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A b s t r a c t

B a c k g r o u n d : Recent changes in the North American health care system and certain
demographic factors have led to increases in home care services. Little informa-
tion is available to identify the strategies that could facilitate this transformation
in medical practice and ensure that such changes respond adequately to pa-
tients’ needs. As a first step, the authors attempted to identify the major factors
influencing physicians’ home care practices in the Quebec City area.

M e t h o d s : A self-administered questionnaire was sent by mail to all 696 g e n e r a l
practitioners working in the Quebec City area. The questionnaire was intended
to gather information on physicians’ personal and professional characteristics, as
well as their home care practice (practice volume, characteristics of both clients
and home visits, and methods of patient assessment and follow-up).

R e s u l t s : A total of 487 physicians (70.0%) responded to the questionnaire, 283
(58.1%) of whom reported making home visits. Of these, 119 (42.0%) made
fewer than 5 home visits per week, and 88 (31.1%) dedicated 3 hours or less
each week to this activity. Physicians in private practice made more home vis-
its than their counterparts in family medicine units and CLSCs (centres locaux
des services communautaires [community centres for social and health ser-
vices]) (mean 11.5 v. 5.8 visits per week), although the 2 groups reported
spending about the same amount of time on this type of work (mean 5.6 v .
5 . 0 hours per week). The proportion of visits to patients in residential facilities
or other private residences was greater for private practitioners than for physi-
cians from family medicine units and CLSCs (29.7% v. 18.9% of visits), as were
the proportions of visits made at the patient’s request (28.0% v. 14.2% of visits)
and resulting from an acute condition (21.4% v. 16.0% of visits). The propor-
tion of physicians making home visits at the request of a CLSC was greater for
those in family medicine units and CLSCs than for those in private practice
(44.0% v. 11.3% of physicians), as was the proportion of physicians making
home visits at the request of a colleague (18.0% v. 4.5%) or at the request of
hospitals (30.0% v. 6.8%). Physicians in family medicine units and CLSCs did
more follow-ups at a frequency of less than once per month than private practi-
tioners (50.9% v. 37.1% of patients), and they treated a greater proportion of
patients with cognitive disorders (17.2% v. 12.6% of patients) and palliative
care needs (13.7% v. 8.6% of patients). Private practitioners made less use of
CLSC resources to assess home patients or follow them. Male private practi-
tioners made more home visits than their female counterparts (mean 12.8 v.
8.3 per week), although they spent an almost equal amount of time on this ac-
tivity (mean 5.7 v. 5.2 hours per week).

I n t e r p r e t a t i o n : These results suggest that practice patterns for home care vary accord-
ing to the physician’s practice setting and sex. Because of foreseeable increases in
the numbers of patients needing home care, further research is required to evalu-
ate how physicians’ practices can be adapted to patients’ needs in this area. 

In recent years changes in various demographic and organizational factors have
led to an increase in home care services to meet the needs of people who are
becoming less self-sufficient or who are affected by increasingly serious health

c o n d i t i o n s .1 – 5 Furthermore, the changes now occurring in the health care system,
which are intended to make the use of hospital resources more efficient, will proba-
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bly promote a steady increase in the provision of ambula-
tory and home care.5 In this context, it is essential to ensure
that enough general practitioners are available and that
medical resources are organized efficiently enough to pro-
vide adequate home care services.

There is little information on the home care practices of
Quebec physicians. According to data from the Régie de
l’assurance-maladie du Québec (the Quebec health insur-
ance board), 55% of general practitioners in private prac-
tice provide home care.6 However, these data underesti-
mate the number of home visits because they ignore visits
made by salaried physicians and those paid on an hourly
basis. Some studies of the factors influencing medical prac-
tice in general and of the strategies to change such practices
have shed light on the role of personal characteristics such
as age,2 s e x7 – 9 and training.1 0 – 1 2 Other factors more closely
related to the practice setting itself, for instance, the loca-
tion and type of practice,3 , 1 3 , 1 4 the mode of remuneration9 , 1 5 , 1 6

and the clientele,3 , 1 7 also seem to play a role in determining
practice patterns. Aside from a few studies conducted in the
United States2 , 3 and overseas,9 , 1 8 information on patient
characteristics, the nature and method of procedures per-
formed in the home, and the factors affecting this type of
practice is scarce. Consequently, it is difficult to estimate
the scope, quality and conditions of medical services pro-
vided in the home. Yet such information is crucial in iden-
tifying the strategies that might foster the transformation
of practices to meet patients’ needs. The objective of this
exploratory survey was to describe the characteristics and
determinants of the home care practices of primary care
physicians in the Quebec City area.

