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Community Action Research 
 
We have substantial evidence that this form of research has built the capacity of individuals and 
communities to evidence the need for and achieve positive change in the services or support 
provided to their community. 
 
By community led we mean research defined, undertaken, analysed and evidenced by 
members of the community themselves. It is therefore research of and by the community and 
not, as is traditional, on and to the community. 
 
The distinction is fundamentally important because in the community led approach it is the 
community who define and carry out the research to gather evidence and make 
recommendations for change.  
 

East Lothian Community Care forum is the independent voice of service users that, among 
other duties, acts to provide the local authority with an independent service users’ point of 
view of the services provided.  
 
In November 2015 the East Lothian Integrated Health and Social Care Partnership 
commissioned East Lothian Community Care Forum to carry out independent research to 
evaluate the first year of the East Lothian Hospital at Home service.  The research was carried 
out between January – April 2016 
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1) Context 
 
“Hospital at Home, under the umbrella term ELSIE (East Lothian Service for Integrated care of 
Elderly People) brings together a multidisciplinary and multi-agency team to assess the support 
needs of patients and carers. The Hospital at Home team provides care for patients who are 
acutely unwell in their own home to prevent hospital admission and is managed by a dedicated 
team with clearly identified lines of clinical responsibility. Patients are referred via their General 
Practitioner (GP).”1 
 

2) Methodology 

To evaluate the Hospital at Home (HaH) service, three distinct surveys were carried out to gain 

an inclusive view of the service.  We interviewed patients who have received the service and 

distributed an online questionnaire to staff and ‘stakeholders’.   

 The staff survey was distributed to NHS staff, of whom seven respondents confirmed they 

were part of the HaH team.  The other respondents to the staff survey were community 

nurses and doctors who were not part of the HaH team. 

                                                           
1
 East Lothian Health and Social Care Partnership 
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 The stakeholder survey brought in views from GPs and Care at Home Service Managers. 

 A letter was circulated to all patients who have used the service inviting them to give their 

views by interview.  This small self-selected sample mirrored the hospital at home statistics 

in terms of geographical spread and patient age and could be viewed as a reasonable cross 

section of the patient who had used HaH. 

Family carers also had the opportunity to give their views.  Although the survey was patient 

focussed, the evidence shows that family carers play an essential part enabling people to 

stay at home receiving this service.   

 

3) The starting point 

The vision as laid out in the original strategy document for Hospital at Home, supplied by the 

Clinical Director, was to focus on the frail elderly and people with dementia, supported by:  

 A rapid health intervention service, combining mental and physical health expertise. 

 Emergency home care support packages for social care need and carer support. 

 

This service has been welcomed by 90% of patient respondents. The statistics show that for the 

year from 1st April 2015, 284 people used the service and only in 18 cases did it lead to a 

hospital admission.  Statistics also show that the service was sufficiently flexible to provide an 

appropriate response to a small number of patients under the age of 65. 

All three surveys show considerable support for the concept of the Hospital at Home project.  

However, its emphasis to date has been on acute medical interventions.  Patient and carer 

respondents identified the lack of social care, carer support and mental health interventions as 

limitations of the service.   GPs raised the lack of access to specialist geriatric input.  
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4) Key findings 

The key findings below show combined views of respondents regarding the implementation 

and process of the project under the themes Personal Outcomes, Communication and 

Service Performance. 

4.1) Personal Outcomes 

This service was highly valued by patients.  Many specifically cited the relief of not having to go 

into hospital as a major benefit.   

‘His previous visit to the Royal Infirmary was very distressing and he would definitely ended-up there again.’ 

‘I would have ended up in hospital and it would have been very difficult for me and for my family to visit.’ 

 
For those who live in Dunbar and North Berwick the HaH service was important if they couldn’t 
get a bed in the local hospital facilities i.e. the Edington and Belhaven Hospitals.   
 

‘I was so relieved to have this service because there were not beds available at the Edington Hospital.  

