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SUMMARY

Background. There is a worldwide trend towards a reduc-
tion in the number of house calls made by family physicians.
House calls are still the essence of good family practice.
Aim. To investigate the reasons why patients asked for
home visits, the therapeutic procedures used, the equip-
ment needed, and the diagnostic conclusions, in urban and
rural settings.

Method. The details of 10 consecutive home visits were
recorded by each of 91 family doctors serving 125 000
patients in urban and rural regions of Israel. Seven hundred
and ninety-nine usable records were analysed.

Results. No overall difference was found in home visiting
rates between rural and urban physicians, but rural physi-
cians made more out-of-hours visits than urban physicians
(P = 0.016). Sixty-seven per cent of the visits were to the
elderly; in urban practices, 53% visits were made to house-
bound patients and 41% in rural practices (P = 0.008). The
most common reason for requesting a home visit was for
undefined general symptoms, but the doctor was usually
able to arrive at a more specific diagnosis after the visit.
Medication was administered directly in 41% of rural visits
and in 24% of urban visits (P<0.001). The commonest
drugs used were antipyretics. Prescription pads were need-
ed in 73% of urban visits and 48% of rural visits (P<0.001).
A stethoscope was needed in 83%, sphygmomanometer in
67%, electrocardiograph in 13%, and a blood glucose
meter in 9% of home visits.

Conclusions. Home visiting in rural practices involves more
active intervention on the part of the doctor, whereas, in
urban practices, visits to chronically house-bound patients
predominate. During the home visit, the patient’s complaint
is translated by the doctor into an organ-specific or a sys-
tem-specific diagnosis, and in many cases support is pro-
vided for the caregiver. The equipment the doctor carries to
home visits may not be the equipment most needed.
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Introduction

HOUSE calls, also known as home visiting, are an important
part of general practice. In some countries home visits are
more common than in others, varying from 15 per practitioner
per year in the United Sates of America to 15 per day in Belgium
and Russid? Even in North America, where there is relatively
little of this activity, family physicians, as opposed to other types
of primary care physicians, see home visiting as impoftant.

There is a worldwide trend towards a decline in the number of
house calls made by primary care physicfaimsthe past decade,
house calls have been provided predominantly to those who are
very sick and near the end of IfaVe believe that house calls
are the essence of good family practice and should not disappear
in the face of the growth in other home health care services.

The aim of this study was to investigate the process of home
visiting — who asks for them, what is the diagnostic process
involved, what sorts of outcome occur — and is examined in
relation to the differences between urban and rural practice. In
the light of recent changes in home visiting patterns in many
parts of the world, this information is needed for doctors to plan
rationally and to organize their practices appropriately, both in
terms of the organization of time and of the equipment they need
to have available.

M ethod

Ninety-one physicians, members of the Israel Network for
Research in Family Medicine and practising in a variety of urban
and rural settings, volunteered to complete a questionnaire before
and after up to 10 consecutive home visits over a period of one
month. Each participant also provided his/her personal and pro-
fessional details and demographic characteristics for the patient
population, including number of registered patients, percentage
of elderly patients, and frequency of home visits.

The majority of urban doctors in Israel do not provide 24-hour
care, in which case out-of-hours care is provided by a separate
organization. Saturday is the day of rest, and the weekend break
lasts from Friday midday to Sunday morning. The direct cost to
patients for a home visit is low (average US$7) relative to the
cost of regular transport to the clinic, thus encouraging them to
use this service. The doctors are compensated financially for
home visits at a rate that makes it worth their while to go out on
visits but not so profitable as to actively encourage them to seek
more work of this kind. However, they are encouraged to initiate
regular home visits to house-bound patients and they are paid
extra for this.

Before each home visit, the following information was record-
ed by the doctor: day of the week, time of day, age and sex of the
patient, known diagnoses, if the patient is house-bound or
mobile, who initiated the visit (doctor, patient, relative, or other),
and the reason given for requesting the visit. After the visit the
following details were added: diagnosis, justification for home
visit (in the subjective eyes of the visiting physician), procedures
performed, diagnostic and therapeutic equipment needed, and
medication required.

