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Cardiovascular Perspective

High-Value Home Health Care for Patients
With Heart Failure

An Opportunity to Optimize Transitions From Hospital to Home
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Challenges and Opportunities With Home
Health Care

In recent years, public reporting, targeted financial penal-
ties, and incentives to develop alternative payment models
that include the assumption of financial risk have compelled
hospitals to focus on reducing readmission rates for high-cost
conditions such as heart failure (HF). When older patients
with multiple medical conditions including HF are discharged
from the hospital, they are vulnerable to adverse events, which
may result in recurrent hospitalization (the post-hospital syn-
drome).! In theory, providing home health nursing and therapy
could promote recovery in vulnerable HF patients with post-
hospital syndrome and potentially reduce readmissions.

Within the United States, home health care (HHC) referrals
after acute care hospitalization increased by 65% to 3.7 million
between 2001 and 2012.23 Patients discharged from US hos-
pitals with a primary diagnosis of HF had the highest number
of HHC referrals during this time, with 200000 post-acute
HHC referrals in 2012.2 In addition, HHC surpassed skilled
nursing facilities as the most frequently used post-acute care
among Medicare beneficiaries with HF in 2012 (unpublished
HCUPnet data). Such an increase in HHC use for patients with
HF is likely related to multiple factors, including decreasing
length of stay for patients with HF* and more recent pres-
sures to improve readmission rates for HF after adoption of
the Affordable Care Act in 2010, which included the Hospital
Readmissions Reduction Program that was implemented in
2012.5¢ Despite substantial growth in post-acute HHC refer-
rals for patients with HE.? it is unclear whether HHC delivered
in real-world settings consistently provides high-value care.
Understanding the characteristics of effective post-acute HHC
for patients with HF will inform best practices, optimal out-
comes for cost, and ultimately high-value care.

Medicare Home Health Policy and Payment
Because most patients referred for skilled HHC are Medicare
beneficiaries, Medicare eligibility and payment policies have

important implications for HHC. Patients who receive HHC
reimbursable through Medicare must be under the care of a
physician are deemed to require skilled services (eg, nursing
and physical therapy) and are certified as homebound, mean-
ing that leaving home presents great difficulty because of
medical/physical condition.

Changes to Medicare payment policies for HHC services
have historically resulted in shifts in HHC utilization. One
such change occurred after an Interim Payment System was
implemented for HHC reimbursement in 1997, which capped
reimbursement for HHC and resulted in a rapid decline in the
use of HHC services.” In 2000, Medicare changed to a pro-
spective payment system for HHC services, in which HHC
agencies are paid a predetermined amount adjusted to clinical
complexity and functional impairment for HHC services for
up to 60 days. After the change to prospective payment sys-
tem, the number of HHC agencies and annual HHC episodes
increased. Additionally, between 2001 and 2013 Medicare
spending on HHC more than doubled to =18 billion annually.?

Although HHC costs for Medicare beneficiaries are sub-
stantial, the means of achieving ideal outcomes in post-acute
HHC remain unclear. HHC agencies are required to publicly
report process and outcome measures as a result of the Medicare
Home Health Quality Initiative, which launched in 2003, and
the Improving Medicare Post-Acute Care Transformation
Act of 2014.%° HHC agency quality outcomes are publicly
reported on the Home Health Compare website and include
measures of managing daily activities, managing pain, treating
wounds, preventing harm, and preventing unplanned hospital
care (Table).® Starting in 2018, a new measure of potentially
preventable readmissions within 30 days of a post-acute HHC
discharge will also be added to Home Health Compare.

Theoretically, publicly reported outcome data could incen-
tivize HHC agencies to improve patient outcomes. Yet, public
reporting alone has not historically been associated with sub-
stantial outcome improvements in other settings, such as with
Medicare’s Hospital Compare, which did not substantially
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Table. Home Health Compare Quality Outcome Measure
Categories and Examples

Quality of Patient Care

Measure Categories Measure Examples

Managing daily activities How often patients got better at walking or

moving around

Managing pain and treating
symptoms

How often patients’ breathing improved

Treating wounds and
preventing pressure

How often patients’ wounds improved or
healed after an operation

Preventing harm How often the home health team taught
patients (or their family caregivers) about

their drugs

Preventing unplanned How often home health patients had to be

hospital care admitted to the hospital

impact mortality in key conditions beyond existing trends.'°

On the contrary, linking reimbursement to clinical outcomes
has been associated with improvements in readmissions to
acute care hospitals for key conditions including HF through
Medicare’s Hospital Readmission Reduction Program.’

