APPLIED HEALTH RESEARCH QUESTIONS
(AHRQ)
The Impact of Home Care Nurse Staffing, Work Environment &
Collaboration on Patient Outcomes

§

§

AHRQ Question:
To what extent is the role of the patient’s physician in supporting home-based
nursing care addressed in the best practice literature, and what does best
practice literature say about the role of the physician in supporting home-based
nursing care?
Is there variation in patient outcomes when the patient’s physician is involved in
supporting home-based nursing care?

Key Findings:
The lack of physician involvement in home care has been attributed to various factors
including: poor remuneration, time inefficiency, medical liability, and lack of access to
diagnostic equipment and support staff (Engelke et al., 1998; McWilliam et al., 2003).
Home care organizations as well as the Community Care Access Centres (CCACs) and
Local Health Integration Networks (LHINs) should consider the following
recommendations when developing and implementing strategies aimed at enhancing
physician support of home-based care:
ü Provide skills training and a standardized approach for home care nurses to improve
their competency at effectively documenting and communicating relevant information
about their patients to the physician (Brown et al., 2010; Markley & Winbery, 2008).
ü Develop methods to facilitate information sharing and communication between all
members of the healthcare team (Eloranta, 2010; Ruggiano et al., 2012).
ü Consider incorporating technological innovation to improve information sharing between
all members of the healthcare team (Eloranta, 2010).
ü Advocate to incorporate more home care curriculum into medical education and
continuing education, including curriculum about home care processes, current
available services, CCAC services and the billing system (Oanadasan et al., 2004).
ü Ontario should promote aggressive marketing to physicians to facilitate their awareness
of funding available to them (Oandasan et al., 2004).
ü Examine the benefits of adding the Nurse Practitioner role to the home care teams
(McWilliam et al., 2003; Stewart et al., 2010).
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Understanding the role of the physician in supporting home-based care is
important to address the challenges in coordination of care, communication, and
decision-making in home care. Research has demonstrated that home care delivery is
often viewed as fragmented or “discoordinated” (van Walraven et al., 2010, p. 947), with
patients receiving a range of services from multiple healthcare providers who rarely see
each other face-to-face or have the opportunity to develop professional working
relationships (Engelke et al., 1998; Fairchild, 2002). Nursing and allied health services
provide direct primary care, while physicians are both physically and symbolically
distant and often only available on an infrequent consultation basis, despite holding
legal responsibility for their patients’ care (Engelke et al., 1998; Marrone, 2003). In
2002, the Romanow Report (Commission on the Future of Health Care in Canada)
called for the establishment of formal linkages between primary care physicians and
home care case management (Oandasan et al., 2004). To understand why this
fragmentation exists and where exactly improvement is needed, it is necessary to
explore physician involvement in home care with special attention addressed to
palliative care and end-of-life care, current models of care, role clarity and the role of
physicians in the home. The barriers and facilitators to nurse-physician communication
must also be explored.
The methodology and search strategy used to answer this AHRQ are found in
Appendix A.
Physician Involvement in Home Care
As patients with increasingly complex disease states are being cared for in the
home, researchers are arguing that physicians need to assume a more active role in
home care (Engelke et al., 1998). The lack of physician involvement in home care has
been attributed to various factors including: poor remuneration, time inefficiency,
medical liability, and lack of access to diagnostic equipment and support staff (Engelke
et al., 1998; McWilliam et al., 2003). Family physicians consistently highlight the
challenge of balancing the competing priorities of hospital, office, and home care
[College of Family Physicians of Canada (CFPC), 2000]. Physicians also express their
frustration with the home care system’s improper triaging of urgent referrals for services
as identified by the physician, leading to delays in care, deterioration and subsequent
preventable hospitalizations [Ontario Medical Association (OMA), 2014]. In addition,
family physicians emphasize that limited research exists on patient outcomes, costeffectiveness, services provided, technology, education and the quality and organization
of home care delivery (CFPC, 2000).
Despite this, Canadian and international research demonstrates that increased
involvement of family physicians in the care of patients in the home better enables
physicians to prevent clinical problems and address urgent issues in a timely manner.
