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November 3, 2022

The Honorable Chiquita Brooks-LaSure
Administrator

Centers for Medicare & Medicaid Services

U.S. Department of Health and Human Services
200 Independence Ave SW

Washington, D.C. 20201

Delivered Electronically via the CMS Public Comment Forum

RE: Response to Request for Information: “Make Your Voice Heard: Promoting Efficiency and
Equity Within CMS Programs”

Dear Administrator Brooks-LaSure:

The Advanced Care at Home (ACH) Coalition appreciates the opportunity to comment on the
Centers for Medicare & Medicaid Services’ (CMS) Request for Information (RFI) on promoting
efficiency and equity within CMS programs. CMS specifically seeks feedback on the impact of
waivers and flexibilities issued during the COVID-19 public health emergency (PHE) to identify
opportunities to reduce burden and to promote health equity. Both prior to and during the PHE,
our Coalition members have implemented successful programs that deliver hospital-level care to
patients in their homes - resulting in better outcomes, lower rates of hospital readmission,
increased patient satisfaction, and enhanced access to services. During the PHE, CMS’ Acute
Hospital Care at Home (AHCAH) waiver program enabled Medicare beneficiaries to benefit from
this innovative care delivery model, and we strongly encourage CMS to create a permanent
pathway to coverage for the AHCAH program so that Medicare beneficiaries can continue to receive
the highest quality care in the most appropriate care setting.

Hospital at Home Enhances Equity and Improves Patient Outcomes and Experiences

During the PHE, the federal government and state governments issued waivers and flexibilities that
enabled hospitals to provide hospital care services to patients with certain qualifying conditions in
the patient’s home - commonly known as “hospital at home” programs. The CMS AHCAH program
built on the success of previous hospital at home models that have been tested over decades, giving
Medicare beneficiaries the opportunity to experience the benefits of this innovative care model.
The AHCAH program has allowed hospitals and health systems across the country to meet
increased capacity demands during the PHE while providing safe, high-quality acute care in
patients’ homes. The waiver program has produced positive health outcomes, improved patient

experiences and access, and generated potential cost savings - underscoring the need for broader
adoption of hospital at home programs.

We strongly support and applaud the Administration’s goal of advancing health equity. The AHCAH
program has played a pivotal role in enhancing equitable access to high-quality care for all patients.
Providing hospital-level care in the patient’s home allows clinicians to better assess and address the

The McDermott Building | 500 North Capitol Street, NW | Washington, DC 20001


https://www.cms.gov/request-information-make-your-voice-heard

7\ ADVANCED CHRE

m® at Home

D

patient’s social determinants of health (SDoH). Our Coalition members have experienced first-hand
the importance and value of providing acute care in the home setting, and how hospital at home
programs facilitate whole-person care.

Under the AHCAH waiver, recent studies show dramatic improvements in 30-day readmission rates
for Medicaid beneficiaries. For example, at the 2022 Hospital at Home Users Group Annual Meeting,
UMass Memorial Health presented results from the first year (Aug. 2021-Aug. 2022) of its safety-
net home hospital program, which was designed around the principle of equitable access and care.!
Among the hospital at home patients for whom Medicaid was the primary payer, the 30-day
readmission rate was 5.7%, compared with a 14% national rate. Dual eligible patients had a 7.9%
30-day readmission rate, compared with a 21.5% national rate.

This is consistent with results from studies of hospital at home care delivered prior to the
pandemic, such as through CMMI programs. For example, from 2014 through 2017, Mount Sinai
Health System operated a hospital at home program through a CMMI innovation grant. In a recent
study of this program, Mount Sinai found that Medicaid patients receiving hospital at home care
had a shorter length of stay, lower 30-day readmission rate, and lower 30-day all-cause emergency
department revisit rate, as compared to Medicaid patients treated in the brick-and-mortar
hospital.2

The researchers in the Mount Sinai study also divided the population by socioeconomic status
(SES), comparing outcomes with hospitalization at home and brick-and-mortar care for both high
and low SES patients. The study authors defined SES using a binary SES residential indicator:
specifically, whether the patient lived in public housing or a census block group where 20% or
more of the households had incomes below the federal poverty line. This means that, of the patients
that received hospital at home care, 55% (159/289) lived in public housing or a neighborhood with
more than 20% poverty. All hospital at home patients had better outcomes than patients receiving
brick-and-mortar care, including those individuals living in public housing and/or below the
poverty line.

