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Abstract
Background: The ageing of the global population is associated with an increasing 
prevalence of chronic diseases and functional impairments, resulting in a greater pro-
portion of homebound individuals.
Objective: To examine the health-care experiences of older homebound adults who 
have not previously received home-based primary care (HBPC). To explore their im-
pressions of this method of care.
Design: Cross-sectional qualitative study using semi-structured interviews.
Setting and Participants: 18 older homebound individuals in Central Virginia.
Results: Our findings revealed that homebound individuals faced significant health 
challenges, including pain resulting from various comorbidities. They felt that their 
mobility was restricted by their physical conditions and transportation challenges. 
These were major barriers to social outings and health-care access. Participants left 
their homes infrequently and typically with assistance. Regarding office-based care, 
participants were concerned about long wait times and making timely appointments. 
Some thought that HBPC would be convenient and could result in better quality care; 
however, others believed that the structure of the health-care system and its focus 
on efficiency would not permit routine HBPC.
Discussion and Conclusions: Older homebound adults in this study faced high bur-
dens of disease, a lack of mobility and difficulty accessing quality health care. Our 
observations may help researchers and clinicians better understand the health-care 
experiences and personal opinions of older homebound individuals, informing the 
development of effective and empathetic home-based care. Participant responses 
illuminated a need for education about HBPC. We must improve health-care delivery 
and develop comprehensive, patient-centered HBPC to meet the needs of home-
bound individuals.
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1  | INTRODUC TION

The proportion of older individuals in the United States is rapidly 
growing. The US Census projects that by 2050, more than 20% of 
the total US population will consist of older adults, compared with 
13% in 2010.1 This ageing of the population is associated with an in-
creasing prevalence of chronic illnesses and functional impairments, 
resulting in a greater proportion of homebound individuals, in re-
lation to the US population as a whole.2 In 2011, 5.6% of people 
aged 65 and older (approximately 2 million people) were considered 
homebound.3 Homebound status is defined as never or rarely leav-
ing the home in the last month, while semi-homebound status is de-
fined as needing assistance or having difficulty leaving the home.3 
Homebound and semi-homebound adults experience a range of 
illnesses that prevent them from easily leaving their homes and 
accessing hospitals, office-based medical care, and social interac-
tions.2 They experience metabolic, cardiovascular, cerebrovascular, 
and musculoskeletal diseases, as well as cognitive impairment and 
depression, at higher rates than the rest of the older population.2,4 
Loneliness, social isolation, and decreased life satisfaction associ-
ated with homebound status can also have adverse impacts on both 
mental and physical health conditions.5,6

The health-care needs faced by homebound older adults 
are associated with high costs to the US health-care system.3,4,7 
Homebound individuals’ difficulty accessing traditional office-based 
primary care is associated with an increased number of emergency 
department visits and hospitalizations.8,9 Homebound patients are 
estimated to account for around half of the costliest 5% of patients, 
due to their comorbidities, functional impairment, frailty, and social 
stressors.10-12 The top 5% of health-care spenders were thought 
to be responsible for approximately 60% of all health-care costs in 
2011.11 The top 10% most costly beneficiaries of Medicare spending, 
which likely encompasses the majority of older homebound patients, 
incur Medicare payments 6.5 times the fee-for-service (FFS) aver-
age.10,13,14 These costs can be mitigated through home-based pri-
mary care (HBPC), which provides comprehensive, interdisciplinary, 
and longitudinal care at home for individuals with chronic, complex 
conditions.7,9,15-18 It is important to distinguish HBPC from Medicare 
home health-care services, although both are often referred to as 
home-based medical care, as Medicare home health care tends to be 
temporary or intermittent.7,9,15,17,18 HBPC produces high patient sat-
isfaction rates, lower hospitalization durations, lower readmissions, 
decreased emergency department visits, and lower Medicare costs 
with similar survival outcomes.3,7,9,16-22 There is currently a short-
age of HBPC providers compared to the number of individuals in 
need.7,9,16

