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November 18, 2021

Liz Fowler

Deputy Administrator and Director

Center for Medicare & Medicaid Innovation
U.S. Department of Health and Human Services
200 Independence Ave SW

Washington, D.C. 20201

Re: CMS Innovation Center’s Strategy - ACH Coalition Comments for the First Listening
Session

Dear Director Fowler:

On behalf of the Advanced Care at Home (ACH) Coalition, we are submitting our comments on the
Innovation Center’s strategy presented in the white paper, “Driving Health System Transformation
- A Strategy for the Innovation Center’s Second Decade” in advance of the first listening session.

The ACH Coalition convenes providers and stakeholders at the fore of the advanced care at home
delivery model, advocating for the creation of a pathway to coverage and payment for advanced
care services in the home, including the extension of acute care at home flexibilities beyond the
duration of the COVID-19 Public Health Emergency (PHE). The Coalition, formed by Mayo Clinic,
Kaiser Permanente, and Medically Home, includes hospitals, provider groups and health systems
who are pioneers in providing hospital level care in patients’ homes. Our members are committed
to a high quality, equitable approach to providing these services now and in the future.

Overview of Advanced Care at Home

Advanced care at home models, also known as hospital at home models, have existed for several
decades internationally and have been piloted in the United States by multiple organizations.
During the COVID-19 pandemic, the model’s adoption was accelerated as federal and state
governments issued waiver flexibilities that allowed hospitals to provide acute level services to
patients at home under the Acute Hospital Care at Home Waiver program. The waiver flexibilities
built on the success of previous advanced care at home models that show that acute care at home
can be a safe, effective way to provide care to patients. As of November 11, 2021, 83 systems, 187
hospitals in 34 states, participate in the waiver program. This model is a critical component of an
equitable, accessible and affordable delivery system of the future.

The advanced care at home model is appropriate for patients requiring hospital-level care, but who
are stable enough to safely receive their care at home. This could include patients with medical
diagnoses such as pneumonia, congestive heart failure, chronic obstructive pulmonary disease, etc.
The model creates a mechanism to safely help to decompress eligible patients to a new setting,
while receiving the same level of care they would have received in the hospital.
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Advanced care at home programs are typically comprised of three main components: 1) remote
monitoring technology, 2) a medical command center, and 3) an in-home supplier network. Patient
care and access to the patients’ care team are available 24 /7 using technology in the home. A multi-
disciplinary team is centralized in a physician-led medical command center, which coordinates the
network of care delivery and supports rapid response to patient needs.

A robust network of service providers enables a wide variety of services to be carried out in the
comfort of the patient’s home. From blood draws to infusion therapy and imaging services; nearly
all necessary tests for qualifying patients can be conducted in the patient’s home. Advanced Practice
Providers also conduct home visits throughout a patient’s episode of care to do a physical
assessment of the patient and make updates to patient’s care plan based on the patient’s specific
needs and progress. There are contingency plans for each element of care, as well as emergency
response systems and a backup power system for the technology in the home. Importantly, this
model of care delivery can be offered to a wide array of patients, even those without broadband
access, because of the technological developments within the model that enable access.

The advanced care at home model is distinct from home health and serves a higher acuity patient
population, provides 24 /7 access to tele-medical acute level nursing care, and offers services above
and beyond traditional home health including meals and mobile diagnostics. Unlike home health,
advanced care at home delivery programs also have the capability to intervene in a rapid response
situation, preventing visits to the emergency department.

The advanced care at home model avoids the transitions that oftentimes plague the acute and post-
acute care phases of care. Rather than transitioning from a hospital, to a skilled nursing facility, to a
home health agency, this model of care replaces three sites of care provided by three different
provider teams with one site of care and one care team for eligible patients. This allows the patient
and the care team to more comprehensively understand the issues underlying the social
determinants that drive a patient’s exacerbations. This also allows for enhanced education for the
patient on how to manage their chronic conditions on a daily basis, as the episode of care is longer
and allows the providers to truly connect with the patient on their health and wellness. The
continuity will also provide the time needed to earn the trust of the patient and family to more
deeply engage them in the care of the patient.

