
In many countries, programs in which hospital care is
provided in the patient’s own home continue to be a
popular response to the increasing demand for acute

care hospital beds. Patients who received care through such
programs, after assessment in the community by their pri-
mary care physician or in the emergency department, may
avoid admission to an acute care ward. Alternatively, pa-
tients may be discharged early from hospital to receive hos-
pital care at home. We have conducted a parallel systematic
review and meta-analysis of individual patient data related
to hospital care at home for patients who have received
early discharge, which we will report separately. Recently,
the emphasis has been on avoiding admission to hospital,
which reflects the relatively limited gain from discharging
patients early after a stay in hospital, given the universal
trend for shorter lengths of stay in hospital.

The types of patients receiving hospital care at home differ
among schemes, as does the use of technology. Some
schemes are designed to care for patients with specific condi-
tions, such as chronic obstructive pulmonary disease, or to
provide specific skills, such as parenteral nutrition. However,
many schemes for the provision of hospital care at home lack
such clear functions and have an “open door” policy covering
a wide range of conditions. These schemes may build on ex-
isting community resources, or they may operate as hospital
outreach services, with hospital staff making home visits. In
particular, “hospital-at-home” programs are defined by the
provision, in patients’ own homes and for a limited period, of
a specific service that requires active participation by health
care professionals. The care tends to be multidisciplinary and
may include technical services, such as intravenous services.

Cutting costs by avoiding admission to hospital altogether
is the central goal of such schemes. Other perceived benefits
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Background: Avoidance of admission through provision of
hospital care at home is a scheme whereby health care
professionals provide active treatment in the patient’s
home for a condition that would otherwise require in-
patient treatment in an acute care hospital. We sought to
compare the effectiveness of this method of caring for pa-
tients with that type of in-hospital care.

Methods: We searched the MEDLINE, EMBASE, CINAHL and
EconLit databases and the Cochrane Effective Practice and
Organisation of Care Group register from the earliest date
in each database until January 2008. We included random-
ized controlled trials that evaluated a service providing an
alternative to admission to an acute care hospital. We ex-
cluded trials in which the program did not offer a substitute
for inpatient care. We performed meta-analyses for trials
for which the study populations had similar characteristics
and for which common outcomes had been measured.

Results: We included 10 randomized trials (with a total of
1327 patients) in our systematic review. Seven of these trials
(with a total of 969 patients) were deemed eligible for meta-
analysis of individual patient data, but we were able to ob-
tain data for only 5 of these trials (with a total of 844 patients
[87%]). There was no significant difference in mortality at 
3 months for patients who received hospital care at home
(adjusted hazard ratio [HR] 0.77, 95% confidence interval [CI]
0.54–1.09, p = 0.15). However, at 6 months, mortality was sig-
nificantly lower for these patients (adjusted HR 0.62, 95% CI
0.45–0.87, p = 0.005). Admissions to hospital were greater,
but not significantly so, for patients receiving hospital care at
home (adjusted HR 1.49, 95% CI 0.96–2.33, p = 0.08). Patients
receiving hospital care at home reported greater satisfaction
than those receiving inpatient care. These programs were less
expensive than admission to an acute care hospital ward
when the analysis was restricted to treatment actually re-
ceived and when the costs of informal care were excluded. 

Interpretation: For selected patients, avoiding admission
through provision of hospital care at home yielded similar
outcomes to inpatient care, at a similar or lower cost.
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Une version française de ce résumé est disponible à l’adresse
www.cmaj.ca/cgi/content/full/180/2/175/DC1
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include reducing the risk of adverse events associated with
time in hospital1 and the potential benefit of receiving rehabil-
itation in the home environment. However, it is not known if
patients covered by a policy of avoiding admission through
the provision of hospital care at home have health outcomes
better than or equivalent to those of patients who receive in-
patient hospital care. Furthermore, it is not known if the pro-
vision of hospital care at home results in a reduction or an in-
crease in costs to the health service. We conducted a
systematic review and meta-analysis, using individual patient
data and published data, to determine the effectiveness and
cost of managing care of patients through the provision of
hospital care at home relative to inpatient hospital care. The
meta-analysis of individual patient data allowed us to investi-
gate whether the strategies were associated with key events
happening after different periods of time, rather than simply
whether or not those events occurred.

