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ABSTRACT

INTRODUCTION: Historically, doctors routinely delivered medical care to sick patients in their 
homes, with house calls accounting for 40% of all doctor–patient encounters in the 1940s. 
This proportion has dwindled to less than 1% today. Advantages of house calls include de-
creased mortality rates, admissions to long-term care in the general elderly population and 
increased patient appreciation. Therefore, we asked ‘Why do some primary care practitioners 
do house calls and what are the reasons that others do not?’.

AIM: This review aims to understand the attitudes, perceptions of Primary Care Practitioners 
(PCPs) towards house calls and their practice patterns.

METHODS: A search of PubMed and Embase was conducted for articles published before 31 
December 2017. A total of 531 articles with 44 duplicates was generated. Of these, 13 were 
shortlisted along with three hand-searched articles for a total of 16 articles included in this 
review.

RESULTS: Primary care providers were aware of the role of house calls and their advantages in 
enabling comprehensive care for a patient. They saw making house calls as a responsibility 
with rewards that enhanced the doctor–patient relationship. However, opportunity cost, time, 
medical liability and miscellaneous reasons such as the lack of training precluded some PCPs 
from making more house calls.

DISCUSSION: Primary care practitioners recognise the importance of house calls, especially in 
the care of elderly patients, but there are many unaddressed issues such as opportunity cost 
and clinical inadequacy in the home setting that have caused a decline in house calls over the 
years.
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Introduction

House calls are defined as visits made to patients 
or clients in their own home by a doctor or other 
professional.1 Historically, doctors routinely 
and comprehensively delivered medical care 
to sick patients in patients’ homes, with house 
calls accounting for 40% of all doctor–patient 
encounters in the 1940s.2 In Dutch, a general 
practitioner (GP) is known as a ‘Huisarts’, which 
directly translated means ‘home doctor’.3 In recent 
years, the proportion of all consultations that are 

house calls has dwindled to less than 1%.4 The 
decline had been attributed to multiple reasons 
including increased access to transportation, time 
constraints and economic considerations.

Many felt that house calls had become unneces-
sary because doctors were not able to do much 
in a patient’s home.5 However, one meta-analysis 
showed that house calls reduced mortality rates 
and admissions to long-term care for the general 
elderly population.6 The United States of America 
(US) Veterans Affairs System’s home-based 
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primary care programme that uses interdiscipli-
nary teams to meet the specific needs of fragile, 
chronically ill patients, was also shown to im-
prove patient and caregiver satisfaction, reduce 
hospital readmissions at 6 months and improve 
caregiver quality of life overall.7

Patients and families are known to appreciate 
house calls, and it is commonly recognised that 
in making a house call, GPs are going the extra 
mile for patients.5 We therefore asked: ‘Why do 
some GPs make house calls and what are the 
reasons that others do not?’.

In Singapore, privately run clinics are the main 
provider of primary care services, seeing 81% of 
primary care attendances.8 As in Canada and 
New Zealand, the traditional model of primary 
care in Singapore has been based on individual 
GPs providing primary medical services on a fee-
for-service basis.9 rostering, capitation funding 
or other forms of patient enrolment or registra-
tion are not used, and most GPs have a relatively 
stable group of patients after the initial period 
required to build up a medical practice. Although 
patients are free to change their GPs, most choose 
to have long-standing relationships with one doc-
tor.9 Unlike the National Health Service (NHS) in 
the United Kingdom where GPs usually work as 
part of a team that includes nurses, health-care 
assistants, practice managers and other staff, GPs 
in Singapore generally practice independently.10

reasons for house calls made by GPs in Singa-
pore can be arbitrarily divided into the manage-
ment of acute medical conditions or chronic 
medical issues. House calls for acute medical 
conditions are traditionally made by GPs in pri-
vate practice. GPs in the public primary health-
care clinics (polyclinics) do not make house calls. 
Specialist physicians in Singapore (e.g. geriatri-
cians and paediatricians) also generally do not 
make house calls, unlike their colleagues in the 
US11–13 and Greece.14

elderly, home-bound patients with chronic medi-
cal issues are cared for by doctors and nurses in 
specialised organisations that provide home-
based medical care. The first home care service 
offered in Singapore (the Home Nursing Foun-
dation) was established in 1976 and was wholly 
nurse-run.15 The involvement of GPs in home 
care became more common only ~20 years ago. 
Non-governmental organisations are the main 
providers of home care services in Singapore and 
these organisations often include multidiscipli-
nary teams that function primarily on an  
appointment basis on weekdays during of-
fice hours and generally do not attend to acute 
 medical conditions. There are a handful of 
Singaporean GPs in private practice who run a 
full-time house call practice equipped to care for 
patients with acute medical conditions as well as 
patients with chronic medical conditions.