My husband and I were not coping’. 

A few patients who reside in Edinburgh were enabled to stay with close relatives in East Lothian 

for the short time they required HaH.  These patients and their families valued the service and 

appreciated the flexibility this service was able to offer to suit their family situation. 

‘This service enabled me to stay at my daughters in East Lothian.’ 

Most respondents were willing to accept aspects of the service that didn’t work so well in order 

to stay in their own familiar surroundings and have health care wrapped around them.  They 

said they felt more in control of what was happening to them and, in particular, being at home 

meant that family and friends could easily visit. 

‘I still needed hospital care but I was at home and have never been back to hospital.  It’s really good to 

know the service is there.’ 

‘None of us want to go to hospital and I also have good support from family, friends and neighbours.  The 

Consultant in particular was wonderful.’ 

 
However, 10% of respondents thought that they would have been better served in hospital.  
Timely admission was important to these patients who were concerned that this service should 
not postpone necessary hospital admissions.  
 

‘Yes, they could have helped me much more, either to admit me to hospital immediately or to offer nursing 

assistance, physio and even psychological support.  The few days I had to endure at home were very painful 

and I felt frightened and helpless.’ 
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Outcomes for carers were mixed.  In some of the more complex cases support to carers fell 
below their needs and expectations.  A couple of carer respondents did not feel included in 
decisions regarding the care and treatment of their kin.  For patients without packages of care, 
the emergency social care element was lacking. Carers reported difficulty of coping with 
increased dependency at a time when the patient was acutely ill.  Although in some cases the 
need for personal care support had been discussed, no emergency care support had been 
offered whilst they were waiting for a longer term package of care.   

‘I was offered help with personal care but I still haven’t got it.  My husband is really struggling.  I came out 

of hospital with no support…..  We have had to struggle with getting up and washed and dressed in the 

morning.  We have been waiting for over two months.’ 

Links between HaH and the existing emergency care service should be developed in order to 
meet the needs of people who do not already have a community alarm. 

 
Did the service prevent hospital admissions? 
 

Overwhelmingly 80% of respondents said they would have almost certainly ended up in 

hospital had this service not been available to them.  For one patient who did end up going into 

hospital, the HaH service was a welcomed staged progression.   

‘I would have most certainly been in hospital.  That in itself would have been very stressful.  Prior to this I had 
been in hospital for 5 weeks and I had had enough, so it was blessing that this service was available.’ 

 
‘My wife would definitely have ended up in hospital.  Recovery would've taken much longer.’ 

 
However, 10% felt it delayed their admission.  The qualitative comments these patients and 
family carers gave reflected a view that insufficient consideration was given to existing long 
term conditions and the additional 24/7 caring demands that were placed on already stressed 
family members by the acute episode. 
 

‘Even though she had carers coming in 4 times a day she needed someone to be there all the time as 

she was very ill.  She has a long term condition anyway and is prone to illnesses and I felt that her 

long term condition was not given enough credence in the management of her care.’ 

80% of respondents from the staff survey said that the service did prevent hospital admissions. 

Comments highlighted the benefits to patients at being treated at home.   

‘Hospital at home has prevented many hospital admissions. Heart failure patient requiring IV therapy and 
IV antibiotics.’ 
 
‘I am aware of one resident at a local care home who HAH have been involved with, definitely avoided an 
admission Think the idea is an excellent one.’ 

 
However, there were also misgivings that preventing hospital admission was not necessarily a 
positive outcome for every patient.  
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A mixed response was given from the stakeholder survey.   

‘This service has delivered excellent care to the patients I have referred to it and has been a good 

alternative to admission’.GP 

More than half of respondents felt that the service did not prevent hospital admissions. The 

comments below illustrate some of the reasons that supported this viewpoint.  

 Lack of clarity over admission criteria  
‘Haven't had patients that I've felt are appropriate. When I have referred, the referrals have been deemed 

inappropriate.’ 