Methods

We conducted this review according to methods recom-
mended by the Cochrane Effective Practice and Organisation
of Care review group (www.epoc.cochrane.org/en/index
.html). The full review has recently been published in The
Cochrane Library.2

Data sources
To identify relevant studies in all languages, we searched the
following databases from the earliest date in each database to
January 2008: MEDLINE, EMBASE, CINAHL, EconLit and
the Cochrane Effective Practice and Organisation of Care
Group register. The search strategy is available in Appendix 1
(available at www.cmaj.ca/cgi/content/full/180/2/175/DC2).
We checked the reference lists of articles identified for addi-
tional evaluations of hospital-at-home programs and obtained
complete copies of potentially relevant articles. We sought
unpublished studies by contacting providers and researchers
known to be involved in this field.

Study selection
We included randomized controlled trials that compared pro-
grams aimed at avoidance of admission through provision of
hospital care at home with inpatient care in acute care hospi-
tals for patients aged 18 years and older. We included studies
in which patients entered the program directly from the com-
munity, thereby avoiding physical contact with the hospital,
or from the emergency department. We used the following
definition to determine if studies should be included in the re-
view: a hospital-at-home program is a service that can avoid
the need for hospital admission through the provision of ac-
tive treatment (but not long-term care) by health care profes-
sionals in the patient’s home for a condition that otherwise
would require inpatient care in an acute care hospital. If the
program offering hospital care at home were not available,
the patient would be admitted to an acute care ward. We ex-
cluded interventions involving long-term care; services pro-
vided in outpatient settings or after discharge from hospital;
and self-care by the patient in his or her home, such as self-

administration of an intravenous infusion. We also excluded
from this review evaluations of schemes for provision of hos-
pital care at home to obstetric, pediatric and mental health pa-
tients, since our preliminary literature searches revealed sub-
stantial differences between the patient groups and a large
volume of literature, both of which suggested that separate re-
views would be justified for each of these groups.3,4

Outcomes
The outcomes of interest were mortality, readmissions or
transfers to hospital for those requiring inpatient care while
they were receiving hospital care at home, general and dis-
ease-specific health status, functional status, psychological
well-being, clinical complications, patient and caregiver satis-
faction, caregiver burden, staff perspectives (including satis-
faction of general practitioners), place of residence at follow-
up, length of stay in hospital (if applicable) and in the
hospital-at-home program, and cost to the patient and family
and to the health service.

Quality assessment and data extraction
One author (S.S.) read all of the abstracts in the records re-
trieved by the electronic searches to identify publications that
might be eligible for this review. Two authors (S.S. and S.I.)
then independently read the 67 publications identified by this
process and selected studies for the review according to the
prespecified inclusion criteria. There was initial uncertainty
over the inclusion of one trial,5 and it was excluded following
discussion by these 2 authors. We assessed the quality of eli-
gible trials using the following criteria: concealment of allo-
cation, blinded assessment of outcomes, follow-up of pa-
tients, measurement of baseline data, use of reliable outcome
measures (objective measures or measures known to be reli-
able and valid) and protection against contamination of the in-
tervention and control groups. The same 2 authors (S.S. and
S.I.) independently extracted data using a form developed by
the Cochrane Effective Practice and Organisation of Care re-
view group and modified and amended for this review.6

Data synthesis and statistical analyses
We conducted a meta-analysis of individual patient data in
the subgroup of trials that evaluated specific outcomes in the
more homogeneous populations described below. We con-
tacted the investigators of trials with similar study populations
and similar outcome measures by email or telephone, inviting
them to contribute data. We sent up to 4 reminders. 

