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BACKGROUND. Visiting patients at home has long been one of the activities of the family physician, but the 
practice of making house calls has diminished significantly during the second half of the 20th century. The goal 
of this study was to describe physicians’ attitudes about house calls and their practice of making them in the 
rapidly changing health care environment of the United States.

METHODS. A 30-item, self-administered questionnaire was designed to obtain demographic information about 
physicians and their attitudes toward house calls, practice experiences with making house calls, and any addi­
tional factors that influence making house calls. It was mailed to all members of the Colorado Academy of Family 
Physicians, during the summer of 1997.

RESULTS. A 66% response rate was obtained from practicing physicians. Overall attitudes toward house calls 
were positive. Fifty-three percent of the respondents reported making house calls, and 8% reported making more 
than 2 house calls per month. Male physicians, those older than 40 years, those in rural settings, and those 
trained in a community-based residency were more likely to make house calls. Patient payer mix and practice 
setting were also related to whether a physician made house calls. House calls were most frequently made to 
geriatric patients, cancer patients, trauma patients, and patients with transportation difficulties. Many physicians 
reported using home health agencies for assessment and treatment of patients needing home care.

CONCLUSIONS. Family physicians agree that house calls are good for patients. More than half of the respon­
dents reported that they occasionally make house calls. However, few physicians routinely perform house calls.

KEY WORDS. House calls; reimbursement; geriatric assessment; home health agencies. (J Fam Pract 1999; 
48:62-65)

T
he house call has long' been a part o f  the tradi­
tion o f family medicine.1'3 The last several 
decades have seen a drop in the number o f 
house calls by physicians in the United States.4 
In a previous survey, fewer than half o f the 

family physicians in the United States reported making' 
more than one house call in a 12-month period.5 This 
decline has been attributed to multiple issues, including 
increased access to transportation, a shift to the 
improved efficiency o f scheduled appointments, and eco­
nomics.5'7 The puipose o f our study was to survey prac­
ticing family physicians to assess their attitudes toward 
house calls and their experiences with them.

During a house call, the physician enters the patient’s 
home, providing that physician with a better understand­
ing o f the social context o f  the patient and his or her ill­
ness.8’9 A  house call also provides housebound patients 
with social contact they might not otherwise receive.
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Nearly 4 million Medicare patients received home 
health care in 1996, yet physicians only billed for 1.5 mil­
lion home visits, and physician payments accounted for 
less than 2% o f the Medicare payments for home health 
care.10 Medicare spending on home health care grew 30% 
between 1991 and 1995. In most communities in the 
United States, arranging home health care for patients is 
as easy as making a phone call. With shorter hospital 
stays, many patients benefit from the home health care of 
a variety o f providers.

Because so many types o f caregivers provide home 
care and house calls, the role o f the family physician in 
house calls is in question. The additional changes associ­
ated with managed care contribute to these uncertainties. 
We sought to gain a better understanding o f the role of 
physician house calls in the rapidly changing US health 
care environment.

METHODS

We designed a 30-item, self-administered survey to obtain 
physicians’ demographic information, their attitudes 
toward and experiences with house calls, and any addi­
tional factors that influence the making o f house calls. 
Additionally, open-ended questions were included to 
allow participants to describe the last house call they
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made and why they made it. The survey, a personal letter, 
and a self-addressed stamped envelope were mailed to all 
members o f the Colorado Academy o f Family Practice, 
during the summer o f 1997.

Participants were asked to complete the survey and 
return it in the prepaid envelope. Surveys were numbered 
to allow identification o f survey respondents and facilitate 
identification o f nonrespondents. A  second copy o f the 
survey was mailed to nonrespondents approximately 3 
weeks later. This study was approved by the Rose Medical 
Center institutional review board.

We used Statistical Package for the Social Sciences 8.0 
for Windows to analyze the survey data.11 First, we sum­
marized survey respondents in terms o f demographic, 
practice, patient, and community characteristics. We also 
described the frequency o f house calls and physician atti­
tudes about making house calls. For multivariate analyses 
we used an overall summary attitude scale that was calcu­
lated by adding physician responses to the 9 attitude items 
to determine a total score (calculated internal consistency 
of scale using Cronbach’s coefficient alpha = .75). After 
controlling for physician age and sex, we used logistic 
regression to examine whether practice type, patient, com­
munity characteristics, and overall physician attitude 
scales were associated with making house calls (coded as 
a dichotomous variable).

RESULTS

We received completed surveys from 617 o f 936 practicing 
family physicians (66%). A  description o f respondents is 
presented in Table 1. The average age o f respondents was 
43 years (range: 26 to 77 years); there were more men than 
women; and the majority were from larger, private prac­
tices.