 

 Insufficient social care support to families during this acute phase. 
‘Precarious social situations with high risk of admission highlighted to team but not actioned - recent example 

of patient where emergency care was not put in place, recurrent falls culminating in further contact with the 

surgery despite being under care of hospital at home so we admitted acutely - now in community bed awaiting 

care package as hospital acknowledged not safe for home.’ 

 

 Several felt they already provide similar services and co-ordinate multi-disciplinary teams. 
‘We, as GPs, try very hard to avoid admissions and when we do refer it is because the patients have complex 

needs and we need more medical help as well as the other agencies mentioned. Many of my patients have 

ended up being admitted even with HaH involved.  When issues have arisen regarding specific patients and I 

have contacted the HaH service, I am often left with unanswered questions. It is also unclear as to who should 

inform the OOH (Out of Hours) regarding the patient being under the care of HaH. The District Nurse team 

appear to work separately… In conclusion, there appears to be many different teams involved, (GPs, DNs and 

HaH) working separately with poor co- ordination during the patient's care and this, I feel, is dangerous.’ 
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4.2) Communication 

Patients scored highly on communication.  However, the comments highlighted areas where 

communication fell short.  If the treatment for the patient was straightforward and a care 

package already in place, regular visits and treatment from the HaH staff went smoothly.   

‘The following weekend everything went haywire and my husband was in pain with urine infection and they 

came right away and treated him.  It was absolutely wonderful. I knew who to phone and who to speak to.’ 

In some of the more complex cases there seemed to be lack of clarity regarding roles of health 

care professionals, especially between the HaH team and the GPs and Community Nursing 

teams.  In a few cases this was reported to have a negative impact on the quality of care. 

‘The only thing I would say was that we weren’t initially clear about who to contact, we hadn’t understood 

that our GP and community nurses no longer had any responsibility for the care of my relative. When we 

couldn’t reach the HaH contact, we contacted our GP who did it on our behalf.’ Carer 

Most patient respondents reported that they were left with a leaflet with contact details but it 

was not always easy to get someone on the end of a phone when needed.  An answer machine 

operates when staff are out on call.  This is not ideal in a situation where a patient’s health 

takes a turn for the worse.   

‘Yes, they left me a pack with information but when I wanted to speak with somebody you had to leave a 

message and wait for someone to get back to you.  They did not get back very quickly.’     

In addition there was no advice or information on the leaflet about who to contact outwith the 

hospital at home operating hours. In some cases this eroded the confidence of patients and 

their carers in using this service.    

The staff survey indicated communication as a major issue.  Responses from people already 

working within the community were positive about the benefits of joint working.  However, the 

language of several quotes from both staff and stakeholders illustrate that the ‘virtual ward’ is 

perceived as stand-alone and out of sync with existing community communication pathways. 

‘I feel that communication is very poor and when this has been questioned, it was explained that the 

patient was being treated as in a virtual ward and therefore there would only be a discharge letter as in a 

hospital discharge situation.’ DN 

The stakeholder survey found communication the area of service provision most wanting and 

needing attention. Hospital at home service is not consistently available via telephone and this 

has implications on the confidence that GPs have in the transfer of responsibilities of the 

patient both at referral and discharge points.  GPs, in a critical situation, need to be able to 

have clear routes of access to more urgent care. 
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‘Better communication with GP and H@H. I have ended up monitoring patients at same time as 

uncertain as to what has been done or not/who is responsible.’ 

‘Communication seems to be a very big problem speaking to colleagues. We often don't know if a 

referral has been accepted or when the patient has been discharged. Discharge letters/summaries can 

be late arriving causing a break in care for the patient. Use of email or even leaving messages with 

reception would suffice to let GPs know what is going on.’ 

