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» 1.5 million de’ patlents
> Age médian 81 ans
> 3 min = 1 hospitalisation

P 1 milliard = coGt hospitalier ¢
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LIVRE BLANC. Insuffisance Cardiaque. SFC — GICC 2021
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Registre EHAFE : 11 261 patieriis consécutifs hospitalisés
pour ICA dans 41 SAU différants sur 2 mois
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HAD et ICA
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Home care as an option in
worsening chronic heart
failure—a pilot study to I

2
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*Q%'l patients seeking medical
attention at hospital for

Reduction in cost of care for selected patients with

Patel H. et al. [33] aluate feasibility & worsening CHF were CHEF eligible for hospital care might be achieved by \g\@'
) oy qu%l randomized to home care or early discharge from hospital followed by home visits. Qe
adjusted life years apef . &

: < conventional care. 2
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Tibaldi V. et al. [34] d_eg_’&]\)'lpensalion of chronic
b}_g'art failure: a prospective

000 randomized controlled trial.

to the general medical ward
(n= 53) or to the Geriatric Home
Hospitalization Service (n = 48).

of subsequent hospital admissions was obsegged.
(c) Geriatric Home Hospitalization SEn?ic&ﬁatienls
experienced improvements in depmssi@ﬁ, nutritional

N status, quality-of-life scores and had\a\\'lcrnger time to
@q, first additional admission. o
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'Hospital at home' care model
as an effective alternative in
the management of
decompensated chronic

heart failure.

Mendoza H. et al. [35]

Eighty patients over the age of
65 years who presented at the
emergency department with
decompensated HF randomly
assigned to inpatient hospital
care or Hospital at Home.

H::rspital at home care allows@f?n important reduction
in the costs during the ing@#x episode compared with
hospital care, whilst mail taining similar outcomes
with respect to cardi®®ascular mortality and morbidity
and quality of Iiééﬁ‘lﬂ'l year follow-up.
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Efficacy of Hospital at Home

in Patients with Heart Failure:

. . [36
Qaddoura A. et al. [36] A Systematic Review and

Meta-Analysis.

Meta-analyzed results from 3
RCTs (n = 203) and narratively
synthesized results from 3
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HAD-FIL-EAS ic
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d La majorite des patge"nts en ICA peuvent justifier d'une prise en
charge en HAD pyécoce tous necessitent un filtre gerlatrlque et
social s f
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4 FIL-EAS ic Qérmet une réduction de la DMS intra MCO

d Le MDP& n ‘est adapte que si une equipe spemahse% s'’empare de
a fl|le{,'<é avec les acteurs de ville o

u _e&wmodele économique est avant tout base, SUr I'autofinancement
par baisse de la DMS et le developpemquﬁe I'ambulatoire
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O Le registre et I'essai clinique FIL-EAS ic nous donneront des
réponses sur le bénéfice en terme dg'morbi-mortalité et le codt



: N
Collége ,@ﬂ
National des R
Cardiologues des &P
Hépitaux NS

.\\\@'

FlLiere d’Evaluation et

\.
Q)"o

< d’Accompagnement dans le parceurs de
4 Soins de l'insuffisant cardgaque

rci pou tte o