Although Medicare does not currently link reimburse-
ment to clinical outcomes for HHC as a whole, an ongoing
Home Health Value-Based Purchasing (VBP) model demon-
stration could inform whether such a model will incentivize
high-value care. This Home Health VBP model was imple-
mented in January 2016 within all HHC agencies in 9 states
with the goal of incentivizing greater quality and efficiency
in HHC and will continue through 2022.!! Many of the per-
formance measures in the Home Health VBP demonstration
are the same as those publicly reported on the Home Health
Compare website, examples of which are provided in the
Table. Medicare may also adopt a MedPAC recommenda-
tion to implement readmission penalties for HHC agencies in
coming years, in which case outcomes and payment in HHC
are likely to become more closely aligned.'? This overall shift
toward improving the value of healthcare is unlikely to wane,
even in the current political climate, as the Medicare Access
and CHIP Reauthorization Act was developed and supported
with bipartisan consensus.'3

Alternative payment models (eg, bundled payments) that
include financial risk to hospitals are likely to have important
downstream effects on post-acute care. Historically, Medicare
payment policies likely contributed to trends in utilization,
including shorter hospital length of stay for patients with
HF from the 1990s to 2000s,*'* with concomitant increases
in 30-day readmission rates and referrals to skilled nursing
facilities.* In a similar way, the pressures that alternative pay-
ment models place on hospitals to reduce costs for episodes
of care that extend well beyond hospital discharge are likely
to have downstream effects on post-acute care utilization. For
example, patients who require post-acute care services may
increasingly be referred for less costly post-acute care ser-
vices such as HHC as a substitute more-costly skilled nurs-
ing facility care. Without an understanding of optimal HHC
structure, it is not clear that such substitution will result in
the objective of alternative payment models to provide better
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and more coordinated care at lower costs.'> As The Centers for
Medicare & Medicaid Services expands the reach of alterna-
tive payment models, it is inevitable that HF will become the
focus of efforts to provide better care at lower costs.

Furthermore, as new HHC payment models, such as
the Medicare Home Health VBP are implemented, it will
be important to consider other potential unintended con-
sequences. For example, safety-net hospitals that care for a
higher proportion of medically complex and underserved
patients were more likely to be disproportionately affected by
financial penalties through Medicare VBP and Readmissions
Reduction programs.'® Thus, HHC agencies seeking to avoid
financial penalties may be less likely to provide services for
underserved and complex patients under a VBP and read-
missions reduction program. In addition, as the Medicare
Home Health VBP model is evaluated, including measures to
describe the resources and infrastructure that both Medicare
and HHC agencies require to facilitate successful participa-
tion will be critical to inform future dissemination.

Evidence for HHC for Patients With HF
Home-based nursing interventions for patients with HF can
improve health outcomes and healthcare value. In a systematic
review, evidence from 14 randomized controlled trials com-
paring home nursing visits to usual care showed a reduction
in hospital readmissions and mortality for up to 6 months for
patients discharged after hospitalization for HE.!"” The home
nursing visit interventions in this systematic review included
various educational components including recognition of HF
symptoms with an action plan, dietary guidelines, medica-
tion management, and weight monitoring. Of interest, a few
of the home nursing visit interventions included additional
clinicians, such as pharmacists and physicians, in the home
visits. 1820

In a different observational study of national Medicare
data, patients with HF who received a combination of early
and intensive HHC combined with an outpatient clinician
visit within the first 7 days after hospital discharge were sig-
nificantly less likely to be readmitted to the hospital within 30
days.?! In this study, early and intensive HHC was defined as
>1 HHC nursing visits within 1 day of hospital discharge for a
total of >3 visits in the first week after discharge, described as
frontloading of HHC visits.”? In another observational study,
a group of 223 patients with HF who received transitional
care including a combination of formalized communication
between hospital, HHC, and outpatient clinicians; primary
care follow-up within 7 days; and frontloading of HHC visits
had a lower odds of 30-day hospital readmissions compared
with a control group receiving usual care (adjusted odds ratio,
0.57 [95% confidence interval, 0.38—0.87]).2* Thus, intensive
HHC and outpatient clinician follow-up with structured com-
munication between care settings is a promising approach to
improve transitional care after discharge for patients with HE.

More Evidence Needed: HHC for Patients
With HF
Despite these promising results, much is still unknown about
how real-world HHC delivery might influence HF patient
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outcomes such as satisfaction, hospital readmissions, and
mortality or other outcomes such as healthcare cost. In a
recent Institute of Medicine workshop The Future of Home
Health Care, authors note that HHC agencies should be key
partners that support patients transition home and facilitate
high-quality care.* Yet, much work remains to determine (1)
patients most likely to benefit from HHC, (2) how care can be
efficiently coordinated between the hospital, HHC, and other
settings, (3) elements of HHC, such as educational content,
clinical personnel, and services, that improve patient outcomes
after discharge, and (4) which payment models best align
incentives for post-acute HHC across multiple stakeholders.

