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BACKGROUND: Hospital-at-home (HaH) provides acute
healthcare in patients’ homes as an alternative to tradi-
tional hospital inpatient care. HaH has been shown to
improve clinical outcomes, increase patient satisfaction,
and reduce hospitalization costs. Despite its effectiveness,
the uptake of HaH remains slow and little is known about
factors that impact the quality and transferability of HaH.
This review aimed to qualitatively synthesize existing lit-
erature to examine the perspectives of stakeholders to
identify areas of improvement in this model of care.
METHODOLOGY: Six electronic databases (Cumulative
Index of Nursing and Allied Health Literature, PubMed,
Embase, PsychINFO, Scopus, and Mednar) were searched
from inception date until 3 February 2021. The included
studies were assessed for quality using the Critical Ap-
praisal Skills Program tool. This review was registered on
the International Prospective Register of Systematic
Reviews. The meta-synthesis was completed according
to Sandelowski and Barroso’s guidelines.

RESULTS: Sixteen articles met the inclusion criteria. The
overarching synthesized theme was “the intricacies of de-
veloping HaH,” and the four main themes were (1) factors
influencing patient selection, (2) advantages of HaH, (3)
challenges of HaH, and (4) enablers for HaH development.
CONCLUSION: Overall, high levels of satisfaction were
expressed by various stakeholders. Continuity of care
remains an important factor for patient-centeredness in
HaH. Caregivers should be involved in the decision-
making process and supported throughout the HaH du-
ration to prevent caregiver burnout. Collaboration and
coordination among healthcare professionals are vital
and can be strengthened through training and technolog-
ical advancements of remote patient monitoring. Institu-
tional and organizational support for stakeholders may
make HaH a viable solution to modern healthcare
challenges.
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INTRODUCTION

Hospital-at-home (HaH) provides acute healthcare in a
patient’s home as an alternative to traditional hospital inpatient
care. This can be either a complete substitution for hospital
care (admission avoidance) or a shorter hospital stay (early
discharge)'. This care model remains a viable solution to the
increasing global need for acute care hospital beds, rising
healthcare costs, and aging population®*. While HaH is not
novel, the emergence of the coronavirus disease 2019
(COVID-19) has brought new urgency to this mandate as the
world grapples with the accelerating need for hospital beds
and increased risk of nosocomial infections®. Studies have
shown that HaH is a safe and effective alternative for
COVID-19 patients with mild symptoms, which can reduce
pressure on healthcare in the hospital™®.

The impacts of HaH on readmission risk, health-related
quality of life, and patient satisfaction”® have been well de-
scribed in quantitative studies. A 2018 Cochrane review of
HaH trials reported that HaH made little to no difference in
mortality rate, decreased risk of hospital readmission in chron-
ic obstructive pulmonary disease (COPD) patients, and slight-
ly improved patient satisfaction’. The cost of HaH compared
to traditional setting is much lower and can be cheaper by up to
38%>'°. Despite its proposed benefits, HaH’s impacts are not
consistent. There is evidence that the risk of readmission may
be higher for HaH when patients present with multiple medical
conditions’, and cost savings vary depending on the HaH’s
financing mechanism (e.g., fee-for-service versus bundle pay-
ment)''. Additionally, selecting appropriate patients for HaH
remains a challenge. Most selection criteria are based on
diagnostic and clinical criteria, with little consideration of
how patient and environmental factors contribute to HaH'?.
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Studies have also reported evidence of clinicians’ frustrations
from miscommunication within the interdisciplinary teams
and difficulties with remote monitoring'*'*. These challenges
may contribute to the differential HaH outcomes that would
not have been detected in quantitative research alone. Hence,
there is a need to better understand and identify barriers (e.g.,
patient-centeredness and experience with delivering and re-
ceiving HaH care) for effective implementation.

In this review, we synthesized findings from qualita-
tive studies examining the perceptions of stakeholders
(patients, caregivers, healthcare professionals, and
healthcare administrators) on their experiences with
HaH. To our knowledge, this is the first review which
synthesizes the experiences and perspectives of stake-
holders on HaH. Our aim was to gain a comprehensive
understanding of the opportunities, barriers, and facilita-
tors of HaH. The research questions were as follows: (1)
what were stakeholders’ perspectives and experiences
with HaH? and (2) what were perceived to be enablers
of HaH?

METHODS
Aim
This qualitative systematic review aimed to identify and syn-
thesize available evidence of stakeholder perceptions of HaH.
We applied meta-summary followed by meta-synthesis using

Sandelowski and Barroso’s guideline'? to the included
studies.

Search Strategy

This review was conducted based on Preferred Reporting
Items for Systematic Reviews and Meta-Analysis
(PRISMA)'°, and the PRISMA checklist is reported in Sup-
plementary Table 3. A three-step approach was adopted: (1)
systematic search of various electronic databases, (2) manual
search of journal references, and (3) discussion with qualita-
tive content experts. An initial search was conducted on
PubMed. Keywords and index terms, Boolean, and truncation
symbols were used. Subsequently, the search strategy was
adapted to six electronic databases: Cumulative Index to
Nursing and Allied Health Literature (CINAHL), PubMed,
Embase, PsychINFO, Scopus, and Mednar (gray literature)
from inception until 3 February 2021. A literature search
expert from the university was consulted to ensure a compre-
hensive search strategy'®. The complete search strategy is
available in Supplementary Table 1. Duplicated references
were removed using Endnote X9. Titles and abstracts, fol-
lowed by full-text records, were screened by two reviewers
(CC and SS). A manual search of the included studies’ refer-
ence list was performed. Any discrepancies were resolved by
consensus. This review was registered on the Prospective
Register of Systematic Reviews (CRD42020223502).

Inclusion and Exclusion Criteria

Articles that were not written in English were translated using
Google Translate. The inclusion criteria were as follows: (a)
studies exploring the perceptions and/or experiences of an
adult population as patients, caregivers, healthcare professio-
nals, and healthcare administrators; (b) studies examining
treatments via HaH, defined as the provision of hospital-
level care in a patient’s home as an alternative for acute
hospital care; and (c) studies of any type of qualitative study
design or mixed-methods, with a qualitative component where
the qualitative findings can be extracted. This included studies
that obtained data from first-hand observation from research-
ers, interviews, focus groups, participants, and recordings
made in natural setting. Studies were excluded if the popula-
tion who received HaH care were children or adolescents.