There is a lack of qualitative research designed to investigate 
the health-care experiences and needs of homebound people and 

their perceptions of HBPC, specifically in the United States.19,23 The 
objective of our study was to integrate patient narratives into this 
field, through interviews examining ageing homebound individuals’ 
perceptions of their interactions with the health-care system. We 
intended to understand how becoming homebound affects an indi-
vidual's ability to access health care. We were primarily interested 
in examining the opinions and attitudes of homebound adults (who 
were not receiving HBPC) on the concept of HBPC, and learning 
whether they would be open to this system of medical care. An ad-
vantage of our study was that it involved a relatively high proportion 
of rural and African American participants, as these populations tend 
to be underrepresented in health-related research.24

2  | METHODS

2.1 | Study design and population

Participants were recruited from the city of Charlottesville, 
Virginia, and the surrounding Albemarle, Louisa, Buckingham, 
Fluvanna and Orange counties. Eligibility criteria for the study 
included homebound status, age 50 or older, fluency in English 
and no apparent cognitive impairment. Participants were re-
cruited through convenience sampling from clinical programmes, 
community programmes that serve homebound patients, and 
through a snowball sampling method. Clinical programmes in-
cluded University Physicians at the Jefferson Area Board for Aging 
(JABA), University Medical Associates and University of Virginia 
(UVA) Continuum Home Health, which serves both homebound 
and semi-homebound individuals. University Physicians at JABA 
provides primary care to patients aged 65 and older in an office 
setting; University Medical Associates is also a primary care of-
fice. UVA Continuum Home Health provides home health services 
to patients of all ages who are disabled, chronically or terminally 
ill, or recovering from an acute illness. Community programmes 
included JABA Charlottesville, Mom's Meals and Meals on Wheels 
of Charlottesville/Albemarle. JABA is a 501(c)(3) non-profit that 
serves older adults, individuals with disabilities and caregivers 
in Central Virginia. Mom's Meals and Meals on Wheels are pro-
grammes that deliver meals to individuals who may have decreased 
mobility; Mom's Meals is a for-profit company under PurFoods 
LLC, whereas Meals on Wheels is a 501(c)(3) non-profit. Snowball 
sampling is a recruitment technique by which participants suggest 
other potential participants for the study. Homebound individu-
als provided a name and phone number for potential participants; 
the researchers then contacted these individuals about the study. 
Homebound status for an individual was defined as being un-
able to leave one's home without assistance or being confined to 
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the home for a majority of the week, encompassing both home-
bound and semi-homebound common definitions. A loose defi-
nition was used due to a lack of consensus on the definition of 
homebound status and because definitions based on eligibility 
for Medicare services may not encompass the entire homebound 
population.2,25,26 To investigate homebound status, participants 
were asked about how often they leave home, who accompanies 
them, and the duration of their outings. The University of Virginia 
Institutional Review Board for Health Sciences Research (IRB-
HSR) provided approval for this study (IRB-HSR #20909).

2.2 | Data collection and analysis

During summer 2018, the primary author contacted health-care 
providers and organizations in the Charlottesville community in-
volved in homebound patient care, which advertised the study 
and distributed information about the study to potential partici-
pants. Interested older adults who received this information then 
contacted the researchers, who described the study and asked 
whether the individuals were willing to participate. Homebound 
status was verified over the phone, seeing as the eligibility criteria 
for the programmes from which participants were recruited were 
diverse and not limited to only homebound individuals. Willing 
participants reviewed and signed an IRB-approved consent form 
and Health Insurance Portability and Accountability Act (HIPAA) 
authorization form.

