CASE STUDY

CARE BEYOND WALLS + WIRESTM

USING REMOTE MONITORING TO ENHANCE PATIENT CARE
About half of all adults in the US — 117 million people — have one or more chronic health conditions, and the number is
on the rise.1 In order to address this growing challenge, the Care Beyond Walls and Wires (CBWW) program was created
to increase access to care and improve outcomes for patients suffering from chronic disease. A collaboration between
Qualcomm® Wireless Reach,™ Northern Arizona Healthcare (NAH), Qualcomm Life, Inc., and Entra Health Systems, a CRF
Health company, CBWW began as a congestive heart failure remote monitoring program. Started in 2011, CBWW utilizes
3G/4G mobile broadband with connected home-use medical devices to enable nursing care coordinators to remotely
monitor patients. As of 2017 the program is expanding to cover more patients with other chronic or high-risk conditions
such as sepsis (blood poisoning from infection). The program aims to extend the delivery of care beyond the walls of
hospitals by giving patients the tools to stay connected to providers — anytime, anywhere.
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CHALLENGE
90% of all health care spending in 2014
was for people with one or more chronic
medical conditions.2
New hospital readmission payment reductions
took effect October 2016 for re-hospitalization of
patients with six common conditions, including
heart attacks/heart failure, pneumonia, chronic
lung disease, hip and knee replacements and
coronary artery bypass graft surgery.7

Surgeries with implantable devices, such as
open-heart surgery, put patients at a higher risk for
contracting sepsis after undergoing an operation.
In fact, 750,000 patients a year are hospitalized
for sepsis.3,4 Mortality rates for patients in severe
sepsis are around 20% or higher.5,6
The Centers for Medicare and Medicaid Services
(CMS) payment reductions for hospitals with
excess readmissions will reach a new high in 2017
as Medicare is expected to withhold more than half
a billion dollars in payments, up $108 million from
$430 million in 2016.8

*

Sources: CIA World Factbook (https://www.cia.gov/library/publications/the-world-factbook); US Census Bureau (https://www.census.gov/popclock/); Mobile penetration data 		
provided by Ovum World Cellular Information Service and based on market intelligence.
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SOLUTIONS
• With the program’s expansion, NAH is now
enrolling new types of patients into CBWW:
those with multiple chronic conditions, those at
risk for developing sepsis, such as open-heart 		
surgery patients, and pre-hypertension
wellness patients.

• Participants use the medical devices to take daily
measurements that are communicated via the 2net
Hub over a 3G/4G wireless network to a digital
health software platform by Entra Health Systems
called “MyHealthPoint.”

• Many of NAH’s patients live in underserved,
ultra-rural communities, including some on remote
Native American reservations, where regular support
provided by their care managers is crucial.
• Patients are given a remote monitoring kit that
includes wireless home-use medical-grade devices,
such as a blood pressure cuff monitor, weight scale,
pulse oximeter, thermometer and a Qualcomm Life
2net™ Hub, a plug-and-play communications device.

• Care managers log in to the platform on a regular
basis to monitor patients’ data uploads and call them
as needed. Patient data, and any notes the care
manager may have, are also uploaded into the 		
patients’ electronic health record for other medical
providers to review.
• If care managers see a warning sign, they may call
the patient, alert the provider, order testing or 		
change medications as necessary.

IMPACT
The following statistics are from a program evaluation at Flagstaff Medical Center that took place from 2011 to 2012.9
RESULTS PUBLISHED IN
PEER-REVIEWED JOURNAL
Program evaluation results were published in 2015 in
Telemedicine and e-Health, the official journal of the
American Telemedicine Association and the leading
peer-reviewed journal on cutting-edge telemedicine
applications for patient care.10

PREVENTING READMISSION BY 44%
Patients were readmitted to the emergency
department 44% less on average in the six months
following enrollment compared to the six months prior
to enrollment in the program evaluation.11
LOWERING PER PATIENT HOSPITAL
CHARGES BY $92,000
Hospital charges per patient were $92,000 less
on average in the six months following enrollment
compared to the six months prior to enrollment in
the program evaluation.13

DECREASING DAYS HOSPITALIZED BY 64%
Patients experienced 64% fewer days hospitalized
on average in the six months following enrollment
compared to the six months prior to enrollment in
the program evaluation.12

“

Since I started using this I haven’t been back into the hospital for heart failure at all. Now
that I’ve gotten used to it, I enjoy doing it now. It’s good for me, ‘cause I know [the NAH
care managers] are keeping track of me.

”

— MANUEL ONO
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