At present, decision making for post-acute HHC is often
unstructured and at the discretion of individual case managers
and physicians without use of an evidence-based approach to
ensure that patients who are most likely to benefit are receiv-
ing HHC services on discharge.>?® Patients who may benefit
from HHC services may not be receiving them.?” Furthermore,
once a patient is referred for HHC at hospital discharge, com-
munication between the hospital, HHC, and outpatient clini-
cians is often suboptimal so that HHC clinicians often lack
critical information to provide optimal care for patients.?
Finally, HHC clinicians may not have sufficient knowledge of
HF management to provide evidence-based care for patients,
and HF care provided across different HHC agencies may dif-
fer substantially because HF-specific education provided by
HHC nurses has not been standardized on a national level ¥

Multiple promising approaches could begin to address the
need for evidence and best practices for post-acute HHC for
HFE. For example, to reduce the variability in HHC referrals,
clinical decision tools to guide clinicians with post-acute HHC
referrals have been implemented effectively with reductions in
30- and 60-day readmissions.> In addition, efforts to incor-
porate structured handoffs between clinicians in the hospital,
HHC, and primary care settings could address communication
barriers and help to establish clinician accountability for HHC
orders and communication after discharge. Yet, studies of how
to implement such handoffs effectively are needed.

The evaluation of standardized program content for HHC
nurses to teach patients about HF self-care would also be
informative to guide best practices. Educational content would
likely include content about HF symptom recognition with an
action plan, dietary guidelines, medication management, and
weight monitoring, similar to the content included in random-
ized controlled trials of home nursing visits for HE.'” Such
content would need to be literacy sensitive and individualized
to different patient literacy levels.* Standardizing content on a
national level could ensure that patients and clinicians have the
same goals for HF management across multiple care settings.

Additional work to identify which clinicians could con-
tribute to effective HHC for patients with HF would be
valuable. Although nurses have a key role in previous stud-
ies of post-acute HHC for HF, could HHC nurses collabo-
rate with pharmacists to yield additional improvements in
patient outcomes? A recent meta-analysis of pharmacist-led
medication reconciliation at hospital transitions found reduc-
tions in 30-day drug-related readmissions (relative risk 0.33;
95% confidence interval, 0.20-0.53) and 30-day all-cause
hospital readmissions (RR, 0.81; 95% confidence interval,
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0.70-0.95).% Because 94% to 100% of HHC patients have at
least 1 discrepancy between hospital discharge and HHC med-
ication lists,**5 HHC nurse collaboration with pharmacists to
improve medication reconciliation could improve outcomes
for patients with HF. Furthermore, because functional impair-
ment increases the risk for hospital readmission in patients
with HF,*® physical therapists also likely have a central role in
effective post-acute HHC.*” In 1 pre-post study of a program
that coordinated nurse and physical therapist home visits for
patients discharged with HF, researchers found a 16% abso-
lute reduction in hospital readmissions during the HHC epi-
sode of care.*

Other disciplines could also have a role in post-acute HHC
for patients with HF. Engaging community health workers or
other nonclinicians could help address nonclinical and envi-
ronmental factors that contribute to risk of readmission for
patients with HE.** Optimally, evaluation of studies to improve
post-acute HHC for HF should be assessed in the context of
pragmatic trials that quantify both outcomes achieved and the
associated costs.

Future Directions

As a growing proportion of hospitalized patients with HF
are discharged with HHC, learning how HHC services can
improve outcomes for patients will become increasingly
important. A future research agenda to study post-acute HHC
for HF should aim to (1) conduct pragmatic trials to determine
key components in HHC referral and delivery that improve
outcomes and value, (2) develop and implement scalable
approaches to integrate evidence-based principles to HHC
referral and delivery, and (3) seek optimal approaches to post-
acute HHC for HF that will inform development of future
payment models to incentivize high-value care. Ideally, such
a research agenda would lead to evidence-based guidelines
for HF care in HHC that could be broadly disseminated to
improve patient outcomes and deliver high-value care incen-
tivized through payment models. In addition, research would
reach extend beyond discharge from acute care hospitals to
include transitions from other settings, such as skilled nursing
facilities to HHC, where evidence is also needed.

Reaching beyond traditionally siloed inpatient and outpa-
tient settings to engage HHC presents a valuable opportunity
for a national organization to develop best practice guidelines
for HF in HHC to improve patient outcomes while support-
ing many patients’ preferences to have the highest achievable
quality of life at home. As hospitals, HHC agencies, and other
stakeholders increasingly share accountability for patients
across multiple care settings, collaborating to improve evi-
dence and disseminate evidence-based strategies to reduce
hospital readmissions from HHC will become increasingly
important. Creating and following a deliberate research
agenda will optimize the value of post-acute HHC for patients
with HF, and the lessons learned are likely to have implica-
tions for patients with other chronic conditions for whom
effective HHC would provide important benefits.
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