For the statistical analysis, descriptive statistics were used to
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characterize the physician and participant patient population an@B:00) more frequently (15.1% versus 9.1B0= 0.016) than
to assess the process of home visits. Chi-squared tests were usedan physicians.

to compare proportions, and the Studetdést was used to test

differences between means. The Mann-Whitney U test was usdrequests

to test differences between rank sums of variables when the dighe patients themselves requested the home visit in 25.5% of the
tribution was not normal. _ ~ cases, but in most cases (57.4%) the request was made by part-
The SAS Catmod procedure was used to adjust for covariaiger, spouse, or others (nurse, social worker, or neighbour). In

effects that were suspected to influence home visit outcomes 7. 194 of the cases it was the doctor who decided to make the
rural and urban settings, such as age, sex, whether the patiejgme visit on his/her own initiative.

was house-bound, and out-of-hours calls. Analyses of weighted
least squares estimates or maximal likelihood estimates welatients

used as necessary. Owing to incomplete data on some quesuoI'Q/K/enty-six (3.25%) visits were for the paediatric population

naire forms, there is some loss of data in the sub-analyses. (aged 0 to 14 years), while 533 (67.4%) were for the elderly (65-
years-old and above). The median age of the patients was 73
Results years, and 485 (60.7%) were females. Three hundred and eighty-

- . - . . one (47.7%) of the visits were to chronically house-bound
Ninety-one f_am|l_y physicians, serving about 125 000 patients atiEI(’ltS ngz)se median age was 77 years. Inythe urban setting
participated in this study and reported on 799 consecutive ho."fﬁere were significantly more visits to chronically house-bound
visits. The average home visiting rate during the week precedin atients than in the rural settin
the survey month was reported as 4.5 + 3.5 (standard deviation 9:
[SD]) (range = 0-17) visits per working week. There were noDiagnos&s

significant differences between rural and urban family physiciansrhe patients’ most common complaints fell into the ICPC's

with regard to age, sex, experience, and size and age of pat'eﬂéneral’ category (27.5%), including fever, general weakness,

population, nor was there a significant difference in their hom nd indoor accidents and falls. Other common complaints includ-
visiting rates (Table 1). Five hundred and seventy-six (72.5% d respiratory problems (25.4%), cardiovascuIF;r problems

visits were in the urban setting and 219 (27.5%) were in rur 10.9%), and musculoskeletal problems (11.6%).

settlements (Table 2). The most common final diagnoses, as made by the physicians,
. were classified as respiratory (34.5%): mainly respiratory infec-
Timing tions and exacerbations of chronic obstructive pulmonary disease
The visits were performed on all days of the week, with fewesbr asthma. This was followed by circulatory problems (14%):
on Saturdays (21; 2.6%). The vast majority of visits were duringnainly heart failure and stable ischaemic heart disease, and, less
office hours, while only 14 (1.75%) were between 22:00 tocommonly, angina pectoris; and musculoskeletal problems
07:00. Overall, rural physicians made out-of-hours visits(10.4%). Of the diagnoses, 5.1% were of psychological origin,
(Sunday to Thursday, 20:00 to 08:00; Friday, 14:00 to Sundaymainly anxiety and depressive disorders. The proportion that

Table 1. Participant physicians’ characteristics.

Total Urban Rural

Number of physicians? 91 66 25
Sex

Male 56 41 15

Female 29 21 8
Physician age (years, mean = SDP) 432 = 8.4 423 = 6.1 433 =56
Seniority (years, mean * SD) 144 £ 6.7 142 £ 7.1 149 £58
Registered population (mean + SD) 1448 + 337 1460 = 269 1414 = 524
Percentage of patients aged over 65 years

Up to 10% 16% 15% 21%

Above 10% 84% 85% 79%
Weekly home visits rate (mean + SD) 45 +3.5 42 +29 52+46

aSix physicians returned anonymous questionnaires; °SD = standard deviation.

Table 2. Home visits — patients’ characteristics.

Total Urban Rural P-value?
Number of visits 799 576 (100%) 219 (100%)
Percentage of male patients 37.6 35 43.8 0.025
Age (mean = SD) 67.4 = 20.6 68.5 + 19.9 64.7 £ 22.3 0.02
Out-of-hours calls 10.8% 9.1% 15.1% 0.016
Visits to house-bound patients 47.7% 52.8% 41.4% 0.008
Visits initiated by the physician 17.1% 17.8% 16.9% NS

aP-value for difference between urban and rural home visits. NS = not significant.
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remained classified as ‘general complaints’ fell to 11%. The participating physicians worked in urban and rural areas; the
proportion of elderly patients and the frequency of home visiting
Outcomes were comparable in the urban and in the rural practices. The

In 58% of the visits, medications were prescribed, and in 28.49g"°UpP of physicians who volunteered to participate in this study

medication was administered directly by the physician. The othdl'®Y Ingt be rep;ﬁsentative of al'lt g(;éigﬁral prr]actitGi%ners (GPE) int
outcomes of the visits are listed in Table 3. In 18% of visits, ndsrae ecause they were recruite rough a research net-

action was undertaken at all, other than examination and cou __ork. For this reason, the focus of our study is on ur_b_a_n—rural
differences rather than on the overall picture of home visiting.

