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MYTHS/FACTS

KEY POINTS

Complex care hospitals in California are operating over capacity, creating potential safety and access
issues. The Hospital at Home model is one of the best way to increase capacity to provide the right
care, in the right place, at the right time.

The Hospital at Home model is safe and effective. It has been replicated at over 100 hospitals across
the country, and high-quality randomized controlled trials over the past decade have demonstrated
equivalent or better outcomes.

California hospitals are ready to implement this system if given a state pathway to do so. To date, 20
California hospitals have demonstrated to the Centers for Medicare and Medicaid that they have a
safe and effective plan for administering Hospital at Home care and have therefore received waiver
approval. We appreciate your advocacy and hope the myths and facts below are helpful in your
considerations.

Myth #1: Hospital at Home would reduce acute care capacity.

FACTS

1.

Hospital at Home (HaH) programs are intended to increase acute care capacity, not reduce it. HaH

is a way for complex care hospitals to offer patients the right care, at the right time, in the right place.
HaH allows for less complex patients (e.g. those with simple pneumonia, skin infections, etc.) to have
that option to be treated at home, freeing up brick-and-mortar hospital beds for more complex
patients who need the advanced resources of a tertiary/quaternary care center. The inpatient bed
shortage in California is well known. HaH offers the best opportunity to increase access and care for
ALL Californians who need acute care, all the while preserving or improving clinical outcomes. Take
UCSF as an example:

e Over the last 6 months, UCSF’s main adult hospital has been operating at 90-95% capacity,
well above ideal capacity of 80%.

e During the same period, 65% of Emergency Department beds have been occupied by patients
who were already admitted to the hospital but waiting for an inpatient bed to become
available. This phenomenon, known as “ED Boarding” creates potential patient safety
concerns, leads to long ED wait times and compromises patient experience.

e During the same period, UCSF was forced to decline over 2,000 adult transfer requests due to
lack of bed availability. These requested transfers were for patients coming from community
hospitals with medical conditions that were too complex to be cared for locally, requiring the
specialized services and expertise at a tertiary/quaternary care center like UCSF — for example
patients needing urgent transplants, ICU-level care or specialized neurology care. UCSF will
not have additional brick-and-mortar bed capacity until 2030 when our new tower will be
completed.
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The dramatic growth of HaH has been driven in part by the acute bed shortage caused by the COVID-
19 pandemic. HaH has enabled health systems to add capacity quickly. For example, between 23
March and 7 May, 2020, Atrium Health admitted 1,477 patients to its COVID HaH program?, creating
the equivalent of over 350 new beds. The escalation rate (subsequent admission to brick-and-mortar
hospitals) was 4%, and mortality rate was 0.14%. Hospital at Home will allow California to better
weather surges of COVID, and future pandemics.

Myth #2: HaH programs are unsafe for patients.

FACTS

1.

2.

Randomized Controlled Trials have consistently shown better outcomes for patients treated in HaH
programs. For example, a study of 1,878 patients under the CMS Acute Hospital Care at Home waiver
from November 25™, 2020 to October 27", 2021 showed an unexpected mortality rate of 0.43% and
an escalation rate back to brick-and-mortar hospitals of 7.14%.? This mortality rate is lower than rates
for traditionally hospitalized patients, as is the escalation rate. A Cochrane review of HaH randomized
controlled trials concluded that programs admitting patients from the emergency department to
home had lower mortality at 6 months — these patients were 23% less likely to die than those admitted
to brick-and-mortar.?

Hospitalization at home has many other benefits for patients, including:

e Lower rates of readmissions,*>® ED revisits,” and admissions to skilled nursing facilities after
hospitalization®

e Lower incidence of infections and delirium?*

e Greater mobility and patient comfort*

e Higher overall patient satisfaction®
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3. HaH has the additional benefit that it may reduce the cost of care by approximately 30%.’

4. HaH programs take steps to keep patients safe in events such as power outages, heat waves,
storms, etc. Equipment provided to each HaH patient includes a backup power supply and
redundant communication infrastructure. If patient’s homes are impacted by a power outage or
other event, we will transfer patients to the brick-and-mortar hospital using our rapid transfer bed
process, and will temporarily close new admissions to the HaH program. By decentralizing the acute
care infrastructure, we will make California’s acute care infrastructure more resilient in the face of

natural disasters.

Myth #3: HaH programs provide less care and nursing support to patients.

