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Abstract

Background: Hospitalisations for heart failure are frequent and costly, linked with a lower quality of life, and lead to higher
morbidity and mortality. Home hospitalisation interventions could be a substitute for in-hospital stays to reduce the burden
on patients. The current study aims to investigate patient-reported satisfaction and usability in combination with the safety of
a digital health-supported home hospitalisation intervention for heart failure patients.

Methods: We conducted an international, multicentre, single-arm, interventional study to investigate the feasibility and
safety of a digital health-supported home hospitalisation platform. Patients with acute decompensation of known and
well-assessed chronic heart failure with an indication for hospital admission were included. The primary outcome was
patient satisfaction. Secondary outcomes were usability, adherence, and safety.

Results: A total number of 66 patients were included, of which the data of 65 patients (98.5%) was analysed. A total of 86.1%
of patients reported being very satisfied or totally satisfied. No patients reported to be not satisfied with the home hospi-
talisation intervention. The patients reported a sufficient usability score (mean score: 75.8% of 100%) for the digital health-
supported home hospitalisation platform. The adherence to the daily measurements of blood pressure and weight was very
high, whereas the adherence to the daily interaction with the eCoach was lower (69.3%). In 7 patients (10.8%), a conversion
from home hospitalisation to regular hospitalisation was needed. Furthermore, 6 patients (9.2%) had rehospitalisation
within 30 days after the end of the home hospitalisation intervention.

Conclusion: A digitally supported home hospitalisation intervention is feasible. This study demonstrates high patient satis-
faction and sufficiently high usability scores. The safety outcomes are comparable with traditional heart failure hospitalisa-
tions. This indicates that digitally supported home hospitalisation could be an alternative to in-hospital care for all age
groups, yet further research is needed to prove the (cost-) effectiveness.
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Introduction
Heart failure (HF) is a progressive disease characterised by
recurrent episodes of symptom exacerbation that can lead to
HF (re)hospitalisation and intravenous diuretic treatment.
Research shows that up to 50% of patients with HF are
readmitted to the hospital within one year.1 These frequent
rehospitalisations are linked with significant reductions in
patients’ quality of life (QoL).2 Furthermore, HF patients fre-
quently have multiple comorbidities and are older, indicating
a significant risk of serious hospital-related complications,3

which may result in longer hospital stays, higher rates of inten-
sive care unit admissions, higher mortality rates, and irrevers-
ible loss of physical and/or mental condition.3

HF poses not only a significant burden on patients’ QoL,
but it also has an impact on healthcare budgets.4 It is esti-
mated that approximately 2% of national healthcare
budgets are spent on HF.4 A significant portion of the
cost for HF is due to frequent rehospitalisations.4 The
high costs, combined with the fact that the prevalence of
HF is expected to further rise in the coming years, have
increased the interest in innovative HF care pathways.4

Therefore, telemonitoring in HF was researched to discover
symptom exacerbation at an earlier stage and thereby
prevent hospitalisations with promising results.5

There is increasing traction to explore the possibilities of
providing clinical healthcare at home as a safe alternative to
in-hospital admissions. Admitting HF patients at home is
not only highly innovative but may also be a promising
approach both from a healthcare and economic perspective.
Home hospitalisation is already being investigated in a
number of other conditions, including chronic obstructive
pulmonary disease (COPD) and neuromuscular disease.6

The general conclusions were that it is feasible and can
be conducted safely. However, most of these previous trials
researching home hospitalisation did not include any form of
telemonitoring. The addition of remote monitoring provides
the opportunity to monitor vital signs to improve safety,
which is interesting in a complex and potentially deadly
disease such as HF. Therefore, the Interreg NWE subsidised
project NWE-Chance developed a digital health-supported
home hospitalisation platform to support hospital-level care
at home for HF patients. The current study aims to investigate
patient-reported satisfaction and usability in combination with
the safety of a digital health-supported home hospitalisation
intervention for HF patients. We hypothesised that more than
75% of the patients would report high satisfaction scores
(very satisfied and totally satisfied).

Methods

Design and setting

An international, multicentre, single-arm, interventional
study was conducted for a 15-month period (October

2020–December 2021) in one Belgian hospital (Jessa
Hospital) and two Dutch hospitals (Isala, Maastricht
University Medical Center+ (MUMC+)). All patients
signed an informed consent before participating in the
study. The study complied with the Declaration of
Helsinki, Google Cloud Platform, and General Data
Protection Regulations. The full protocol is described
previously.7

Participants

A total of 100 patients from three participating hospitals
were planned to be included in this study. This decision
was based on a feasible number of inclusions within one
year in the three participating centres. Due to the ongoing
COVID-19 pandemic, the inclusion rate has slowed
down. Therefore, only 66 patients were included in the
study before the end of the inclusion period.