A total of 18 interviews lasting an average of 50 minutes 
(range 26 to 96 minutes) were conducted at the homes of partic-
ipants. A qualitative descriptive design was adopted, which used 
semi-structured, guided interviews to create a detailed, in-depth 
summary of the intricacies of homebound life.27,28 Participants 
were asked about their social demographics, and personal per-
spectives regarding their health-care challenges and physical, 
mental, and social situation. Using this method, topical questions 
posed to participants led to descriptive answers about their lived 
experiences, while still giving participants the flexibility to pro-
vide information not necessarily probed for by the study team. 
This approach was most appropriate, as it provided a summary 
of the complexities of homebound life from nuanced perspec-
tives, leading to a greater understanding of the individual needs 
and specific dynamics among these particular ageing homebound 
participants.29

Interviews were audio-recorded and transcribed verbatim. To 
ensure participants’ privacy, pseudonyms were assigned to indi-
vidual participants, identifying information was removed, and 
files were stored on secured devices. Descriptive statistics were 
used to describe characteristics of the participants. The interview 
data were analysed using a thematic analysis approach via NVivo 
12 software (QSR International) for qualitative coding. An a pri-
ori topical coding scheme was developed based on the interview 
guide and grounded in patient work system theory.30,31 This model 
represents the self-care performed by homebound participants as 

health-related work, the processes of which affect health status 
but are also impacted by an individual's attributes, performed 
tasks, physical environment and social environment.30,31 This 
model provided guidance for developing an initial coding structure 
around the unique characteristics of homebound health care.30,31 
Open coding was then used to capture emerging concepts.32 
Inductive and deductive coding schemes were refined using an 
iterative process of constant comparison, based on an increasing 
understanding of the study data.33 New themes were identified 
and created until data saturation was reached and no new coding 
categories emerged; participant recruitment was then closed. To 
establish inter-coder reliability (ie a consistent, unbiased applica-
tion of thematic coding), two researchers independently coded 
a portion of transcribed interviews. They cross-examined their 
individual coding—coding schemes were compared at both the 
beginning and conclusion of data analysis. If there were any in-
consistencies or differing interpretations of the coding outcomes, 
a third member of the research team was available to review the 
codes and assure internal validity of the coding schematics. After 
these iterations, the final coding scheme was then applied to the 
interview data. The data that support the findings of this study are 
available on request from the corresponding author. The data are 
not publicly available due to privacy or ethical restrictions.

3  | RESULTS

3.1 | Demographic information

A majority of the 18 participants were female and the partici-
pants’ ages ranged from 52 to 91 years, with the average age being 
68.7 years (Table 1). The sample was almost evenly split between 
Caucasian and African American participants. Most participants 
lived in Charlottesville and most lived alone. The highest education 
levels of the participants varied, ranging from some grade school to 
a college degree. These demographics are somewhat reflective of an 
epidemiologic study of the US homebound population by Ornstein 
et al using data from the National Health and Aging Trends Study, 
in that homebound individuals tended to be older, female, and non-
Caucasian, and have less education.3

3.2 | Thematic results

Three major thematic clusters relevant to participants’ health-care 
experiences as homebound individuals emerged during the inter-
views: (1) health conditions, (2) mobility limitations and (3) health-
care experiences. While other interesting themes did emerge, such 
as social isolation and spirituality, these three categories were ar-
ticulated by the majority of the respondents and given the greatest 
emphasis in this analysis, due to our research focus on participant 
interactions with the health-care system. In the description of the 
thematic results below, refer to Tables 2-4.
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3.2.1 | Health conditions

The homebound individuals interviewed experienced various health 
problems. Common physiological illnesses encompassed arthritis, 
diabetes, stroke, bone fractures, cardiovascular disease, heart fail-
ure, high cholesterol and urinary tract infection. Pain was mentioned 
by 12 participants and 16 participants considered themselves physi-
cally disabled in some manner (quotes 1-5). Psychological conditions 

included depression, anxiety, schizophrenia, attention deficit disor-
der and post-traumatic stress disorder. Depression was a prevalent 
influence on homebound individuals’ mental health; 10 participants 
mentioned feeling depressed, although not all of them have been 
clinically diagnosed (quotes 6-8). For a majority of the older adults 
interviewed, the development of homebound status was due to a 
physical impairment resulting from medical conditions such as ar-
thritis, bone fractures and stroke. Almost all participants experi-
enced at least two major medical conditions.