FACTS

1. HaH patients can receive all of the same necessary services as patients cared for the in brick-and-

mortar hospital. Personnel including doctors, registered nurses, respiratory therapists, and
pharmacists are available to provide in home and/or virtual support. In some cases, such as care by
a pharmacist or case manager, there is no evidence suggesting that in-person care is superior, so
those services may be provided virtually.

e Every patient in the HaH program has robust nursing support including access to 24x7x365

virtual nursing, multiple in-person licensed RN visits per day, and in-person visits by
advance practice practitioners as needed. The UCSF HaH program will staff a HaH
command center 24x7x365 with UCSF-employed registered nurses and hospitalists trained
in the HaH model of care, at the same patient to nurse ratio as patients in the bricks and
mortar hospital. Patients can connect with the command center at any time at the push of
a button. In addition, UCSF-employed APPs will make regular in-home visits.

e HaH patients may experience better continuity of care than patients in brick-and-mortar

hospitals as they may not experience as many nursing staff changes on different shifts and
different days.?
e Additional staff and RNs will be recruited to staff HaH programs, so these programs should

not lead to a shortage of nurses for care.

e This is an area for nursing innovation in care models, nurses are at the forefront of designing

patient centric safe and accessible care models
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Myth #4: HaH programs lack the breadth of services that brick-and-mortar
hospitals have.
FACTS

1. HaH programs use carefully developed clinical and social screening criteria to only admit patients
who can be safely treated at home. It is not the goal of HaH programs to serve all patients and
replicate the breadth of complex services available in brick-and-mortar hospitals. To date hundreds
of HaH programs across the country have demonstrated that with careful patient selection, it is
possible to predict which patients will achieve similar, and in some cases better, outcomes in a home-
based acute care program compared to brick-and-mortar hospitals.

2. For patients who need a service not available in the home (e.g. CT scan), we will transport the
patient to the hospital, and then back home. Patients who routinely need more advanced services
— for example those who are critically ill or who need daily in-person subspecialty care — are not
eligible for Hospital at Home programs.

3. Incases of emergency, patients can connect with the HaH command center at the push of a button.
HaH programs guarantee that a provider will be in the patient’s home within thirty minutes. If in
extreme cases, a HaH provider cannot arrive in time, HaH programs may activate the local 911 system.
However, many HaH programs, including ours, will include local EMS personnel in rounds so that EMS
responders know the patients and are familiar with their medical history. We have a rapid bed request
system such that patients who need to be transferred from UCSF Hospital at Home into to the brick-
and-mortar hospital have a smooth transition.

Myth #5: Cherry-picking patients allows HaH pilots to show positive outcomes
that are not sustainable when programs scale.

FACTS

1. What is referred to as “cherry picking” is in fact, thoughtful, evidence-based, and necessary
selection of patients who require acute care, but can safely be managed in a home setting to achieve
the best outcomes. This is an example of hospitals trying to provide the right care, in the right place,
at the right time. Hospitals have no intention to scale HaH programs to include higher-risk patients
who require the advanced services that are only available in the brick-and-mortar hospital.

2. Better outcomes from hospital at home programs have been demonstrated in several randomized
controlled trials,® suggesting that superior outcomes are due to the type of care being provided
rather than because of patient selection.
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Myth #6: HaH exacerbates racial disparities.

FACTS

1. A study of HaH admissions in 4 urban hospitals demonstrated that patients with Medicaid or low
socioeconomic status were enrolled in HaH programs at equal rates as to brick-and-mortar, and had
equivalent outcomes as high socioeconomic status and non-Medicaid patients.'’° These low SES
patients may derive even greater benefit from HaH. For example, 30-day ED revisits were significantly
reduced in the Medicaid HaH population.

2. HaH providers can help advocate for better services for vulnerable patients. When providers are
physically in patients’ homes, they can observe and advocate for potential non-medical needs, such
as access to healthy foods, needed building repairs, etc. By intimately understanding the patient’s
home care environment, HaH providers can help ensure a smooth transition when the patient no
longer requires acute care — this may partially explain the reduced readmissions and ED visits
observed in HaH programs.

Myth #7: HaH shifts care burden to patient’s caregivers and family.

FACT

HaH program eligibility criteria exclude patients who are unsafe to remain in their homes and
independently perform activities of daily living. Having a caregiver is not a requirement for enroliment
into the program. While families play an important role in supporting hospitalized patients, they are not
responsible for caregiving tasks such as bathing, toileting, wound care, or physical therapy. Such services
will be provided as needed by providers in the HaH program.

Myth #8: It is unsafe to administer medications in a patient’s home.

FACTS

1. Special attention is made to carefully manage medication administration. In the UC HaH program,
pharmacy services will be provided by our own inpatient pharmacy services, following established
protocols. Oral medication will be administered either by nurses during their in-home visits, or
virtually via visual video verification with nurses in the command center, and will follow all standard
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medication administration safety protocols (e.g. right dose, right route, right time, right patient).
Medications that need to be given through an IV will be administered during in-home nurse visits.

Intravenous medications administered in HaH programs have been safely given in the home for
decades as part of outpatient antibiotic therapy programs and by home health nurses. HaH
programs primarily administer antibiotics, fluids, diuretics, and other relatively low-risk intravenous
medications that are already administered in thousands of homes across the country every day by
Home Health nurses. Critics of the HaH model have cited a study suggesting increased adverse
events after home infusions.’! However, this study was of patients receiving biologic medications
(e.g. for auto-immune diseases), which have high rates of acute infusion reactions, and would not be
used in most HaH programs.
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