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House call attitudes and practice patterns of New Jersey family 
physicians were studied in order to assist residency programs in 
curriculum development. House calls were offered by 82 percent of 
the 290 physicians in the sample; no difference was noted between 
rural and urban or between younger and older physicians. The 
average number of house calls per week was 6.05, of which 4.71 
and 1.34 were scheduled and emergency respectively. Patients who 
were elderly, home-bound, had suffered a stroke, had cancer or 
congestive heart failure made up the majority of those receiving 
house calls. This survey also showed that many of the physicians 
who stated that they do not “offer” house calls to their patients, 
did in fact perform them.

These study results support the thesis that family practice resi­
dencies should develop criteria and a protocol for house calls. 
Among the results which may be expected following such an inno­
vation are increased satisfaction for patients and physicians alike.

This study developed from the de­
sire of New Jersey family practice 
physicians and educators to make resi­
dency training in the State as relevant 
as possible to the actual practice of 
family medicine. Earlier studies have 
shown that physicians are likely to set 
up practice near the site of their 
residency training.1 As a result, it 
seemed appropriate to examine and 
analyze the role and responsibilities 
currently assumed by New Jersey fam­
ily physicians. The data from this 
study would then be available to assess 
the curriculum content of residency 
training programs in family practice.

As one facet of this analysis, a clear 
understanding of the function of the 
house call in family practice through-

From th e  D e p a r tm e n t  o f  F a m ily  M e d ic in e , 
with th e  ass is tance  o f  th e  D e p a r tm e n t  o f  
B io ch e m is try  (D r .  E ik e n b e r r y ) ,  C o lle g e  o f  
M edicine an d  D e n t is t r y  o f  N e w  Je rse y , 
Rutgers M e d ic a l S c h o o l,  P is c a ta w a y , N e w  
Jersey. R e q u e s ts  f o r  re p r in ts  s h o u ld  be 
addressed to  D r . S . W . W a r b u r to n ,  D e p a r t ­
ment o f  F a m ily  M e d ic in e ,  C o lle g e  o f  M e d i­
cine and D e n t is t r y  o f  N e w  J e rse y , R u tg e rs  
Medical S c h o o l,  U n iv e rs ity  H e ig h ts , P isca ta ­
way, NJ 0 8 8 5 4 .

out the State was needed. There has 
been a documented decrease in the 
number of house calls being made in 
recent decades.2,3 Mechanic,2 Todd,4 
and others have called them “defunct” 
and “buried.” Among the factors in­
fluential in this decrease in Great 
Britain, Canada, and the United States 
have been the introduction of appoint­
ment systems, pleasant offices, ab­
sence of infectious disease quarantine, 
readily available transportation, more 
telephone consultations, and team 
health care.

In addition, some observers have 
suggested that the use of parapro- 
fessionals, such as physician’s assis­
tants and nurse practitioners, to make 
house calls will yield results which are 
as satisfactory but more economical 
than physician visits.5 Indeed, studies 
in this area have reported considerable 
success in the use of non-physicians to 
perform this task.3,6 Hence, it can be 
expected that the decrease in physi­
cian house calls will continue. Regard­
less of this decrease, house calls are 
still considered by many to be an

important component of family prac­
tice.7’10

In spite of the research which has 
already been done on this topic, re­
markably little data was available on 
the use of house calls by New Jersey 
family physicians. It seemed appro­
priate to get a more refined under­
standing of the role of the house call 
in family practice in New Jersey by 
surveying the practice patterns of 
these physicians. Are their practice 
patterns similar to those disclosed in 
the larger surveys? Do they still deliver 
care to their patients in the home? If 
so, how often do they make such visits 
and for what purposes? Do they be­
lieve such visits are still of value? 
Finally, what possible influence could 
these data have on the curriculum 
planning of Family Practice Residency 
Programs?

Methods
A sample was drawn from the 

membership of the New Jersey 
Academy of Family Physicians. This 
organization represented a large and 
accessible group of family physicians 
with practices throughout the State.