Through our statistical analyses, we sought to include all
patients who had been randomly assigned to a treatment
group. We conducted these analyses on an intention-to-treat
basis. When the individual patient data did not include the rel-
evant outcomes, we relied on published data. For the meta-
analysis of individual patient data, where at least 1 event was
reported in both study groups in a trial, we used Cox regres-
sion models to calculate the log hazard ratio (HR) and its stan-
dard error for mortality and readmission separately for each
data set. We included randomization group (avoidance of ad-
mission through provision of hospital care at home v. control),
age (above or below the median) and sex in the models. The
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calculated log HRs were combined using fixed-effects inverse
variance meta-analysis.7 We attempted to restrict the degree of
heterogeneity between trials by pooling data from the trials
that had recruited similar patient groups. We expressed the
pooled effect as the HR for hospital-at-home programs com-
pared with usual hospital care. We quantified heterogeneity by
the Cochran Q8 and the I2 statistic.9 If there were no events in
one group, we used the Peto odds ratio (OR) method to calcu-
late a log OR from the sum of the log-rank test “observed 
minus expected” statistics from a Kaplan–Meier survival
analysis. This method does not require corrections for zero cell
counts, and thus it performs well when events are rare.10 We
defined statistical significance at the 2-sided 5% level
(p < 0.05), and we present the data as the estimated effect with
95% confidence intervals (CIs). For each comparison using
published data for dichotomous outcomes, we calculated risk
ratios using a fixed-effects model to combine data. Compar-
isons between health outcomes were restricted by the different
measurement tools that were used in the included trials. We
originally planned a direct comparison of costs, but ultimately
did not attempt such a comparison because the trials used dif-
ferent methods to calculate costs.

In 2 data sets,11,12 some dates were missing for known
events, so we assigned each missing event a time at the mid-
point between randomization and last follow-up or the mid-
point between follow-up times if these were known. For 1 of
these trials,11 in which the follow-up period was 90 days, there
were 4 cases in which we knew death had occurred but we
did not have the date of death. We set the time to event as 
45 days for the 3 cases in the group of patients who received
hospital care at home and for the single case in the control
group. In addition, there were 46 cases in which we knew that
the patient had been readmitted, but we did not have a date
for the event. We set the time to event as 45 days for the 
31 cases in the group of patients who received hospital care at
home and for the 15 cases in the control group. For the other
trial,12 we used a time to event of 14 days if the patient was
known to have died at some time between randomization and
the 1-month follow-up or 59 days if the patient was known to
have died between 1 and 3 months follow-up.

We used sensitivity analyses to assess the impact of the in-
creased “exposure” time to readmission for the group receiving
hospital care at home compared with the group receiving inpa-
tient care. We calculated a pooled estimate both including and
excluding transfers or readmissions to hospital occurring within
the first 14 days, as this was the average duration that inpatients
spent in hospital. For the 2 studies for which missing data were
imputed, we undertook sensitivity analyses (assigning best-case
and worst-case scenarios to the intervention and comparison
groups) to assess the likely effect of such imputation.

Results

Search results
Electronic searching yielded a total of 2186 citations, of
which 10 trials11-20 (with a total of 1327 participants) were eli-
gible for inclusion in the systematic review (Figure 1, Appen-
dix 2 (available at www.cmaj.ca/cgi/content/full/180/2

/175/DC2). The 10 trials were from 4 countries: Australia,
Italy, New Zealand and the United Kingdom. One trial had 
3 arms, comparing inpatient care in a stroke unit, inpatient
care provided by a stroke team and hospital care provided at
home.12 We selected the patients receiving care from an inpa-
tient stroke team as the comparison group, as this was most
similar to the comparator in the other trials. Seven of the 
10 studies were deemed to have similar study populations.
We invited the investigators of these trials, which had re-
cruited a total of 969 participants, to contribute data to the
meta-analysis of individual patient data.11–13,15–17,20 The investi-
gators for 5 of the 7 trials contributed data for a total of 
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Potentially relevant studies 
identified and screened 

for retrieval
n = 2186

Studies retrieved for 
more detailed evaluation

n = 67

Included in the 
systematic review

n = 10

Excluded  n = 2119
• Not RCTs or did not meet

other inclusion criteria

Excluded after detailed evaluation  n = 57
• RCTs of other interventions5,21–65 n = 47*
• Ineligible study population66–69 n = 4
• Ineligible study design70–75 n = 6

