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Results A total of 183 patients were onboarded from December 2021 to end August 2022. 113 (61.7%) were males, median age was 74 years old (range 17 to 93). Median NTproBNP
was 5520pg/mL (220-35 000). In patients onboarded into HFVH after an acute admission, mean acute LOS was 5.8 (standard deviation=>5.3) days compared to 9.1 (10.4) days in HF
patients not onboarded into VH (36% reduction; p=0.008). Between January and June 2022,

a total 125 patients had been discharged after a VH stay. During the same time period, a total of 445 patients had been discharged home from the acute with a primary or secondary
diagnosis of HF without VH support. There were no deaths during the VH stay. There were 3 deaths (1.6%) within 30 days of discharge from VH.

Readmission rate into the acute at 30 days follow-up with a primary HF diagnosis was 3.2% (n=4) in the VH group compared to 3.6% (n=16) in the non VH group (p=0.830). Of the 4
VH readmissions, 3 had been directly planned from VH. Readmission rate for all causes was 9.6% (n=12) in VH group vs 15.5% (n=69) in non VH group (p=0.095).

Finally, patients satisfaction was excellent.
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Discussion and Conclusions

This 1s one of the first reports on HFVH 1n the UK.
Acute LOS was on average 3 days/36% less. There
was a trend towards reduced readmissions rates. The
30-day death rate of 1.6% 1s as expected 1n this cohort,
so there 1s no signal on safety. There was a high degree

of patient acceptability.

If these results were replicated 1n larger cohorts HF
VH could result in major savings in terms of IP LOS
with no concerns re safety and excellent patient
satisfaction.
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