3.2.2 | Mobility limitations

A majority of participants were only able to leave their home 1-3 
times per week, typically only for grocery shopping or to attend 
a doctor's appointment (quotes 9-12). Mobility restrictions were 
due to physical disabilities, lack of transportation and financial con-
straints. Most participants were either driven by family or friends or 
used public transportation services, such as a regional bus service 
for ADA-certified riders providing curb-to-curb or door-to-door 
transport, depending on location, by appointment (quotes 20-21). 
Public transportation posed challenges for study participants who 
were wheelchair or walker-bound, although some individuals said 
transportation employees helped with access onto the vehicle 
(quote 20). However, getting to a public bus stop and getting from 
drop-off locations to office and hospital entrances remained addi-
tional obstacles (quote 19). Participants expressed that depending 
on other people to get around made them feel like a burden and 
prevented them from engaging in community social activities (quote 
22). Transportation limitations posed an even greater difficulty to 
rural participants, who needed to travel farther to access office-
based health care.

Participants both enjoyed their outings and found them chal-
lenging. Many participants wished they could still go out socially or 
engage in activities they used to enjoy, and variations of the phrase 
‘I wish I could do the things I used to do’ came up in a majority of 
the interviews (quote 10, quotes 14-15). Even grocery shopping al-
lowed participants a sense of autonomy because they could browse 
the store and make independent decisions about what to purchase 

TA B L E  1   Participant characteristics

Characteristic
Number of 
participants (n = 18) Percent (%)

Sex

Male 5 27.8

Female 13 72.2

Age (years old)

50-59 3 16.7

60-69 9 50.0

70-79 3 16.7

80-89 1 5.6

90-99 2 11.1

Race

Caucasian 8 44.4

African American 9 50.0

Asian 1 5.6

Area of residence

Charlottesville 12 66.7

Surrounding counties 6 33.3

Living status

Alone 13 72.2

With others 5 27.8

Highest education level

High school diploma or less 9 50.0

Some college 6 33.3

Associate or bachelor's 
degree

3 16.7

Concerns Quotes

Physical impairment 1: ‘It's nice to have to look and see you have two legs, but they have no 
strength’.

2: ‘I’m a quadriplegic… I usually explain myself as being a big mouth, a 
big brain trapped in a nonfunctional body’.

Pain 3: ‘It hurts. I mean, like, at night, sometimes, it's like my feet are in a 
yellowjacket's nest. It's unreal. And there's nothing that can help’.

4: ‘I feel like I'm being burned from inside by a thousand needles’.
5: ‘Feels like somebody stabbed my leg and my foot feels like it's on fire’.

Depression 6: ‘Sometime I get to cry and get depressed’.
7: ‘I get really stressed, and I really get depressed. I get lonely, I get 

bored’.
8: ‘I don't know why I'm depressed, because, I don't know’.

TA B L E  2   Health concerns faced by 
homebound participants
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(quote 15). However, some participants did respond that although 
they could not leave their homes often, they would rather stay at 
home regardless, as their outings caused them physical discomfort, 
pain, anxiety or fear (quotes 16-19).

3.2.3 | Health-care experiences

Participants were asked a series of questions pertaining to their 
personal health-care experiences and their opinions on the concept 
of home-based primary care. A common complaint among partici-
pants concerned the efficiency of the health-care system, given that 
homebound older adults often faced long wait times in medical set-
tings (quotes 26-28) and encountered delays when trying to sched-
ule new office-based appointments (quote 23). Participants often 
felt rushed or undertreated during urgent care or emergency room 
visits (quotes 28-31). From a patient perspective, rushed appoint-
ments gave the impression that the health-care system prioritizes 
efficiency and profit over the needs of patients (quote 28, quote 
31). Multiple participants referenced themselves as being experts of 
their own bodies and felt like some doctors formed preconceptions 
of their patients’ disease, failing to understand their pain (quotes 36-
38). One study participant raised a unique point regarding health-
care services for the older homebound population, saying that 
following a hip replacement operation, although doctors ensured 
she was mending physically, there was a lack of follow-up on her 
mental health (quote 25). Three participants cited a lack of accessi-
ble, affordable dental care for homebound older adults, which com-
promised their oral health, as dental disease is a largely preventable 
burden (quote 24). The rural participants were especially affected by 
a lack of dental services.