The inclusion criteria for this were:

• Acute decompensation of known and well-assessed
chronic HF with an indication for hospital admission.

• Age ≥18 years.
• Living independently and/or sufficiently supported at

home and/or living in nursing homes within a proximity
of <30 km of the hospital.

The main exclusion criteria were an indication for intensive
care admission or the presence of severe comorbidity
requiring simultaneous hospital care.7

For professionals, eligibility criteria were registration as
a specialised (cardiac care) nurse or physician and being
able to speak and read the Dutch language. The full inclu-
sion criteria were defined in Appendix 1. A consort
diagram can be found in Appendix 2.

Intervention

Patients participating in Isala and MUMC+ were directly
transferred to their homes to get home hospitalisation treat-
ment. At Jessa Hospital, the patients were first admitted to a
hospital ward for a limited number of days until there was
no need for intravenous diuretics before being transferred
to their homes. All participating patients received, similar
to in-hospital, treatment in combination with a digital
health-supported home hospitalisation platform. The spe-
cialised HF nurses visited the patients daily at home to
monitor their clinical status and to eventually adapt
therapy. The HF nurses were always in close contact with
the treating cardiologists about the evolution of the clinical
status and potential therapy changes. The cardiologists did
not visit the patient at home. In addition to the daily visits,
all patients received the digital health-supported home
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hospitalisation platform. This platform (powered by
HC@Home, Zwolle, The Netherlands) integrated a portable
blood pressure (BP) device, a weighing scale, and a wear-
able chest patch (powered by Sensium, Abingdon, UK) to
monitor vital functions such as heart rate (HR), activity level,
and posture, and an eCoach (powered by Sananet, Sittard,
The Netherlands) for symptom assessment and to educate
and guide the patient through the home hospitalisation
period. The eCoach is a smartphone application where patients
can find videos about HF, measurement of BP and home hos-
pitalisation. Furthermore, the patient is asked to fill in a
symptom assessment every morning during the home hospital-
isation period. Lastly, the eCoach gives an overview to the
patient of their BP, HR and weight measurements.

All data was sent automatically to a caregiver dashboard
where the nurses and cardiologists could follow up with
patients remotely. The data in the caregiver dashboard, in
combination with the home visits, was intended to follow
the patients’ clinical evolution. Individual alerts for
weight and BP could be set to optimise monitoring.
Alerts were only visible when opening the caregiver dash-
board. The incoming data was checked at least once every
day. There was no active monitoring of the incoming data
during the night.7

Procedures

Before the start of the trial, patients and informal care-
givers were instructed on how to use the digital health-
supported home hospitalisation platform at the moment
of inclusion and during the first home visit by the nurse.
Patients received a smartphone with a pre-installed
eCoach application. The decision to end the home

hospitalisation intervention or convert the home hospital-
isation was made by the treating cardiologist. Like with
normal hospitalisation, no criteria were defined to end
the home hospitalisation. Figure 1 gives a schematic over-
view of the intervention.

Data collection

Baseline patient demographic and clinical characteristics
were collected by the research nurses and investigators.
Satisfaction was measured by a questionnaire adapted
from the satisfaction questionnaire used by Utens et al.8

The questionnaire consisted of 18 questions regarding the
different aspects of the home hospitalisation intervention.
Usability was measured by the System Usability Scale
(SUS).9 This questionnaire contains 10 questions based
on the Likert five-point scale; questions 1, 3, 5, 7, and 9
are positive and questions 2, 4, 6, 8, and 10 are negative.
The intervention was considered usable if the average
SUS score was ≥68%.9 Smartphone or tablet ownership
and user frequency were assessed to study the influence
of digital experience on patient-reported outcomes. The
caregiver strain index10 was used to assess how burden-
some home hospitalisation was for the patient’s primary
caregiver. The caregiver strain index consists of 13 ques-
tions. A score of 7 or higher is associated with increased
caregiver burden.

All questionnaires were delivered directly after the home
hospitalisation intervention. The questionnaires can be
found in the Supplementary material.