Trials with similar patient groups 
eligible for meta-analysis of 

individual patient data
n = 7

Trials contributing data to 
meta-analysis of individual 

patient data
n = 5

Excluded n = 2
• Investigators did not provide data

Excluded from the meta-analysis  n = 3
• Dissimilar patient groups 

Figure 1: Quality of Reporting of Meta-analysis (QUOROM) flow
chart showing the number of studies screened and included in
the meta-analysis for avoiding admission through a hospital-at-
home program. *The randomized controlled trials (RCTs) of
other interventions also included 1 unpublished trial by Dey,
Woodman and the Manchester FASTER Trial Group.



844 (87%) of the 969 participants.11,12,15,17,20 One trialist could
not be contacted (n = 25 participants),16 and another declined
to participate (n = 100 participants).13 Follow-up times ranged
from 1 week to 12 months across all 10 of the trials. 

Study characteristics
Trials included in the systematic review involved patients
with chronic obstructive pulmonary disease,11,16 patients re-
covering from a moderately severe stroke who were clini-
cally stable,12,17 and older patients with an acute medical con-
dition.13,15,20 In addition, there was one trial each for patients
with cellulitis,14 patients with community-acquired pneumo-
nia18 and frail elderly patients with dementia.19 We included
these 3 trials (with a total of 358 participants) in the system-
atic review but excluded them from the meta-analysis of in-
dividual patient data because the participants differed sub-
stantially from the populations in the other trials, by virtue of
having an acute, short-term condition or significant cognitive
impairment.

In 7 of the trials, staff in the emergency department trans-
ferred the patients to the hospital-at-home program.11,13,14,16–19 In
the other 3 trials, the patients were managed directly from the
community following referral by the primary care physi-
cian.12,15,20 A hospital outreach team,13,15,17,19 a mix of outreach
and community staff11,12,16 or the general practitioner and com-
munity nursing staff14,18,20 provided care to patients who were
receiving hospital care at home. In 2 trials, an independent as-
sociation of general practitioners provided the intervention.14,18

Six of the interventions included physiotherapy,12,15–17,19,20

and 4 of the interventions included occupational ther-
apy.12,15,16,20 In 6 of the interventions,11,12,15,17,19,20 a social worker
was part of the team providing hospital care at home. Three
of the reports described access to a speech therapist as part of
the intervention.12,17,20 One trial included access to a “cultural
link worker”20 to help with language barriers and to ensure the
provision of culturally sensitive services.

Assessment of methodologic quality
The method of randomization and concealment of allocation
were adequate in 6 of the trials.12–15,18,20 Nine of the trials col-

lected baseline data. In the other trial, which focused exclu-
sively on comparing the costs of the interventions, collection
of baseline data was not relevant.16 All of the trials used reli-
able measures of outcome, and blinded assessment of outcome
was not possible. The majority of trials provided only a partial
description of the type of care provided to the control group.

Outcomes

Mortality 
We combined individual patient data for the 5 trials that
recorded the time to death at 3 months’ follow-up (n = 835
patients)11,12,15,17,20 and for the 3 trials with 6 months’ follow-up
(n = 607 patients),12,17,20 adjusted for age and sex. After 
3 months, mortality was lower, but not significantly so, for
patients who were receiving hospital care at home (HR 0.77,
95% CI 0.54–1.09, p = 0.15) (Figure 2). The difference in
mortality was statistically significant after 6 months (HR
0.62, 95% CI 0.45–0.87, p = 0.005) (Figure 3). A sensitivity
analysis of the effect of imputing missing dates, in which we
assigned the best-case and worst-case scenarios to the inter-
vention and comparison groups, made little difference to the
overall effect.2 In the trial comparing inpatient stroke unit
care, inpatient stroke team care and avoidance of admission
through provision of hospital care at home, mortality at 
3 months was significantly lower for those assigned to receive
care in a stroke unit than for those who received hospital care
at home (OR 0.41, 95% CI 0.17–0.98). The difference was
nonsignificant at 6 months (OR 0.50; 95% CI 0.25–1.02).12