There are, at present, no official statistics regard-
ing the rate of house calls in Singapore and it 
does not seem to be a common practice among 
GPs. However, Singapore is increasingly recog-
nising the importance of providing a spectrum 
of care for vulnerable patient groups and the 
accompanying policy challenges are gradually 
being met.16

Among the 7.3 billion people worldwide in 2015, 
an estimated 8.5%, or 617.1 million, are aged ≥65 
years. The number of older people globally is pro-
jected to increase more than 60% in just 15 years: 
in 2030, there will be ~1 billion older people.17 
together with the shift in emphasis to commu-
nity care and with increasing numbers of older, 
frail and often homebound patients, the need 
for house calls will increase. In the context of 
declining numbers of house calls and  increasing 

WHAT GAP THIS FILLS

What is already known: The rate of medical house calls is generally 
declining in many parts of the world and common reasons for this 
decline include the lack of time because of busy practices, as well 
as the poor cost-effectiveness of making house calls.

What this study adds: This review summarises the attitudes of 
primary care practitioners towards home visits across varying 
contexts of practices. Although the value and benefits of house 
calls are well recognised, opportunity cost, clinical inadequacy 
and lack of role models persist as barriers for many primary care 
practitioners to make regular house calls. House calls exposure 
and training in medical school curricula and family medicine train-
ing can increase the confidence of primary care practitioners to 
incorporate house calls into their practice.
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need, this literature review aims to review the 
recent literature on the attitudes and perceptions 
of primary care practitioners towards making 
house calls.

Methods

We searched the electronic databases PubMed 
and embase. Search terms used for PubMed 
were ((‘Attitude of Health Personnel’[Mesh]) 
Or ‘Perception’[Mesh]) Or ‘Practice Patterns, 
Physicians'’[Mesh]) AND (‘House Calls’[Mesh]) 
Or (‘Home Care Services’[Mesh] Or ‘Home Care 
Services, Hospital-Based’[Mesh]) AND ((‘Family 
Practice’[Mesh]) Or ‘Physicians, Family’[Mesh]) 
Or ‘General Practitioners’[Mesh]) Or 
‘Physicians, Primary Care’[Mesh])) AND 
english[lang]’. For embase, search terms used 
were: (‘house calls’/exp Or ‘house calls’ Or 
‘home visits’/exp Or ‘home visits’ Or ‘home 
care’/exp Or ‘home care’) AND (‘general 
practitioners’/exp Or ‘general practitioners’ Or 
‘primary care physicians’/exp Or ‘primary care 
physicians’ Or ‘primary care doctors’ Or ‘family 
physicians’) AND (‘health personnel attitude’/
exp Or ‘health personnel attitude’ Or ‘prac-
tices’) AND [english]/lim.

The search was conducted in January 2018 for 
articles published before 31 December 2017. A 
total of 531 articles were identified and 44 dupli-
cates were removed. Both authors screened this 
list of articles for study inclusion. Based on their 
titles and abstracts, 457 articles were excluded. 
House calls or home visits made exclusively by 
specialists such as palliative care physicians, 
paediatricians or geriatricians were excluded 
from this review about the attitudes of primary 
care practitioners towards house calls. Articles 
focusing solely on the physical factors affecting 
house call rates, such as diagnosis and patients’ 
ages, were also excluded. There was no restriction 
on the research design.

The remaining potentially relevant 30 articles 
were extracted and reviewed for inclusion. Of 
these, 20 were from the PubMed search and 
10 from embase, and 14 were excluded because 
they had no mention about the attitude of GPs 
towards house calls. Three Commentaries and 
editorials were also excluded.