A short (five-minute) questionnaire 
was developed to elicit data concern­
ing the physician’s medical and social 
attitudes and behaviors in regard to 
house calls. This was mailed to the 700 
members of the Academy as part of 
the New Jersey Family Physician 
quarterly bulletin in February 1976. 
One hundred sixty-one physicians (23 
percent) returned their questionnaires. 
The questionnaire was also included in 
the registration process of the March 
1976, annual meeting of the New 
Jersey Academy of Family Physicians 
in Cherry Hill, New Jersey. Of the 
remaining membership (539), an addi­
tional 133 completed the question­
naire at the meeting. One duplicate 
return was rejected, while insufficient 
biographical data or poor handwriting 
eliminated three responses. The re­
maining 290 questionnaires were 
analyzed collectively.

The 290 responses (41 percent of 
the total membership) were considered 
to be a representative sample of the 
New Jersey Academy of Family Physi­
cians. All responses were coded and 
keypunched and the data analyzed 
using the Statistical Package for the 
Social Sciences. The primary tool for
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analysis was the cross tabulation facil­
ity which utilized the chi-square test 
for association. Throughout this study, 
results were considered to be statis­
tically significant at a confidence level 
of 95 percent or above.

Results

Of the 290 respondents, 78 percent 
(226) indicated they were solo practi­
tioners, while 22 percent (64) were 
participating in group practice. As 
previous studies have documented, the 
majority of physicians in the youngest 
age group were engaged in group prac­
tices, whereas physicians in the older 
age groups tended predominantly to 
be solo practitioners. The age-practice 
pattern is shown in Table 1.

A rural-urban analysis of the New 
Jersey physicians’ practices was under­
taken using the Standardized Metro­
politan Statistical Areas System de­
veloped by the United States Census 
Bureau. Using this system, 87 percent 
(257) practiced in urban areas and 13 
percent (32) in rural areas (one was 
unknown).

Eighty-two percent (239) of the 
physicians in the sample said they 
offered house calls to their patients. 
While urban physicians (87 percent) 
were more likely to offer house calls 
than their rural counterparts (73 per­
cent), the difference was only of mar­
ginal statistical significance. This was 
not the case when physicians were 
compared by type of practice: 84 
percent of the solo practitioners of­
fered house calls, compared with 96 
percent of the group practitioners.

The physicians were also asked how 
many house calls they had made dur­
ing the week previous to completing 
the questionnaire. These results are 
shown in Figure 1. Contrary to other 
surveys,11 no correlation was noted 
between the physicians’ age and 
whether or not they offered house 
calls to their patients. The average 
number of house calls per physician in 
the week previous to the survey was 
6.1, of which 4.71 were scheduled and 
1.34 were of emergency nature. It is 
important to note that this survey was 
conducted during an unexpected out­
break of influenza. It was, therefore, 
not possible to conclude that these 
averages represent the physicians’ 
year-round behavior. However, it 
might be expected that the 4.71 house 
calls per physician per week is a closer

approximation of the physicians’ be­
havior in the absence of such an 
outbreak.

Twenty-five percent of the house 
calls were performed by the 18 per­
cent of the physicians who said that 
they do not offer house calls to their 
patients. These house calls were evenly 
distributed between scheduled and 
emergency. Thus, it appears that while 
some physicians do not “offer” house 
calls to their patients, they still per­
form them.

Further review of the data showed 
that while the majority of physicians 
performed or said they offered house 
calls to their patients, most com­
mented that the majority of house 
calls were made at the physicians’ 
rather than the patients’ discretion. 
When asked whether they offered 
house calls, the physicians made such 
comments as, “ I select those I feel are 
necessary,” “selective,” “agreed that 
they should be screened but most are 
really necessary,” and “true many are 
a nuisance, but this cannot be deter­
mined until you have examined the 
patient.”

With almost half (48 percent) of the 
physicians agreeing that “most house 
calls are a nuisance and waste of time 
and could just as well be handled in 
the office,” selectivity and screening 
house call requests seemed to be con­
sidered essential. As might also be 
expected, those physicians who agreed 
with this statement were to a large 
extent those who said they did not 
“offer” house calls to their patients.

Approximately 75 percent of the 
physicians “agreed” or “strongly 
agreed” that “house calls are an impor­
tant part of continuing comprehensive 
family care,” and almost half (46 
percent) of the physicians felt that 
house calls are an excellent means for 
gathering “pertinent knowledge of 
family relationships in the living situa­
tion.” 'The following were representa­
tive of the comments recorded on this 
question:

The “patient often puts on a great 
front in the office,”
“There is no substitute for a house call 
in evaluating the family’s social 
relationship at a glance,” or 
“The house call in some cases can 
provide a depth of background know­
ledge and appreciation never revealed 
in the office.”

