Hospital in the home: a concept under question

Gideon A Caplan

The debate on its efficacy has been reignited

mprovements in technology and greater acceptability have nar-

rowed the gap between care in the hospital and care in the home.

More patients with more diagnoses are receiving a greater diversity
of hospital-type treatments at home than ever. However, the schism
that once existed between hospital and home for treatment has
opened up within the “hospital in the home” (HITH) movement over
whether the concept works at all.

In the early days, anecdotes suggested better outcomes at home, the
only plausible mechanism being avoiding the risks of hospital. Then,
it was easy to consider the high rate of adverse events in hospital and
believe that HITH must reduce these. Because hospital-related adverse
events are more common in older patients' it seemed plausible that
older patients may have more to gain from HITH. However, the wide
variety of adverse events hinted at difficulties in capturing the
difference. It seemed even more obvious that replacing care in hospital
with care at home must be cheaper. But critics thundered that HITH
offered inferior care at greater cost.” Both sides spoke without fear of
contradiction because evidence was absent. But now there is evidence,
and the debate has been reignited: Is HITH a true advance on in-
hospital treatment with reduced complications, better health out-
comes and greater patient satisfaction? Is it even cost-saving, or just a
waste of money?

On one side sits the Cochrane review, Hospital at home versus in-
patient hospital care.> This meta-analysis of 22 randomised controlled
trials (RCTs) clearly concluded that there is no difference in outcomes
and no cost savings! However, the review grudgingly accepts that
patient satisfaction is greater with HITH than with hospital. The
Cochrane process carefully sifted the trials to determine methodologi-
cal rigour — whether the patients were adequately randomised, etc.
Unfortunately, this sifting process did not include a criterion as to
whether the basic experiment succeeded. One may assume that a
review entitled Hospital at home versus in-patient hospital care would
include only trials where patients in the control arm received their
treatment in hospital, while those in the other arm received treatment
entirely or almost entirely at home as a substitute for in-hospital care,
with a curative intent. Studies of intensive palliative care at home
should properly be called “hospice in the home”.

Unfortunately, in one large study included in the Cochrane review,
there was no statistically or clinically significant substitution for care in
hospital by care at home. The study recruited older medical patients
and the control group stayed in hospital 13.20 days while the group

randomised to “HITH” was discharged 0.36 days earlier from hospital
and then received an additional 9.04 days of “HITH” care at home.* If
the patients in the treatment group were not discharged from hospital
earlier than the control group, that study does not meet the Cochrane
review’s own definition of HITH, namely “treatment . . . that otherwise
would require hospital in-patient care”, and should clearly have been
excluded.

Clouding by a study that did not meet HITH criteria was not the
only impediment to discovering whether there was an improvement
in health outcomes. Where outcomes were assessed, this was almost
always done after discharge, often 3 or more months later. To be fair
though, no one knew exactly what the difference in outcomes was,
and so what “instrument” to use, at what time (during or after the
admission) and how frequently to look for it, and in what patient
group.

On the other side, and providing the first inkling that there may be
a difference, but that we had been looking at the wrong time, was an
article published in this Journal. An RCT of 100 emergency depart-
ment patients found a 20% decrease in the incidence of confusion in
HITH.” Three subsequent studies have now confirmed this. A trial
(not an RCT) of surgical patients found less postoperative cognitive
dysfunction at 7 days after day surgery compared with inpatient
surgery® A United States multicentre trial (not an RCT) and an
Australian single-centre RCT both showed significant decreases in
delirium using the Confusion Assessment Method during the admis-
sion (to either hospital or HITH) for medical patients in HITH
compared with hospitalised patients.”® The manifestation of this
phenomenon in both medical and surgical patients demonstrates that
the underlying diagnosis is not important, but the substitution of
HITH care for in-hospital care is critical.

Delirium is the “canary in the coalmine” of aged care — a transient
early warning of increased mortality, nursing home placement and
impaired physical and cognitive function. So, if delirium is reduced by
HITH keeping patients out of hospital, you would expect to find
reduced mortality and placement, and improved function, though a
very large study or meta-analysis might be needed, because these
events are less common than delirium. The Cochrane review, interest-
ingly for a meta-analysis, does not combine all the data for mortality,
and produces two solidly non-statistically significant results. But, if
you combine all the Cochrane studies that measured mortality,
excluding the palliative care studies (as Cochrane does) and the no-
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substitution study that should have been excluded, the odds ratio for
mortality in HITH becomes a near-statistically significant 0.76 (95%
C10.57-1.01; P=0.0599)! The fact that it is not significant is probably
a type 1I error. Interestingly, both groups in the Cochrane analysis,
after removing the failed HITH trial, show an odds ratio of about 0.76
for mortality, indicating homogeneity. Even with borderline statistical
significance, a one-quarter reduction in mortality from 17.8% to
13.4%, with a number needed to treat in HITH to prevent one death
in 25, is clinically significant.

Assessment for function in HITH studies shows two patterns.
Studies where HITH substituted for hospital admission found that
physical and cognitive function were improved.”!® In studies in
which patients are discharged early to HITH, the general focus on
rehabilitation means that both groups attain comparable function.
There are insufficient data on nursing home placement to draw
conclusions.

The problems with the financial analyses are similar, but simpler.
Services where HITH is not a substitute for in-hospital care, but
merely add-on care, are bound to be more expensive, no matter how
sophisticated the economic analysis.* Where HITH substitutes for in-
hospital care, and the service works at reasonable capacity, HITH is
cheaper than hospital.'!

All the pieces are in place, though more evidence is needed to
achieve statistical significance. The evidence clearly leads towards a
conclusion that HITH offers better health outcomes and a reduction in
costs.
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