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VITAS Overview
• The nation’s largest provider of Hospice Care
•12,000 VITAS professionals provide care to approximately 
16,100 patients daily 
• Headquartered in Miami, Florida, VITAS operates 93 
locations across14 states and the District of Columbia.
•Video



The Patient Experience Challenge 

• Patient Centered Care
• Care Transitions
– Danger
– Delays

• The Burden of Technology
– Rigid Workflows
– Communication Challenges (Hundreds of thousands of calls)



Patient Experience Storyboard
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• Patient	or	Provider	Request	Hospice	Consult
• Consult	is	charted	by	clinician	in	ANY	EMR
• The	VITAS	Care	Connection	Center	is	immediately	notified	 of	patient	

need	and	begins	 to	coordinate	a	patient	Visit	.

The	Patient	Journey:	Initial	Clinical	Consult
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The	Patient	Journey:	Patient	Assessment	and	Counseling	
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• The	local	VITAS	Care	Team	is	automatically	
notified	and	patient	information	 is	available	
immediately	via	their	mobile	workstation.

• Once	the	initial	patient	assessment	is	complete,	
the	patient	is	discharged	 from	referral	source	
and	admitted	into	VITAS	care.



The	Patient	Journey:	The	Care	Transition
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• The	Care	Connection	Center	coordinates	the	logistics	of	admitting	the	
patient	to	the	most	appropriate	care	setting	(usually	 their	home)

• Immediate	notification	of	VITAS	Care	Team
• Medication	and	Medical	Equipment	
• Patient	Transport



The	Patient	Journey:	Ongoing	Care	and	Support
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• The	Patient	arrives	home.		The	VITAS	Care	Team	(Physicians,	Chaplains,	Social	Workers,	
Nurses	and	Home	Health	Aides)	provide	services.

• Support	 is	a	phone	call	away	24x7	and	VITAS	local	resources	can	be	dispatched	via	
their	mobile	devices	for	urgent	needs.

• Referral	sources	are	updated	automatically	with	patient	status.



=	Mobility	 Platform =	Logistics	and	Warehousing	=	Interoperability	Interfaces

The	Patient	Journey:	Technology	Solutions
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Patient Experience Solutions



Future State



Overall Impact



Overall Impact (Care Coordination)



Compliance

• HIPAA	– no	audit	findings	since	rollout	of	solutions	 in	2015

• SOX	– no	audit	findings	 since	rollout	of	solutions	 in	2015

• HIS	Quality	Measures	– greater	than	95%	for	all	CMS	Certification	Number	(CCN),	for	
all	programs,	met	or	exceeds	National	Average	in	2016



A	new	kind	of	clinical	application
• Intuitive	user	interfaces	allow	complex	

documentation	 to	be	charted	with	the	
touch	of	your	 thumb	or	finger.	 	

• Information	 is	stored	as	its	entered	so	
interruptions	 or	patient	needs	never	force	
clinicians	to	“start	from	scratch”

• Every	transaction	is	authenticated	with	3	
factors,	ensuring	 patient	privacy	and	data	
security.



Overall Impact (Company Performance)



Sustainability (Can this be Replicated?)

• The	technology	is	easy:	Interoperability	interfaces	
take	only	7	days	to	implement	

• Mobile	Devices	are	a	viable	alternative	to	laptops
• Infrastructure	is	easy	to	support:	Minimal	impact	

to	staffing	(3	FTEs)
• Asset	management	works:	Managing	Device	Loss	

and	Breakage



Scalability (Can this Scale?)

• The	solution	is	operating	nationwide:	This	
solution	 is	operating	nationwide	and	across	14	
states	and	DC;	adhering	to	all	state	laws,	business	
demands	and	liability	concerns. Interoperability	
interfaces	take	only	7	days	to	implement	

• Rapid	Rollout:	8000	mobile	clinical	workstations	
nationwide,	5500	of	which	were	deployed	in	an	
accelerated	3-month	plan.	

• A	connected	workforce:	The	solution	works	over	a	
wireless	or	cellular	network	and	is	fully	survivable,	
even	when	network	access	is	unavailable.

•
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• 35%	Clinical	Workstation	Savings	
• The	move	to	iPhones	avoided	in	excess	of	$2.2M	

ongoing	 infrastructure	spend.	

Results: Cost to Connect Caregivers



Results: Labor Reductions
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• Training	with	the	new	mobile	system	is	more	
than	20X	more	efficient.	



Results: Reduced Costs per Referral
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• More	than	15%	Reduction	in	the	cost	of	coordinating	patient	referrals
• Equates	to	a	savings	of	$908,878	throughout	 2016	(88,155	referrals)



Results: Interoperability Case Study
Taking Technology Into the Field

• Went live mid Q2 2016 with a fully integrated interoperability partnership in one of the 
country’s top ten largest Health Systems.



Overall Impact (Bundled Payments)



Results:

• U.S. hospitals see an average of $2,212 adjusted expenses per 
inpatient day.

• State/local Government Hospitals = $1,974 

• Non-Profit Hospitals = $2346

• For Profit Hospitals = $1798



Results: Overall Impact (Bundled Payments)
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QUESTIONS?