As might be anticipated, those

physicians who offered house calls to 
their patients were to a large extent 
the same ones who indicated that 
house calls were of value (Table 2).

When questioned about the average 
time spent per house call, 66 percent 
of the physicians recorded that on an 
average they spent between 15 and 20 
minutes in the patient’s home. Of the 
remaining physicians, 12 percent said 
they spent less than 15 minutes in the 
home, 17 percent more than 25 min­
utes, and 4 percent did not respond.

The physicians were also asked to 
review a list of medical problems and 
indicate those which they perceived to 
be appropriate reasons for making a 
house call. Their responses are pre­
sented in Table 3, along with the 
frequency with which they listed them 
as reasons for their last three house 
calls. There appeared to be a direct 
relationship between these two vari­
ables.

A detailed review was made of the 
reasons listed by the physicians for 
their last three house calls (Table 4). 
Patients who were elderly or home- 
bound were the most likely to receive 
home visits. The physicians were asked 
specifically to indicate whether these 
two impediments to mobility, as well 
as several others, warranted a house 
call. Table 5 shows the physicians’ 
responses to these non-medical reasons 
for which a patient might request a 
house call in comparison with the 
physicians’ actual behavior. Clearly, 
being home-bound or elderly were 
regarded above all others as valid 
reasons for needing a house call.

In order to gain a further insight 
into the physicians’ attitude toward 
non-medical problems which might 
necessitate a house call, they were also 
asked whether “social (non-medical) 
factors” ever necessitated a house call. 
Twenty-four percent (69) of the 
sample responded either “moderately 
often” or “frequently.” Additional 
questions aimed at better defining the 
physicians’ general attitude concerning 
house calls and the physicians’ re­
sponses to these questions are shown 
in Table 6.

Discussion
From these survey results, it can be 

concluded that the New Jersey family 
physicians’ house call patterns and 
attitudes are not inconsistent with 
those outlined by other stud-
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ies.7’11’12 While the average of 6.1 
house calls per week was greater than 
anticipated, due to the varying meth­
odologies used in other American sur­
veys, it is difficult to determine 
whether this average is significantly 
different from the results of those 
studies.2,7,11 However, the average of 
scheduled house calls per week (4.7) is 
identical to the outcome from a study 
conducted in London, Ontario.12 The 
British average of three or four per day 
remains considerably higher, but this 
too has been dramatically declining 
over the last decade.3

These results from a primarily 
urban-suburban sample also refute the 
myth that house calls are strictly the 
province of the rural practitioner.11 
There was no significant difference in 
the practice patterns of these two 
groups.

That a considerable proportion (33 
percent) of house calls were made for 
elderly or home-bound patients is also 
consistent with the observations of 
other studies.2,7,11 Smith and col­
leagues6 observed that 41 percent of 
their 100-patient sample were over 65 
years of age. In another survey,11 half 
of the visits were made to elderly 
patients for whom travel was difficult 
without an ambulance. Similarly, 
Elford and coworkers7 concluded that 
66 percent of all house calls were 
made for persons over 55 years of age.

Clearly, in New Jersey the home 
visit is not “defunct” among family 
physicians. Being elderly, being im­
mobilized, or having heart disease, 
stroke, or cancer are the predominant 
reasons for patients receiving house 
calls. With childhood and infectious 
diseases better understood and more 
satisfactorily controlled, the physi­
cians’ office has become the more 
efficient place to care for such prob­
lems. Indeed, it appears that when 
house calls are made for infectious 
disease, they are done because an 
underlying problem of age or immo­
bility renders an office visit difficult or 
impossible. Further, as emergency 
medical response systems become 
more sophisticated, highly trained am­
bulance personnel and Emergency 
Room physicians are playing an in­
creasingly prominent role in addressing 
the patients’ emergency care needs.13

Whereas the majority of respon­
dents in this study felt the family 
Physician is best suited to make the 
initial house call, studies have shown

