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EDITORIAL

Caring for older hospital-at-home
patients

Hospital-at-home schemes provide nursing and medical
care in the home to people who would otherwise be in
hospital with the aim of either preventing admission or
facilitating discharge [1, 2]. Hospital-at-home (hospita-
lisation à domicile) originated in France in 1961 [3],
and has become an increasingly popular method of
delivering healthcare world-wide [1, 2, 4, 5].

The complexity of schemes varies, some providing
very high levels of intervention in the home (such as
ventilation, nutrition, intravenous antibiotics and anti-
coagulant therapy) while others—particularly in the
UK—focus on nursing care and rehabilitation [1, 2, 4,
5]. Some schemes cater for specific patient groups;
others are generic [1, 2].

There have been many descriptive observational
studies of hospital-at-home, but few controlled studies
have compared hospital-at-home with standard inpati-
ent care, and many of these have been non-randomized
[6]. An ideal hospital-at-home scheme would produce
outcomes as good as inpatient care, be no more
expensive (ensuring costs were not merely transferred
to primary care) and be acceptable to patients and
carers. In particular, it should avoid any increase in the
emotional, physical and financial burden on carers.

Carer satisfaction and strain

The main emphasis of comparative studies to date has
been on patient outcomes and cost, with less attention
being devoted to carer satisfaction and strain [1, 2, 5–
19]. In this issue of Age and Ageing [20], the Bristol
group address this question in a paper complementing
earlier reports [18, 19]. In an early-discharge hospital-
at-home scheme, appropriate patients from general
medical, medicine for the elderly, orthopaedic and
general surgical wards were randomized to either
hospital-at-home or standard hospital care. Using
health status measures and a modified Carer Strain
Index, the researchers found no difference in self-
reported burden of the principal carers of hospital-at-
home patients and those treated conventionally.

This is an important result, but one which must be
interpreted with caution: because few patients identified
a carer, the study may not have had sufficient power to
detect a small difference between the two groups.
Support for these findings is provided by Shepperd et
al. [16, 17]. They compared hospital-at-home with

standard care for different groups of patients: elective
hip and knee replacement, hysterectomy (for non-
malignant conditions), elderly medical and chronic
obstructive pulmonary disease. This was largely an
early-discharge hospital-at-home scheme but some of
the elderly medical patients and some of those with
chronic obstructive pulmonary disease were recruited
directly from home. Except for women having a
hysterectomy, all patients were over 60. There were
few differences in patient outcome between hospital-
at-home and conventional hospital treatment. The
Carer Strain Index was used to assess carer burden,
and no difference was found in the level of burden
between carers of hospital-at-home patients and those
receiving standard care for any of the medical or
surgical patient groups in their study. Carers recorded
all expenditure related to the trial diagnosis for 1 month
as well as any loss of earnings and days lost from work
as a result of caring, and there were no differences
between the two groups. Expenditure was small and
few carers reported loss of earnings. As most carers
were retired, time lost from work was not a factor.
Donald et al. randomized 60 elderly medical patients to
hospital-at-home or conventional discharge and sup-
port [14]. Carers were interviewed to determine their
ability to care for their dependent and how well they
were coping. No differences were identified between
the two groups, but the number of carers in each
treatment arm was small as only 20 patients had a carer.

In the USA, Hughes et al. randomized 171 terminally
ill patients (mean age about 64 years) to a home care
team or conventional care [10]. There was no
difference in patient outcome, and patient satisfaction
was higher in those receiving home care. Most carers
(92%) were women, with a mean age of 56 years; there
were no differences in carer morale at 1 month.
However, this was lower in the home treatment group
if the patient survived more than 30 days.

Although the Peterborough scheme has been
operational in the UK since 1978 [21], the only attempt
at a randomized controlled study foundered because of
the scheme’s success: patients, their general practi-
tioners and carers were reluctant to be randomized to
treatment in hospital as they perceived that treatment-
at-home was so successful [7]. In a prospective
evaluation of the scheme, 16% of carers reported that
involvement in caring had presented a problem and
31% that it had caused some burden [7]. Three groups
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of patients were studied: stroke, early post-operative
discharge and those with malignant disease. Problems
were particularly reported by the carers of stroke
patients: almost 40% claiming that caring had adversely
affected their health, and over half reporting lifestyle
changes as a result of caring.

There is accumulating evidence that hospital-at-
home is an effective complementary form of health
care, although whether it is a cost-effective alternative
remains uncertain [1, 2, 6, 8, 9, 11–19]. Hospital-at-
home is usually acceptable to patients and carers
although a few do not want it (the reasons being
unclear) [22]. The study reported by Gunnell et al.
found hospital-at-home not to be associated with
increased carer strain. However, the most established
UK scheme found increased burden experienced by
some hospital-at-home carers [7], and the statement
that the ‘‘implementation of hospital-at-home schemes
should be influenced by considerations of their cost
and effectiveness rather than their potential adverse
effects on carers’’ may be premature.
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