Quality Appraisal

The two reviewers (CC and SS) conducted the quality assess-
ment of the included studies using the Critical Appraisal Skills
Program (CASP) tool'”. This 10-item questionnaire compre-
hensively appraised various qualitative research and had been
used in similar systematic reviews'®. CASP evaluated the
included studies on their (1) clarity and appropriateness of
their aims, (2) methodology, (3) study design, (4) sampling
method, (5) data collection, (6) reflexivity of the research, (7)
ethical considerations, (8) data analysis, (9) rigor of findings,
and (10) significance of the study. Responses from the 10-item
questionnaires were “Yes,” “Can’t Tell,” or “No” with ratings
of “3 points,” “2 points,” or “1 point,” respectively. The CASP
score ranged from 26 to 30 points, with a total average score of
27.8 (Supplementary Table 2). The purpose of CASP was not
to assign a meaning to the score for each study but to increase
the rigor of the synthesis'®'®. Thus, none of the studies was
excluded based on their score, and all studies were equally
regarded in our analysis.

Data Extraction

Data extraction (Table 1) from the included studies was con-
ducted independently by the two reviewers (CC and SS), and
extracted data were compared to ensure consistency. The
extracted data were as follows: study details (e.g., author, year
of publication, title of study, and country), study aims (e.g.,
aims, study design, methodology), sample (e.g., sample size,
study inclusion criteria, participants’ characteristics), study
method (data collection methods, data analysis strategy), and
the results (e.g., themes and/or subthemes).

Data Synthesis

To conduct data synthesis, Sandelowski and Barroso’s ap-
proach was employed '*. Firstly, findings of the included
studies were extracted, separated, grouped, and abstracted
into statements through a process called meta-summarizing.
The statements were then categorized into main themes and
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Table 1 Characteristics of Included Studies
No. Study Country Aim Characteristic Methodology Results
1 Brody et al., 2019 USA To examine Sample: 2 focus Study design: Six themes
Starting Up a Hospital at facilitators and group (10 healthcare  Qualitative study; Health systems and
Home Program: barriers to professionals and 9 Semi structured policies (4 themes)
Facilitators and Barriers implementation of healthcare interview - Policy and regulatory
to Implementation HaH-Plus over its administrative Methodology: Not - Billing and payment
first year of operation  respectively) and 7 specified - Screening,
to provide others the  individual interviews  Analysis: Inductive identifying, recruiting
opportunity to plan with other healthcare  thematic analysis patients
effectively for opera-  partners - Implementing the
tionalization HaH setting: Early electronic health
discharge and records
30-day post-acute Partnerships (2 themes)
transitional care for - Early development of
patients with various partnership
diagnosis (e.g., asth- - Building
ma exacerbation) coordination,
Inclusion criteria: communication and
Physicians, nurses, information exchange
social workers, HaH protocols
administrators and
other healthcare
partners of HaH
2 Buchanan et al., 2003 Australia To determine patient ~ Sample: 87 Study design: Four themes
There’s no place like satisfaction with individual interviews  Qualitative study; - Eliminates traveling
home: a prospective treatment of HaH with patients Semi structured problems
evaluation of HaH setting: Early interview - Reduces anxiety and
chemotherapy in the discharge to home Methodology: trauma, more
home chemotherapy for Prospective relaxed/comfortable
cancer patients Analysis: Thematic - Does not burden carer
Inclusion criteria: analysis - Enable patients to
Patients receiving care for family
home chemotherapy
who lived within a
20 km radius from
the hospital
3 Cafazzo, Leonard, Easty, USA To discuss the Sample: 7 nocturnal ~ Study design: Five themes
Rossos, & Chan, 2009 development of a home hemodialysis Qualitative study; - Physical
The user-centered ap- patient monitoring patients compared Semi structured obtrusiveness reducing
proach in the develop- system for patients with 6 conventional interview adherence
ment of a complex undergoing nocturnal ~ hemodialysis Methodology: - Fear for potential
hospital-at home inter- home hemodialysis patients, and 7 pre- Ethnographic blood loss during home
vention in HaH dialysis patients Analysis: Thematic hemodialysis
HaH setting: Early analysis - Need for immediate
discharge to response during
nocturnal home emergencies
hemodialysis - Caregivers seen as
Inclusion criteria: surrogates for nursing
Patients with renal care
diseases undergoing - “Big Brother” effect
nocturnal home from remote
hemodialysis, monitoring and
conventional caregiver
hemodialysis or
pre-dialysis
4 Cegarra-Navarro, Spain To investigate the Sample: 4 nurses, 2 Study design: Three categories
Wensley, & Sanchez- perceptions of key medical doctor, 1 Exploratory - Examination of
Polo, 2010 agents with respect to  doctor manager qualitative study; both  perceptual lenses
An Application of the the creation and HaH setting: Home  semi-structured and - Facilitating the
Hospital-in-the-Home management of Hospital Unit open- ended inter- changing of individual
Unlearning Context unlearning designed for stable views habits
patients needing Methodology: Not - Consolidation of
intravenous drugs specified emergent
Inclusion criteria: Analysis: Content understanding
Nurses, medical analysis
doctors and doctor
manager from the
Home Hospital Unit
5 Ceeugnet et al., 2016 France To investigate factors ~ Sample: 4 nurses Study design: Three themes

Time pressure and
regulations on
hospital-in-the-home
nurses: An on-the-road
study

that elicited time
pressure in nurses
and examine the
deleterious
consequences of time
pressure

HaH setting: HaH
for palliative,
punctual and patients
needing
rehabilitation

Qualitative study;
semi-structured inter-
views
Methodology: Not
specified

- Time constraints

- Challenges

- Uncertainties
encountered during
professional activities

(continued on next page)
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Table 1. (continued)