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Furthermore, it has been shown that greater consistency of family physicians in caring
for a patient at home improves overall quality of care (De Bock et al., 2010; Hennen,
1975; Mainous, et al., 2001; McWhinney et al, 1995; Smith et al., 1999). In a systematic
review analyzing nine high quality studies, researchers demonstrated a significant
association between increased continuity of care by physicians and decreased
emergency department visits and hospitalizations (van Walraven et al., 2010). A
Canadian study investigating the Integrating Physicians Services-In-The-Home
(IPSITH) program, found that when compared to usual care, patients who were
assigned to the IPSITH program had significantly fewer emergency department visits
(3.7% versus 20.7%; P = .002). In addition, significant increases in levels of satisfaction
(P < .05) among patients and their family members, physicians, and nurses were noted
(Stewart et al., 2010). Adding a Nurse Practitioner to the care team facilitated the
successful integration of physicians into home care (Stewart et al., 2010).
Physician Involvement in Palliative and End-of-Life Home Care
Physicians play an important role in supporting home-based nursing care,
particularly for patients receiving palliative and end-of-life care (Almaawiy et al., 2014).
The large majority of palliative patients identified the preference to be at home rather
than in a hospital setting (Pype et al., 2013). However, only a small percentage (2.3%)
of physicians deliver services in the home (Sairenji, Jetty, & Peterson, 2015). In the
context of the growing need for palliative and end-of-life home care, past research has
shown an association between an increase in family physician’s involvement with a
decrease in use of acute care services (Almaawiy et al., 2014). Potential barriers to
physician involvement in palliative and end-of-life care included varying levels of
knowledge, skills, expertise, communication, collaboration, organization and
coordination of care, integrated care, and time for families (Groot, 2007; Pype et al.,
2013).
In a Belgian study, palliative patients preferred care provided by general
practitioners in collaboration with a specialized palliative home care team (Pype et al.,
2013). This inter-professional approach was supported by general practitioners.
Important factors impacting effective collaboration included: role clarity, team
competencies, and communication (Pype et al., 2013). Cancer patients at the end-of-life
and their families are reliant on family physician’s clinical expertise to manage their
complex symptoms, medications and treatments (Almaawiy et al., 2014). Having the
involvement of a consistent family physician is associated with positive outcomes for
patients and their families, including the decrease in the use of emergency and hospital
resources (Almaawiy et al., 2014). A recent Ontario study found that more family
physician visits to end-of-life home care cancer patients were associated with
decreased odds of emergency department visits in the last 2 weeks of life, except where
patients were receiving more than 4 visits per week, in which case they had an
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increased odds of hospital death (Almaawiy et al., 2014).
Models of Care in the Home Setting
Canadian family physicians highlight the needs for more organized models of
care to meet the needs of the patients experiencing acute and complex conditions.
Three common models are: 1) Usual Model of care, 2) Diversion Program, and 3)
Hospital in the Home Program (CFPC, 2000).
1) In the Usual Model, with physicians “supervising from afar” (CFPC, 2000, p. 9),
nurses act as the liaison, coordinator and team leader. Communication with the
physician is essential as well as ensuring a streamlined admission, care plan,
referral and discharge processes are in place.
2) Diversion Programs are aimed at preventing avoidable hospital admissions and
readmissions through ongoing monitoring and crisis intervention. They are
multidisciplinary integrated teams that work out of hospitals or health units. “It
builds on the existing patient-physician relationship by providing community
physicians, nurses and family caregivers important back-up, advice and on-call
capability” (CFPC, 2000, p.10). An example of this is the Integrated Client Care
Project (ICCP) out of the Toronto Central LHIN (Baycrest) consisting of a team of
physicians, a CCAC case manager, a pharmacy, and home care providers to
provide in-home services to patients identified as high-risk users of the
emergency department (OMA, 2014). The Brameast Family Health Organization
is a group of 9 physicians and a clinical palliative nurse, (combined with the
CCAC and a pharmacy) that meet the needs of 80 palliative care patients at a
time, on a 24/7 basis. The 40-year-old practice receives 90% of their patients by
referrals from either family physicians or local hospitals (Turnball, 2015). Another
example of a diversion program is the Temmy Latner Centre for Palliative Care
based out of Mount Sinai Hospital (MSH). Based in Toronto, Ontario it is one of
the largest palliative care programs in Canada with approximately 1,200 referrals
from across the GTA each year (Haas, 2013). In partnership with the CCAC, the
Centre staffs approximately 20 physicians that are international leaders in end-oflife care providing care 24 hours a day, 7 days a week (Haas, 2013).
3) Hospital in the Home Programs are established through a series of partnerships
and collaboration. Family physicians must apply for privileges to utilize hospital in
the home and admission forms are sent to a unit coordinator at the hospital. An
example of this is the New Brunswick Extra-Mural Program.