When asked which characteristics and behaviours they believed 
an effective care provider should display, participants referenced 
bedside manner and interpersonal communication skills (quotes 32-
35). Most participants interviewed had encountered some form of 
Medicare home health care, such as physical therapy or personal 
caregivers, but none routinely received home-based primary care. 
When questioned about their opinion on HBPC, participants re-
ported mixed opinions. Some participants believed that the struc-
ture of the health-care system and its focus on efficiency would not 
permit routine HBPC (quote 46). A few participants said they were 
used to going out to see their health-care providers, and it got them 
out of the house (quote 45, quote 47). Many participants agreed that 
HBPC would be convenient and could result in better health care 
as practitioners may better understand one's living environment 
(quotes 42-44); however, other participants were uncomfortable 
with the prospect of having clinicians in their home. In addition, 
some individuals wanted to continue seeing their trusted long-time 
personal physician, in office (quote 39, quote 45).

4  | DISCUSSION

Participants shared a collection of compelling narratives regard-
ing their experiences as homebound older adults in relation to the 
health-care system. Although responses to more sensitive personal 
topics were likely influenced by participants’ unique experiences and 
personality, common opinions that fell within the thematic clusters 
of health conditions, mobility limitations and health-care experi-
ences still arose often. By speaking about their health conditions, 
participants helped characterize the heavy medical burden faced by 
older homebound individuals. Medical conditions that resulted in 

TA B L E  3   Mobility limitations faced by homebound participants

Limitations Quotes

General mobility challenges 9: ‘I can't get around like I used to… I used to walk a whole lot. I can't do it’.
10: ‘It makes me sad that I couldn't motivate [ambulate], like I used to, you know, and just go hop in the car 

and go shopping or go where I want to go’.
11: ‘Everything has changed because I can't get out and go places’.

Limitations on outing destinations 12: ‘If I'm going somewhere it's because I'm going to go to the grocery store or I'm going to go to the 
hospital’.

13: ‘I go and see people when I go out, I see family, friends, and things when I’m out’.

Outing enjoyment 14: ‘Most of the time I enjoy them [outings] a lot because it gets me out of the house’.
15: ‘I like Walmart. Where I can go and get my own food. And, and get what I want to eat’.

Outing difficulty 16: ‘I do it [going out] ‘cause I have to. It's not really fun to go out with the walker’.
17: ‘I don't want to go. Have to push myself to go. I'd rather be at home on the sofa’.
18: ‘I go to Health South, and then there's nobody there that helps you out of the car’.
19: ‘I, it's very difficult for me to get down to the bus stop by myself because the sidewalks are not made in 

Charlottesville to accompany a wheelchair. With the walker, one time I hit a lip on the cement and I fell and 
broke my leg’.

Transportation limitations 20: ‘I got to get on a bus or Jaunt or something, and sometimes, somebody would come and take me but it's 
kind of hard’.

21: ‘My daughter takes me, people… friends in the neighborhood, my kids’.
22: ‘I feel like I'm a burden to them. Hey, I don't want to be like this. I don't want to sit around and be 

hopeless—not hopeless, but helpless all the time’.
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functional limitations and homebound status seemed to limit access 
to office-based care. This challenge was exacerbated by public trans-
portation inaccessibility. In describing their interactions with the 
health-care system, participants indicated issues with office-based 
care, desirable health-care provider characteristics and varied opin-
ions of home-based primary care. These themes were supported 
by existing qualitative research and are important considerations 
for health-care providers and policymakers involved in the care of 
homebound older adults.23,34