No. Study Country Aim Characteristic Methodology Results
Inclusion criteria: Analysis: Thematic
Nurses working full analysis
time on the same
HaH team
6 Dismore et al., 2016 UK To uncover the Sample: 89 Study design: Three themes
What are the positive drivers and barriers participants; 44 Qualitative study; - Positive drivers of
drivers and potential toward H@H patients, 15 carers, semi-structured inter- ~ HaH
barriers to 15 physicians, 11 views - Confidence in the
implementation of respiratory specialist ~ Methodology: continuity of HaH care
hospital at home selected nurses, 4 managers Inductive-deductive - Potential barriers and
by low-risk DECAF score HaH setting: For Analysis: negative influence for
in the UK patients with Thematic-construct HaH care pathway
Chronic Obstructive  analysis
Pulmonary Disease
(COPD) exacerba-
tion of low-risk
dyspnoea,
Eosinopenia,
consolidation, acid-
aemia and atrial fi-
brillation scores
Inclusion criteria:
Patients in HaH and
those receiving usual
care, respiratory
specialist nurses and
consultants, key
acute physicians and
managers of HaH
7 Jester, 2003 UK To discuss the patient ~ Sample: 21 carers of  Study design: Quasi-  Three themes:
Early discharge to and family choice on ~ HaH patients experimental design; - Patient and carer
hospital at home: should HaH early discharge =~ HaH setting: Early semi-structured inter-  choice
it be a matter of choice? and how a simple discharge for views - Locus of control
screening tool may patients with primary ~ Methodology: Not - Coping abilities
determine the hip and knee specified
suitability HaH for replacement who are  Analysis: Thematic
orthopedic patients not living alone analysis
and their informal Inclusion criteria:
carers Primary carers of
patients with chief
diagnosis of
osteoarthritis of hip
or knee joints whom
require primary total
hip or knee
replacement
8 Khalifeh, Murgatroyd, UK To explore the Sample: 18 patients  Study design: Five themes:
Freeman, Johnson, & experiences, who are mothers and  Qualitative - Difficulty in meeting
Killaspy, 2009 treatment 5 of their children exploratory study; children’s physical
Home Treatment as an preferences, and HaH setting: Early semi-structured inter-  needs and maintaining
Alternative to Hospital needs of mothers of  discharge to home views normal boundaries
Admission for Mothers in dependent children treatment for Methodology: Not - Lack of emotional
a Mental Health Crisis: A who were treated at mothers with major specified connectedness with
Qualitative Study home as an depression, bipolar Analysis: Inductive children
alternative to hospital ~ disorder or thematic analysis - Exposing children to
admission for an schizophrenia distressing symptoms
acute severe mental Inclusion criteria: or behaviors
health crisis. Mothers with - Incorporating the
responsibility for a children in their
child younger than symptoms
18 years, and of - Burdening the child
stable mental state at with caregiving
the time of responsibilities
interview. Children
from age 12-18 with
mothers participating
in HaH.
9 Leung et al., 2016 France To identify the Sample: 12 general Study design: Three themes:

Participation of general
practitioners in the
management of their
“hospital at home”
patients

incentives and
obstacles to the
participation of
general practitioners
in HaH

practitioners in one
focus group
interview

HaH setting: Not
specified

Ground theory study;
semi-structured inter-
views

Methodology:
Ground Theory

- Good knowledge of
directions and locations
of HaH but difficulties
in entry request

(continued on next page)
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Table 1. (continued)
No. Study Country Aim Characteristic Methodology Results
Inclusion criteria: Analysis: Ground - Difficulties in
General practitioners  theory analysis identifying roles in
who have at least HaH
half of their - Requiring support
medicine activities from other clinicians
with HaH patients
10 Mikeld et al., 2020 UK To explore the work ~ Sample: 34 older Study design: Results
The work of older people of older people and patients (15 HaH Qualitative study; Patients and caregivers
and their informal caregivers at the time  patients, 19 hospital-  semi-structured inter-  undertake
caregivers in managing an of an acute health care patients) and 29  views responsibilities in
acute health event in a event, the interface caregivers (12 HaH,  Analysis: qualitative managing health, and
hospital at home or with professionals in 17 hospital care) analysis with work toward
hospital inpatient setting HAH HaH setting: normalization process  longer-term strategies.
Geriatrician-led ad- theory Personal, relational and
mission avoidance environmental factors
for older patients determine ability to
with various diagno- manage care at home
sis
Inclusion criteria:
Older patients and
their caregivers.
Patients were either
living alone, with
caregiver or in
sheltered
accommodations.
11 Rossinot, Marquestaut, &  France To make an Sample: 9 patients, Study design: Four themes:
de Stampa, 2019 inventory of the 10 caregivers Ground theory study; - Participation to the
The experience of experiences of HaH setting: HaH semi-structured inter-  decision of transfer to
patients and family patients and family for patients with views HAH and motivations
caregivers during caregivers in HAH various prognosis Methodology: - Advantages and
hospital-at-home in such as cancer, Inductive ground barriers of HaH
France diabetes, or needing  theory - Impact on various
post-fracture care Analysis: Ground health parameters
Inclusion criteria: theory analysis - Relationship between
Patients who are caregivers and patients
above 16 years old during the time HaH
with a primary
family caregiver
with HaH stay
longer than a week
12 Sims, Rink, Walker, & France To focus on the Sample: 1% Study design: Two categories:
Pickard, 1997 health professional’s interview: 6 Longitudinal cross- - Potential advantages
The introduction of a perspective and their  orthopedic sectional qualitative associated with HaH
hospital at home service- roles in H@H consultants, 12 study; semi-structured - Potential
A staft perspective nurses, 7 healthcare interviews disadvantage
support workers, two ~ Methodology: Not associated with HaH
occupational specified
therapist, 1 Analysis: Content
ph(}/siotherapist analysis
2" interview: 7
healthcare workers, 9
nurses, 7 staff
members, 4
consultants
HaH setting: Early
discharge from the
orthopedic unit
Inclusion criteria:
Stakeholders of the
HaH
13 Utens et al., 2013 Netherlands ~ To investigate patient ~ Sample: 56 HaH Study design: Six categories:

Patient preference and
satisfaction in
hospital-at-home and
usual hospital care for
COPD exacerbations:
Results of a randomised
controlled trial

preference for
treatment place,
associated factors
and patient
satisfaction with a
community-based
hospital-at-home
scheme for COPD
exacerbations.

patients vs 49
hospital patients
HaH setting: Early
discharge for COPD
patients and
additional 3 months
post-follow up
Inclusion criteria:
Patients age > 40
who were diagnosed
with COPD who are

Qualitative study;
Open ended
questionnaires
Methodology: Not
specified

Analysis: Deductive
content analysis

- Patient-centered care;
access

- Communication and
information

- Courtesy and
emotional support

- Technical quality

- Efficiency of care and
organization

- Structure and
facilities

(continued on next page)
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Table 1. (continued)

No. Study Country Aim Characteristic Methodology Results
Activities of Daily
Living independent
14 Vaartio-Rajalin, Ngoni, &  Finland To describe HAH Sample: 3 focus Study design: Cross-  Seven themes
Fagerstrom, 2019 staff’s perceptions group interviews of  sectional descriptive - Staff perceive a
Balancing between about HAH care, interprofessional study; semi-structured  deeper patient-nurse
extremes-Work in including work staff members interview relationship
hospital-at-home structures, processes (n=24) Methodology: - Staff simultaneously
and outcomes. HaH setting: Early Inductive experience
discharge and Analysis: Thematic independence and
hospital avoidance in  content analysis genuine collaboration
various units (e.g., when working in HAH
COPD, cellulitis, when compared with
urinary tract hospital care
infections, delirium, - Staff feel motivated
blood monitoring) to work
Inclusion criteria: - Staff acknowledge
Physicians and the effectiveness of
nurses who were their work
HaH staff - Staff feel a desire for
professional
self-development
- Staff feel challenged
- Staff feel frustrated
15 Wang, Haugen, Steihaug,  Norway To explore patients’ Sample: 6 HaH Study design: Results
& Werner, 2012 experiences of an patients, 3 hospital Qualitative study; Despite limited
Patients with acute early discharge care patients, 4 semi-structured inter-  assistance from the
exacerbation of chronic hospital at home spouses view healthcare service, the
obstructive pulmonary (HaH) treatment pro-  HaH setting: Early Methodology: Not patients and their
disease feel safe when gram for exacerba- discharge HaH for specified spouses experienced
treated at home- a quali- tions in COPD. COPD patients Analysis: Kvale’s the HaH treatment as
tative study Inclusion criteria: principles and safe. They expressed
Patients with COPD  retrospective analysis  that information that
needing hospital was adapted to specific
admission, and their situations in their daily
spouses were lives and given in a
interviewed familiar environment
had positive impact on
their self-management
of COPD.
16 Wilson, Wynn, & Parker, UK To compare Hospital ~ Sample: 24 patients,  Study design: Mixed  Four themes:

2002

Patient and carer
satisfaction with ‘Hospital
at Home’: quantitative
and qualitative results
from a randomised
controlled trial

at Home patient and
carer satisfaction
with hospital care.

18 carers

HaH setting: HaH
for patients with
cardiovascular or
respiratory diseases
Inclusion criteria:
Patients living alone
or with caregivers
who are not
hospitalized for over
2 weeks in HaH

method; semi-
structured interview
Methodology: Not
specified

Analysis: Thematic
analysis

- Patients appreciated
the more personal care
and better
communication offered
by HaH and placed
great value on staying
at home, which was
seen to be therapeutic
- Patients largely felt
safe in HaH, although
some would have felt
safer in hospital.

- Some patients and
carers felt that better
medical care would
have been provided in
hospital.

- Carers felt that the
workload imposed by
Hospital at Home was
no greater than by
hospital admission and
that the relief from care
duties at home would
be counterbalanced by
the added strain of
hospital visiting

subthemes by the two independent reviewers (CC and SS).
After consensus was reached between the two reviewers,
the generated themes and subthemes were comprehensively
and concisely distilled into new concepts through meta-

synthesis. Triangulation was maintained throughout the
synthesis process by constant comparison of individual
studies. Regular meetings were held throughout the synthe-
sis process between the reviewers. Triangulation was
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maintained by constant comparison of codes, emerging
themes, and the understanding of the participants’ views
on HaH. Any discrepancies were discussed between the two
reviewers until an agreement was made.

RESULTS
Characteristics of Studies

A total of 10,469 records were identified, which included 417
additional records from the gray literature. Duplicates were re-
moved using Endnote X9’s built-in function, resulting in 6,909
records. From this, 6,284 records were excluded via their title and
abstract. The remaining 625 articles underwent a full-text review,
which resulted in 16 included articles (Fig. 1). Of the 16 articles,
most were in English (n=15) while the one in French was
translated to English using Google Translate™. The majority of
the studies were from America or Europe (n=15)""%?°2, A third
of these studies were based in the UK (n=5)**2""*? and one was
in Australia®. Studies were qualitative (n=14)1122024.2631.33 5,
mixed-methods (n=2)%°32. Studies were descriptive
(n=13)!221:2333 utilizing a grounded theory n=2)"* or ethno-
graphic approach (n=1)*>. Most data were collected from indi-
vidual interviews (n=12)"*'"2%*133  focus group interviews
(n=2)""°, or both (n=1)"2. The remaining study employed
open-ended questionnaire®. Studies employed thematic analysis
(n=9)1221:2224-26303233 o nient analysis (n=3)>252°, ground
theory analysis (#=2)"*’, normalizing process theory analysis
(n=1)"’, or retrospective analysis (n=1)>'. Most HaH provided
early discharge (n=9)'%?2>26283133 compared to admission
avoidance (n=1)?’, while the remaining studies did not specify.
The HaH studies included patients who had multiple diagnosis
(n=6)1’12’20’23 3032 COPD (n=3)24’29’31, cancer (n=1)33 , renal
diseases (n=1)?2, and mental illnesses (7=1)*, and also geriatric
(n=2)""*" and orthopedic patients (n=2)*>2%. All HaH involved
multidisciplinary teams or units, and some involved community
service providers (e.g., community healthcare practitioners, com-
munity nurses, community social care managers, healthcare
agency partnerships)"'2?*24273033 Taple 1 summarizes the
studies’ characteristics and Table 2 depicts the types of partic-
ipants interviewed.