Overall, 13 articles12,13,18–28 were found to be rele-
vant, with information regarding the attitudes of 
GPs towards house calls. Three other articles5,29,30 
identified from the reference lists of these articles 
were also found to be relevant and included.

Results

A total of 16 articles were obtained from the 
database search (Fig. 1). Of these, there were 
two qualitative studies,25,26 10 questionnaire 
surveys12,14,18–24,31 and two review articles.5,29 

Figure 1. Flow chart of the review

Poten�ally relevant publica�ons iden�fied by �tle and 
abstracts where available (n=30) 

PubMed (n= 20) Embase (n=10)  

Excluded by �tle and/or 
abstract by both authors  

(n=457)

Duplicates excluded manually 
(n=44) 

Relevant ar�cles included (n=16) 

Qualita�ve studies n=2 

Surveys/Ques�onnaires n= 10  

Review ar�cles n= 2  

Abstracts n=2 (1 survey, 1 review ar�cle)

Search of electronic databases (n=531) 
(PubMed: 171, Embase: 360)

Excluded by: 
1. No men�on about the 
a�tude of physicians towards 
house calls (n=14) 
2. Unsuitable (Editorials/ 
commentaries) (n=3) 

Hand search based on the 
references from the relevant 
publica�ons (n=3)  
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 Additionally, one review article27 and one ques-
tionnaire survey31 had only their abstracts availa-
ble. The articles with only abstracts available were 
included because they were published by peer-
reviewed journals; however, the full-texts of these 
articles could not be retrieved. table 1 summarises 
each included article. The articles included are all 
level 3 (other evidence), based on the Strength of 
recommendation taxonomy (SOrt).32

‘Why’ house calls

House calls were generally seen as an important 
service to provide.13,19,21,27,28,31 The reasons why 
GPs make house calls are summarised in table 2.

‘Why not’ house calls

Although GPs generally recognised the signifi-
cance of house calls and believe that they are 
good for patients, not all had positive attitudes 
towards house calls. table 3 summarises the 
common reasons for primary care practitioners 
not making house calls.

Discussion

The image of doctors delivering care to sick 
patients at home is one of the enduring images in 
the collective consciousness of medicine.3 Over 
time, however, this image has lost its lustre. In this 
review, only 16 articles were found to be suitable. 
One possible reason for the paucity of research in 
this area might be the lack of new findings over 
the years. We found that the attitudes of GPs 30 
years ago and 2 years ago were very similar.

Most doctors recognise the value of making 
house calls, but at the same time, many barriers 
have been identified to making house calls. In 
the research we found, being aware of the non-
financial rewards and benefits of house calls was 
insufficient to entice most primary care prac-
titioners to make more house calls. Knowledge 
did not necessarily translate to a positive attitude 
towards the making of house calls. It seemed that 
altruism could not stand up to the practicalities 
of maintaining a viable practice.

House calls are predicted to remain an integral 
part of medical care, especially with the shift H
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of care from the hospitals to the community.29 
House calls are a valuable service, especially to 
frail and housebound patients.29 In the climate of 
a growing ‘silver tsunami’, it is easy to under-
stand the significance of this service. Policy-mak-
ers and health system planners need to address 
the sentiments of doctors towards providing this 
service.

Reimbursement

There is understandably a call for a revision of 
the reimbursement for house calls.22 With the 
shift in emphasis from hospital to community 
care, funding policies may need to be modified 
to change payments for house calls. However, 
improved reimbursement might not increase the 
frequency of house calls but might only encour-
age their continuation.22 Adelman et al. found 
that although an overwhelming majority of 
doctors agreed with the statement that ‘reim-
bursement for house calls is inadequate’, this was 
not associated with making house calls in both 
univariate and multivariate analyses,13 suggesting 
that although sub-optimal reimbursement was a 
widespread issue, it was not the main reason for 
GPs not making more house calls.