M e t h o d s

In fall 1994 a self-administered survey was sent by mail to all 696
general practitioners practising in the Quebec City region, mostly in
urban residential areas and a few semiurban areas. The questionnaire
was accompanied by a covering letter signed by both the director of
professional training of the Fédération des médecins omnipraticiens
du Québec (the provincial association of general practitioners) and
the president of the Association des médecins omnipraticiens de la
région de Québec (the Quebec City regional association of general
practitioners). The questionnaire was pre-tested on 15 p h y s i c i a n s
from the region working in various practice settings: private practice,
family medicine units and CLSCs (centres locaux des services com-
munautaires; community-based centres providing social and health
care services). To increase the rate of response, 2 reminders were
sent by mail to those who had not responded by 3 and 6 weeks after
the initial mailing. Physicians who did not respond to any of the
mailings were contacted by telephone to obtain information on their
personal and professional characteristics.

For the purposes of the questionnaire, home care medical
practice was defined as any visit made to a patient’s home (house
or apartment), a foster home or a residence for elderly people (if
the patient is seen in his or her own unit within the residence). It
did not include patients seen in an extended care facility, a public
residential facility or the infirmary of a religious order.

The questionnaire was designed to gather information on the

personal and professional characteristics of physicians, as well as
the characteristics of their home care practices. The data collected
included the volume of home care provided (number of hours
spent and number of visits made in the most recent week of
work), the characteristics of patients seen in their homes and of
the home care visits themselves, the origin of the requests for
home visits, the methods used to assess new patients, and the rela-
tionship between the physicians and the CLSC home care follow-
up teams. Univariate and bivariate analyses were conducted using
the χ2 test and Student’s t-test (by means of the SAS software
package). Results were considered significant at a p level of 0.05.

The results of our analysis of practice patterns in home care
influenced the presentation of those results. Specifically, we found
that mode of remuneration and practice setting were closely re-
lated: almost all physicians in private practice (219 of 223 such
physicians [98.2%]) were compensated on a fee-for-service basis,
whereas 90.6% of those practising in family medicine units or
CLSCs received a fixed salary or sessional fee (116 of 128 such
physicians). Stratified analyses for each of these variables con-
firmed this close relation. In light of these data and the distinctive
organization of medical practice in each of these settings, the re-
sults are presented according to practice setting, because this vari-
able describes relatively homogenous groups of general practi-
tioners. Hence, physicians in private practice are compared with
those working in family medicine units or CLSCs. Sex also af-
fected practice patterns in home care. However, because the num-
ber of respondents from family medicine units and CLSCs was
small, it was impossible to stratify the analysis for this variable.
Therefore, differences in practice pattern according to physician’s
sex are presented only for private practitioners.

R e s u l t s

In all, 487 (70.0%) of the 696 eligible general practition-
ers returned questionnaires. Telephone follow-up with
those who did not respond to the mailings allowed us to ob-
tain some additional personal and professional information
and to conclude that most of the physicians with a home
care practice in the Quebec City area (78.2%) had con-
tributed to the survey. More than half of the respondents
(283/487 [58.1%]) made home visits and had been doing so
for on average 16.8 years. The mean age of these general
practitioners was 44.6 years, and they had been practising
for on average 19.5 years. Home care was most often pro-
vided by male physicians, in solo or group private practice
and remunerated on a fee-for-service basis (Table 1). Re-
spondents involved in home practice reported that they had
visited an average of 28 patients at home over the past year.
In their most recent week of work, home visits represented a
mean of 11.5% of all their medical appointments. Specifi-
cally, 118 (41.7%) of the physicians surveyed had made 5 or
fewer home visits in the most recent week of work, 65
(23.0%) had made 6 to 10 home visits, and 100 (35.3%) had
made 11 or more visits. In terms of time allocated to this ac-
tivity, 88 (31.5%) of the physicians had spent less than 3
hours on home care during the most recent week of work,
108 (38.7%) had spent 3 to 6 hours, and 83 (29.8%) had
spent more than 6 hours.



The number of home visits in the most recent week of
work was higher for private practitioners than for their fam-
ily medicine unit and CLSC counterparts (mean 11.5 v. 5.8
visits; p = 0.006) (Table 2). However, the amount of time
spent providing this type of service was not affected by re-
spondents’ practice setting (mean 5.6 v. 5.0 hours/week; 
p = 0.71). Moreover, the characteristics of patients receiving
home care were similar for physicians from the 2 practice
settings (data not shown). In contrast, significant differences
were observed between the 2 practice settings with respect
to the proportion of patients who had cognitive disorders
(17.2% of patients seen by family medicine unit and CLSC
physicians v. 12.6% of patients seen by private practitioners;
p = 0.05), the location in which the visits took place, the fre-
quency of visits to patients seen at home, the period over
which these patients had been followed by the physician,
and the reasons for and duration of the home visits
( T a b l e 3). The requests for home visits were made by pa-
tients or their family members more frequently for private
practitioners than for physicians in family medicine units
and CLSCs (66.2% v. 34.0% of physicians), whereas the re-
verse was true for the proportions of requests made by
CLSCs (44.0% of physicians in family medicine units and
CLSCs v. 11.3% of private practitioners), hospitals (30.0%
v. 6.8% of physicians) and colleagues (18.0% v. 4.5% of
physicians) (p = 0.002). Data on general methods of assess-
ing a new patient at home were not significantly affected by
practice setting, except in terms of information collected re-
lating to the environmental and financial aspects of the pa-
tient’s situation; private practitioners asked questions about