Findings were meta-synthesized to form an overarching
theme, “the intricacies of developing HaH,” pillared by four
main themes: (1) factors influencing patient selection, (2)
advantages of HaH, (3) challenges of HaH, and (4) enablers
for HaH development (Fig. 2).

Factors Influencing Patient Selection

This theme consisted of four subthemes to describe the char-
acteristics of patients and caregivers that make them suitable
for HaH: (1) strong social support, (2) positive health behav-
iors, (3) confidence in receiving care at home, and (4) condu-
cive home environment.

Various studies reported that strong social support assisted
patients in home recovery'2*?**’. Social support was mainly
provided by caregivers in the form of moral support for the
patients'’, ensuring patient safety, and liaising with the
healthcare professionals®’. HaH was reportedly less favorable
for patients who did not cohabit with their caregivers®’ or for
patients going through divorces®*. HaH was found suitable for
patients who lived alone and relied on other social connections
like “friends” and “neighbors.”’

HaH was found to be suitable for patients with positive
health behaviors and self-efficacy?*****=°. This included dis-
playing self-restraint from negative health behaviors (e.g.,
smoking, drinking, consuming drugs)***°, and self-efficacy
in independently performing vital sign monitoring at home>.
Some studies reported that HaH was perceived to be less
favorable among those who were not confident with remote
care and “prefer to be in a cocoon of a hospital environment”
with “someone seconds away from them.”'**

Lastly, suitable patients should have a conducive home
environment for recovery>***2%3_ Some studies reported
difficulty in performing care when patients’ pets disrupted
administration of intravenous medication®’?, the living space
was small **, or the home environment was unhygienic*’.
Places lacking adaptive home features for safe mobility were
also not ideal for home rehabilitation®.

Advantages of HaH

This theme captured the positive experiences of stakeholders
with HaH across different settings. The subthemes were as
follows: (1) more comfortable and patient-centered care, (2)
perceived better patient clinical outcomes, (3) more family
engagement with patients, (4) improved care continuity during
and beyond HaH, and (5) increased hospital bed capacity.

HaH provided patients and caregivers with a more comfort-
able and personalized hospitalization experience'>*24273033,
All stakeholders from various studies expressed that “being in
your own home” helped preserve some sense of normalcy for
patients to “follow own daily rhythm,”* and “walk around
more freely.”** This reduced anxiety for some and boosted
their morale and confidence'***** Other studies mentioned
that some healthcare professionals and caregivers felt that a
sense of normalcy was essential for “end-of-life patients” and
their loved ones®™*’. HaH also removed the need for patients
and caregivers to travel to the hospital to receive care or visit
their loved ones, respectively®***.

Furthermore, HaH promoted patient-centered care
Patients noted that there was “time to develop rapport” for more
“personal and individual” relationships with their healthcare pro-
fessionals®*. Similarly, healthcare professionals commented that
they had more opportunities to collaborate with their patients™*".
Some healthcare professionals noted a power shift between
themselves and their patients when there was change in environ-
ment (i.e., from ward to home setting). They were no longer just
medical staff but were invited as “a guest” at patients’ homes with

23,24,27,29-32



644 Chua: Perceptions of Hospital-at-Home Among Stalceholders JGIM

their “permission™". Since healthcare professionals were able to
assess patients in their natural home environment, both parties
highlighted that medical advice was more fine-tuned to specific
situations in their everyday life?".

HaH was perceived to improve clinical out-
comes'?*27-28:30732 " patients reported having improved
sleep®*?, better appetite’***®, and speedier recovery**%.
From healthcare professionals’ perspectives, the familiarity
and privacy of home encouraged patients to “reveal some-
thing they would never mention while in the hospital™**='
that might help tailor better care to their patients.

Patients reported that HaH allowed them to be closer to their
family®**?. Recuperating at home was “easier for my family to
visit,”** and couples emphasized the importance of being

together at home®>. Similarly, caregivers agreed that HaH
provided relief to their loved ones who depended heavily on
their support>2.

Some HaH focused on care continuity during and beyond
the intervention itself. For these programs, healthcare profes-
sionals noted that they helped to integrate acute care into long-
term care management strategi6527’30’31. Caregivers com-
mented that HaH was “the best hospital experience because
there seems to be aftercare.”?’ Healthcare professionals were
able to provide patient education that was helpful in the long
run, such as advising patients on how to cope with their
disease by using their home environment to their advantage',
and providing adequate medication reconciliation for them™’.

)
10052 records identified 417 additional records
CINAHL (n=1563), PubMed identified
(n=2789), Embase (n=3811), PsychINFO Grey literature Mednar (n=417)
_§ (n=459), Scopus (n=1430) and reference lists (n=0)
5
h=!
g
= 10469 articles found for screening
——
)
A
3560 records duplicates
o removed via ENDNOTE
.g
5 v
A Titles and abstracts 6284 records excluded
screened »|  Reason: did not meet selection
(n=6909) criteria
———
)
609 records excluded based on the
625 full-text articles following reasons:
> assessed for eligibility > Were not Hospital-at-Home
I;% programs (n=96)
) Participants were children or
m adolescents (n=3)
Full text irretrievable (n=12)
Not qualitative studies (n=489)
Not addressing topic (n=9)
~——
—U . . .
3 Studies included in the meta-
% synthesis (n=16)
=

Figure 1 PRISMA flow diagram.
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Table 2 Types of Participants Interviewed in Each Study

Study Patients  Caregivers/

family members

Social Allied
workers health

Physicians  Nurses

Clinical/
healthcare
assistants

Healthcare managers
and administrators

Brody et al.'? o o
Buchanan o

et al.>

Cafazzo o

et al.?

Cegarra- o o
Navarro

et al.?

