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Objective: Hospital-at-home (HaH) has emerged as an alternative to conventional in-hospital care in
older adults, possibly reducing hospital admissions and related complications. This study aimed to
describe the characteristics and outcomes of patients referred to “Gruppo di Intervento Rapido Ospedale-
Territorio” (GIROT), a HaH service based on comprehensive geriatric assessment, developed in Florence,
Italy, during the postpandemic period.
Design: Retrospective longitudinal study.
Setting and Participants: GIROT provided home-based care to patients with acute or exacerbated chronic
diseases and a high risk of hospital-related complications (ie, patients with moderate-to-severe disability
and/or dementia), referred from primary care, emergency departments, or in-hospital units.
Methods: All-cause mortality and hospitalization rates were assessed at 1, 3, and 6 months, and pre-
dictors of 6-month mortality were investigated.
Results: Among 391 patients (mean age, 88.4 years; 62.4% female) referred from emergency departments
(58.6%), primary care (27.9%), and acute medical units (13.6%), the main diagnoses were respiratory
failure (28.4%), acute heart failure (25.3%), and delirium (13.6%). Patients referred from primary care were
older and showed a higher prevalence of severe disability and hypomobility. After 1, 3, and 6 months,
mortality rates were 34.5%, 45.6%, and 53.8%, and hospitalization rates 7.2%, 21.5%, and 37.9%, respec-
tively. Predictors of 6-month mortality included age (odds ratio [OR], 1.039), severe disability (OR, 3.446),
impossible/assisted walking (OR, 4.450) and referral from primary care (OR, 2.066). High global satis-
faction with the service was reported.
Conclusions and Implications: The GIROT model may help expanding acute health care capacity for older
adults at high risk of hospital-related complications. Customized care plans are needed in patients with
severe disability/hypomobility, considering also simultaneous palliative care.
� 2024 Published by Elsevier Inc. on behalf of Post-Acute and Long-Term Care Medical Association. This

is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).
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Fig. 1. Organizational structure of the GIROT HaH model. GPs, general practitioners.
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Over the last decades, the phenomenon of population ageing has
led to an exponential growth of the number and proportion of adults
at very old ages. This demographic shift has been accompanied by an
increase in the prevalence of frailty and multimorbidity, posing a
major challenge to the hospital-basedmodel of acute diseases. Indeed,
frail older individuals with multiple coexisting chronic diseases
frequently experience recurrent hospital admissions, often related to
decompensated chronic conditions, resulting in an increased risk of
hospital-related complications (eg, delirium, infections, decondition-
ing, functional decline, disability, nursing home admission).1,2 A
posthospital syndrome may also develop due to deconditioning, poor
nutrition, sleep deprivation, and impaired mental status, leading to an
increased risk of readmission in the short term.3 Moreover, this sce-
nario often results in keeping older patients with poor prognosis away
from their home, with consequent increase of health care costs and
hospital-associated psychological distress. This suggests the need to
transform existing health care models, providing integrated care with
a comprehensive and person-centered approach. Care coordination
between acute and community-based services might help to reduce
unnecessary hospital admissions and health care systems burden,
while improving older adults’ care, particularly in individuals with
high frailty and/or disability.

Hospital-at-home (HaH) provides hospital-level care to selected
people in their homes or in nursing homes, as a substitute for tradi-
tional inpatient hospital care.4 Over the last decades, HaH has
emerged as a promising health care strategy, allowing to provide
acute-level care in the familiar atmosphere of the home environment
while reducing hospital admissions, length of stay, and related health
risks.5-8 Possible benefits on quality of life, psychological distress,
delirium occurrence, and institutionalization have also been re-
ported.7,9-11 However, until a few years ago, the development of HaH
programs was limited in most countries, including Italy.

