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In 1980, Bill Gates said “A computer on 

every desk and in every home.” People 

challenged this notion and thought it was 

crazy. Today we have dozens of computers 

in our home. 

We believe that in the not so distant 

future, the home will be the primary 

point of care and most healthcare will be 

initiated in the home. The hospital of the 

future will one day be just an ER, OR and, 

ICU. All else will move into the home.
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The future of care.



The ability to lower cost to treat our aging population
in the home sets the stage...
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CAGR: 7.9%

Global Home Healthcare Market Size & Growth

Source: Wall Street research, U.S. Census Bureau, U.S. Government Accountability Office, Centers for Medicare and Medicaid Services. Decentralized Trials: Trends & Technology Propelling Home Healthcare Services, June 15, 2021.

Daily Cost of Care by Setting

~95% Cost 
Savings

65+ Years Old U.S. Population (millions)
% of 
Population15% 17% 21% 22% 22% 23% 

https://www.clinicalleader.com/doc/decentralized-trials-trends-technology-propelling-home-healthcare-services-0001
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Proliferation of remote healthcare tools and technology 
allows a greater range of care outside the hospital.

Continued shift to value-based care prioritizes 
greater outcomes and lower cost alternatives.

COVID-19 pandemic created widespread awareness and 
adoption of more creative healthcare models and an 

aversion to care in acute settings.

Regulatory tailwinds continue to make it easier to access, 
and get reimbursement for, telehealth and remote patient 

monitoring

...and a confluence of factors creates the opportunity 
for change.



Home-based medical 

care encompasses a 

variety of care models 

that often serve the 

most medically 

complex and socially 

vulnerable people.
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Source: CHCF: Medical Care at Home Comes of Age.
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Home-based care as a true 
non-facility-based continuum.

https://www.chcf.org/publication/medical-care-home-comes-age/#related-links-and-downloads
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Office & speciality clinics

● Triage
● Primary & urgent
● BH & SUD
● MSK
● Women’s health
● Diabetes & DPP
● Cardiovascular
● Nutrition
● Multi-condition / palliative care

Acute level care

● Emergency
● Hospital

Post-acute care

● Discharge planning
● SNF & assisted living
● Rehabilitation

Home

● Remote monitoring
● Care management
● Rx management
● DME
● Chronic care & hospice

Social supports

● Community based 
networks & services

● Friend, family & 
caregiver

● Peer
Self care

● Wellness & self-directed palliative care
● Diagnostics & labs
● Pharmacy

Home-based care across the 
acuity continuum.
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Hospital At Home
Hospital-level healthcare at home for 
CMS acute care at home or value-based 
populations.

Transitional Care
Shorten LOS & avoid readmissions for 
target DRGs w/ disease-specific 
programs (e.g., post-op, CHF, COPD).

Chronic Care Management
Longer-term chronic care management 
for complex and rising risk populations 
(e.g., COPD, CHF, Diabetes).

Urgent / ER Level Care
On-demand, high-acuity urgent medical 
care in the home. 

Solutions growing across the care continuum to meet 
patients where they are.



Complex Care
Managing High ED Utitlizers at Home 

Health systems partner to 
co-develop a care program that 
brings concierge care into the 

home for traditionally underserved 
and vulnerable populations in the 

community. The program may 
include a subset focused on 

behavioral health. 8

Three unique in home care models for health systems.

Transitions of Care 
Follow-Up Post Discharge at Home

Telehealth Extension 
“Retail-like” Care at Home

Health systems partner to 
co-develop a care program that 

would reduce the costs of 
uncompensated care by managing 

“frequent flyers” with chronic 
conditions and SDoH issues at 
home–a more cost-effective 

setting.

Health systems partner to 
co-develop a care program that 
reduces readmissions for riskier 

patients and earlier discharges for 
other patients by allowing 

physicians to order a series of 
“transitional” visits 24, 48, and 96 

hours after discharge.
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Thank you!

Bryant Hutson
VP, Business Development
bryant@medarrive.com

mailto:bryant@medarrive.com