Cocu%net o
et al.?!

Dismore 0 0 [ o
et al.

Jester® 0

Khalifeh o [

et al.%®

Leung et al.?° 0

Mikeli et al>” o 0

Rossinot et al.! o [

Sims et al. [ o
Utens et al.?’ o

Vaartio- o o
Rajalin et al*°

Wang et al.*! o

Wilson et al>* o 0

Having patients undergoing treatment at home also releases
hospital beds to others who need more acute care”®.

Challenges of HaH

This theme captured the challenges faced by HaH stakehold-
ers. The subthemes were as follows: (1) lack of round-the-
clock patient supervision compared to the hospital; (2) in-
creased caregiver burden; (3) unclear and underdeveloped

workflows; (4) difficulty in screening, identifying, and recruit-
ing HaH patients; (5) increased staff burden.

All stakeholders recognized safety as a priority for HaH.
Some healthcare professionals and caregivers expressed that
HaH lacked the 24-h physical care provided in the hospi-
tal*”*®. This was more prominent for caregivers who did not
live with the patients as provision of care was “difficult from a
distance.”*’ Remote care also made some patients “rigid with
nerves” especially at night when they felt most “alone.”***
This sense of vulnerability was often expressed by COPD

patient selection - Conducive home environment

Perceptions of HaH
Theme 1: - Stro_n_g social support
Factors - Positive health behaviors
influencing - Confidence in receiving care at home

Advantages of

- Increase hospital bed capacity

- More comfortable and patient-centered care
Theme 2: - Perceived better patient clinical outcomes

- More family engagement with patients

HaH - Improved care continuity during and beyond HaH

- Increased staff burden

- Lack of round-the-clock patient supervision compared to the hospital

Theme 3: - Increased caregiver burden
Challenges of - Unclear and underdeveloped workflows
HaH - Difficulty in screening, identifying and recruiting HaH patients

development

Theme 4: - Clinicians with strong clinical and communication skills
Enablers for - Importance of maintain quality of care while receiving treatment at home
HaH Supportive operational, regulatory and legal frameworks to promote care delivery in the home setting

Integration with post-discharge care

Figure 2 Themes and subthemes of the perceptions of HaH.
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patients who were afraid of “being alone at night when I am
breathless,”” or for patients with renal diseases who feared
blood loss during home hemodialysis. Lastly, mothers with
acute severe mental illnesses from the included studies were
mostly overwhelmed with managing distress at home and
parenting responsibilities. Hence, they preferred the 24-
h care provided in the hospital®.

While a few caregivers acknowledged that HaH freed time
“spent in the hospital visiting” to “rest at home,”? the transfer
of care responsibility from hospital to caregivers was burden-
some to some''**2¢2% Those who experienced caregiver
burden felt that there was a strong reliance on them to facilitate
HaH. They were often tasked with coordinating care, standing
by for eventual emergencies, or providing assistance during
home treatment. This is especially so for caregivers caring for
demented”’ or mentally ill patients*®. Caregivers reported the
need to help coordinate care between healthcare professionals
and the patients as “a multifunction maid.”' Particularly at
night, caregivers were reportedly “sleeping with one eye
open” to provide 24-h support’” or had their “imagination
runs riot” when their confused patients “tried to get out the
window,” demonstrating difficulties for the family to contain
the risk at home for acutely sick patients®’. Moreover, some
caregivers had full-time jobs and household chores'. Children
of mentally ill patients were reportedly swamped with “emo-
tional responsibilities.” Seeing patients sick all the time was a
“horrible” or “frightening” experience for others'**?®. De-
spite the transfer of care responsibility from hospital to care-
givers, not all HaH have in place efforts to recognize caregiver
stress, leaving some caregivers burnt out during HaH. Further-
more, the decision for HaH was often determined by the
healthcare professionals and patient’s preference, and less
influenced by caregivers or family decisions (agreement
among several family members).

For many healthcare professionals and administrators, HaH
was operationally challenging. Firstly, since HaH function
beyond the hospital’s walls, it was difficult to capture activity
within the current payment system>*, and there was no system
in billing patient care as a bundle or single “acute episodes.”'*
Absence of a proper billing system created difficulty for
organizations to assess cost and cost savings for each case,
and deters insurer from covering such services'”. Secondly,
technology was not well integrated into HaH. While proper
documentation was important in a multidisciplinary service,
some organizations’ electronic health records were not nimble
enough to sync, record real-time, or integrate among the
different care units'>?*3°. Furthermore, limited studies men-
tioned the use of remote monitoring system or teleconsulta-
tions in HaH. For those which did**~°, the use of a remote
monitoring system was physically disruptive to users’ daily
lives**, and teleconsultations yielded “technical problems.”*°
Patients requiring complex medical equipment such as home
hemodialysis for HaH also tend to encounter difficulties with
the equipment at home. Furthermore, HaH workflows were
sometimes confusing'??°. Healthcare professionals were

unsure of HaH entry and exit points, and had problems iden-
tifying their clinical roles in HaH?. Healthcare professionals
noted that some clinicians lacked certain skills to care for
patients at home!'*?%28, For example, not all clinicians could
perform infusion or had sufficient experience caring for certain
groups of patients, which may have hindered access to deliv-
ering timely treatment at homes'*2%.

Screening, identifying, and recruiting suitable HaH patients
were also challenging. Healthcare professionals felt that this
process was tedious and time-consuming'>2%°. In addition to
assessing patients’ conditions and their ability to self-care,
they had to liaise with caregivers and assess patients’ living
conditions before enrolment'??%3°, Furthermore, recruitment
was limited. Although the concept of HaH is not a novel
intervention, some healthcare professionals, patients, and their
caregivers have reservations about the implementation of HaH
since acute care is traditionally provided in the hospi-
tals'>?*?®, The reservations included perceiving the service
as a means to “get you out” from the hospital to obtain “empty
beds.”*"-*®

Some healthcare professionals reported an increase in bur-
den to deliver hospital care to the home'?'***°. They found
the work to be “demanding” as they had to coordinate care,
plan their travel time to ensure patients received prompt treat-
ment®*°, and adjust to the changing workflows of new HaH
programs>’. High staff turnover rates were reported'%; organ-
izations that did not address the high turnover rates caused the
remaining healthcare professionals to work with “very few
sick leave.”"

