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The prevalence of heart failure (HF) in the general 
population is 1–2%1 and is the leading cause of hospi-
tal admission in individuals older than 65 years.2 The 
natural course of HF, characterized by high mortality 
and frequent readmissions after discharge, highlights 
the need to optimize the care pathway to ensure 
high-quality attention while seeking alternatives to re-
duce the burden placed on emergency departments 
(ED) by this condition. In this context, the decision to 
admit or discharge patients with acute heart failure 
(AHF) in hospital EDs must be based on risk stratifica-
tion following international clinical practice guidelines.3 
This decision has a significant prognostic impact, un-
derscoring the complexity of the care process.4

Hospital overcrowding is, in turn, a growing prob-
lem, with major repercussions on ED operations. 
Efficient time management in the ED is crucial. 
Prolonged ED stays have been shown to be associated 
with longer lengths of stay and higher mortality rates, 
especially among vulnerable patients, as recently 
demonstrated by the EDEN-18 Study.5 This highlights 
the need to promote care models that offer alternatives 
to conventional admission and that align with the stra-
tegic goal of the Spanish National Health System (NHS) 
to reduce hospitalizations and promote multidisciplinary 
care, integrating patient self-management and home-
based care programs.6

Within this framework, hospital at home (HaH) has 
become a solid alternative in the care of AHF, as it of-
fers high-quality, safe, cost-effective, and humanized 
care. The true strategic value of HaH lies in its capacity 
to strengthen care continuity and optimize HF treat-
ment. Furthermore, it contributes to improving patient 
self-management, reinforces therapeutic adherence, 
and facilitates early recognition of alarm symptoms—
key factors for preventing new episodes of decompen-
sation and reducing hospital readmissions.

Integrated and multidisciplinary care models are as-
sociated with a significant reduction in both hospitaliza-
tions and mortality in this population. Direct HaH ad-
mission from the ED for patients with chronic diseases 
is associated with lower readmission rates, with no sig-

nificant differences in mortality vs conventional hospi-
talization.8 Among patients with AHF, clinical outcomes 
comparable to conventional hospitalization have been 
reported in terms of in-hospital mortality, 30-day ad-
verse events, and 1-year mortality. Furthremore, HaH 
helps reduce hospital overcrowding and leads to an av-
erage savings of 76% in direct hospitalization costs.9

However, the success of HaH depends on rigorous 
patient selection, limited to those who are clinically sta-
ble, do not require intensive monitoring, and have ade-
quate social and family support within the coverage 
area of the service. Likewise, the implementation of 
multidisciplinary, consensus-based protocols and clinical 
pathways is essential. Such coordination ensures conti-
nuity of care and patient safety, reduces hospital read-
missions, improves quality of life, and decreases health 
care costs.

Despite the clear advantages of HaH as an efficient 
care strategy, an area of uncertainty remains: patients 
who require escalation of care. Returning a patient 
from HaH to the hospital to complete treatment under 
conventional hospitalization involves higher health care 
resource use and is often perceived as a failure of HaH. 
This may generate distrust among patients, families, 
and even the care team per se. Therefore, the article by 
Sánchez Marcos et al., published in this issue of 
EMERGENCIAS, is particularly relevant, as it analyzes the 
clinical predictors associated with the need for escala-
tion of care in this context.10 Among the identified fac-
tors are renal dysfunction (creatinine > 1.3 mg/dL) and 
hyponatremia (< 135 mmol/L), both independent mark-
ers that significantly increase the risk of requiring con-
ventional hospitalization among patients admitted to 
HaH. These risk markers suggest more severe underly-
ing decompensation in patients in whom HaH was un-
successful. Incorporating these clinical parameters into 
the selection criteria for patients eligible for direct HaH 
admission from the ED will strengthen the care path-
way for AHF and improve both patient safety and 
efficacy.

Currently, we must acknowledge the impact of digi-
tal health technologies on HaH. Particularly noteworthy 
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is multiparametric telemonitoring, which is highly rele-
vant for follow-up of patients with AHF, as it enables 
early detection of signs of congestion or clinical insta-
bility and allows proactive interventions before a new 
decompensation occurs. This improves patient safety 
and quality of care. In this regard, the HERMeS trial—
which combined real-time telemonitoring of patient 
data, early-alert generation, and structured proactive 
teleintervention based on data analysis—demonstrated 
a dramatic reduction in mortality and a significant de-
crease in exacerbations and hospitalizations among pa-
tients with chronic HF.11 This evidence supports tele-
medicine as an essential component of HaH. Innovative 
experiences also exist, such as the creation of virtual 
short-stay units (vSSU) that integrate the care model of 
short-stay hospital units with remote medical care and 
the organizational resources of HaH. These initiatives 
have proven to be feasible and safe, with high levels of 
patient satisfaction.12

The incorporation of telemedicine solutions and in-
formation and communication technologies, and the 
implementation of telemonitoring systems and re-
mote-tracking devices to support home-based telecare, 
is a priority and a strategic objective for the NHS.13 This 
path continues with the introduction of artificial intelli-
gence to develop decision-support algorithms based on 
large volumes of existing data and with meaningful 
participation from patients—not only in self-care but 
also in the technological design of various devices.

In conclusion, direct HaH admission from the ED 
represents an alternative to the traditional care model: 
a patient-centered strategy that uses resources efficient-
ly and is supported by technological innovation. 
Furthermore, it improves the care pathway for AHF, 
making it safer, more cost-effective, and more human-
ized. Nonetheless, further progress is needed in the di-
rection indicated by Sánchez Marcos et al., particularly 
in identifying predictors of HaH failure—such as renal 
dysfunction and hyponatremia—to refine patient-selec-
tion protocols and risk stratification, ultimately making 
HaH a more precise, robust, and clinically safe model.
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