Referral Pathways 

Several GPs have questioned why the Scottish Care Information gateway system (SCI) is not 

used for this service. (SCI Gateway is a national system that integrates primary and secondary 

care systems using familiar yet highly secure Internet technology.) This method is familiar to 

them, effective and provides an audit trail.  They do not consider that leaving a message on an 

answering machine is an efficient or effective way to hand over professional responsibilities to 

the service.   

‘Referral by phone but this provides difficulties in providing an audit trail for referrals, would be better if on 

gateway.’ 

‘I think it would be much better to set up a SCI Gateway referral system. It would also be better and more 

reassuring to speak to one of the Advanced Nurse Practitioners or a Doctor when referring. At the very least, it 

should be plain to the GP what the team intend e.g. take on the patient or not on the day of referral - 

communication definitely could be better.’ 

There doesn’t seem to be clear criteria for patient selection for this service.  GPs also report 

that the discharge process is neither timely nor reliable. A shared understanding of what added 

value the Hospital at Home service offers to existing community health services is still to be 

defined, agreed and established.  
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4.3) Service performance 

What stood out most in the patient survey was the high quality of the service given to patients 

by staff members, who visited regularly and gave the patients a highly valued commodity - 

time.  Most importantly they felt very well cared for in terms of the treatment they received in 

their own environment.  Most respondents found the service reliable, respectful/considerate to 

needs, clear and responding quickly when needed.   The service did what it says on the tin – 

treatment at home to get you back on your feet.   

‘I felt well supported and for the time they were here I felt very safe.  They did all that was needed when 

they were here and I knew they were at hand if I ran into any problems.  They could come to me quickly.’ 

 

‘They always came in pairs or threes and always came when they said they would.  They were excellent, not 

just because I didn't want to go into hospital - they were so efficient and well trained. ‘ 

 

‘They were very good I couldn't complain about anything.  I like to be independent and this service helped 

me to do that at home.’ 

 

Most patients were frail elderly patients who already had a package of care in place providing 

personal care support during the day.  However for those who did not have this support in 

place, the service fell short of its potential. 

The medical model offered treatment to the patient but did not provide a holistic approach of 

ensuring the patient and their carers were adequately supported to sustain a hospital at home.  

This was highlighted by patients and family carers as well as GPs.  Carers and sometimes 

neighbours bear a heavy burden of additional care when patients are alone for long periods 

and/or a package of care is not in place.    

 ‘I had a bad fall.  A doctor and nurse came to see me every other day.  I couldn’t move at all.  They 

didn’t offer any other help.  I depended on a neighbour to help me in and out of bed and to feed me. 

When ELSIE was first proposed at early strategy meetings, personal care support was seen as a 

key building block to this service. The social care element of the original vision seems to have 

been lost.   

The overall view from respondents was that this is a highly valued service with much potential.   

‘It was a really good service for me it kept me out of hospital where I would lose a lot of my 

independence.  I was much more comfortable at home and independent.’ 

Stakeholders. Underlying all the concerns that the GPs voiced in this survey was positive 

support for this project as another strand of local community healthcare provision.  The 

principal aim is to support people who are acutely unwell at home to prevent admission to 

hospital.  
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However, whilst recognising the potential of this service, the statistics and comments show that 

many of the GPs who responded were far from happy with the service as it is currently 

functioning.  Underlying their concerns is patient safety.   

‘GPs receive no formal admission notification, and so far no discharge letter either, so care may be 

being unsafely duplicated or errors easily made unless the patient himself is very on-the-ball.’ 

Areas that GPs suggest need to be addressed are mainly to do with improved communication.  

The HaH service had been promoted to the GPs as a holistic service which they feel has not 

been achieved.   

‘Personally so far I don't feel the 'holistic approach' that was sold to us by ELSIE/HAH has been realised.’ 

As most of the people referred to this service are elderly, GPs feel the service and its patients 

would benefit from also having a Consultant Geriatrician as part of the team.  