More recently, the COVID-19 pandemic has emphasized the need
of geriatric care pathways, especially for frail older patients in hospital
and care homes.12 Moreover, the pandemic has challenged the ca-
pacity of health care facilities, prompting a remarkable expansion of
HaH models.13 Different HaH models have been created, with het-
erogeneous characteristics and setup according to the organization of
local acute and community-based services. Although differences exist
in organizational arrangements, these models share common pur-
poses, mainly aimed at avoiding hospital admission (admission
avoidance) and/or reducing length of stay (early discharge) of frail
older patients.14 Preliminary data have been provided, showing
encouraging results.11,15 However, criteria for patients’ selection are
highly variable, and evidence on outcomes remains limited.

In Florence, Italy, HaH was first created during the COVID-19
pandemic, in April 2020. After the dramatic outbreak of SARS-CoV-2
infection in the nursing home setting and the subsequent increase
in hospitalization rates, the local health care authorities mandated
that hospitals setup intermediate care units on-site at the nursing
homes.16,17 Specialized mobile multidisciplinary teams were thus
created, providing bedside acute care to SARS-CoV-2epositive
residents based on the comprehensive geriatric assessment. This
hospital-at-nursing home serviced“Gruppo Intervento Rapido Ospe-
dale-Territorio” (GIROT) (ie, Hospital-Community Rapid Intervention
Group)dintroduced an innovative organizational model for outbreak
management with an integrated care approach.18 Together with the
COVID-19 vaccination program, the onset of GIROT activity was
associated with a decrease of hospitalization and lethality among
SARS-CoV-2epositive residents.19,20

During the postpandemic period, the GIROT model evolved from a
hospital-at-nursing home service to a full HaH service, offering home-
based care to frail older patients with acute and/or exacerbated
chronic conditions referred from different clinical settings including
primary care, emergency departments (EDs), and acute medical units.
FLA 5.6.0 DTD � JMDA105295_proof
This study describes the characteristics of the GIROT model as an
HaH service developed during the postpandemic period. Moreover,
we explored the characteristics and outcomes of GIROT users, per-
forming a comparison across referral settings (ie, primary care, ED,
acute medical units).

Methods

A retrospective longitudinal studywas conducted in Florence, Italy,
involving patients referred to the GIROT service from primary care, ED,
or acute medical units of the Florence Health District between October
2022 and March 2023 (Figure 1).

Patients were deemed eligible for inclusion in the GIROT service if
all the following criteria were present: presence of acute or exacer-
bated chronic diseases as per Supplementary Appendix 1 Q, indication
for medical therapies that can be provided in a home setting, high risk
of hospital-related complications due to moderate-to-severe
disability, motor disability (ie, need of walking assistance, in wheel-
chair/bedridden) and/or dementia, and patients’ and caregivers’ con-
sent to home-based care.

Patients referred from the ED included older adults awaiting an
inpatient bed, who had been evaluated by a geriatric specialist from
the GIROT team to assess appropriateness for GIROT care, according to
the model of acute frailty units.21,22 Patients from acute medical units
and primary care were referred from ward physicians or general
practitioners based on the aforementioned inclusion criteria, after
preliminary shared decision-making with the GIROT team. Patients
with acute surgical conditions, acute stroke, acute coronary syn-
dromes, indications for admission to critical care services (including
the need of noninvasive ventilation or high-flow oxygen therapy), or
inadequate social support were considered as not eligible for GIROT
care. In the case of inadequate social support, hospital-based care was
preferred for the treatment of acute conditions, and caregivers and/or
families were referred to social services to discuss possible strategies
to improve assistance and address specific patient’s needs in daily care
after the resolution of the acute condition.

Intervention

Members of the GIROT team included geriatricians and internal
medicine specialists providing home-based care in a comanagement
arrangement with general practitioners and in collaboration with
nurses and physiotherapists from the health care district. Admission
to the GIROT service was discussed and agreed with general
� 4 October 2024 � 9:03 pm � ce
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practitioners. The timing of first medical assessment was established
with the referring physician based on clinical status severity using the
following color code: red (within 24-48 hours), yellow (within 48-72
hours), and green (within 7 days).