Adherence was defined as the percentage of days
patients transmitted at least one BP measurement and one
weight per day. All measurements were automatically

Figure 1. Schematic overview of the home hospitalisation intervention.
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stored in the platform. This data was provided by HC@Home
to the researchers at the end of the study. Safety was measured
by two parameters: the number of conversions from home
hospitalisation to regular hospitalisation due to stagnating or
worsening clinical status, and the number of rehospitalisa-
tions in 30 days.

Outcomes

The primary endpoint of this study is patient satisfaction.
The intervention was considered as linked to high satisfac-
tion if ≥75% of the patients report being very satisfied or
totally satisfied.

The secondary outcomes were:

• Usability.
• Adherence to the daily measurements.
• Safety of the home hospitalisation intervention.

Lastly, the influence of baseline characteristics, being a fre-
quent smartphone user and adherence to the daily measure-
ments, was assessed on satisfaction, usability, and safety.

Statistical analysis

Data analysis was performed using SPSS (version 26). All
available data was used; no data imputation was performed
for missing values. Numbers and percentages were used to
characterise categorical data. Shapiro–Wilk tests were used
to assess the distribution of the data. Normally distributed
continuous data was characterised by mean± standard devi-
ation. Continuous data that was not normally distributed
was characterised as median and interquartile ranges. A
stepwise multiple logistic regression was used to determine
the factors that were associated with satisfaction, usability,
and safety. Chi-square and Kruskal–Wallis testing were
performed to detect significant trends between the three
hospitals. A p-value of <0.05 (2-tailed) was considered stat-
istically significant.

Results

Baseline characteristics

In total, 66 patients were included, whereas 65 patients
were included in the analysis. The data from one patient
was excluded because the home hospitalisation could not
be organised due to practical issues. Participants were pre-
dominately male (67.7%). The mean age of the included
patients was 72.8 years. A total of 45 patients had an ejec-
tion fraction below 50%. Most patients were classified as
New York Heart Association (NYHA) 2 or 3 at the
moment of inclusion. The majority of patients were
retired (76.9%), owned a smartphone or tablet (63.1%),
and report regular use of those devices (55.4%).

Significant differences in patients’ profiles were observed
between the three hospitals. MUMC+ had significantly
older patients. Furthermore, patients from Isala and
MUMC+ had higher NYHA scores, lower kidney function,
and a higher prevalence of diabetes mellitus.

Table 1 provides an overview of the baseline
characteristics.

Satisfaction

Most patients preferred either home hospitalisation (41.5%)
or a combination of home hospitalisation and regular hospi-
talisation (43.1%). Furthermore, patients predominantly
reported worrying not at all or a little bit. Furthermore, all
patients felt safe during the home hospitalisation, and
overall satisfaction was very high. A total of 86.1% of
patients reported being very satisfied or completely satis-
fied, whereas no patients reported dissatisfaction with the
home hospitalisation intervention. Logistic regression ana-
lysis did not identify any predictors for the reported satis-
faction. More information about satisfaction can be found
in Table 2.

Usability

The patients reported a good usability score for the digital
health-supported home hospitalisation platform. The mean
score was 75.8± 9.16%. A total of 66.6% reported a usabil-
ity score of 68% or higher. A linear regression model could
not identify baseline characteristics predictive of the usabil-
ity score.

Adherence

Adherence to BP and weight measurements was high
(respectively, 96.2% and 93.6%), whereas adherence to
symptom registration in the eCoach was lower (69.3%).
Furthermore, adherence to the daily measurements and fre-
quent use of a smartphone or tablet was not linked with the
usability of the digital health-supported home hospitalisa-
tion platform.

Safety

The median duration of the home hospitalisation interven-
tion was 8 days. In 7 patients (10.8%), a conversion from
home hospitalisation to regular hospitalisation was
needed. The main reasons for conversion were stagnating
HF conditions at home (n= 5) or the occurrence of severe
infection (pneumonia (n= 1) and pleuropericarditis (n=
1)), which required further treatment in the hospital.
Furthermore, 6 patients (9.2%) were readmitted to the hos-
pital within 30 days of the end of the home hospitalisation
intervention. In all cases, the reason for rehospitalisation
was a new episode of HF decompensation. The median
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Table 1. Baseline characteristics.