Roles and responsibilities 

There is a lack of clarity about how the HaH Team interfaces with community health care 

professionals. The only common key performance indicator (KPI) seems to be reducing hospital 

admissions.  There does not seem to be any other KPIs that are known or shared that would 

clarify how this service fits into the existing landscape of community healthcare provision.  This 

could be why people have commented on the confusion as to what are the roles and 

responsibilities of the HaH project are, and how they interface with professionals in other 

teams carrying out similar roles.   

‘This needs to be clarified for palliative care patients who are under the care of or have been referred 

to MacMillan team.’  

‘My role seems to change with each situation. There is a clear lack of understanding as to the role of 

the existing Community Nursing Services.’ 

Information sharing and the opportunity to contribute is poor, there appears to be a lack of 

understanding of how the community works and how it differs from hospital and a definite slant that 

hospital is just being brought into the client’s house with little recognition that other services may 

have a lot of background information that could impact on the outcome. There is no recognition of 

the expertise of staff who are already involved with shared clients and a definite undervaluing of 

their expertise and skill set. There is no way of ascertaining who is involved with a client in hospital to 

home, if they have been discharged from medical care and continue to have only OT or Physiotherapy 

input. On Trak, at first glance, they continue to indicate they are still under HaH care but in fact they 

have been discharged. 

Duplication of service was reported in all three surveys.  Comments from patients highlighted 

confusion at times when many health care professionals would visit, sometimes at the same 
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time but they weren’t sure who was doing what. 50% of respondents from the staff survey, 

mainly NHS primary care staff reported duplication (see comments below). 

‘….if a patient on the DN caseload is receiving palliative care then the DN team and GP service is in a better 

place to provide palliative care due to the working systems we have in operation and this is a time when 

hospital at home could hand the care back and concentrate on acute care.’ 

 

‘There appears to be a lack of understanding of the primary care services and their roles and expertise.  There 

is a definite overlap happening especially in the area of palliative care, wound care, catheter care, etc. 

Community services such as district nursing are still expected to visit clients to continue to provide care e.g. 

administer medication, carry out wound care, catheter care etc.   The duplication of services is very confusing 

to relatives and clients and community staff who are left unsure what their continued role is or what care 

hospital to home staff are administering as there is such a lack of communication between the services.’ 

The quote below sums up recognition of the potential of this service and views of how it can be 

improved. 

‘The whole idea behind HAH is wonderful and we as GPs are desperately keen for it to work? It would help if 

we had clear guidance as to what the HAH team can provide. It would help if we knew that complex patients 

were seeing a Geriatrician, when we refer stating what our concerns are. It would help if we knew whether 

nursing care was being provided or if the DN team were involved in discussions with HAH. It is not possible 

for us as GPs to step back from being involved when we have patients/ DN teams coming to us with issues/ 

concerns about the patient, when HAH are involved.’  

Shared vision and understanding of the service 

Reponses to the staff survey question, as to whether people knew if any key performance 

indicators had been agreed, shows a lack of shared understanding of what the service is here to 

achieve other than preventing hospital admissions.   

At the interface between this service and existing primary care services, there seems to be a 

divide where comments from NHS primary care staff and stakeholders highlight poor 

communication, staff feeling undervalued and no clear routes to contribute to the joint 

development of this new service.  Protocol and practice of how colleagues interact needs to be 

reviewed and agreement reached with regard to referral and discharge practices.   

A further issue raised by GPs was that they can no longer refer directly to beds in Roodlands.  

This has caused some ill feeling.  The following quote shows that local health centre staff value 

their long term relationship with and understanding of the patient’s needs. 