Transfer to hospital
We combined data from 3 trials (n = 416 patients)11,15,20

recording a transfer to hospital from the hospital-at-home pro-
gram or readmission to hospital during a 3-month follow-up
period, adjusted for age and sex. Admissions were greater,
but not significantly so, for patients assigned to receive hospi-
tal care at home (HR 1.49, 95% CI 0.96–2.33) (Figure 4).
This result did not change when we removed admissions that
occurred within 14 days of randomization (HR 1.42, 95% CI
0.87–2.30).
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Figure 2: Fixed-effects meta-analysis of individual patient data: mortality at 3 months. *Adjusted for age and sex. The N values repre-
sent the numbers of participants for which the trialists provided follow-up data (at our request); in some cases these values were less
than the numbers of participants initially recruited (as stated in Appendix 2, available at www.cmaj.ca/cgi/content/full/180/2/175/DC2).
Note: CI = confidence interval, HR = hazard ratio.



Functional ability and well-being
Five trials measuring functional ability reported nonsignificant
differences for most measures at 3, 6 and 12 months.11,12,15,17,20

Caplan and associates13,76 reported a significant improvement
on the Instrumental Activities of Daily Living score between
admission and discharge for those assigned to receive hospital
care at home (mean difference 0.57, p = 0.04), but detected no
changes on the Barthel Index, which measures activities of
daily living.77 The Instrumental Activities of Daily Living
score has a maximum value of 12 points and measures inde-
pendent living skills, which may be difficult to measure in a
hospital setting.78 In the trial involving patients with demen-
tia,19 fewer patients assigned to receive hospital care at home
had problems with sleep (difference 34 percentage points,
p < 0.001), agitation and aggression (difference 32.5 percent-
age points, p < 0.001) and feeding (difference 31.0%,
p < 0.001) after discharge. In addition, in 1 trial that recruited
patients recovering from stroke,17 there was a significant dif-
ference on the Geriatric Depression Scale79 favouring those as-
signed to receive hospital care at home (median difference
7 points, on a scale of 0 to 30, p < 0.001). 

Patient satisfaction
For each trial reporting patient satisfaction, those assigned to
receive hospital care at home reported significantly higher
levels of satisfaction across a range of different medical con-
ditions.13,14,18,20 In the study of patients with cellulitis,14 more of
the patients in the group receiving hospital care at home than
those admitted to hospital reported greater satisfaction with
their location of care (85/91 [93%] v. 59/88 [67%],
p < 0.001). In the study of patients with community-acquired
pneumonia,18 40% (p < 0.001) more of the patients assigned
to receive hospital care at home reported that they were happy
with their care. In 2 other trials, which recruited mainly eld-
erly patients with a mix of medical conditions, those assigned
to receive hospital care at home also reported greater satisfac-
tion (median difference of 3 on an 18-point scale, p < 0.001;20

mean difference of 0.9 on a 4-point scale, p < 0.00113). How-
ever, the response rate for the control group in the second of
these trials was much lower than that for the group receiving
hospital care at home (40% v. 78%). 

In 1 trial, a small proportion of patients (6/101 [6%]) re-
fused hospital care at home and were admitted to hospital. In
the same trial, a greater proportion assigned to receive hospi-
tal care (23/97 [24%]) were not admitted because of refusal
by the patient, caregiver or general practitioner.20

Clinical outcomes
In 1 trial,13 fewer patients assigned to receive hospital care at
home reported bowel complications (difference –22.5 percent-
age points, 95% CI –34.0 to –10.8 percentage points) or uri-
nary complications (difference –14.4 percentage points, 95%
CI –25.4 to –3.3 percentage points). In another trial,19 fewer
patients assigned to receive hospital care at home had prescrip-
tions for antipsychotic drugs at discharge (difference –14.0
percentage points, 95% CI –28.0 to 0.3 percentage points). 