Experience with House Calls
More than half (53%) o f the respondents reported making 
house calls. Eight percent made more than 2 house calls a 
month. O f physicians who made house calls, 71% reported 
visits that lasted from 10 to 30 minutes. Seventy-six per­
cent o f the physicians who make house calls reported they 
receive 1 to 2 requests for house calls per month, and 20% 
of the physicians who do not make house calls also report­
ed 1 to 2 requests per month. Sixty-two percent o f respon­
dents reported the typical house call was for a patient 
older than 70 years.

Attitudes Toward House Calls
Physicians held generally positive attitudes toward the 
importance and effectiveness o f house calls as a mecha­
nism for patient care. Physicians were most likely to agree 
that house calls provide good patient care, improve the 
physician-patient relationship, and may benefit geriatric 
patients following hospital discharge. They felt least 
strongly that house calls are cost- and time-efficient and 
that patients had a right to expect their family physicians

- TABLE 1 _______________________________________

Demographic Characteristics of 617 Survey Respondents 

Characteristic No. (%)

Age, years
< 40 228 (38.1)
£40 37 0  (61.9)

Sex
W om en 181 (29.8)
Men 427 (70.2)

Size of community
<10 ,000 118(19 .8 )
10,000 to  100,000 211 (35.5)
>100 ,000 266 (44.7)

Type of practice
A cadem ic-based 38  (6.3)
Private practice 457 (76.3)
HM O 33 (5.5)
O ther 71 (11.9)

Number of clinicians in practice
1 76  (12.7)
2 to  5 28 8  (48.2)
6  to  10 118(19 .7 )
>10 116(19 .4)

Patients registered in practice
< 2000 31 (5.5)
20 00  to  3000 110(19 .4 )
30 00  to  6000 162 (28.6)
> 6000 26 3  (46.5)

Patient payment mechanism
HMO, %

O to  10 83  (14.1)
11 to  25 108(18 .4 )
26  to  50 2 1 6 (36 .8 )
> 50 180(30 .7 )

M edicaid, %
O to  10 377 (63.9)
11 to  25 142(24 .1 )

26  to  50 51 (8.6)
> 50 20  (3.4)

Self-pay, %
O to  10 3 1 4 (5 3 .7 )
11 to  25 190(32 .5 )
26  to  50 55  (9.4)
>50 26  (4.4)

HMO denotes health maintenance organization.
Note: Because some respondents did not answer all of the questions,
totals do not always equal 617.
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to make house calls. Compared with physicians who do 
not make house calls, physicians who reported making 
them were more likely to agree that house calls provide 
good patient care (84% vs 59%), are essential for good 
patient care (47% vs 16%), improve the patient-physician 
relationship (95% vs 78%), and should be included in fam­
ily medicine residency training curricula (77% vs 50%, P 
<.001 for all). After controlling for age and sex, physicians 
who reported positive attitudes about house calls were 
more likely to make house calls.

Factors Associated with 
Making House Calls
Several factors were shown to be associated univariately 
with whether physician respondents made house calls, 
such as the age and sex o f  the physician, the size o f the 
community, whether the physician practice was a health 
maintenance organization, the percentage o f Medicaid 
patients in the practice, whether the physician received 
training in a university- or community-based residency, 
and whether the physician held more positive or less pos­
itive attitudes about the importance o f house calls in 
patient care. Even after controlling for the strong influence 
o f physician age and sex (both strongly related to making 
house calls), all remained significantly associated with 
whether physicians made house calls. Table 2 summarizes 
the results o f these analyses.

Open-Ended Questions
Recent house calls were most frequently made to geriatric 
patients, cancer patients, trauma patients, and patients 
with transportation difficulties. The most frequently cited 
reasons for continuing to make house calls included 
patient convenience, personal satisfaction of the physi­
cian, and enhancement o f the physician-patient relation­
ship. Negative concerns focused on the time and expense 
o f making house calls, the lack o f insurance reimburse­
ment, and the belief that house calls should be made by 
home health agencies or nurses.