Studies show that the advanced care at home model is effective in terms of patient outcomes, safety
and quality. For example, a 2019 randomized control trial assessing the outcomes of 91 adult
patients, 43 of which received hospital at home services and 48 of which received standard hospital
services, demonstrated that the patients were re-admitted less frequently within 30 days (7% at
home vs 23% in a standard hospital).i Two additional studies in 2009 and 2012 showed statistically

Advanced Care at Home Accelerates the Innovation Center’s Strategic Vision

The ACH Coalition applauds the Centers for Medicare & Medicaid Services (CMS) Innovation Center
on the release of its refreshed strategy. We share your goals of driving accountable care, advancing
health equity, supporting innovation, addressing affordability and partnering to achieve system
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transformation. We believe that the advanced care at home delivery models further these goals and
are a critical component of helping to link patients to accountable care relationships and advancing
health equity and addressing the social determinants of health by learning more about our patients’
home and social environments. As part of the refreshed strategy, the Innovation Center should
implement a delivery model to test an advanced care at home delivery model.

Driving Accountable Care. The advanced care at home delivery model is a critical component of
a strategy to drive accountable care relationships. Advanced care at home delivery models give
us important information about our patients and enable us to assist them in establishing
accountable care relationships over the long term. Whether they come into a home hospital
model from the emergency room or another care setting, we are able to evaluate their longer-
term care needs and ensure that they have a plan of care post-discharge to continue to meet
their longer-term care needs.

Enhancing Health Equity. Properly deployed, advanced care at home models can help to
achieve health equity goals. Having a clinical care team inside the patient’s home enables us to
observe the patient’s surroundings and social determinants of health. Model participants can
then connect the patient to additional community resources to address issues, such as food
insecurity or safety in the home. A recent reanalysis of data showed large reductions in 30-day
readmissions and emergency department visits for Medicaid patients receiving hospital care in
the home during the 2014-2017 demonstration period. Medicaid patients getting inpatient
care in the home had all-cause 30-day readmission rates of 8.4% versus 19.75% for traditional
brick and mortar Medicaid patients. In addition, only 5.04% of Medicaid patients receiving
hospital care in the home had subsequent emergency department visits compared to 17.28%
of traditional brick and mortar Medicaid patients.v

Supporting Care Innovation. Advanced care at home models help to close care gaps and
improve delivery of whole-person care by driving progress in integrated care and addressing
social determinants of health using data and technology. In addition, ACH Coalition members
have been measuring patient satisfaction with the model and would be pleased to continue to
share these results and feedback with the agency as you pursue strategies to measure and
improve patient experience. Our work aligns with current literature stating that home hospital
patients were more likely to report better experiences and provide the highest ratings for
care.v

Addressing Affordability. Advanced care at home models can achieve cost savings for the
Medicare program and reduce waste. The model focuses on the patient’s needs and ensures
that care is tailored to their specific situation. As a result, we see demonstrated potential for
reduced cost and improved patient experience. For example, we have observed a significant
reduction in preventable readmissions.

Partnering to Achieve System Transformation. Our Coalition stands ready to work with you
and other potential and future model participations to advance this transformation. Many of
our members also work with other payers, including Medicaid programs, Medicare Advantage
plans and commercial payers to implement this model today. We would be pleased to share
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these lessons learned with you as you consider a multi-payer model to advance care in the
home.

The urgency to ensure that there is no gap between the end of the PHE and the beginning of the
model increases as more hospitals and health systems build patient care programs that rely on this
flexibility. This delivery model has demonstrated success across the nation, and the CMS Innovation
Center is situated to test this innovative delivery model, which aligns with shared Administration
goals of quality, safety, cost and equity.

We thank the Innovation Center for reaching out to stakeholders for input as the agency
implements the new strategy. We welcome the opportunity to discuss this timely and significant
issue further in future listening sessions, and we look forward to the continued partnership to
advance hospital at home care delivery models.

Respectfully,

Mara McDermott
Executive Director
Advanced Care at Home Coalition
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