Home-based care consisted of a comprehensive geriatric
assessment including delirium screening using the 4-AT test and
medical therapy optimization. Moreover, a first-line diagnostic
workup was conducted, including electrocardiogram, point-of-care
hemogasanalysis, on-site standard blood tests, and bedside ultra-
sound. On-site medical management including intravenous drug
administration and hydration, and low-flow supplemental oxygen
was available (Supplementary Appendix 2). Medical management
also focused on prevention and treatment of geriatric syndromes
(eg, pressure sores, urinary incontinence, delirium, swallowing
disorders [presbyphagia], malnutrition, functional decline). In-home
nursing care was provided for the management of pressure sores,
urinary incontinence, and constipation. Remote consultations were
conducted beyond in-person assessments, if deemed necessary to
monitor patient’s symptoms and parameters (ie, blood pressure,
heart rate, oxygen saturation, body weight, fever, urine output in
patients with a catheter) following medical therapy optimization,
such as dose adjustments (eg, reduction or up-titration of diuretics,
psychoactive therapies), introduction of specific treatments (eg,
antibiotic therapy), and/or deprescribing. In the case of clinical
instability and/or in need of advanced medical care, direct hospital
admission was discussed based on a goal-of-care conversation with
patients, their families, and general practitioners. Simultaneous
palliative care was offered to patients approaching end of life, in
collaboration with palliative care specialists.

The GIROT activity was provided 6 d/wk, from 8 AM to 8 PM. General
practitioners received regular clinical updates from the GIROT team
and participated in the discussion of diagnostic and therapeutic
strategies and timing of GIROT discharge. After GIROT discharge, a
new intervention could be requested by general practitioners in the
case of disease exacerbation.

Outcomes

Outcomes included mortality and hospitalization for any cause,
assessed at 1, 3, and 6 months after admission to the GIROT service.
Information concerning vital status and hospital admissions was ob-
tained from electronic hospital records and phone interviews. More-
over, satisfaction with the GIROT service was assessed by phone
interviews with patients and/or their caregivers using the following
question: please rate your overall satisfaction with the GIROT service
(answer options included very unsatisfied, unsatisfied, satisfied, and
very satisfied).

Ethics

The observational study was approved by the local research
ethics committee (Comitato Etico Regione Toscana - Area Vasta
Centro, protocol reference No. 26560_oss). Each participant or his/
her legal representative gave written informed consent to study
participation.

Statistical Analysis

Datawere summarized as means with SDs for normally distributed
continuous variables, medians and interquartile ranges (25th-75th
percentiles) for nonnormally distributed variables, and absolute fre-
quencies with percentages for categorical variables.

Bivariate analyses were performed to compare the characteristics
and outcomes of patients from different settings. Differences in
FLA 5.6.0 DTD � JMDA105295_proof
categorical variables were tested using the c2 test. The analysis of
variance test or the Kruskal Wallis test were used as appropriate for
comparisons of continuous variables.

Disability was defined based on the Barthel Index (BI)23 and clas-
sified as mild (BI 80-100), moderate (BI 40-80), or severe (BI<40). The
comorbidity burden was defined as the count of comorbidities (hy-
pertension, diabetes, heart failure, chronic obstructive pulmonary
disease, chronic kidney disease, atrial fibrillation, stroke history, active
cancer, dementia, and Parkinson disease).

KaplaneMeier curves for overall survival and hospitalization were
created, and log-rank tests were performed to test differences be-
tween patients from different settings. Follow-up data were censored
at the time of follow-up (May 2024) or at 30, 90, or 180 days for
participants who were known to have died (overall survival) or to
have been admitted to hospital (hospitalization) at 1, 3, and 6 months,
respectively.

Multivariable binary logistic regression models were created to
identify predictors of 6-month mortality, adjusting for demographics
and main clinical variables, showing an association with the outcome
in bivariate analysis. To avoid multicollinearity, the intercorrelations
among predictors were checked using a correlation matrix of 2-sided
Spearman r correlation coefficients. Correlations of �0.50 were
considered large. Results of logistic regressionwere expressed as odds
ratios (ORs) and 95% CIs. Statistical significance was set at P < .05. All
statistical analyses were performed using SPSS software version 26
(SPSS Inc).