selling. The physician deemed the visit justified in 65% of the Almost all the visits were in the context of salaried practice
cases, equivocal in 15.8%, and unjustified in 19.2%. In rural I . ) P ’
home visits there was less medication prescribed overall, bu nd the situation in other cc;untnes and in other payment systems
drugs were administered directly by the doctor more often thal ay be different. Ayllr\gt a report that 10% of contacts with
British GPs took place in patients’ homes, at an average annual

in urban visits. rate of 299 per 1000 patient years. In Israel, the overall consult-
. . ing rate with GPs is higher than in Britain — eight per patient
Equipment and medication per yeaf— and we may calculate from our observations that 2%

Table 4 lists the equipment the doctors deemed necessary. Rutdlthese consultations are in the patients’ home, representing an
physicians required more drugs and dressings but less adminverage home visiting rate of approximately 150 per 1000 patient
trative equipment in their home visiting bag. Medications thatyears.
were deemed to be necessary in the visits are listed in Table 5.  The range of visiting frequency per practitioner in Britain may
be calculated as between two and 20 per Wegkich is not dis-

. . similar from our observations. A much lower frequency was
Discussion reported in a nationwide study from the United Stétes.
Home visits are a universal feature of family practice, sometimes The commonest diagnostic groups of respiratory, circulatory,
performed often and sometimes rarely. Although the currentnusculoskeletal, and mental problems have been reported in
study reports 4.5 visits per practitioner per week on average, dther studies and were as we found in this stifdynlike the
represents 91 doctors with a wide range of visiting frequencie®ritish study we did not use the patient population as the denom-

Table 3. Home visits — outcomes.

Total Urban Rural P-value?
Number of visits 799 576 (100%) 219 (100%)
Medication prescription 463 62.5% 45.7% <0.001
Medication administered 227 24% 40.6% <0.001
By mouth 177 18.4% 32.4% <0.001
By injection 64 6.6% 11.9% 0.035
Sent to emergency room 132 16.2% 16.9% NS
By regular ambulance 23 2.6% 3.7% NS
By intensive care ambulance 12 0.9% 3.2% NS
Examination only 145 17.4% 20.1% NS

aP-value for difference between urban and rural home visits, adjusted to: age, sex, out-of-hours calls, and visits to house-bound patients. NS = not
significant.

Table 4. Equipment deemed necessary in 799 home visits.

Total Urban Rural P-value?
Number of visits 799 576 (100%) 219 (100%)
Diagnostic equipment
Stethoscope 661 83.5% 81.7% NS
Sphygmomanometer 548 71.3% 62.1% NS
Otoscope/torch 313 40.0% 37.5% NS
ECG 101 14.1% 9.2% NS
Urine analysis sticks 98 11.6% 14.2% NS
Glucose meter 73 9.6% 8.2% NS
Therapeutic equipment
Drugs 244 23.5% 39.3% <0.005
Dressings 51 4% 12.3% <0.001
Administrative equipment
Medical chart 608 79% 68.5% 0.04
Prescription pad 529 73.2% 47.9% <0.001
Referral letter 355 48% 35.6% 0.01
Laboratory form 204 28.7% 17.8% 0.02

aP-value for difference between urban and rural home visits, adjusted to: age, sex, out-of-hours calls, and visits to house-bound patients. NS = not
significant.
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Table 5. Medication deemed necessary in 799 home visits (%).

Total Urban Rural
Number of visits 799 576 (100) 219 (100)
Antipyretics 85 (10.6) 51 (8.9) 34 (15.5)
Analgesics 45 (5.6) 32 (5.6) 13 (5.9)
Antibiotics 41 (5.1) 29 (5.0) 12 (5.5)
Diuretics (furosamide) 30 (3.8) 24 (4.2) 6 (2.7)
Resuscitative drugs 21 (2.6) 8 (1.4) 13 (5.9)
Bronchodilators 18 (2.3) 11 (1.9) 7 (3.2)
Steroids 12 (1.5) 4(0.7) 8 (3.6)
Anti-ischaemic (sublingual isosorbide dinitrate) 10 (1.2) 5(0.8) 5(2.3)
Oncology — supportive drugs 8 (1) 0 (0) 8 (3.6)
Others 58 (7.2) 40 (6.7) 18 (8.2)

inator but rather the individual doctor since we are interested prbound patients may reflect the higher availability of other
marily in the organizational aspects of this activity. sources of care, such as the village nurse. The rural physicians