Variable All (N= 65) Jessa (N= 35) Isala (N= 15) MUMC+ (N= 15) P-value

Age 72.8± 12.8 70.1± 14 72.2± 10.5 81± 7.8 0.013

Gender (female) 21 (32.3%) 9 (25.7%) 7 (46.7%) 5 (33.3%) 0.322

Smoking 0.299

No 29 (44.6%) 16 (45.7%) 5 (33.3%) 8 (53.3%)

Current 9 (13.8%) 6 (17.1%) 1 (6.7%) 2 (13.3%)

Ex 23 (35.4%) 13 (37.1%) 8 (53.3%) 2 (13.3%)

Unknown 4 (6.2%) 0 (0%) 1 (6.7%) 3 (20%)

Ischemic heart disease 39 (60%) 15 (42.8%) 12 (80%) 12 (80%) 0.002

History of atrial fibrillation 36 (55.4%) 18 (51.4%) 12 (80%) 6 (40%) 0.116

NYHA 0.011

2 29 (44.6%) 21 (60%) 5 (33.3%) 3 (20%)

3 31 (47.7%) 14 (40%) 10 (66.7%) 7 (46.7%)

4 2 (3.1%) 0 (0%) 0 (0%) 2 (13.3%)

Unknown 3 (4.6%) 0 (0%) 0 (0%) 3 (20%)

Diabetes mellitus 23 (35.4%) 6 (17.1%) 11 (73.3%) 6 (40%) <0.001

Beta-blocker 46 (70.7%) 26 (74.3%) 13 (86.7%) 7 (46.7%) 0.144

ACE-inhibitor or sartans 30 (46.2%) 19 (54.3%) 8 (53.3%) 3 (20%) 0.138

ARNI 13 (20%) 9 (25.7%) 1 (6.7%) 3 (20%) 0.303

Mineralocorticoid receptor antagonist 38 (58.4%) 30 (85.7%) 2 (13.3%) 6 (40%) <0.001

Diuretics 57 (87.7%) 29 (82.8%) 15 (100%) 13 (86.7%) 0.070

BMI 28.4± 5.7 27.5± 4.6 31.3± 8.2 27.9± 3.8 0.377

eGFR 52.5± 24.3 60.9± 25.6 42.6± 17.8 41.6± 19 0.008

Potassium 4± 0.5 3.9± 0.5 4.2± 0.5 4± 0.5 0.178

LVEF 38.8± 14.9 39.1± 15.9 36.4± 14.5 39.3± 14.6 0.526

Systolic blood pressure 121.2± 21.2 117.9± 20.3 122.3± 20.5 131.8± 22.5 0.158

Diastolic blood pressure 70.6± 11.9 71.2± 10.3 68.1± 10.1 72.8± 17.3 0.571

Education 0.500

Primary school 12 (18.5%) 7 (20%) 2 (13.3%) 3 (20%)

(continued)
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time to rehospitalisation was 12 days. A univariate logistic
regression model identified the presence of diabetes melli-
tus (OR= 5.95; p-value= 0.009) as the sole predictor for
the combination of conversion to regular hospitalisation
or rehospitalisation in 30 days. No link was found
between adherence to the measurements and safety out-
comes. More information can be found in Table 3.

Burden on informal caregivers

The burden on informal caregivers was assessed with the
Caregiver Strain Index.10 The median score of the
Caregiver Strain Index was 2.5. Only 10% of the informal
caregivers had a score of 7 or higher, which corresponds
with caregiver overload.

Discussion
This study is, to our knowledge, one of the first that investi-
gated a digital platform to support home hospitalisation for
HF patients. The novelty of the study stems from the use of
a digital health-supported home hospitalisation platform in a
home hospitalisation intervention for acute HF. Our findings

prove that a digitally supported home hospitalisation interven-
tion is feasible and highly liked by patients. Age or being a
frequent user of technology was not associated with satisfac-
tion and usability outcomes. This indicates that the interven-
tion may be feasible for all age groups and patients with
different levels of experience in using digital health. There
was a clear interest among patients in transferring at least a
part of hospital care to the home setting.

Similar findings regarding satisfaction were reported in
home hospitalisation intervention for other chronic dis-
eases.9,11 Leff et al.11 demonstrated that hospital care at
home was associated with greater satisfaction than acute hos-
pital inpatient care for patients with chronic diseases and their
family members. This corresponds with the high satisfaction
scores in this study. Arsenault-Lapierre et al.6 concluded in a
recent meta-analysis that home hospitalisation interventions
are a viable alternative to in-hospital stays for patients with
chronic diseases. The study demonstrated that mortality did
not differ between the hospital-at-home and the in-hospital
care groups. Moreover, the risk of readmission was lower
and the length of treatment was longer in the hospital-at-home
group than in the in-hospital group. However, it is important
to acknowledge that only 9 studies with 956 patients were

Table 1. Continued.