Results

The study sample included 391 patients (mean age, 88.4 years; SD,
6.0; 62.4% female), referred from the ED (n¼ 229, 58.6%), primary care
(n ¼ 109, 27.9%), and acute medical units (n ¼ 53, 13.6%). The main
reasons for referral were respiratory failure (28.4%), acute heart failure
(25.3%), and delirium (13.6%). The sociodemographic and clinical
characteristics of the overall study sample and of each single subgroup
are shown in Table 1.

Patients referred from the primary care setting were older and
showed a higher prevalence of severe disability, hypomobility, and
presbyphagia. No significant differences were observed in single
comorbidities and disease burden; however, patients from the pri-
mary care setting were receiving a slightly lower number of daily
medications. Prevalence of delirium was 6.4% in the overall sample,
with similar rates between different settings (Table 1).

The GIROT activity is detailed in Table 2. The median duration of
the intervention was 6 (interquartile range, 2-11) days. Patients
referred from the ED more commonly received intravenous medical
treatments and oxygen therapy compared with patients from primary
care. The remaining services and treatment provided were similar
across patient subgroups.

Outcome Analysis

Follow-up data were available in 377 patients. All-cause mortality
rates at 1, 3, and 6 months were 34.5%, 45.6%, and 53.8%, respectively
(Supplementary Appendix 3). Mortality risk was significantly higher
among patients referred from the primary care setting (Figure 2, left
panel).

Of the overall sample, 7.2% were admitted to hospital within
1 month of admission to GIROT. The rate of hospitalization increased
to 21.5% and 37.9% at 3 and 6 months, respectively (Supplementary
Appendix 3), with no significant differences between different referral
settings (Figure 2, right panel).

Satisfaction with the GIROT service is illustrated in Figure 3,
showing a positive experience in about 9 of 10 patients and caregivers.
� 4 October 2024 � 9:03 pm � ce
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Table 1
Baseline Sociodemographic and Clinical Features of GIROT Patients, by Referral Setting Q10

Overall Sample (N ¼ 391) ED (n ¼ 229) Primary Care (n ¼ 109) Acute Units (n ¼ 53) P

Age, y, mean (SD) 88.4 (6.0) 88.4 (5.8)* 89.7 (6.0)* 85.8 (6.3)y <.001
Female 147 (37.6) 139 (60.7)*,y 79 (72.5)y 26 (49.1)* .011
Disability
Mild 48 (12.3) 35 (15.3)* 6 (5.5)y 7 (13.2)*,y .007
Moderate 86 (22.0) 49 (21.4)* 19 (17.4)* 18 (34.0)*
Severe 257 (65.7) 145 (63.3)* 84 (77.1)y 28 (52.8)*

Impossible/assisted walking 266 (68.0) 152 (66.4) 83 (76.1) 31 (58.5) .055
Presence of formal caregiver
Round-the-clock 159 (40.7) 95 (41.5) 43 (39.4) 21 (39.6) . 39
Some hours per day 43 (11.0) 25 (10.9) 11 (10.1) 7 (13.2)
Nursing home resident 41 (10.5) 22 (9.6) 17 (15.6) 2 (3.8)

Disease count, median (interquartile range) 2 (2-3) 3 (2-4) 2 (1-3) 3 (2-3) .06
Number of daily medications, mean (SD) 6.5 (3.0) 6.8 (2.9)* 5.6 (2.9)y 6.8 (3.3)* .003
Dementia 182 (46.5) 113 (49.3) 51 (46.8) 18 (34.0) .13
With behavioral disorders 77 (19.7) 54 (23.6) 18 (16.5) 5 (9.4) .10