Cost
In the trials included in this review, investigators reported
cost data, from the perspective of the health service, for dif-
ferent financial years and in different currencies, and used dif-
ferent methods to calculate the costs of resources used (Ap-
pendix 3, available at www.cmaj.ca/cgi/content/full/180/2
/175/DC2). One trial also took the perspective of the informal
caregivers.80 In general, costs were lower for patients assigned
to receive hospital care at home than for those who received
inpatient care. In 2 of the trials, the investigators conducted a
full economic analysis. In 1 of these trials, when the costs of
informal care were excluded, the provision of hospital care at
home was significantly less expensive than admission to an
acute care hospital for patients recovering from stroke.12,80 In
the other trial, costs were significantly less for patients who
received hospital care at home when the analysis was re-
stricted to treatment actually received.20,81

Length of stay
The difference in length of stay in hospital varied among 
trials, ranging from a mean of 13.40 days less (95% CI
–17.92 to –8.88)20 to a mean of 5.06 days less (95% CI –9.23
to –0.89, p < 0.02)15 for patients who received hospital care at
home. In 1 trial, 51 of the 149 patients receiving hospital care
at home were admitted to hospital, and these patients had a
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Figure 3: Fixed-effects meta-analysis of individual patient data: mortality at 6 months. Adjusted for age and sex. The N values represent
the numbers of participants for which the trialists provided follow-up data (at our request); in some cases these values were less than
the numbers of participants initially recruited (as stated in Appendix 2, available at www.cmaj.ca/cgi/content/full/180/2/175/DC2).
Note: CI = confidence interval, HR = hazard ratio.



mean length of stay of 48.6 (standard deviation [SD] 26.7)
days. In contrast, the length of stay for the control group was
29.50 (SD 40.10) days (difference 19 days, 95% CI 7.2–31).12

Analysis of the 2 trials in which all days of care were ac-
counted for (hospital care at home plus any inpatient days)
showed that the total length of stay was lower for patients re-
ceiving hospital care at home than for those in the control
group in 1 trial (difference –14.13 days, 95% CI –20.18 to
–7.08, p < 0.02,)20 but was greater in the other trial (difference
15.90 days, 95% CI 8.10 to 23.70, p < 0.001).17

Place of residence after discharge
In 2 trials, more of the patients assigned to inpatient hospital
care were living in an institutional setting compared with
those assigned to receive hospital care at home (relative risk
[RR] 0.11, 95% CI 0.03–0.46, p < 0.002 at discharge, in a
study of elderly patients with dementia;19 RR 0.19, 95%
CI 0.06 to 0.61, p < 0.005 at 6 months’ follow-up in a study
of patients recovering from stroke17). In another trial involv-
ing patients recovering from stroke,12 there was no significant
difference between the groups in the proportion of patients
living in an institutional setting at 6 months follow-up
(RR 1.29, 95% CI 0.63–2.67, p = 0.49).

Caregiver outcomes
In 1 trial, the investigators explored caregiver satisfaction
through semistructured interviews.20 Caregivers reported that
although admission to hospital would potentially have re-
lieved them of the burden associated with caring for the pa-
tient, the upheaval of visiting the patient in hospital and the
accompanying anxiety made this a less satisfactory option.

Interpretation

In this systematic review of avoidance of admission through
the provision of hospital care at home, we included 10 trials
involving elderly patients with a medical condition. For 5 of
these trials,11,12,15,17,20 we obtained individual patient data for
meta-analysis, representing 87% of potentially eligible pa-
tients. We performed meta-analyses where there was suffi-
cient similarity among the trials and where common out-

comes had been measured. Although there were no differ-
ences between groups for most measures of functional ability
or quality of life, patients assigned to receive hospital care at
home had a significantly lower risk of death at 6 months’ fol-
low-up. The reduction in risk was not significant at 3 months’
follow-up, which may reflect the lower number of events by
that time point. However, the direction of effect was consis-
tent between trials and for each follow-up period. The pa-
tients reported high levels of satisfaction and expressed a
preference for being treated at home.