In accordance with published research on the homebound pop-
ulation, the participants interviewed faced significant physical and 
mental health challenges.2,4,34 Physically, pain and disability posed 

the largest burden on study participants’ functionality. Participants 
often conveyed that they felt like their doctors did not understand 
their level of pain or treat it effectively. Perhaps, these reports illu-
minate a lack of attention towards the pain of older people, which 
tends to be undertreated.35,36 Although it is critical not to over-
treat pain, chronic pain should be adequately addressed because of 
its association with negative emotions, depression and decreased 
physical functioning.37-39 A clinical review of pain management in 
older adults recommends an integrated approach that uses a com-
bination of pharmacologic and rehabilitative methods and cultivates 
a strong therapeutic alliance between the patient and clinician.39 
These findings are consistent with participants’ opinions from 

TA B L E  4   Health-care experiences of homebound participants

Experiences Quotes

Health-care access 23: ‘You gotta wait months and then, I, unless I write it down ahead of time, my memory isn't all that good… sometimes, 
I miss an appointment, because it's four months down the road’.

24: ‘I don't, just don't have the money to do it… so I have to go without something I need, and I know, my teeth really 
impacts my health care… when you get older, you need that dental care’.

25: ‘There's really no follow up on an emotional level… they [doctors] wanted to make sure I was mending, but there's 
no one to find out how you're mending psychologically’.

Health-care efficiency 26: ‘It's their schedule. I think they have maybe too many patients sometimes’.
27: ‘I'm gonna sit in the damn office for 8 hours? Diabetic? That's… that's bad practice’.
28: ‘The main thing is, with some doctors, it's all about turning the dollar. Let's get this guy in, and get out. You cannot 

know a person in 15 minutes’.

Emergency care 29: ‘I think they [doctors] are overworked, and there's not enough time to really treat patients in the emergency room. 
So, I tell people if at all possible, avoid the emergency room’.

30: ‘They have a lot of pressure, so they don't have time to concentrate on… when you got a lot of patients coming in 
with different ailments, you know, they're not going to just concentrate on me’.

31: ‘I go to the emergency room when I'm having an issue and they just do the minimum that they have to do to get rid 
of me, cause then they send me bills for thousands of dollars that I can't pay’.

Provider 
characteristics

32: ‘He listens to me… he cares about my care… he explains stuff to me’.
33: ‘I would say the most important thing I could impart would be for them to listen’.
34: ‘You have to care about the patient, you have to be willing to take care of them and not only be there for the 

money’.
35: ‘Having a bedside manner, knowing how to talk to a patient’.

Patient self-knowledge 36: ‘I think doctors, first of all, need to listen to their patients. Patients are pretty much the experts on their particular 
body’.

37: ‘A person knows what their body is feeling like, not the doctor’.
38: ‘They don't look into… they don't listen to the patient. They don't feel my pain. I sometimes wish I could radiate my 

pain to the doctors that I'm seeing, so they can feel what it's like’.

Patient-provider 
relationship

39: ‘I would much rather have a doctor that I have confidence in, and stick with him. So over the years you have a 
rapport and then a sort of relationship’.

40: ‘You can't care for somebody unless you know who they are’.
41: ‘Then the patient feel more comfortable of telling them everything, instead of just, you know, feel like I'm just gonna 

check you out, and they just, you know, this just another number, just to get a dollar’.

Support for home-
based care

42: ‘It's so much easier to give better care, to get better care when you're in a home situation. You're more comfortable 
around, in your own setting, around your own things, around your own family’.

43: ‘I think that [HBPC] would be very good. You don't have to worry about the struggle of getting out of there and 
then some time if you ride and like the Medicaid van and stuff like that, you gotta wait for hours for them to come 
back to pick you up’.

44: ‘They ask you questions when you're in the hospital… people can say things and it's not true, but if a doctor goes to 
the house, he can see’.