Parkinson disease 24 (6.1) 13 (5.7) 8 (7.3) 3 (5.7) .83
Hypertension 228 (58.3) 140 (61.1) 56 (51.4) 32 (60.4) .22
Diabetes 86 (22.0) 54 (23.6) 20 (18.3) 12 (22.6) .55
Heart failure 148 (37.9) 95 (41.5) 33 (30.3) 20 (37.7) .14
Atrial fibrillation 114 (29.2) 68 (29.7) 26 (23.9) 20 (37.7) .18
Previous stroke 40 (10.2) 22 (9.6) 11 (10.1) 7 (13.2) .74
COPD 87 (22.3) 51 (22.3) 19 (17.4) 17 (32.1) .11
Chronic kidney disease 66 (16.9) 42 (18.3) 13 (11.9) 11 (20.8) .24
Active cancer 25 (6.4) 11 (4.8) 12 (11.0) 2 (3.8) .07
Oxygen therapy at GIROT admission 52 (13.3) 28 (12.2)* 9 (8.3)* 15 (28.3)y .002
Hip fracture in the past 12 months 11 (2.8) 5 (2.2) 3 (2.8) 3 (5.7) .39
Hypomobility syndrome 48 (12.3) 14 (6.1)* 29 (26.6)y 5 (9.4)* <.001
Presbyphagia 27 (6.9) 9 (3.9)* 14 (12.8)y 4 (7.5)*,y .010
Delirium 25 (6.4) 14 (6.1) 8 (7.3) 3 (5.7) .89

Values are n (%) or as otherwise indicated.
*Subgroup Q11with significantly different values (P < 0.05).
ySubgroup with significantly different values (P < 0.05).
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Predictors of All-Cause Mortality

At bivariate analysis (Supplementary Appendix 4), 6-month mor-
tality was associated with older age, severe disability (BI < 40/100),
impaired motor performance (impossible/assisted walking), and
geriatric syndromes (eg, hypomobility, presbyphagia). Among
comorbidities, mortality was associated with dementia and cancer.
Patients who died within 6 months of GIROT admission had more
frequently received intravenous hydration, whereas no significant
differences were observed in other services and treatments provided
during home-based care (Supplementary Appendix 4).

At multivariable analysis (Supplementary Appendix 5), advanced
age (OR, 1.039; 95% CI, 1.001-1.079), severe disability (OR, 3.446; 95%
CI, 1.622-7.322), and impossible/assisted walking (OR, 4.450; 95% CI,
2.670-7.416) were identified as independent predictors of 6-month
mortality. Moreover, referral from primary care was independently
associated with increased mortality (OR, 2.066; 95% CI, 1.229-3.472).
Table 2
GIROT Activity: Diagnostic and Therapeutic Interventions

Overall Sample (N ¼ 391) Emergenc

Intravenous hydration 69 (17.6) 46 (20.1)
Intravenous medical therapies 100 (25.6) 83 (36.2)*
Oxygen therapy 84 (21.5) 62 (27.1)*
Blood transfusion 2 (0.5) 2 (0.9)
Social support 12 (3.1) 8 (3.5)
Physiotherapy 7 (1.8) 3 (1.3)
Second-line diagnostic tests 8 (2.0) 7 (3.1)
Day hospital services for specialist assessment 8 (2.0) 5 (2.2)

Values are n (%) or as otherwise indicated. These interventions were conducted in additi
first-line diagnostic tests, management of geriatric syndromes including in-home nursi
simultaneous palliative care.

*Subgroup with significantly different values (P < 0.05).
ySubgroup with significantly different values (P < 0.05).

FLA 5.6.0 DTD � JMDA105295_proof
Discussion

This study describes the GIROTmodel, an HaH service developed in
Florence, Italy, to provide home-based care to frail older patients at
high risk of hospital-related complications. The characteristics of
GIROT patients and rates of mortality and hospitalization have been
estimated, comparing referral settings (ie, primary care, ED, acute
medical units).

