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HOSPITAL AT HOME 
(HaH) provides hospi-
tal-level care in a patient’s 
home in lieu of traditional in-
patient care. HaH developed out 
of recognition that hospitals fre-
quently aren’t ideal care environments, es-
pecially for older frail adults susceptible to 
hospital-associated complications. Since the 
COVID-19 pandemic began, interest in 
avoiding hospital care has increased. Nursing 
plays an integral role in HaH care, drawing on 
skill sets from home health, inpatient, and tele-
health medicine.  

 
HaH History 
In the 1990s, Bruce Leff, MD, introduced HaH 
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to the United States at The Johns Hopkins Hos-
pital. However, the model stalled due to the 
multi-payer system and the absence of an ac-
cepted payment model. Internationally, HaH 
has scaled in several countries, including Aus-
tralia, France, and Spain. A few U.S. health sys-
tems have maintained HaH programs since the 
1990s, most notably at Department of Veterans 
Affairs hospitals. Some programs have grown 
out of home-based primary care (traditional 
house calls), but are distinctive in patient acuity 
level (HaH treats acute conditions requiring in-
patient care, whereas home-based primary care 
treats simple acute and chronic conditions). 

Evidence suggests that, compared to tradi-
tional hospital care, HaH is associated with 
improved patient safety, reduced mortality, a 
better patient and family experience, enhanced 
quality, and reduced cost. Common HaH-
qualifying conditions include exacerbations of 
chronic heart failure, chronic obstructive pul-
monary disease and asthma, COVID-19 pneu-
monia, infections requiring I.V. antibiotics, 
and post-chemotherapy neutropenia. Eligible 
patients must live in a safe home environment 
suitable for HaH care. 

In 2014, Mount Sinai Health System, in 
New York City, received a Centers for 
Medicare & Medicaid Innovation award to im-
plement an HaH program, which so far has 
cared for more than 1,000 patients. Within the 
Mount Sinai program, acute care RNs 
(ACRNs) visit patients twice daily, and a 
physician or nurse practitioner (NP) sees the 
patient daily via in-person or telehealth visits. 
Patients have access to the care team 24 hours 
7 days a week, including urgent evaluations by 
a community paramedic. 

Before the COVID-19 pandemic, a shift to 
value-based care drove growing interest in 
HaH. Hospitals experiencing capacity issues 
considered HaH programs a solution to in-
creasing traditional hospital capacity. As the 
initial waves of COVID-19 hit major cities, 
concerns about hospital capacity led several ex-
isting HaH programs to expand and adapt 
their models. (See HaH and COVID.)  

 
HaH care delivery  
The literature describes two main categories of 
HaH care delivery: substitution HaH and ear-
ly discharge. Substitution HaH admits patients 
requiring hospital-level care directly to home, 
usually from the emergency department (ED). 

Less commonly, patients enrolled in managed 
and commercial health plans that contract 
with the HaH program can be admitted from 
an ambulatory clinic or directly from home. In 
early discharge HaH, a patient receiving tradi-
tional hospital care and who has a continued 
need is assessed for eligibility and offered HaH. 
They’re brought home by medical transport, 
where they receive the same diagnostic and ther-
apeutic services they would have received in the 
hospital—blood tests, x-rays, ultrasounds, respi-
ratory treatments, and I.V. medications. HaH 
also includes many of the same integral staff 
roles necessary to provide hospital-level care, 
such as physical therapy, occupational therapy, 
speech therapy, social work, patient care assis-
tants, phlebotomy, and nursing. 