environmental and financial aspects of the patient’s situation
less frequently (58.5% and 22.0% respectively) than their
family medicine unit and CLSC counterparts (73.5% and
49.0% respectively) (p < 0.001). The private practitioners
had a smaller proportion of patients receiving follow-up
care from both the physician and the CLSC home support
teams than did the family medicine unit and CLSC physi-
cians (19.2% v. 46.7% of patients) (p = 0.001). Finally, only
27 (12%) of the 223 private practitioners said that they had
worked on a multidisciplinary team with CLSC staff,
whereas 25 (50%) of the 50 family medicine unit and CLSC
physicians had done so (p < 0 . 0 0 1 ) .

Among the physicians in private practice, a greater pro-
portion of men than women had made 11 or more visits in
the most recent week of work (76/171 [44.4%] v. 13/52
[25.0%]), and a greater proportion of women than men had
made 5 or fewer visits (28/52 [53.8%] v. 59/171 [34.5%]) 
(p = 0.02). Even though men made more home visits than
women overall (12.8 v. 8.3 in the most recent week of
work), the time spent on home visits over the same period
was almost equal for men and women (5.7 v. 5.2 hours in
the most recent week of work; p = 0.10). The characteristics
of home care patients were the same for male and female
physicians, except with regard to the proportion of patients
with cognitive disorders, which was greater for male than
female physicians (13.3% v. 9.4% of patients) (p = 0.04).
On the other hand, there were many differences between
the sexes in the characteristics of medical follow-up pro-
vided in the home, especially in terms of the reason for, the
frequency of and the duration of visits, as well as the type of
procedure carried out (Table 3 ) .

There were no differences between male and female
physicians in terms of the sources of requests for home vis-
its or the methods of assessing new patients, except that fe-
male physicians questioned patients about the environmen-
tal aspects of their situation more frequently than male
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Training*

Private, group

Multidisciplinary
internship 172/292

Family medicine
residency 90/168

Practice setting
Private, solo

Characteristic

No. (and %) of
physicians

n = 283

65/90 (72.2)

Sex

(53.6)

(58.9)

Female 79/177
(65.8)
(44.6)

Male 204/310

158/215 (73.5)
CLSC 16/36 (44.4)
Family medicine unit 34/51 (66.7)
Hospital 10/95 (10.5)
Mode of remuneration

Table 1: Personal and professional characteristics
of Quebec City physicians making home visits

Fee-for-service 213/329 (64.7)
Salary 30/79 (38.0)
Sessional fee 21/48 (43.7)
Mixed 19/31 (61.3)

Note: CLSC = centre local des services communautaires.
*Twenty-one physicians did not provide this information.

6–10 47 15
≥ 11 89
Time spent providing home
care, h
< 3 72
3–6

Practice setting; no. (and %) 
of physicians

86 (38.6)
(32.3)

Workload characteristic
Private practice

n = 223

(39.9)
(21.1)

No. of home visits †
(39.0)≤ 5 87

> 6

8

16
22 (44)

(32)

FMU or CLSC
n = 50

(16)
(30)

Table 2: Home care workload for most recent week of work
according to practice setting*

(54)27

65 (29.1) 12 (24)

FMU = family medicine unit.
*The 10 physicians who practise in hospitals were not included in these analyses.
†The distribution of physicians between the categories was significantly different between 
private practice and family medicine units or CLSCs (p ≤ 0.001).



physicians (75.5% v. 53.2% of physicians) (p = 0.02). The
female physicians also had a greater proportion of patients
whose follow-up care was provided jointly with home sup-
port teams (26.7% v. 17.8% of patients) (p = 0.0003), yet
they did not appear to attend multidisciplinary team meet-
ings more often than their male counterparts.

I n t e r p re t a t i o n

Given the scarcity of information available on home med-
ical practice, this exploratory survey was beneficial because it
yielded at least some specific data on patient and visit charac-
teristics as well as methods used in home care follow-up. It
has also enabled us to describe differences (according to
practice setting and sex of physicians) in the practice patterns
of home care, in terms of patients’ characteristics, volume of
visits and the use made of CLSC resources.