Enablers for HaH Development

There were four subthemes that characterized enablers of
effective HaH: (1) clinicians with strong clinical and commu-
nication skills; (2) importance of maintaining quality of care
while receiving treatment at home; (3) supportive operational,
regulatory, and legal frameworks to promote care delivery in
the home setting; and (4) integration with post-discharge care.

Healthcare professionals reported that HaH team should
have strong clinical and communication skills. Firstly, com-
petence in clinical skills is important since they have to make
clinical decisions independently’®. As HaH relies on remote
monitoring, they should also hone their technical skills to
operate such technologie523. To ensure patients are safe at
home, healthcare professionals must be well trained in patient
and caregiver selection before HaH enrolment®’. Secondly,
healthcare professionals need to have effective communica-
tion skills to “collaborate” among colleagues, patients, and
their family members, and communicate well to “show our
respect” in patients” homes®". Furthermore, administrators and
healthcare professionals reported that teamwork and commu-
nication among multiple partners are essential'>2%2!-23:2830,
For many, HaH was not well integrated to encourage “team-
work or cross-department specialist teams.”** Timely provi-
sion of services and referrals are required to ensure the quality
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of care, that is, no communication delays or missing informa-
tion, and a robust referral system'>?®. Studies that reported
proper communication among clinicians indicated that the
clinicians had better HaH experiencs'*2!2%-°,

It is important to maintain quality of care during HaH as well.
This can be provided in the forms of providing assurance, main-
taining proper communication, letting patients and their family
members be actively engaged in patient recovery®**72%3032,
communicating treatment predictability®?, ensuring 24-
h telephone services™, daily visits>*, and instilling confidence
that help will be promptly given®. Patients and caregivers
expressed confidence in HaH when HaH healthcare professionals
were “well trained “and “caring.”*' Furthermore, patients wanted
to be engaged in their recovery”** ' by being involved in their
discharge planning®’, treatment decisions during HaH?’, learning
more about their medications®®, and “getting an explanation” on
their diagnosis while being at home®".

While patient-centeredness care is at the forefront of HaH, the
findings revealed that the healthcare system needs to be sup-
ported by laws and regulations to maintain staff’s safety and
medical legal coverage as the care setting shifts to patients’
homes'**. Some healthcare professionals revealed that a power
shift between them and their patients was observed when provi-
sion of care moved from ward to home setting; this was perceived
as a challenge for healthcare professionals’ safety since they were
no longer just medical staff but were “a guest” invited to patients’
homes with their “permission.”*°

Finally, post-discharge care integration was seen as a priority.
Patients and caregivers favored having continuity of care during
and beyond HaH. Caregivers wished to know how they could
“change the condition” of their loved ones”’, preferred having
reviews by the same specialist”®, and appreciated follow-ups after
HaH care®’. Patients and caregivers wanted to be a part of patient
recovery and form a continuous relationship with an identified
healthcare professional after their HaH experience®’.

DISCUSSION

To our knowledge, this is the first qualitative systematic
review that meta-synthesized the perspectives of HaH stake-
holders. We were able to collectively bring together data from
multiple disciplines and stakeholders from different countries.
Our findings can be categorized into four key points: (1) the
need to maintain sustained partnership and personal relation-
ship among patients, caregivers, and healthcare professionals;
(2) importance of strengthening communication and collabo-
ration among healthcare professionals; (3) structural change to
the traditional care practice; and (4) financial reforms.

Before considering the key points, it is worth noting that
HaH was favorable over hospital setting for majority of the
participants with various conditions. However, we found that
most patients with conditions that require more acute attention
(dementia, mental illness, and COPD) or those requiring com-
plex machineries (home hemodialysis) specifically had more

challenges recuperating at home. Future studies could consid-
er providing more healthcare professionals to cater to these
patients to improve their HaH experience.

In general, across all HaH setting, our findings suggest that
maintaining a sustained partnership and personal relationship
between patients and healthcare professionals was an enabler
of patient satisfaction. Patients reported higher satisfaction
when they were included in shared decision-making, received
clear communication from managing teams, and were provid-
ed patient education specific to their condition during their
recovery. This is consistent with other studies which reported
that patients’ involvement in their own care promoted patient
empowerment, created long-term relationship with their
healthcare professionals®, and increased patient satisfac-
tion®*>°. Our findings also suggest that patients with desig-
nated healthcare providers felt more satisfied than those who
had rotating physicians and nurses during their recovery.
Maintaining continuous relationship ensured patient-centered
care as the same healthcare professionals would have infor-
mation on the patients’ previous clinical history, and an un-
derstanding of patients’ preferences and needs for a tailored
HaH experience®’. This is especially so as care is delivered
outside the vicinity of the hospital.

Furthermore, there is a need to maintain a sustained part-
nership between caregivers and healthcare providers. As with
the HaH quantitative studies®®>°, the caregiver experience
varied among included studies. While some caregivers felt
less burdened by HaH compared to the hospital setting, more
were stressed from the transferred responsibility of care from
hospital to home. Surprisingly, most HaH did not have in
place efforts to recognize and mitigate caregiver stress. De-
spite caregivers playing large roles in HaH, the decision for
HaH was often determined by healthcare professionals and
patients’ preferences, and less influenced by them or other
family members. Care decision which considered caregiver’s
and other family members’ decisions resulted in higher care-
giver satisfaction*’. Another study reported that the likelihood
of caregiver burden was the determining factor for patients’
decision on choosing either hospital or home care*'. Given
that caregiver burden remains a significant concern, family
decisions and caregivers’ preferences should be considered
when evaluating patients for HaH. When an agreement is
made for HaH, there should be substantial efforts to ensure
that caregivers are well supported during this process. Adop-
tion of continuous remote vital signs monitoring technology to
monitor patient safety and 24/7 access to healthcare providers
may help to mitigate fear and anxiety, and provide support for
caregivers*2. Providing measures to alleviate caregiver burden
can help ensure better partnership with healthcare professio-
nals and improve patient care at home.