Several other hospitals and health systems have witnessed patient success stories with hospital at
home programs. For example:

e One of our Coalition members, ChristianaCare, treated a 71-year-old patient with
diabetes complications through its hospital at home program. The patient’s care team
visited his home daily to take his vital signs, administer his medications, and assist him
with getting dressed. During these at-home interactions, his care team also noticed
that his home did not have adequate lighting, increasing his risk for falls and injuries.
To improve his safety, the ChristianaCare team also brought the patient an extra lamp
and some flashlights.

e Another Coalition member, Mayo Clinic, successfully deployed its hospital at home
capability to treat a multiple myeloma patient from El Salvador in the comfort of a

1 Constantinos, M.L,,, et al., Medicaid 30-Day Readmissions in a First-Year Safety-Net Home Hospital Program, available at
https://www.hahusersgroup.org/wp-content/uploads/2022/10/Research-Michaelidis-Umass.pdf.

2 Federman, A. D., Soones, T., DeCherrie, L. V., Leff, B., & Siu, A. L. (2018). Association of a Bundled Hospital-at-Home and 30-Day
Postacute Transitional Care Program With Clinical Outcomes and Patient Experiences. JAMA internal medicine, 178(8), 1033-
1040. https://doi.org/10.1001/jamainternmed.2018.2562.
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rental home in Florida. The patient needed a bone marrow transplant, and Mayo
Clinic’s hospital at home program enabled her to recover from her procedure near her
family in Florida. The Mayo Clinic team provided high-quality virtual and in-person
care, greatly improving the patient’s treatment and recovery experience.

Providing acute care in the patient’s home gives clinicians a window into important health and
social factors that can influence the patient’s health conditions. Clinicians would not be able to gain
these insights if the patient were treated solely in the hospital setting. Using these insights,
clinicians can better address the conditions and social factors that may have contributed to the
patient’s need for hospital-level care in the first place. Hospital at home programs not only improve
patient experiences and outcomes during a care episode, but they can also help providers prevent
hospital-acquired infections as well as unnecessary hospitalizations in the future.

Hospital at home patients are more likely to report better care experiences than hospital in-
patients, reporting better communication with their nurses and physicians and reporting higher
ratings for overall hospital care. Patients receiving acute care services at home also had lower 30-
day readmission rates compared to their hospital in-patient counterparts (7% vs. 23%).3
Importantly, economically disadvantaged patients may benefit the most from the hospital at home
care delivery model - stemming from providers’ ability to observe patients directly in their homes
and to identify and address otherwise unknown SDoH factors that may be exacerbating their health
conditions.*

CMS Should Create a Pathway to a Permanent Acute Hospital Care at Home Program

The CMS AHCAH waiver program continues to alleviate hospital burden due to the high volume of
patients during the pandemic. The increased use of hospital at home programs has also
demonstrated this innovative care model’s many other benefits, including enhanced care access,
improved patient experiences and outcomes, and amplified benefits for economically
disadvantaged patient populations. Given these clear successes, we strongly recommend that CMS
maintain the AHCAH program beyond the PHE to ensure that Medicare beneficiaries continue to
have access to this care model and to provide stability for the providers innovating and
implementing hospital at home programs across the country.

We also recommend that CMS create a pathway toward a permanent hospital at home program.
This could take the form of an Innovation Center demonstration model to test and improve upon
the AHCAH program. Creating a pathway to coverage will ensure that Medicare beneficiaries
continue to benefit from the many advantages of hospital care at home, including lower rates of
hospital readmission, increased patient satisfaction, enhanced access to services, and better
outcomes.

3 Levine, D. M., Ouchi, K., Blanchfield, B., Saenz, A., Burke, K., Paz, M., Diamond, K., Pu, C. T., & Schnipper, ]. L. (2020). Hospital-
Level Care at Home for Acutely Ill Adults: A Randomized Controlled Trial. Annals of internal medicine, 172(2), 77-85.
https://doi.org/10.7326/M19-0600.

4Siu, A. L., Zhao, D., Bollens-Lund, E., Lubetsky, S., Schiller, G., Saenger, P., Ornstein, K. A., Federman, A. D., DeCherrie, L. V., & Leff,
B. (2022). Health equity in Hospital at Home: Outcomes for economically disadvantaged and non-disadvantaged patients. Journal
of the American Geriatrics Society, 70(7), 2153-2156. https://doi.org/10.1111/jgs.17759.
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Closing

We welcome the opportunity to further discuss our comments and recommendations with you and
your staff, and we look forward to our continued partnership to improve care access, equity,
experience, and outcomes for Medicare beneficiaries.

Respectfully,
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Mara McDermott
Executive Director
Advanced Care at Home Coalition