The results of our meta-analysis of individual patient data
should not be taken as evidence that hospital care is haz-
ardous. Rather, we believe they show that there is no evi-
dence to suggest that avoiding admission through provision of
hospital care at home leads to greater mortality. One diffi-
culty lies in determining which groups of patients studied in
this review are most likely to benefit from avoidance of ad-
mission through provision of hospital care at home and to
which other groups these results might apply. The patients re-
cruited to the trials that were included in the meta-analysis
were elderly patients with a medical event or condition, in-
cluding stroke and chronic obstructive pulmonary disease,
that would usually require admission to hospital. The average
age of the populations studied ranged from 70 to over 80
years. The entry criteria required patients to be clinically sta-
ble and not requiring diagnostic investigation by a specialist
or emergency interventions. Furthermore, in each of the trials,
patients whose condition unexpectedly deteriorated and those
who could no longer be cared for at home had access to hos-
pital admission. Another concern is that we cannot rule out
the existence of publication bias, which could mean that some
trials that would have been eligible for our review remained
unknown to us because their publication or availability was
influenced by their results.

There was some variation in the way the schemes provid-
ing hospital care at home operated. In 3 studies, the schemes
admitted patients directly from the community.12,15,20 In the
other 7 trials, the services operated from an emergency de-
partment.11,13,14,16–19 Only 3 trials evaluated interventions where
the patient could be living alone. Nonetheless, the trials had
some important features in common, including coordination
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Figure 4: Fixed-effects meta-analysis of individual patient data: transfers to hospital at 3 months. *Adjusted for age and sex. The N val-
ues represent the numbers of participants for which the trialists provided follow-up data (at our request); in some cases these values
were less than the numbers of participants initially recruited (as stated in Appendix 2, available at www.cmaj.ca/cgi/content/full
/180/2/175/DC2). Note: CI = confidence interval, HR = hazard ratio.



of care by a multidisciplinary team, provision of 24-hour
coverage if required (with access to a doctor) and a safe
home environment. Although schemes for avoiding admis-
sion through provision of hospital care at home offer an al-
ternative to inpatient admission for some patients, the num-
bers of patients recruited to the trials included in our study
were low, and some of these patients required access to hos-
pital services. This would make closure of a ward or hospital
in favour of providing hospital care at home an unrealistic
option. Hospital length of stay varied among the trials in-
cluded in this review, which may reflect the patients’ health
problems and the local organization of health care. Even so,
the shorter length of stay for patients receiving hospital care
at home would release hospital beds. Alternatively, schemes
to avoid admission through provision of hospital care at
home may be offered as a supplement to existing services,
which might be an acceptable policy option for some groups
of patients.

Conclusion
Over the past 10 years, the evidence from randomized con-
trolled trials for avoiding admission through the provision
of hospital care at home has grown substantially, from 1 to
10 trials,82 despite the practical difficulties of conducting
randomized controlled trials of service innovations. Al-
though each of the trials in our systematic review was un-
derpowered, together they provide sufficient power to re-
veal important differences in mortality. In addition,
obtaining individual patient data allowed us to conduct a
time-to-event analysis. Future trials of schemes to avoid ad-
mission through provision of hospital care at home should
measure mortality and readmission, with particular atten-
tion to the transfer of patients between these programs and
inpatient care. To facilitate the application of evidence,
clinical and dependency data of recruited patients should be
collected using standardized measures. Research should
also include a formal, planned economic analysis using
costs that are sensitive to the different resources used dur-
ing an episode of care. The role of advanced portable med-
ical devices and communication technologies in providing
hospital care at home should be explored in pilot studies.
These should help to determine the feasibility, acceptability
and possible impact that these types of interventions could
have on health care systems.
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