Attitudes towards house calls

Some of the articles suggested that subjective 
attitudes towards house calls are an important 
part of a physician’s decision to make house 
calls. Supporting this view is the finding that 
only half (46%) of doctors will make more house 
calls if reimbursement were improved.22 At the 
same time, doctors who made house calls were 
more likely to regard the medical liability risks 
of house calls as no greater than that of hospital 
or office practice.22 There were also doctors who 
simply reported that house calls were not enjoy-
able.12,19 Boling et al.12,19 distinguished between 
regular house callers (doctors who made routine 
house calls) and occasional house callers (doctors 
who do not make or only make emergency house 
calls), observing that regular house callers more 
often considered house calls enjoyable and were 
more likely to feel that house calls were needed, 
than occasional house callers. regular house 
callers were also less likely than occasional house 
callers to report being too busy for house calls.

Negative attitudes towards house calls need to 
be addressed, and exposing medical students to 
house calls might be a way to foster positive atti-
tudes.13 Incorporating house calls into the medi-
cal curriculum will address the issue of doctors 
feeling untrained to make house calls.23,24,26 One 
study evaluating the exposure of family medicine 
residents to home visits showed that graduating 
residents had a confidence level of making house 
calls of 80%, compared to the 40% of entering 
residents.30 Another study showed that graduates 
of programmes where faculty made house calls 
and programmes where residents made house 
calls on a longitudinal basis were significantly 
more likely to offer house calls in their prac-
tices.33 This suggests that vocational education 
can offer positive experiences in house call train-
ing that translate to future physicians including 
house calls in their practices. Some have also 
recognised that the sustainability of existing and 
future home-based primary care programmes 
will rely on effective education in ‘house call 
medicine’.3,30

Table 2. Reasons why GPs make house calls

Responsibility
Part of the job25

Obligation25

Pressure from patient’s family19,21,28

Important for providing good, comprehensive care13,20,23

Elderly, homebound or bedbound patients, especially those with transport  
 (unavailable or unaffordable) issues5,18,19,21–23,26,28,29,31

Patients who need end-of-life care5,18,19,22,26,28,29

Rewards
Doctor

Job and personal satisfaction19,23,25,26,28,29

Gathering information about patient and family, especially non-medical  
 aspects13,18,20–22,25–29

Opportunity to assess patient’s function and safety5

Diversion from daily routine25

Please and satisfy patients13,20,25

Enhance practice’s market value25

More time spent with patients26

Patients and caregivers
Comfort and convenience/avoid travel5,18,22,23,25

Reassurance (especially for elderly)5,29

Reduce feelings of isolation for those who live alone5

Avoiding the waiting room,5,29 preventing hospitalisation17 and hospital-acquired  
 infections26

Reducing institutionalisation of geriatric patients29

Better compliance with medical treatment plan5,21,22,28

Relationship
Long-term patient22

Enhances doctor–patient relationship18,23,27

Psycho-emotional support for patients and caregivers5,26,29
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However, barriers to making house calls are 
real and affect the attitudes of doctors towards 
house calls, while at the same time, the attitude 
of doctors also affects the way that these barri-
ers are perceived. The decision to make a house 
call is based on both clinical judgment regarding 
individual patients and broader issues involving 
the whole practice.31 With an increasing empha-
sis on community care, especially of the elderly, 
the medical profession may need to alter the 
attitudes of GPs with respect to making house 
calls. Understanding the attitudes of GPs in their 
geographical and cultural contexts will facilitate 
the implementation of strategies to encourage the 
continuation of house calls.

Limitations

types of house calls were not distinguished in 
this review. Due to the paucity of articles and the 
differing definitions of primary care practition-
ers and their roles in different countries, along 
with differing contexts of practice, we could not 

describe separately home visits for acute medical 
problems or routine home visits for management 
of chronic medical problems. There were two 
 articles27,31 where only the abstracts were availa-
ble. Most of the articles in this review are, at best, 
level 3 evidence-based on the SOrt guidelines32 
because of the nature of the studies – surveys and 
qualitative studies. However, the findings were 
reasonably consistent across these studies.

Conclusion

Primary care practitioners recognise the im-
portance of house calls, especially in the care of 
elderly patients, but there are many unaddressed 
issues such as opportunity cost and clinical inad-
equacy in the home setting that have caused the 
decline in house calls over the years. Attempts 
should be made to address these issues in order 
for health care to keep up with increasing patient 
needs.
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