 
HaH skill set  
Whatever the program’s staffing structure, suc-
cess requires strong clinical, technical, and 
communication skills. Because clinicians make 
independent home visits, team members must 
be flexible, adaptable, and comfortable work-
ing autonomously in unfamiliar environments. 
HaH programs’ application of telehealth 
modalities, remote patient monitoring, Blue-
tooth-enabled tools, and Wi-Fi or network-
connected platforms requires that staff learn 
how to use and troubleshoot technology. Tele-
health relies on HIPAA-compliant chat 
modalities for team communication, as well as 
electronic health records. Staff also may imple-
ment point-of-care laboratory diagnostics and 
mobile tech-enabled solutions to dispense 
medication and document its administration. 
In addition to communication with the pa-
tient, clinicians also must share information 
with caregivers who want to learn about the 

HaH and COVID 
    
In November 2020, the Centers for Medicare & Medicaid Services 
(CMS) implemented the Acute Hospital Care at Home (AHCaH) waiver, 
which provides hospital-level payment for hospital at home (HaH) care 
for the duration of the COVID-19 public health emergency. This waiver 
recognizes HaH care as a virtual hospital unit and waives the hospital 
requirement for 24-hour on-site nursing. 

As of January 13, 2022, CMS granted waivers to 194 hospitals and 
87 health systems across the country. Although the AHCaH waiver pays 
only for acute hospital substitution for Medicare fee-for-service pa-
tients, Mount Sinai Health System’s HaH program cares for patients in 
a 30-day episode of care (an acute phase followed by a telemonitoring 
phase for patients enrolled in Medicare Advantage, commercial, or 
managed Medicaid plans contracted with Mount Sinai for this period 
of care). For patients with an AHCaH waiver and enrolled in contracted 
health plans, acute care nursing is paid for under those arrangements 
and not through traditional home health benefits. 
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treatment plan, program details, and this new 
care model. (See Nursing skill sets and HaH.)  

 
HaH nursing roles  
Many HaH nursing teams include market re-
covery care coordinators (mRCCs), ACRNs, 
virtual care unit (VCU) coordinators, NPs, 
and nurse managers with specialized skills and 
experience in medical-surgical, emergency care, 
critical care, home care, adult/geriatrics, pallia-
tive care, and case management. (Other health-
care organizations may have similar roles with 
different titles.) The team follows the patient 
throughout the HaH phases, from recruitment 
to the acute phase followed by discharge or a 
monitoring phase. (See Nursing roles.) 

 
Market recovery care coordinators  
At Mount Sinai, the mRCC screens and recruits 
eligible patients and organizes all aspects of the 
patient’s transfer from the ED or inpatient floor 
to home. They educate qualified patients, their 
caregivers, and the ED/inpatient care team 
about HaH services. Once an interested patient 
is deemed clinically appropriate, the mRCC 
collaborates with a care team of hospitalists, 
nurses, social workers, and case managers to 
start the HaH admission process. They screen 
patients at the bedside for home safety con-
cerns using questionnaires and chart reviews, 
expedite the pre-admission work-up, and lead 
admission huddles between the ED/inpatient 
care team and the HaH team. 

During the HaH admission process, the 
mRCC coordinates with hospital social work-
ers and various vendors to facilitate patient care 
assistant placement, arrange transportation, 

and coordinate delivery of medication, tele-
health equipment, and nursing supplies to the 
home. Throughout the course of the patient’s 
HaH stay, the mRCC supports ACRNs and 
the virtual care team by collecting additional 
medications and supplies from the hospital 
pharmacy for delivery to the patient’s home. 

 
Acute care RNs 
ACRNs are a group of contracted home health 
agency nurses specially trained and dedicated to 
caring for patients in HaH outside of a home 
health episode of care. At the start of the acute 
phase, the ACRN arrives at the home within 2 
hours of the patient’s arrival to transform it into 
a hospital room. At this admission visit, the 
ACRN performs a clinical and safety assessment 
to ensure patient stability, identifies risk factors 
that may contribute to a decline in health (such 
as inadequate caregiver support or food insecuri-
ty), and performs a comprehensive medication 
reconciliation. The ACRN reports clinical 
changes, home safety concerns requiring escala-
tion back to the traditional hospital, and medica-
tion discrepancies to the provider. They also per-
form patient and family education about the use 
of telehealth equipment and discharge planning. 

The ACRN conducts twice-daily home vis-
its throughout the acute phase to assess the pa-
tient’s clinical status, implement nursing orders, 
and provide ongoing education. Nursing inter-
ventions include pre-pouring medication; ad-
ministrating oral, I.V., and injectable medica-
tions; and monitoring patient response to 
treatment. The ACRN also may manage oxy-
gen, urinary catheters, chest tube drains, 
wounds, and I.V. access devices.  