Variable All (N= 65) Jessa (N= 35) Isala (N= 15) MUMC+ (N= 15) P-value

Secondary school 23 (35.4%) 10 (28.6%) 7 (46.7%) 6 (40%)

Secondary professional level 4 (6.2%) 3 (8.6%) 0 (0%) 1 (6.7%)

Higher professional level 17 (26.2%) 9 (25.7%) 5 (33.3%) 3 (20%)

University level 5 (7.7%) 5 (14.3%) 0 (0%) 0 (0%)

Unknown 4 (6.2%) 1 (2.9%) 1 (6.7%) 2 (13.3%)

Employment 0.160

Employee 6 (9.2%) 6 (17.1%) 0 (0%) 0 (0%)

Self-employed 1 (1.5%) 0 (0%) 1 (6.7%) 0 (0%)

Retired 50 (76.9%) 27 (77.1%) 11 (73.3%) 12 (80%)

Unemployed 5 (7.7%) 2 (5.7%) 2 (13.3%) 1 (6.7%)

Unknown 3 (4.6%) 0 (0%) 1 (6.7%) 2 (13.3%)

Possession of a smartphone or tablet 41 (63.1%) 23 10 8 0.420

Regular user 36 (55.4%) 21 10 5 0.141

Travel time between home and hospital (min) 17.5± 7 18.3± 6.8 19.1± 7 11.8± 3.2 0.002

Note: Bold values indicate significant value.
NYHA: New York Heart Association; ARNI: angiotensin-nepryselin-inhibitor; BMI: body mass index; eGFR: estimated glomerular filtration rate; LVEF: left
ventricular ejection fraction; MUMC+: Maastricht University Medical Center+.
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included. The studies investigated home hospitalisation for
COPD (n= 4), chronic HF (n= 2), ischemic stroke (n= 1),
neuromuscular disease (n= 1), and a combination of
chronic diseases (n= 1).6

Only the study by Levine et al.12 used remote monitoring
technology in a home hospitalisation intervention for patients
with COPD, chronic HF, infection, or asthma. A skin patch
for continuous monitoring of HR, respiratory rate, telemetry,

Table 2. Patient satisfaction.

Variable All (N= 65)

Preference

At home 27 (41.5%)

At hospital 7 (10.8%)

Combination 28 (43.1%)

No preference 3 (4.6%)

How worried at the start?

Extremely worried 4 (6.2%)

Very worried 7 (10.8%)

Worried 15 (23.1%)

Little bit worried 16 (24.6%)

Not worried at all 20 (30.8%)

No answer 3 (4.6%)

How safe did you feel during the day?

Extremely safe 21 (32.3%)

Very safe 27 (41.5%)

Safe 14 (21.5%)

Not safe 0 (0%)

Completely unsafe 0 (0%)

No answer 3 (4.6%)

How safe did you feel during the night?

Extremely safe 15 (23.1%)

Very safe 27 (41.5%)

Safe 18 (27.7%)

Not safe 0 (0%)

Completely unsafe 0 (0%)

No answer 5 (7.7%)

Overall satisfaction

Totally satisfied 35 (53.8%)

(continued)

Table 2. Continued.

Variable All (N= 65)

Very satisfied 21 (32.3%)

Satisfied 4 (6.2%)

Not satisfied 0 (0%)

Not satisfied at all 0 (0%)

No answer 5 (7.7%)

Table 3. Safety outcomes.

30-day rehospitalisations

All (N= 65) 6 (9.2%)

Jessa Hospital (n= 35) 1 (2.9%)

MUMC+ (n= 15) 3 (20%)

Isala (n= 15) 2 (13.2%)

Variable All (N= 65)

Conversions 7 (10.8%)

Jessa Hospital 3 (8.6%)

MUMC 1 (6.7%)

Isala 3 (20%)

Variable All (N= 65)

30-day rehospitalisations 6 (9.2%)

Jessa Hospital 1 (2.9%)

MUMC 3 (20%)

Isala 2 (13.3%)

MUMC: Maastricht University Medical Center.
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movement, falls, and sleep was used. This randomised con-
trolled trial included 91 patients. The authors reported
reduced costs, healthcare use, and readmissions while increas-
ing physical activity compared with usual hospital care. The
meta-analysis6 and the study by Levine et al.12 highlight the
potential of reimaging the current way of delivering hospital-
level care. However, it is clear that more and larger trials are
needed because most of the evidence is based on very hetero-
geneous trials with small sample sizes.