DISCUSSION

This study suggests that family doctors are continuing the 
tradition o f making house calls, but to a limited extent. 
Physicians in this study agreed with those in previous stud­
ies who reported that house calls are good for patient care. 
A  majority (53%) o f the respondents reported making 1 to 
2 house calls per month. This figure is slightly higher than 
Keenan’s national study5 that reported that fewer than half 
o f the family physicians in the United States made more 
than one house call in a 12-month period. In some 
European countries, house calls are still an integral part o f 
a family physician’s daily practice, accounting for 10% o f 
all patient contact.1213

Should family physicians and other primary care 
providers visit patients in their homes? A  large majority 
o f  the older respondents in our study reported making

TABLE 2

Characteristics Associated with Making House Calls 

Physicians Making
Characteristic House Calls, % P*

Age, years
<40 43 .8
>40 57 .4 <.001

Sex
W om en 40.6
M en 57.5 < .008

Size of community
<10 ,000 79 .3
10 ,000 to  100,000 58 .0
> 10 0 ,00 0 37 .0 < .000

Type of practice
A cadem ic-based 64 .9
H M O 21.2
Private practice 54.3
O ther 44 .0 <.001

Number of clinicians in practice
1 60 .5
2 to  5 53 .2
6  to  10 52.1
> 1 0  - 47 .0 ns

Patients registered in practice
< 20 00 51 .6
20 00  to  60 00 55.7
> 60 00 51 .0 ns

Patient payment mechanism
H M O  patients, %

O to  10 55 .4
11 to  25 70.1
2 6  to  50 51 .6
> 50 41 .7 < .000

M edicaid patients, %
O to  10 45 .6
11 to  25 66 .4
26  to  50 70 .6
> 50 45 .0 < .000

Self-pay patients, %
O to  10 44 .7
11 to  25 60 .3
26  to  50 67 .3
> 50 61 .5 < ,000

Residency base
University 45 .2
C om m unity 54 .0 < .05

‘ Physician, patient, practice characteristics, and attitudes adjusted by
physician age and sex.
HMO denotes health maintenance organization.
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house calls; younger physicians were less likely to make 
them. Our data do not allow for an analysis o f the many 
potential factors associated with this age difference. It 
may be that as our younger respondents age, they will 
have more positive attitudes about house calls. However, 
competing demands, including necessary office produc­
tion under managed care and personal commitments, vie 
for a physician’s time and may decrease the likelihood 
that a physician will make house calls.

Physicians in our study reported that low  reimburse­
ment for house calls was a disincentive. The Health Care 
Financing Administration (HCFA) apparently would like 
to reverse the trend toward few er house calls and has 
greatly increased the reimbursement for physician home 
visits. M elvin Britton o f  the Am erican Medical 
Association’s Relative Value Scale Update Committee 
commented, “It ’s HCFA’s attempt to get physicians into 
the home health equation.”10

The population o f the United States is an aging soci­
ety with a greater need for longitudinal chronic care for 
the homebound. (Much o f the literature on home visits 
focuses on the geriatric patient.1417)  Additionally, shorter 
hospital stays under managed care are returning less 
healthy patients to their homes sooner. To meet these 
growing home health care needs, a number o f  physicians 
in our study reported using home health agencies to 
make house calls. Previous studies reported that the use 
of home health agencies w ill play an important role in 
the management o f  chronic disease.18

Practice setting has been reported as a relevant para­
meter in the decision to make house calls, and in our study 
rural physicians reported making more house call than 
urban physicians. House calls made by physicians in rural 
areas may continue if  home health agencies are unavail­
able in those areas. Practice was also a contributing factor 
in making house calls. Physicians practicing in health 
maintenance organizations were least likely to make 
house calls.

We found that physicians making house calls were 
more likely to agree that house calls should be a part o f 
residency training. Our findings agreed with Lebel’s study10 
that found university-trained physicians were less likely to 
make house calls than were their community-hospital- 
trained colleagues. Family medicine residencies, particu­
larly university-based programs, may need to review their 
curricula on house calls to include both primary delivery 
of home care and coordination o f home care by home 
health agencies. This could be done through faculty mod­
eling house calls and specific time set aside for residents 
to provide home care.

This study has several limitations. It reports only on 
Colorado family physicians. Because o f differences in 
managed care penetration and differences between rural 
and urban locations, the results may not be generalizable 
to the rest o f the country. In addition, the reliance on home 
health agencies was a surprising finding in our study, and 
our survey instrument was inadequate to fully explore this 
phenomenon.

CONCLUSIONS
This paper provides important information on several 
changes in attitudes and experiences with house calls. The 
benefit o f house calls has always been assumed. However, 
there are no studies that examine the impact o f  home care, 
specifically that o f physician house calls on medical out­
comes. This is an important area for future research. Some 
physicians reported making house calls for their own per­
sonal satisfaction. I f house calls are to continue, personal 
satisfaction with house calls may be an important element 
for older physicians to model for younger physicians, resi­
dents, and students.
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