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Examining Role Clarity and the Role of Physicians in Home Care
While not all home care requires physician oversight, research suggests that
physicians who do hold legal accountability for ordering and monitoring home care
services do not fully appreciate their role in managing home care (Fairchild et al., 2002).
In medical education, home care has not traditionally been a primary focus nor has it
been a core competency that is emphasized (Fairchild 2002; Engelke et al., 1998).
Physicians need to be “clinically competent as well as knowledgeable about the home
care system and home care technologies and conversant with community resources
and how to deploy them” (Oandasan et al., 2004 p.52). In response to the declining
numbers of family physicians providing home visits Jakubovicz and Srivastava (2015)
designed a medical resident training program that integrated house call training out of
St. Joseph’s Health Centre in Toronto, Ontario. In an effort to meet the
recommendations from the Seniors Strategy for Ontario (Sinha, 2013), increasing
residents’ exposure, comfort and skills in home visits, family practice residents were
assigned at least one housebound patient to follow for a period of two years. After
program completion, 80% of residents were confident in their clinical skills and ability to
perform house calls, compared to 45% entering the program (P < .001) (Jakubovicz &
Srivastava, 2015). However, despite their increased competency and comfort in
providing house calls, residents’ self reported likelihood of providing house visits did not
increase (43% exiting residents, 50% of entering residents).
In focus groups of family physicians in the Toronto CCAC catchment area, family
physicians had limited understanding of home care services (Oandasan et al., 2004). It
was unclear to physicians what home care services were available to their patients and
although they were aware of the role of a CCAC care coordinator, they were unclear
about the details of the role (Oandasan et al., 2004). For example, many physicians
were not aware that care coordinators had healthcare backgrounds (Oandasan et al.,
2004). The general confusion about home care services was the key reason for a
physician’s hesitation to make referrals to CCAC services (Oandasan et al., 2004). In
this study, many family physicians were unaware that in Ontario, CCAC referrals and
telephone consultations with CCAC staff are billable services to the Ontario Ministry of
Health and Long-Term Care (MOHLTC) (Oandasan et al., 2004). In addition, as the
referral source for home care services can vary (e.g. emergency department),
physicians report that they may be unaware of the home services that are currently
being provided or do not receive adequate follow up from the CCAC (OMA, 2014).
Other themes generated by focus groups include physician frustration with
service inconsistencies across CCACs, as well as frustration with inconsistencies
among care coordinators at the same CCAC (Oandasan et al., 2004). These
frustrations highlight a lack of standardized approaches to service delivery by CCACs
and a mismatch between physician expectations and the operational realities of the
home care system. Lastly, family physicians felt their role may not be valued in the care
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of clients with by CCAC. Family physicians felt that a large part of their role was to act
as patient advocates; advocating for the services that patients needed. However, they
felt “out of the loop” or “bypassed” by nurses and patients (Oandasan et al., 2004).
Barriers and Facilitators to Nurse-Physician Communication in Home Care
Communication
Available research focuses on communication between nurses and physicians in
the home care setting and the negative impact of ineffective communication on patient
outcomes. This research describes a lack of collaboration and communication between
nurses and physicians in the delivery of home care. Communication between case
managers and physicians was also found to be limited and inefficient (Ruggiano et al.,
2012). According to the Ontario Medical Association (2014), physicians may be
unaware of the role, responsibility, experience and/or training of case managers and in
some cases, speaking to the nurse providing direct care was more beneficial than
speaking to the case manager. In home care, where care providers do not physically
work together in the same space, a high level of collaboration and communication is
needed (Fairchild et al., 2002). Thus, the communication between nurses and
physicians in home care was identified as a major challenge and critical component to
delivering patient care and contributing to patient outcomes (Brown et al., 2010). Many
home care clinicians reported being dissatisfied with the telephone availability of
physicians when needed (Fairchild et al., 2002).
Despite research demonstrating the positive outcomes associated with increased
nurse-physician communication, other studies demonstrate that currently limited and
ineffective communication exists. A study from the United States found that half of
physicians surveyed seldom spoke to home care nurses delivering care (Riccio, 2000)
and some physicians reported that they did not thoroughly review nursing
documentation (Fairchild et al., 2002). Fairchild et al. (2002) suggest that amid time
constraints and economic pressures, physicians who do not already routinely read care
order forms are unlikely to start reading these forms. There is a mismatch between the
amount and type of documented information physicians find useful.
Both physicians and home care clinicians reported being dissatisfied with the
existing communication and collaboration in home care delivery (Fairchild et al., 2002).