Adherence to the daily measurements of BP and weight
was very high, which supports the conclusion that the platform
was very feasible and usable. The lower adherence to the
eCoach could potentially be explained by the fact that patients
found the symptom assessment unnecessary due to the daily
visits by a nurse who also performed a symptom assessment.
In the future, the digital platform could be used to lower the
number of home visits. Incoming data can be used to deter-
mine if a home visit is warranted. The lower number of
home visits could potentially improve the cost-effectiveness
of home hospitalisation and ease the implementation on a
large scale. We hypothesise that a reduction in home visits
will make the eCoach more useful.

The median duration of the home hospitalisation inter-
vention was 8 days. However, in MUMC+ a longer dur-
ation was found. A potential explanation could be the fact
that patients are older and have a higher NYHA classifica-
tion. Nevertheless, both satisfaction and safety measures
were similar among the three hospitals. This may indicate
that home hospitalisation is also a feasible and safe alterna-
tive even for older patients with severe HF.

Safety measures were also similar to regular HF hospitali-
sations. This study showed a conversion rate to regular hospi-
talisation of 10.8% and a 30-day rehospitalisation rate of 9.2%.
This was comparable with regular hospitalisation, where
studies have demonstrated a 30-day rehospitalisation rate of
18% to 23%.13,14 Some differences in the conversion rate
between the difficult hospitals were observed. Potential expla-
nations could be the fact that more patients had ischemic heart
disease, diabetes mellitus, and low renal function. However,
due to the fact that this is a feasibility no strong conclusion
about the differences in conversion rates could be made.

Limitations

Since this is a feasibility study, statements on the effectiveness
are lacking. Randomised controlled trials are needed in the
future. The ongoing COVID-19 pandemic led to shifts in
healthcare organisation and a lower number ofHF admissions.
This led to a lower total number of patients than expected. No
validated questionnaires exist to determine patient satisfaction
in a homehospitalisation intervention.Therefore, a satisfaction
questionnairewasdevelopedbasedon the studyofUtens et al.8

Finally, we did not collect data on the number of patients that
were unwilling to participate. Therefore, the patient preference
regarding home hospitalisation is likely overestimated. In a

later phase, implementation studies are needed to understand
the percentage of patients willing to participate in home
hospitalisation.

Conclusion

This study demonstrates the potential of digitally supported
home hospitalisation intervention for HF. Our findings prove
that home hospitalisation is feasible in three hospitals with differ-
ent levels of experience in delivering home care. The ongoing
COVID-19 pandemic highlighted again the need to search for
innovative approaches to increase hospital bed availability.15,16

A digitally supported home hospitalisation intervention is
feasible. This study demonstrates high patient satisfaction
and sufficiently high usability scores. The safety outcomes
are comparable with traditional HF hospitalisations. This indi-
cates that digitally supported home hospitalisation could be an
alternative to in-hospital care for all age groups, yet further
research is needed to prove the (cost-) effectiveness.
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Appendix 1

Appendix 2

Inclusion criteria Exclusion criteria

Patients with known and well-assessed chronic HF. Indication for IC/CCU admission.

Age >18 years. Mental impairment leading to inability to cooperate.

(Indication for) hospital admission for acute decompensated HF. Severe comorbidity requiring simultaneous hospital care.

Living independently and/or sufficiently supported at home and/or living
in nursing homes (or other supported living modalities).

History of severe liver/kidney disease.

Eligible for a hospital-at-home intervention based on the decision of a
cardiologist.

Systolic BP <90 mmHg.

Living within wide proximity of the hospital
o <30 km for Jessa Hospital and Isala
o Within the region Maastricht Heuvelland for MUMC+.

Clinically significant tachycardia (in case of sinus rhythm, HR
>110/min, in case of atrial fibrillation >150/min).

Need for intravenous inotropic medication.

Hypoxia (sO2 <90% without additional O2).

HF: heart failure; IC: intensive care; CCU: critical care unit; BP: blood pressure; HR: heart rate; MUMC+: Maastricht University Medical Center.
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