According to the inclusion criteria, the sociodemographic and
clinical features of GIROT patients described in this study draw up the
picture of a complex and highly vulnerable population, with high
prevalence of dementia, severe disability, and motor impairment.
These patients, despite a high risk of hospital admission, usually
derive low benefits from in-hospital care, due to concomitant condi-
tions determining a poor prognosis and a high risk of hospital-related
complications. In particular, patients from primary care showed
higher disability levels. We may thus suppose that the GIROT activity
Q2

y Department (n ¼ 229) Primary Care (n ¼ 109) Acute Units (n ¼ 53) P

18 (16.5) 5 (9.4) .17
12 (11.0)y 5 (9.4)y <.001
11 (10.1)y 11 (20.8)*,y .002
0 (0) 0 (0) .49
2 (1.8) 2 (3.8) .68
3 (2.8) 1 (1.9) .65
1 (0.9) 0 (0) .23
2 (1.8) 1 (1.9) .97

on to essential GIROT services, which included comprehensive geriatric assessment,
ng care when appropriate (pressure sores, urinary incontinence, constipation), and
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Fig. 2. Kaplan-Meier curves for overall survival (left panel) and hospitalization (right panel), stratified by referral setting. Overall survival: P < 0.001 for primary care vs ED/acute
medical units; P ¼ 0.341 for ED vs acute medical units. Hospitalization: P ¼ 0.200 for primary care vs ED; P ¼ 0.152 for ED vs acute medical units; P ¼ 0.741 for primary care vs acute
medical units. Follow-up data were censored at the time of follow-up (May 2024) or at 30, 90, or 180 days for participants who were known to have died (left panel) or to have been
admitted (right panel) at 1, 3, and 6 months, respectively.
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has supported general practitioners in the management of older pa-
tients with greater functional impairment, in whom avoidance of
hospital admission may be preferable, when possible.

To date, available data on HaH are limited to a small number of
randomized trials and observational studies and describe a highly
heterogeneous scenario, including models with very different orga-
nizational structure and patients with varying clinical and functional
profile.7,11,15 A direct comparison of different experiences might thus
be difficult to perform. Data from this study demonstrate that the
GIROT service shares similarities with existing HaH models regarding
referral settings and indications, mainly including acute diseases or
exacerbated chronic conditions in very old, frail patients from primary
care, ED, or hospital units.6,8,10,24-27 Diagnostic assessments, treat-
ments, and services provided by the GIROT are also similar to those
offered by other HaH services.6 However, although geriatric
Fig. 3. Patient and caregiver satisfaction
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syndromes are poorly documented in most studies and functional
level is variably described, available data suggest that the GIROT ac-
tivity involves older patients (mean age, 88 vs 79-83 years) with lower
functional level and a greater proportion of patients showing severe
disability (65.7% with BI < 40/100 vs 62.9% with BI � 15/100)
compared with other existing HaH models.5,8,10,13,15,25,28

Current evidence indicates that HaH programs result in either
comparable or lower mortality and readmission rates than conven-
tional inpatient care, particularly when admission avoidance is pur-
sued.7,8,11 The outcome analysis of our study revealed relevant
mortality rates among GIROT patients, particularly during the first
month of the observation period. The observed percentages were
higher than described in previous HaH studies, which reported 6-
month mortality rates of approximately 15% to 20%.6,8,10,28 This
discrepancy is likely related to older age, lower functional level, and
rates with GIROT service (n ¼ 347).
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higher prevalence of dementia in patients referred to the GIROT.
Indeed, severe disability and physical impairment, which were in-
clusion criteria for the GIROT service, emerged as predictors of 6-
month mortality in the present study. Our results are consistent
with a large body of literature identifying disability as a strong inde-
pendent predictor of mortality in older adults.29-31 In particular,
several studies have reported higher short- and long-term mortality
rates among older patients with severe disability as expressed by
lower BI scores, both in acute care settings and in chronic condi-
tions.32-37 In patients with high levels of disability andmultimorbidity,
short-term death risk seems to be strictly related to acute deteriora-
tion of preexisting conditions,29 whichmay provide an explanation for
the relevant mortality rates observed in this study.