‘In Dunbar we are lucky to have access to GP beds at Belhaven for the group of patients who require more 

nursing support and assessment….usually the frail elderly reach a tipping point where you no longer feel 

they are safe at home alone - the HaH service even with carers popping in do not provide this.’ GP 
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Although this issue is outwith the remit of the HaH service, this report is written from the 

viewpoint of patients and carers. We hope that local Health and Social Care Partnership 

management will take heed of the GPs’ concerns. It is important to define the added 

value that HaH brings to existing community health care services and can complement 

these services in localities and maximise the use of the skills and strengths of all involved? 
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5) Overall reflections 

Hospital at Home is an exciting and innovative service.  The dedicated staff team has worked 

hard to deliver the vision of preventing hospital admissions - 430 since its inception 18 months 

ago – an impressive achievement.  We found all patient and carer respondents welcomed the 

service.  Most valued the service highly especially the excellent quality of care given by all staff 

members.  The service does what is says on the tin – ‘to help to get very ill patients back on 

their feet again in the comfort of their own home, avoiding hospital admission.’  

However  evidence from patients, staff and stakeholders show areas of service provision that 

would benefit from further development and improvement.   

 Comments throughout the document highlight the difficulty service users and their carers 

face when there are additional caring pressures.  There appears to be a deficit in service 

provision particularly for those without an existing package of care.  We feel there is an 

urgent need to develop links with the Emergency Care Service to support patients with 

episodic personal care requirements whilst under the care of HaH, or until a package of care 

can be organised or increased to meet additional needs.   

 

 Similarly we recommend that there is always someone to answer the HaH phoneline, at 

least to take a message when the patient or their carer or indeed a GP needs to contact the 

team whether it is a call out, referral or for advice.  One of the current limitations to the 

HaH ‘virtual ward’ is that there is not always someone on hand to answer the buzzer. 

 

 The leaflet provided about the service is lacking essential information; for example who to 

contact outwith service hours or links to carer support.   The leaflet needs to be written in a 

more patient-centred style and language.    

 

HaH might also consider an exit leaflet explaining to the patient that they are now back 

under the care of the local health centre, with contact details of GP Surgery, NHS 24, Social 

Work Access numbers.  We think this would ease the transition that one respondent raised 

about feeling vulnerable after having such an intense service back to no-one visiting at all. 

 

 In a community setting, particularly in people’s homes, Hospital at Home needs to develop 

stronger working links with GPs and community nursing teams, recognising their long term 

relationships with and knowledge of patients, family and existing support networks.  There 

needs to be agreement about roles and responsibilities and clearer referral criteria.  A few 

patients reported having been offered psychological support or support with personal care 

but it was not followed up. 
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 GPs consider getting HaH onto the Scottish Care Information Gateway system should be an 

absolute priority for this project to function effectively. 

 

 Comments highlight the lack of a shared vision for this service other than to prevent 

hospital admissions.   We feel it would be helpful to develop some key performance 

indicators in collaboration with staff, stakeholders and patient & carer representatives that 

are closely tied with all the strategic objectives of the service and the desired outcomes for 

the patient and their family carers as shown in the East Lothian Single Outcome Agreement 

– Outcome 6.2 

 

 Whilst the stakeholder survey, in particular, was critical of several aspects of the service, we 

do not believe, given goodwill, that any of the problems raised are insurmountable.  We 

recommend a group representing all stakeholders is set up to oversee the continued 

development of this new service.  It need only meet two or three times a year but would 

give the opportunity to shape the service through a shared vision. 

This new service offers an added dimension delivering acute care into a domestic setting. We 

hope the findings from this report influence the two distinct healthcare systems to provide this 

service in a more integrated way to achieve its full potential. 

A final note of caution – we think It would be premature to develop this service into 24/7 

provision without first resolving the issues raised in this document. 

 

East Lothian Community Care Forum 
9-11 Lodge Street, Haddington, EH41 3DX 

Scottish Charity: SC029791 
Email: info@elccf.org 

Website: www.elccf.org 
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 See Main Document pg 43 Appendix 2 

The findings and reflections in this Summary Report are drawn from the Full 

Report of our evaluation.  You can request a copy of the full HaH Report by 

contacting us at the address below.  

The Summary Report can be found on the ELCCF website:  www.elccf.org 

mailto:info@elccf.org
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