Opposition to home-
based care

45: ‘I got so used to going to them [doctors]. I’m set in my own ways like that’.
46: ‘Sometimes I think it's not better because they have to waste their time driving somewhere. I can't see that that's 

feasible’.
47: ‘It [HBPC] would really make me not want to go out at all, so, by going out to them [doctors], it is getting me out of 

the house some’.
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our study; participants frequently reported that they appreciated 
physical therapy and felt that it improved their functional abilities. 
Participants also favoured health-care providers who listened to the 
patient's concerns and opinions, and collaborated with the patient to 
formulate a treatment plan.23

Homebound individuals wanted to be more mobile and inde-
pendent, and felt restricted by their physical conditions and trans-
portation challenges.23,34 Compared to participants who lived in 
Charlottesville, rural participants experienced a higher travel bur-
den.40,41 In emergency situations, study participants were often 
forced to call an ambulance for assistance, which involved a high, 
often unaffordable cost. Most patients enjoyed the independence 
and autonomy associated with the ability to go out. Difficulties with 
going out and accessing office-based health care may be mitigated 
through increased provision of services such as insurance-provided 
non-emergency medical transportation (NEMT), increasing public 
infrastructure accessibility and increasing education about avail-
able transportation assistance services.42,43 For individuals unable 
or unwilling to leave their homes, HBPC could play a major role in 
improving patients’ health through avoiding the cost, burden and in-
convenience associated with transportation challenges, and through 
increasing access to health care.20-22

Among the most prevalent concerns regarding office-based 
care were difficulty with making timely appointments and long wait 
times. Participants highly valued health-care providers who lis-
tened closely to patients and displayed genuine care and concern. 
Coordinated HBPC where patients’ goals and preferences are clear, 
patients are provided community resources, and collaboration exists 
between health-care providers, social workers and medical equip-
ment agencies has the potential to circumvent office-based care is-
sues.15-18,26,34,44 However, study participants held diverse opinions 
about home-based primary care. Some participants believed that 
HBPC would be convenient because individuals are more comfort-
able in their own homes and they could avoid the time, expenses 
and physical difficulty of getting to office-based primary care.15,26,44 
HBPC also has the potential to lead to better patient-provider un-
derstanding and overall medical care, because care providers could 
observe patients’ living situation and offer suggestions to improve 
patients’ health and safety.34,45 Nevertheless, some participants 
hesitated at the idea of receiving HBPC, stating that doctor's ap-
pointments were among the only reasons they left their homes, 
which they wanted to do to preserve their autonomy, despite dif-
ficulties. Participants who had never encountered HBPC suggested 
they would prefer continuing to go to the office of a trusted long-
term physician, out of habit. Others associated HBPC with strang-
ers coming into their private homes and felt like this could be an 
uncomfortable invasion of privacy. Lastly, a number of participants 
were concerned that HBPC would make the health-care system less 
efficient, due to time and resources required for care providers to 
travel to patients’ homes.

As homebound older adults possess widely varying opinions 
towards HBPC, one's individual needs and preferences should be 
considered when deciding whether to implement HBPC for the 

