
CLINIC

Program

Opened September 2018

Suite of home-based care options ranging from proactive/preventative 
to urgent/interventional visits: a clinic that makes house calls

E.g. Annual wellness visits in the home -> Hospital at Home

Both ambulatory and inpatient Hospital at Home 

To provide care for patients who have barriers to accessing traditional 
clinic care->avert the need for higher-level care

Not concierge care 

Extension of the PCP into the home (do not carry a unique panel)

Markets served: Des Moines, Waterloo, Cedar Rapids, Quad Cities

Initial Program Goal

The program aimed to capture shared savings through alignment with 
at-risk contracting models.

Volume

Providers see 4-5 pts/day (8am-5p)

Mix of routine follow-up and urgent/HaH

HaH ADC: 3-6

10/28/2025 Sample Footer Text 23



UNIQUE ASPECT 
OF OUR PROGRAM

In-Person Home Visits

All patient visits are conducted in person at their homes

Place of Service Code 12

The clinic uses place of service code 12 for home visits, 
distinguishing it from traditional clinic visits with a place of 
service code of 11.

E/M codes: 99347-50 

Partnerships

Insourced Home health, home infusion pharmacy, and HME

Hospital-level services

Not all markets have an active HaH program

10/28/2025 Sample Footer Text 24



CHALLENGES 

10/28/2025 Sample Footer Text 25

Efficiency

Windshield time

Culture change

Leadership, Clinic providers, Payors

Flexibility 

Finding unique ways to care for patients

Staffing

Finding the right providers and RN’s



Ambulatory Hospital-at-Home (HaH) Program Setup Flowsheet 
Penn State Health

• Phase 1: Strategic Foundations

• Insurance Contracts – Value-based payor partnerships

• Executive Leadership Buy-In – Executive champions and alignment

• Phase 2: Clinical & Cultural Alignment

• Physician Buy-In – Identify HaH advocates

• ED Partnership – Define referral pathways and education



Ambulatory Hospital-at-Home (HaH) Program Setup Flowsheet 
Penn State Health

• Phase 3: Outreach & Integration

• Specialty Clinic Education – Train referral sources

• Patient Education – Engage and empower HaH ambassadors

• Phase 4: Continuous Improvement

• Operational Readiness – Build multidisciplinary team and telehealth 
infrastructure

• Continuous Improvement – Track KPIs: LOS, readmissions, patient 
satisfaction, cost savings



Q&A



The National HaH Quality Registry

• The National HaH Quality Registry (NHaHQR) is a de-identified, 
patient-level dataset that seeks to capture information on all patients 
enrolled in HaH programs nationwide.

• 49 individual hospitals representing 39k+ patients are currently 
participating.

• It’s free to participate and health systems names will not be 
shared.

• Participants will get  annual benchmarking reports to assess 
program performance, identify areas for improvement, and 
demonstrate value.

• Help us collect critical data to move HaH policy and 
regulatory conversations forward – join today!

NHaHQR Interest 
Form



NEW! 2026 HaH Site Exchange Program
Join this peer learning opportunity to build new and lasting professional 
relationships, expand your networks to address program challenges, and 
work together to improve patient care!

Fall 2025 – Sign Up Now!
▪ Scan the QR code and submit the Interest Form by November 1 to join!
▪ Choose to host a visit or observe at another site.
▪ Identify focus areas (e.g., staffing, patient flow, or escalation processes).
▪ Open to new and established programs.

Winter 2025 - Matching Phase
▪ HaHUG Practice Standards Council will match programs with similar goals and context.
▪ Complete a brief Visit Prep Questionnaire prior to your exchange.

Spring 2026 – Site Visits
▪ Participate in a peer-learning visit (virtual or in-person).

Scan the QR code to 

submit your interest 
form!

https://redcap.mountsinai.org/redcap/surveys/?s=R8EFXJYX3YYKCD3E


The HaH Users Group Webinar Series
Hospital at Home, Medicaid, and Equity: Lessons from Three States

Can We Deliver Skilled Nursing Facility Care at Home? Should We?

Go Home and Go Big: Scaling Strategies for Hospital at Home Programs

Family First: Prioritizing Caregivers in Hospital at Home

Age-Friendly Beyond the Hospital: Innovation in Hospital at Home

The State of State Policy: Opportunities and Challenges for Hospital at Home

When Digital Goes Down: Ensuring Care Continuity in a Catastrophic Tech Crash

CMS on Hospital at Home: The AHCAH Waiver Study and the Future of the Field

Just in Case: What to Do If Congress Doesn’t Extend the AHCAH Waiver in 2024

Putting the Puzzle Pieces Together: Best Practices in Hospital at Home Logistics

Essentials in Hospital at Home Pharmacy

At Home, In Motion: Innovations in Hospital at Home Physical and Occupational Therapy

Engage, Educate, Empower: Strategies to Teach and Train Hospital at Home Providers 

Adapting Hospital at Home to Alternate Settings

Hospital at Home Policy Ahead: The Waiver, its Extension and Beyond

See the full list of webinars on the Events page at HaHUsersGroup.org



Learn more at: HaHUsersGroup.org

Check Out Our TA Center

Webinars Tools
Information/

Research

A comprehensive library of helpful resources on a range of essential HaH topics, updated regularly.

https://www.hahusersgroup.org/technical-assistance-center/



THANK YOU
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