Nursing skill sets and HaH
Hospital-at-home (HaH) programs require various nursing skills, many of which overlap home care and inpatient care.

Home care nursing 
• Comfort with conducting home 

visits, working autonomously, 
and collaborating with a 
remote team 

• Ability to work in an 
unstructured environment 

• Knowledge of safety 
assessments, disease 
management, and care 
coordination in the home 

Inpatient nursing 
• Effective management of rapidly 

changing medical situations 
• Ability to interpret laboratory and 

diagnostic studies and take 
appropriate action 

• Acute care skills, including I.V. 
infusion; specimen collection; and 
tube, line, and drain management 

• Knowledge of hospital care 
coordination and discharge 
planning

• Ability to care for medically 
and socially complex patients 

• Advanced comprehensive 
assessment skills 

• Excellent communication 
skills 

• Ability to collaborate with an 
interprofessional team 

• Comfort with technology
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At follow-up visits, ACRNs arrange tele-
health appointments with the patient, pro vider, 
and VCU coordinator. During these visits, the 
ACRN shares assessment findings and elec-
tronic stethoscope recordings with the provider 
to help guide the treatment plan. If a patient 
shows signs of clinical decompensation, the 

ACRN collaborates with the provider to 
schedule a third nursing visit per day, initiate 
community paramedic visits for advanced diag-
nostic testing and urgent treatments, or coordi-
nate medical transport or activate 911 to esca-
late the patient back to the traditional hospital, 
as clinically appropriate. 

 

Nursing roles 
    
The hospital-at-home nursing team follows the patient from recruitment to the monitoring phase.  
 Nursing role              Recruitment phase                          Acute phase                                         Monitoring phase 
 
Market recovery  
care coordinator  
(mRCC)  
 
 
 
 
 
 
 
 
 
Acute care RN 
(ACRN) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Nurse  
practitioner (NP) 
 
 
 
 
 
 
 
 
 
 
 
 
Virtual care unit  
(VCU)  
coordinator 
                                                 
                                               

• Program marketing 
• Admission screening 
• Communicate with patient’s care 

team and caregivers 
• Expedite pre-admit work-up and 

lead huddles 
• Facilitate placement of home health 

aide services, as needed 
• Arrange transportation 
• Coordinate delivery of medication, 

equipment, and supplies 
 
• Participate in admission  

huddles 
• Make safe admission  

recommendations 
• Receive hand-off from mRCC  

on Day 1 of admission 
 
 
 
 
 
 
 
 
 
• Receive hand-off from admitting 

hospitalist on Day 1 of  
admission  

 
 
 
 
 
 
 
 
 
 
 
• Receive hand-off from mRCC and 

ACRN on Day 1 of admission 

• Onsite support for VCU and ACRNs 
for pharmacy medication pick-up 

 
 
 
 
 
 
 
 
 
 
• Two to three daily in-person visits 

from Day 1 to discharge 
• Perform home safety assessment 
• Conduct medication reconciliation 

and pre-pour 
• Provide patient care 
• Identify healthcare barriers and 

make recommendations 
• Set up equipment and provide  

patient education 
• Perform telehealth visits with 

providers 
• Provide discharge teaching 
• Facilitate escalation of care 
 
• Conduct daily in-person or virtual 

visits from Day 2 to discharge 
• Perform comprehensive adult-geri-

atric assessment 
• Conduct medication reconciliation 
• Manage medical order prescriptions 
• Facilitate treatment plan adjustments 
• Make home care service referrals on 

discharge 
• Consult with specialists 
• Communicate treatment plan to team 
• Collaborate with interprofessional 

team 
 
• Provide virtual support to ACRNs 

and providers via joint telehealth 
visits 

• Coordinate medication, equip-
ment/supplies, lab specimen pick-
up and delivery 

• Coordinate transport during care 
escalations

• Onsite support for VCU to accept 
delivery of returned equipment  
and supplies at discharge or  
monitoring phase completion 

 
 
 
 