Table 1. Age-Practice Pattern of Respondents

Age Solo Partner/Group Total

No. % No. % No. %

29-45 28 (12) 36 (56) 64 (22)

46-53 57 (25) 16 (25) 73 (25)

54-61 65 (29) 4 ( 6) 69 (24)

62 and over 66 (29) 3 ( 5) 69 (24)

unknown 10 ( 4) 5 ( 8) 15 ( 5)

Total 226 (99) 64 (100) 290 (100)
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Table 2. Physician Attitude and Behavior Toward House Calls

Behavior4 0 «  2 «  4 «  10 >  10 Total

Attitude^

Disagree 40 25 5 4 3 77

Agree 29 40 33 32 9 143

Strongly Agree 6 11 13 24 14 68

Unknown 2 0 0 0 0 2

Total 77 76 51 60 26 290

1 — Response to  statement "House calls are an im po rtan t part o f comprehensive
con tinu ing  fa m ily  care.”

2 — Number o f scheduled house calls per week.

Table 3. Medical Problems Considered to be Appropriate for House Calls

Problem Reporting appropriate Reported among reasons 
for last 3 house calls

No. % (N=290) No. % (N=739)

1. Death pronouncem ent 245 84 30 4

2. Stroke 187 64 63 8.5

3. Cancer 162 56 35 5

4. Congestive heart fa ilure 156 54 53 7

5. Em otional problem s/ 
fa m ily  crisis

119 41 18 2

6. Chronic lung disease 116 40 16 2

7. Pneumonia 113 39 25 3

8. Chest pain 113 39 16 2

9. High tem perature 
(104F o r more)

104 36 10 1

10. Shortness o f breath 97 34 0 0

11. V om iting 71 24 6 0.8

12. C om plications o f 
pregnancy/del ivery

57 20 0 0

13. Traurrta 43 15 17 2

an increase in the use of auxiliary 
medical personnel to extend medical 
services where physicians feel their 
own presence is unnecessary.3,6 
Barber,14 for example, reported that 
the use of the nurse to screen house 
call requests resulted in 22 percent 
fewer house calls being made by the 
physician.

Thus, it appears that while the 
reasons for which a house call will be 
made by a family physician are de­
creasing, the house call continues to be 
a valuable tool in the development of a 
thorough understanding of the patient 
and his surroundings.

Teaching the Physician to Make House 
Calls

These results have important impli­
cations for the training of family 
physicians. Despite the fact that the 
majority of the physicians in the 
sample felt that house calls were a 
nuisance and waste of time, a review 
of the reasons they listed for their last 
three house calls suggested that few, if 
any, were made for reasons they con­
sidered to be inappropriate. From this 
it can be inferred that these physicians 
have developed a protocol for deter­
mining who receives house calls and 
for what reasons. This suggests that 
family practice teaching centers could 
use the practical framework these 
physicians have evolved to help resi­
dents more clearly define those cri­
teria for which house calls are made 
both during their residency and after­
wards. Such criteria will necessarily be 
flexible and developed within the con­
straints of the physician’s practice and 
community, and used as one indicator 
of whether the requested house call 
necessitates a physician or other health 
professional. Flexible criteria are es­
sential since geographic areas have 
different needs. For example, an area 
with inadequate emergency medical 
services, unsophisticated team care, or 
a high percentage of elderly patients 
may place more demands on the physi­
cians for home visits than another area 
with more sophisticated health sup­
port systems.

Making patients familiar with a 
developed protocol will help to keep 
patients’ expectations for house calls 
within realistic limits, while simul­
taneously assuring them that their 
genuine needs for house calls will be 
met. This protocol should increase
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patient satisfaction and cooperation 
providing the patients receive an ade­
quate explanation of why boundaries 
have been set on this service. Making 
them aware of why such problems as 
“no baby sitter” or “no transporta­
tion,” or Certain medical problems are 
inappropriate reasons for a house call 
may enhance cooperation so long as 
patients do not use this knowledge to 
manipulate the system. Even this 
abuse will only be short-term, how­
ever, since the physician would more 
closely screen these patients in the 
future.