It is important to note some of the special features of theended to complete treatment themselves rather than refer
Israeli primary care system in order to interpret the findings opatients to hospital, and this is reflected in the higher use of
this study appropriately. The issue of the direct cost to the patieniressings and of drugs administered directly at the time of the
may be relevant; one British GP offered to send a taxi to brinpome visit, either by mouth or by injection. Consequently, rural
the patient to the surgery at the doctor's expérnidee rarity of  physicians had less need of prescription pads, laboratory forms,
visits performed at night and over the weekend is related to thend referral letters. That this difference is a matter of style rather
operation of separate out-of-hours services in the communityithan reflecting a difference in the severity of the cases, may be
and, at any rate, emergency night visits may be significantly difdetermined from the similarity of the rates of true emergency
ferent in content from daytime visits. Conversely, the high frereferral to hospital by ambulance requested by the urban and the
qguency of doctor-initiated visits is to be taken in the context ofural physicians. The contribution of simple counselling was
the financial incentives provided for this kind of wdrkaking dominant and similar in both settings.
these considerations into account, there are some universal patUrban-rural differences have been noted in a multinational
terns found in the mixture of reasons and diagnoses that astudy that focused on home visiting for respiratory tract infec-
almost similar throughout the Western world. tions ! which suggested that the prime contribution to the gradual

Doctor-initiated visits are of interest in themselves. They are arop in the frequency of home visiting is the willingness of par-
special case of the more general class of visits to the elderly amahts to bring sick children to the clinic rather than request a visit.
the house-bound. Almost half of all visits were to house-bound This study follows our earlier stu#fythat focused on the
patients and two-thirds were to elderly patients. This reflects thequipment the doctor needs to take to a home visit. Our observa-
extra workload that this population places on primary medications are clear: stethoscope, sphygmomanometer, and otoscope
services. As hospital care and other residential care becomase the only standard equipment that was used in both urban and
increasingly expensive, the pressure to provide high-quality andural practice, together with the patient’'s medical ¢Rahd
easily accessible care at home may be anticipated to become phasic stationery. However, it should be noted how frequently the
gressively stronger. electrocardiograph, urinalysis sticks, and the glucometer were

The range of procedures reported in our series reflects somalso needed. This implies that, when specific problems are antici-
thing of the atmosphere of these visits — 8% of patients werpated at the time of going out on a particular home visit, the rel-
given injections and 22% were given oral medication at the timevant equipment should be easily accessible and taken in addi-
of the visit, and 17% sent to the hospital. Equally revealing aréion to the basic set. This could be organized, for example, as a
the 18% of visits where no procedures at all were performed, ngraediatric kit, a respiratory kit, a cardiac kit, and a resuscitation
was any prescription or referral given, but the whole content okit,# each with both the extra equipment and the specific drugs
the visit was the therapeutic consultation — in this respect therénat might be needed in these contexts.
was no difference between urban and rural practice. Home visits The study of quantitative differences between urban and rural
are known to offer support to the caregiver as well as to thbome visiting can only give a limited impression as to the actual
patientl® and almost half of the visits in our series were orderegrocesses involved in these two different environments. The
by the partner, child, or parent of the patient. quality of the relationship between GPs and their patients is of

Home visits, like any medical consultation, may redefine thehe utmost importance and may well show consistent differences
problem from the patient’s initial supposition to the doctor’'sbetween rural and urban practices. Similarly, ancillary health
final diagnosis. Thus, whereas 27.5% of complaints were classégare workers, who also do domicilary visits, must also be taken
fied as ‘general’ at the time the visit was requested, only 11%nto account when judging the issue of home visits by GPs.
remained in this category after the visit. The type of proces3hese are aspects that are difficult to quantify, but are nonethe-
involved included shifts of diagnostic groups such as ‘psychologless central to the decision when to go on a home visit and whom
ical’ from 2% before the visit to 5% after. to visit.

Despite the similarity of the urban and rural practices we stud- In conclusion, despite the decline in home visiting rates, this is
ied in physician demographics and in the proportions of elderlgtill an essential part of a family physician’s workload, and
patients, there was nonetheless a difference in the patterns i@cognition of the components and characteristics of home visit-
home visiting. The higher rate of rural out-of-hours visiting ising is important both from the aspect of the comprehensive care
derived from the 24-hour responsibility the rural physician haof the patient and the family, and for the appropriate organization
for the patients’ care. The lower rate of rural visits to houseeof time and equipment.
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