 
 
 
 
• Urgent care visits as needed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• Conduct urgent provider visits as 

needed 
 
 
 
 
 
 
 
 
 
 
 
 
• Coordinate post-discharge follow-

up appointments 
• Perform virtual monitoring  
• Communicate patient status 

changes to primary care provider 
and specialists 
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During the discharge visit, the ACRN en-
sures patient readiness and implements dis-
charge orders, including a review of medica-
tions, follow-up appointments, and community 
referrals. For patients eligible for the monitor-
ing phase, ACRNs can conduct urgent visits 
with patients who can’t seek medical attention 
at their primary care clinic because of lack of 
appointment availability. 

 
Virtual care unit coordinators 
After acutely ill patients are admitted to HaH, 
VCU coordinators direct all care management 
activities. These specialized nursing coordinators 
offer virtual support to ACRNs and providers 
during joint telehealth visits, telephone encoun-
ters, and electronic communication, such as email 
and secure chat. Duties during the acute phase in-
clude scheduling medication deliveries and fol-
lowing up on orders for oxygen, durable medical 
equipment, and imaging and diagnostic testing 
(for example, ECGs and ultrasounds). The VCU 
coordinator expedites hospital-level consulta-
tions from social work and physical therapy, and 
follows up on patient care assistant placement. 

After hours, the VCU coordinator triages ur-
gent patient phone calls and collaborates with 
on-call physicians to deploy urgent community 
paramedic visits. In addition, the VCU coordi-
nator, using phone and video visits, periodically 
follows patients who qualify for the monitoring 
phase to prevent hospital readmission. 

 
Nurse practitioners 
From Day 2 of admission to the HaH program 
until discharge, the NP manages the patient via 
in-person and telehealth visits. During the initial 
home visit, the NP performs a comprehensive 
adult/geriatric assessment to evaluate the pa-
tient’s physical health and identify potential 
problems that may impact recovery at home, in-
cluding incontinence issues and cognitive, func-
tional, and sensory impairment. The NP per-
forms a medication reconciliation to evaluate 
adherence, determine barriers to medication 
management, and identify inappropriate med-
ications that may lead to confusion, falls, and ad-
verse events. The NP addresses medication dis-
crepancies and updates the HaH treatment plan. 
The NP also handles caregiver and home safety 
concerns via orders for urgent durable medical 
equipment, rehabilitative services, a home health 
aide, and social work. In addition, the NP orders 
and reviews pertinent labs and imaging. 

If the patient is stable, the NP conducts tele-
health visits facilitated by the ACRN and 
VCU coordinator. For patients with a worsen-
ing clinical picture, the NP consults with the 
attending physician and other specialists, such 
as infectious disease or pharmacy, to optimize 
patient care. After patient visits, handoff to the 
on-call hospitalist occurs during daily clinical 
huddles where the NP presents pertinent find-
ings along with the assessment and plan. 

On discharge, the NP reconciles the outpa-
tient medication list, completes discharge or-
ders, and prescribes medications to the outpa-
tient pharmacy. The NP also orders non-urgent 
durable medical equipment and home care 
services for patients with additional needs.  

 
Nurse managers 
All nursing teams require a nurse manager. 
Their responsibilities include recruitment, on-
boarding, supervision, and staff scheduling. 
They ensure staff and patient safety by imple-
menting safe home care practices, ensuring ade-
quate supply of personal protective equipment, 
and assigning patient caseloads according to 
nurse competency, patient acuity, geography, 
and visit type.  

 
Responding to patient needs 
The nursing team plays a key role in the HaH 
model and works together to respond to the 
patient’s acute care needs. The skill sets among 
coordinators and field clinicians overlap with 
traditional home health, inpatient nursing 
roles, and telehealth. As HaH continues to 
grow, nurses should become familiar with this 
care model. Hospitals interested in building an 
HaH program with a robust nursing team 
should consider participating in the HaH 
Users Group (hahusersgroup.org) as a helpful 
resource. (See Tap into resources.)                   AN 
 
Access references and information about the HaH users group 
at www.myamericannurse.com/?p=342593. 
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