particular individual. Opposition and confusion regarding HBPC may 
be influenced by a lack of exposure, experience and education about 
this system of medical care, which has only recently experienced 
a resurgence.7,26 The responses given by participants in our study 
resembled this quote presented by Leff and Burton, from a patient 
when told they could be seen in their home: ‘I didn't know anyone 
did that anymore’.46 A few study participants spoke about having 
physicians come to their homes when they were children, nearly 
60 years ago. Some participants were concerned about the effect of 
HBPC on health-care system efficiency; however, technological ad-
vances, new payment models and varied HBPC models may actually 
improve efficiency and cost-effectiveness.7,16,20,21,46 Furthermore, 
HBPC provides an opportunity for strong, long-term patient-pro-
vider relationships, just as office-based visits do, through regular 
home calls conducted by the patient's interdisciplinary care team.7,46 
Participants should be made aware of HBPC as an option, perhaps 
through receiving information from their current clinicians and in-
surance companies about available programmes near them. They 
could also be presented with information upon visits to urgent care 
centres or the emergency department. Being aware of available op-
tions will increase individuals’ health literacy, giving them autonomy 
in making the health-care choices best suited to their needs. While 
office-based care may still be preferable for individuals who main-
tain the ability to leave their home without significant difficulty or 
pain, as well as those who shared privacy concerns, HBPC may be a 
better option for those facing more restrictive functional disabilities. 
Furthermore, for individuals challenged by considerable ADL defi-
ciencies, HBPC may lessen the incidence of ambulance trips to the 
emergency department.9,19-22 The worry that receiving HBPC would 
cause homebound individuals to lose their incentive to leave their 
homes could be mitigated if homebound older adults were offered 
resources and accessible transportation to reach local senior cen-
tres, churches and other desired destinations. Individuals deserve 
to know about all viable health-care options available to them. Aside 
from discussing HBPC, a few participants raised unique and interest-
ing concerns regarding a lack of attention towards mental health and 
dental care for homebound individuals that should be addressed in 
further research and health-care practice.

4.1 | Study limitations

While this research illuminates important perspectives of the home-
bound older population, it has various limitations. There are limi-
tations to the recruitment method; participants learned about the 
study from common programmes they utilize, so they may have 
shared characteristics. For example, participants recruited through 
UVA Continuum Home Health may tend to have more positive con-
ceptions of home-based care, having received some form of in-home 
care, whether it be physical therapy or home-based social work 
services. Disadvantages of snowball sampling include lack of rep-
resentativeness and sampling bias, as participants may refer poten-
tial participants with similar characteristics due to homophily. The 
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recruitment method did not appear to exhibit any association with 
severity of participant health problems based on interview data; 
however, no formal analysis based on recruitment method was per-
formed. Increased diversity of the participant population might have 
revealed additional relevant perspectives that are culturally signifi-
cant or unique. Although the proportion of Asians and Latinx indi-
viduals in Central Virginia is low (around 3%-6% based on estimates 
for various counties), additional data should be collected from these 
groups to obtain opinions that are more representative of these pop-
ulations. The relatively large number of rural and African American 
participants in this study is a strength, as it illuminates important, 
often underrepresented viewpoints.

Due to the qualitative nature of our research, no causation nor 
statistically significant correlations can be drawn from the study's 
observations. Furthermore, variations in regional culture and pref-
erences prohibit this qualitative investigation from being generaliz-
able nationwide. Study participants mentioned financial difficulties 
in relation to transportation, hospital visits and office-based care, 
but no empirical data on socio-economic status were collected. In 
future studies, it would be valuable to collect this information and 
investigate correlations between particular participant characteris-
tics and their opinions on health care. Additionally, future research 
involving a larger sample could explicitly compare the experiences 
of urban versus rural populations. Future research on this overarch-
ing topic should focus on investigating a specific thematic category 
highlighted by this study, using quantitative statistical methods and 
a larger, more diverse sample that is more representative of and gen-
eralizable to the population.

5  | CONCLUSION

The key thematic categories of health conditions, mobility limita-
tions and health-care experiences characterized by this study pro-
vide a framework for further investigation into factors that affect 
the lives of homebound older adults. Homebound individuals in this 
study and in the literature faced a higher disease burden than the 
rest of the older population. They drew specific attention to the 
physical pain they commonly experienced and the manner in which 
it was addressed by their health-care providers. Mobility restric-
tions resulting from physical impairments and lack of transportation 
limited individuals’ access to health care and social activities, and 
rural individuals were especially disadvantaged. Homebound older 
adults utilize health care at high rates, so it is imperative to consider 
their opinions on the quality and efficacy of health-care services. 
These results highlight a lack of knowledge regarding home-based 
primary care. This research may help researchers, clinicians and 
policymakers better understand the health-care experiences of 
older homebound adults in the United States. This study should 
inform the development of comprehensive patient-centered home-
based care, as well as new approaches for overcoming identified 
health-care challenges.
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