Collaboration is the “underlying operational basis for” the partnership between
community based physicians and nurses (Korabek et al., 2004). Korabek et al. (2004)
found that the limited and fragmented contact between care coordinators and
physicians was associated with crisis intervention rather than regular care. Thus, there
are minimal structures and processes in place to support this type of “integration and
engagement of family physicians” (Korabek et al., 2004). Health Links, a program aimed
at improving communication and patient access in Ontario, is currently being
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implemented across 56 communities. Currently, 86 Health Links exist in Ontario and are
designed to increase efficiency through an information management system (Better
Care) that tracks patients with complex conditions as they move through the health care
system (OMA, 2014). Authorized users can access the portal to receive current
information on their patients’ health.
The benefits of improving nurse-physician communication include: timely access
to care coordination and being able to access physicians for urgent and non-urgent
issues (Brown et al., 2010). As a result, clients benefit from receiving treatment sooner
and having quicker responses to their issues (Brown et al., 2010). With increased
nurse-physician communication, Brown et al. (2010) found there was an increased
sense of professionalism, collaboration and morale. In response to these research
findings, some countries have developed initiatives to improve communication and
collaboration among healthcare professionals in home care. For example, a study from
Finland describes the development of home care units whereby the general practitioner,
home care nurses, and home help workers work collaboratively to deliver homecare for
shared clients. This model involves the structured sharing of information, collegial
consensus, and a consistent approach to client care (Eloranta, 2010).
Technology
Current research supports leveraging of information and communication
technology (ICT) to bridge the communication gap and to be used as a tool for
increasing patient safety and improved the quality of care (Lynstag et al., 2014). In the
home care context, where care providers are “separated by time and space”, ICT
systems can play an important role as a catalyst for communication or as a mediator of
information sharing (Lynstag et al., 2014). Amid home care setting constraints, a high
proportion of surveyed physicians and home care clinicians felt that communication via
e-mail or a common electronic record would be extremely or moderately useful
(Fairchild et al., 2002). In a Norwegian study, nurses who used electronic messaging (emessaging, including text messaging and emailing) found they had increased
communication with physicians compared to nurses who did not use e-messaging
although there was no impact on timeliness of communication (Lynstag et al., 2014). Emessaging was found not to replace, but rather complement existing communication
methods (e.g. face-to-face communication, or telephone calls). Therefore, e-messaging
was a tool that enhanced clinical communication and collaboration (Lyngstad et al.,
2014). Walivaara et al. (2010) emphasized using mobile technology with caution. In a
study investigating health care professionals using mobile technology solutions to
access patient records in the home care setting, health care providers identified the
mobile technology as useful and as having value in home care. However, they
emphasized that technology cannot replace human interaction in healthcare (Walivaara
et al., 2010).
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Summary
In conclusion, the literature suggests that the lack of physician involvement in
supporting home-based nursing care is complex and multifactorial. These factors
include but are not limited to poor remuneration, medical liability, time inefficiency, and
lack of access to diagnostic equipment. The College of Family Physicians of Canada
highlight that service inconsistencies within CCACs and poorly organized models of
home care delivery are areas that require careful reconsideration. Despite these
barriers, physician involvement in home-based care is associated with positive
outcomes including improved overall quality of care, decreased use of the emergency
department and hospital resources, and patient and family satisfaction. Home care
organizations, CCACs and LHINs are encouraged to enhance the nurse-physician
communication and collaboration aspects of care delivery that are integral to positive
patient outcomes.
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Appendix A
PsychInfo 2002 to January week 4, 2015
Exp Home Care/ OR home healthcare.mp OR community care.mp OR communitybased care.mp
AND
exp Physicians/ OR doctor*
Results: 143 of these, 28 were relevant
Ovid MEDLINE(R) without Revisions 1996 to February week 1 2015
Initial search:
Exp Home Care/ OR home healthcare.mp OR community care.mp OR communitybased care.mp
AND
exp Physicians/ OR doctor*
Results: 595. Because this number was high, an additional search term “nurses” was
added.
Exp Home Care/ OR home healthcare.mp OR community care.mp OR communitybased care.mp
AND
exp Physicians/ OR doctor*
AND
exp Nurses/
Results: 42, of these, 13 were relevant
CINHAL
(MH “Home Health Care+”) OR “community care” OR “community-based care”
AND
(MH “Physicians+”) OR “doctor*”
AND
(MH “Nurses+”)
Results: 98, of these 9 were relevant
37 final articles after removing duplicates and those that could not be found through U
of T
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