Participating in a family practice 
unit offering house calls in situations 
meeting clearly defined criteria, under 
the direction of a faculty with positive 
attitudes towards house calls, should 
prepare residents to meet the specific 
needs of their own patient population. 
Further, satisfaction with home care 
delivery should increase among newly 
graduated family physicians as house 
calls are made for more appropriate 
reasons. Training physicians to use 
their time in the home to gather 
information not otherwise available 
should help dispel the view of the 
house call as a nuisance. The Eco­
logical Systems Review of Bishop and 
coworkers15 is one instrument the 
resident could use to gather “social 
knowledge” of the patient and family.

In addition to criteria to guide the 
resident in identifying appropriate re­
quests for house calls, and a system for 
maximizing their time in the home, 
they should also be given support in 
the transition from the office environ­
ment to the solo status of the physi­
cian on a home visit. The patient’s 
home and family, as well as the lack of 
paraprofessional support, can seem 
threatening to the new physician. 
However, the residents’ anxiety level 
can be expected to make this a highly 
teachable moment which should be 
used advantageously by faculty.

As required by licensure regulations 
in most states, direct supervision of 
the resident is necessary in the first 
year. To encourage independence 
while still offering supervision in the 
second and third years, faculty could 
review resident performance using 
such alternatives as a portable tape 
recorder or faculty/resident audit of 
the patient, family, and environ­
ment.

Table 4. Top 20 Reasons for Last 3 House Calls

Rank Order Reason
Number Reported 

(N=739) % of Total

1 Homebound/Bedbound 112 15

2 Elderly 74 10

3 CVA 63 8.5

4 CH F/ASH D 53 7

5 Influenza 50 7

6 "M ed ica l” 37 5

7 Cancer 35 5

8 Death pronouncem ent 30 4

9 Upper respiratory in fection 25 3

10 Pneumonia 25 3

11 M u ltip le  sclerosis/Am yotrophic 
lateral sclerosis

19 2.5

12 A rth r itis 18 2

13 Fracture 17 2

14 Chronic lung disease 16 2

15 Chest pain 16 2

16 Gastrointestinal 15 2

17 Psychiatric 14 1.8

18 Chronic brain syndrome 13 1.7

19 Fever 10 1

20 Routine exam 10 1

Total 652 86*

*N B :
739

= 88%. The difference between th is and the stated sum 
o f rounding o ff  the percentages.

is the result
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Conclusion

Table 5. Non-Medical Problems and Physician Response

Non-Medical Reason Reporting appropriate 

No. % (N=290)

Reported among reasons 
for last 3 house calls

No. % (N=739)

1. Patient bedridden 
or home-bound

272 94 119 16

2. Patient elderly 165 57 74 10

3. No car available 38 13 4 0.5

4. Patient request 34 12 4 0.5

5. No baby s itter 25 9 0 0

6. Patient is a child 16 6 0 0

Through this study, New Jersey 
family physicians may better under­
stand the current function of house 
calls. Furthermore, it is obvious that 
criteria can be established for house 
calls that will enhance the education 
of the resident and edify the practicing 
physician. The family practice curricu­
lum should be developed to include 
house calls in addition to the training 
already provided in the office and 
hospital. The clear implication is that 
family practice residents must consider 
the house call an important compo­
nent of family medicine.
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Table 6. Physicians' Attitudes Concerning House Calls

Attitude
Strongly Disagree 

or Disagree Neutral
Strongly Agree 

or Agree

No. (%) No. <%) S No. (%)

1. Im portan t part o f 
comprehensive 
con tinu ing  care

49 (17) 28 (10) 211 (73)

2. Fam ily re la tionsh ip 
knowledge just as well 
obtained in o ffice

133 (46) 35 (12) 107 (37)

3. O nly fo r acute crisis 
care

169 (58) 26 ( 9) 89 (31)

4 . Keep infectious disease 
ou t o f o ffice

186 (64) 50 (18) 52 (18)

5. Nuisance and waste o f 
tim e

113 (39) 33 (11) 140 (48)

6. M oneymaking part o f 
practice

242 (83) 26 ( 9) 30 ( 7)

7. Number w ill increase 
over 5 years

214 (74) 37 (13) 31 (11)

8. Physician's prerogative 
to  make unsolicited 
house calls

172 (59) 35 (12) 77 (27)

N = 290. Unanswered questions w ill cause some tota ls to  be less than 100%.
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