Secondly, communication and collaboration among healthcare
professionals are essential in ensuring continuity of care, which is
especially important as care shifts from hospital to home**. The
use of technology is integral to facilitate communication and
collaboration in the community setting, and ensure timely
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detection of complications at home**. As reported in the included
studies, inter-professional collaboration, coordination, and com-
munication were challenges commonly cited and many studies
did not mention any integration of technology for HaH. Studies
that integrated technology faced difficulties in syncing HaH
patient records into electronic health records'>?*, the lack of
user-friendly remote vital signs monitoring®, and technical prob-
lems with virtual physician visits*®. These findings corroborate
findings from other studies where technologies assisting care at
home are still not optimal*®. Hence, organizations need to im-
prove technological advancement through policies that enable
access to medical records across inter-departments or develop
shared access to electronic health records that would allow ease
of communication and collaboration among healthcare profes-
sionals, patients, and their family members*®*’. Future HaH
should also consider incorporating and evaluating the effective-
ness of remote vital signs monitoring and virtual physician visits
to improve technology integration in HaH. Strong communica-
tion and collaboration are the building blocks for improving
access to care in the community setting**, and better integration
of technological advancements can help greatly in this aspect™®.

Thirdly, as care shifts to home, there is a need for struc-
tural changes to the traditional care practice, and a need to
reorganize care delivery®. However, as noted from the
included studies, the structural changes were challenging.
Some highlighted that the HaH team lacked in skills and
were uncertain of their roles and responsibilities in HaH.
This may have been contributed by the heterogeneity of
HaH which admits a broad range of patients with orthopedic
conditions to urinary tract infection, thus making it challeng-
ing for patients to be matched with the right healthcare
professionals*. HaH which engaged with community care
services (e.g., general practitioners and community nurses)
observed that some healthcare professionals did not have the
skills to care for acute patients. Hence, substantial clinical
training is required to ensure that healthcare professionals are
fully equipped to manage acute patient care at home, and
policies which ensure clear roles and responsibilities have to
be developed®**°. The demands and challenges of structural
changes may have resulted in high staff turnover rates as
reported in some included studies; this disrupted HaH work-
flow and affected patients’ continuity of care®. Policy
reforms are needed to ensure that ethical and legal standards
in HaH care are clear’' and that there are measures in place
to ensure healthcare professionals are protected outside of
the hospital environment.>>. This can be further mitigated by
having recruitment and retention practices that can minimize
burnout and reduce staff turnover rate>>.

Lastly, payment models and payment system are not
well established in HaH>* and vary between settings and
countries. Many such schemes lack robust payment mod-
els that capture activity within the payment system and
there are barriers to create a single unified billing and
payment mechanism. The recent announcement by the
Center for Medicare and Medicaid Services, which

provides broad regulatory flexibility for HaH due to the
COVID-19 pandemic, is a great enabler for HaH in the
USA>’. Such regulatory and healthcare financing
reforms® are critical for any healthcare system to com-
prehensively develop HaH.”’

LIMITATIONS OF REVIEW

This qualitative system review has a few limitations.
Firstly, majority of the articles included in this review
were mainly from Western regions (Europe, the USA,
and Australia) with robust healthcare systems. Hence,
findings may not be representative of those in other
countries and cultures. Secondly, this qualitative review
heterogeneously examined a diverse set of stakeholders’
perspectives (e.g., healthcare professionals, administrators,
patients, and caregivers) of HaH in different contexts
(e.g., cancer, cardiovascular, or orthopedic units) that
may not represent discipline- or disease-specific needs of
the stakeholders. Thirdly, most HaH models were early
discharge or unspecified, with limited studies evaluating
the effectiveness of admission avoidance.

IMPLICATIONS FOR FUTURE RESEARCH AND
PRACTICE

Our findings on the key enablers and challenges of HaH may
help to improve HaH.

This review included HaH treating a variety of patient
conditions. While HaH is favorable over hospital setting for
the majority of participants with various conditions, we found
that most patients with conditions that required more acute
attention (e.g., those with dementia, mental illness, or COPD),
or those requiring complex care (e.g., home hemodialysis),
had more challenges recuperating at home. Future studies can
consider more interventions to improve HaH experiences for
such patients.

Overall, HaH practice varied based on availability of
resources in each country as well as ethnicity, beliefs, and
family culture. Future research could explore whether views
toward HaH differ in different cultural contexts (e.g., Asian
cultures, multiracial populations) availability of resources
(e.g., lower- and middle-income counties), and HaH models
(e.g., early discharge versus admission avoidance).

Forging partnership and personal relationship between
patient and healthcare professionals is important in HaH.
To improve patient satisfaction, these programs should
continue to focus on patient-centeredness and individu-
alization of care. This can be achieved through shared
decision-making, clear communication from managing
teams, and provision of specific patient education based
on cach patient’s condition during their recovery. To
maintain partnership with caregivers, healthcare profes-
sionals should include both caregivers and family
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members rather than just the patient in the decision
process. Considering the heavy reliance on caregivers,
there should also be strategies to mitigate caregiver
burnout.

There should be recruitment and retention measures to
support healthcare professionals to minimize burnout and high
staff turnover rate. Measures should be in place to reduce the
risk of medico-legal matters and ensure both healthcare pro-
fessionals and patients are protected throughout the HaH
journey.

From a policy standpoint, further technological integration
and advancement are essential to allow collaboration among
healthcare providers to facilitate care at home. Finally, pay-
ment reforms are needed to adequately include HaH for reim-
bursement and insurance coverage.

CONCLUSION

In this review, we gained a deeper understanding of the HaH
experience of different stakeholders. This review highlighted
patient-centeredness as the key benefit of such programs and
highlighted key operational and policy considerations in de-
veloping and improving HaH. Considering these factors, the
intentional shift of acute care from hospital to home could
address modern healthcare challenges of rising healthcare cost
and limited hospital capacity, especially in the face of the
ongoing COVID-19 pandemic.
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