Although this type of care seems widespread in the Que-
bec City region, our results confirm those of Keenan and
a s s o c i a t e s ,3 who found that the frequency of home medical
visits differed considerably from one physician to the next.
The organization of primary medical services in the Que-
bec City region and, more specifically, the number of pri-

vate practitioners, as well as the presence of limited medical
teams in the CLSCs, are factors that probably affect the
number of physicians interested in providing home care.
Moreover, as some studies from the United States have
s u g g e s t e d ,9 , 1 5 fee-for-service billing, the most common type
of compensation for private practitioners, can be an incen-
tive to increase the frequency and reduce the duration of
home visits. The strong relation that we found between
mode of remuneration and practice setting supports the
role of this financial variable in differences in home care
practice. However, as suggested by Keenan and associates,3

the decision to provide home care is not simply an eco-
nomic one; those authors found that only 50% of general
practitioners would make more home visits if they were
more appropriately compensated. Other organizational fac-
tors, such as the availability of on-call physicians for emer-
gencies, peer support from colleagues and organization of
work time, could also influence willingness to provide
home care. Moreover, differences in the use of CLSC re-
sources, whereby private practitioners make less use of
these resources, coincide with the results of other studies9 , 1 0

and suggest that these physicians prefer an individual ap-
proach. In terms of variations related to the sex of physi-
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Residential facility 841 64
Frequency of visits‡
On demand 738
Regularly, < once/mo 977
Regularly, > once/mo

Practice setting; no. (and %) of visits

921 (34.9)
(37.1)

Visit or patient characteristic Private practice

(28.0)

(29.6)

Location of visits‡
(70.3)Private home 1995

52
187
128 (34.9)

(51.0)

FMU or CLSC

(14.2)

(18.9)

Table 3: Characteristics of home care performed in the most recent week of work according to practice
setting* and sex†

(81.1)274
147 694

85
156

Sex; no. (and %) of visits

239 (49.8)
(32.5)

Female

(17.7)

(31.5)
(68.5)320

653
821
682 (31.6)

(38.1)

Male

(30.3)

(29.3)
(70.7)1675

Follow-up period to date, mo§
< 6 329 (12.2) 56 (17.7) 50 (11.3) 279 (12.4)
6–12 356 (13.2) 44 (13.9) 45 (10.2) 311 (13.8)
> 12 2003 (74.5) 217 (68.4) 347 (78.5) 1656 (73.7)
Reason for visits¶
Acute condition 533 (21.4) 43 (16.0) 49 (12.3) 484 (23.1)
Chronic condition 1744 (70.0) 189 (70.3) 321 (80.8) 1423 (67.9)
Palliative care or other 215 (8.6) 37 (13.8) 27 (6.8) 188 (9.0)
Type of procedure‡
Assessment, diagnosis 499 (19.1) 50 (15.4) 50 (10.5) 449 (20.9)
Treatment, prescription 602 (23.1) 69 (21.3) 75 (15.8) 527 (24.5)
Monitoring, follow-up 1506 (57.8) 205 (63.3) 351 (73.7) 1175 (54.6)
Duration of visits, min‡
< 15 650 (25.4) 16 (5.1) 70 (15.9) 580 (27.3)
15–30 1652 (64.5) 191 (60.4) 324 (73.8) 1328 (62.6)
> 30 258 (10.1) 109 (34.5) 45 (10.2) 213 (10.0)
Emergency visits 302 (10.6) 31 (9.2) 39 (8.4) 263 (11.1)

*The 10 physicians who practise in hospitals were not included in these analyses.
†Because of a lack of data, comparisons between sexes relate only to physicians in private practice, not those in FMUs or CLSCs.
‡p ≤ 0.001.
§p ≤ 0.05.
¶p ≤ 0.01.



cians, some studies have shown that men tend to have more
diversified practices than women and that they are more in-
volved in hospital care, emergency medicine and home
c a r e .7 , 8 Other authors point to the fact that women are less
available for duties outside regular work hours as a result of
the choices they must make to accommodate their profes-
sional and family obligations.1 9 , 2 0

There may be some bias affecting the accuracy of our
results, given that data were collected only for the most re-
cent week of work and are based on the physicians’ memo-
ries. However, just over 80% of the physicians surveyed
said that the information for this period reflected their
overall home care practice, and the others indicated that it
underestimated the volume of home care they usually pro-
vide. Finally, because the survey focused specifically on the
organization of home care practice in the Quebec City re-
gion, our results cannot necessarily be taken to represent
the practice of physicians in general. However, many of the
organizational and professional characteristics of medical
practice that we identified concur with results obtained in
other studies.2 , 3 , 9 , 1 3 , 1 4 , 1 8

In light of the changes that have taken place in the
health care system and considering the foreseeable increase
in the number of patients needing home care, further re-
search is required to accurately determine the influence of
certain organizational factors on home care and thereby to
identify strategies likely to promote the development of
this type of practice.

This survey was funded by the Fonds de recherche en santé du
Québec.
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