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SUMMARY

Hospital at home (HaH) has become an increasingly popu-
lar model of care over the past few years. However, there is
little evidence to suggest that this is a superior form of care
when compared with standard inpatient care in terms of
cost, satisfaction, or clinical outcomes. Despite concerns
that these schemes increase general practitioner (GP) work-
load, there is also no published evidence on the effect of
HaH on GPs. As part of a broader study, a survey was
undertaken of all GPs in an inner London health authority for
their views of HaH. Overall, GPs felt that such schemes
increased their workload, but GPs who had used HaH were
more strongly in favour of these schemes for a range of con-
ditions.
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I ntroduction

HOSPITAL at home (HaH), which replaces inpatient days with
care in the patient's home, has become an increasingly POPY
lar model of care in the National Health Service (NHS) over the
past five years. However, recently published research finding

the same in both services; GPs were clinically responsible for
their patient, who could only be admitted to the scheme with the

GP’s approval. Notably, GPs rarely referred patients directly to

either service; referrals to the orthopaedic scheme were usually
from wards, and to the prevention of admission scheme from dis-
trict nurses. Both schemes provided nursing care through the dis-
trict nursing service, and their own physiotherapy and occupa-
tional therapy.

Results

Results are summarized in Table 1. The majority of GPs favoured
the use of HaH for terminal care, chest infections, cerebrovascular
accident (CVA), hysterectomy, and haemorhoidectomy.
However, the majority did not support the use of HaH for postop-
erative care of hip replacements, knee replacements, or fractured
necks of the femur — an interesting finding, considering many
HaH schemes are set up for postoperative orthopaedic care.

Of the 55 GPs who had used HaH, 21 (38%) did not know
they could refuse to have a patient admitted to HaH. Four GPs
(7%) did not know they were clinically responsible for the
patient while on the scheme. Fourteen GPs (25%) rated the infor-
mation they received from HaH about the services provided as
less than or not at all adequate.

The reported rates of home visits to, and telephone calls from,
e patient while on HaH were 49% and 56% respectively. This
aried depending on the type of care given. GPs whose patients

d been on the prevention of admission scheme were signifi-

have not, on the whole, demonstrated a clear benefit of HaH ov . o

conventional inpatient care. In terms of cost, only one study su%‘?_“y more likely to have made a home visit than GP% whose
gested that HaH could save money compared with convention#@tiénts had been on the early discharge scheme (68% versus
inpatient caré,whereas other research shows that there is no sav-
ing to be made — indeed there is potential for increased-tbst. o
te?ms of patient outcome and satisrf)action, HaH has generally beérr?ble 1. Survey results (response rate = 141/183 [77%)).
found to provide a similar level of care to inpatient C&@ne  gyrvey question
recent study found a significant increase in GPs’ costs for elderly
medical patients and those with chronic obstructive airways dis©pinion or experience on effect of HaH on
ease’ Beyond this, however, there has been little publishechormal GP workload:

GPs’ responses

research on GPs’ opinions and experiences of HaH. Increases workload 81 (57%)
Decreases workload 9 (6%)
No effect on workload 19 (13%)
Method No opinion 29 (21%)
o N 2%
As part of a broader study of HaH in inner London, a short ques- o answer 8 (%)
tionnaire was sent to all 183 GPs in a health authority, askingps completely or somewhat in favour of HaH
about their views and experiences of HaH. The questionnairgy the following conditions:
asked all GPs their opinion about the effect of HaH on their Terminal care 108 (77%)
workload, and whether or not they were for or against the use ofChest infection 85 (60%)
HaH for certain conditions. In addition, GPs who had had a CVA 83 (59%)
patient on HaH were asked some questions about their experi-HVSte’eﬁQ'gV . gg (ggo//")
ence with the scheme. GPs were asked to answer with regard t&aerlnﬁr ey 68( 8°/°)
he most recent patient they had had on HaH ofal hip replacement (48%)
t Le : Total knee replacement 67 (48%)
General practitioners had access to one of two HaH schemesgractured neck of femur 63 (45%)
an early discharge service catering mainly for postoperative Transuretural resection of the prostate 56 (40%)
orthopaedic patients, or a ‘prevention of admission’ service car-
ing mainly for the frail elderly. Formally, the role of the GP was For GPs who have had a patient on HaH (n = 55):
Aware they could refuse admission to HaH 34 (62%)
S Hood msc,research project co-ordinator; and S Parsemsiesearch Aware they were clinically responsible for .
officer, Kensington & Chelsea and Westminster Health Authority, patient on HaH 51 (93%)
London. N J Fulopenp,senior lecturer in health services management ~ Thought HaH gave them adequate/more than
and policy, London School of Hygiene and Tropical Medicine. adequate information about service 41 (75%)
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Visited the patient at home at least once 27 (49%)
Received a telephone call from the patient
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33.3%;P = 0.03, not shown in Table 1). Notably, the majority of
GPs surveyed felt that HaH would increase their workload.

Discussion

Although there are limitations to this study — most importantly,
there is no comparison made between GPs with HaH patients and
those receiving standard hospital care — it does highlight some
concerns about the role of GPs in HaH schemes. If the NHS is to
continue to encourage the development of HaH, it is imperative
that the perceived shift in workload from the acute sector to pri-
mary care be closely monitored.
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