This scenario highlights the necessity of planning palliative care in
this highly vulnerable population. Indeed, the percentage of death
reported in this sample suggest that a significant proportion of GIROT
patients were approaching end of life and might have benefited from
specialist palliative care. However, it should be considered that end-
of-life stages might be difficult to identify in this population. In
many cases, a low-intensity care approach may be appropriate in
accordance with the transitional care model. Indeed, many older pa-
tients with multiple chronic conditions and very low functional level
may experience a relatively long phase of stability inwhich some end-
of-life signs might be present (eg, weight/appetite loss, delirium,
physical and/or cognitive deterioration, advanced organ failure),
although in the absence of approaching death. In some patients, a
simultaneous care approach may also be useful, with palliative care
implemented within the framework of a home-based service (eg,
GIROT).38 The latter might indeed help the stabilization of chronic
conditions and management of geriatric syndromes, reserving
second-level specialist palliative care to patients in need of treatment
of refractory symptoms. However, taking into consideration the rele-
vant proportion of patients with severe disability, adequate home
social support is a necessary prerequisite for the provision of home-
based acute care within the GIROT model.

GIROT patients referred from primary care showed an increased
risk of death, with no greater disease burden compared with the other
study subgroups. However, most of these patients showed severe
functional (77.1%) and motor impairment (76.1%), with 1 in 4 pre-
senting a hypomobility syndrome. Similar results have recently been
reported in a home-based care service created to manage geriatric
urgencies, where loss of mobility was identified as a mortality pre-
dictor.39 GIROT users from primary care thus emerge as a highly
vulnerable subgroup with poor short-term prognosis, that is expected
to derive very low benefit from hospitalization. We might suppose
that the GIROT activity may have helped general practitioners to
prevent ED and hospital admission for these patients, in whom early
implementation of simultaneous palliative care may be considered
instead.

In this sample, rates of hospital admission ranged from 7.2% at
1 month to 37.9% at 6 months, in agreement with a recent review of
randomized clinical trials comparing HaH and usual in-hospital care.11

We cannot exclude that the absence of overnight care contributed to
the observed hospitalization rates. However, higher 6-month read-
mission rates (42%-54.5%) have been reported in some HaH samples
with higher functional autonomy.6,8 The GIROT service may have
allowed to prioritize home-based care in individuals with preexisting
severe disability who were expected to derive poor benefit and high
psychological distress from in-hospital care. The GIROT model may
thus have contributed to admission avoidance, being aligned with the
purposes of other HaH models described in the literature.

The previous hypothesis is supported by patients’ and caregivers’
experience, reporting high global satisfaction with home-based care,
in agreement with previous HaH studies.6-8,25 Indeed, home-based
care probably aligns with older individuals’ preference to receive
FLA 5.6.0 DTD � JMDA105295_proof
health care in their home, surrounded by their families. Moreover,
HaH was found to reduce patients’ and caregivers’ stress and burden
of care, thus positively impacting their quality of life.40

Limitations

Some limitations of this study should be mentioned. First, the lack
of a control group did not allow to compare home-based and con-
ventional in-hospital care and their impact on patients’ outcomes.
Second, the causes and place of death were not recorded, and infor-
mation on death dates was not available, thus preventing a detailed
time survival analysis. Because time-to-event data were not available,
overall survival and hospitalization were censored at 30, 90, or
180 days based on mortality/hospitalization at 1, 3, and 6 months,
respectively. Some deceased patients may thus have been considered
among those at risk of hospital admission and included in the calcu-
lation of hospitalization rates, which may have been underestimated.
Third, this study did not systematically investigate outcomes of geri-
atric interest, including quality of life and hospital-related complica-
tions, that should be assessed in future studies to expand current
knowledge on the model. Finally, we are unable to describe in detail
the implementation of palliative services in the GIROT model because
palliative carewasmainly providedwith a simultaneous approach in a
collaborationwith palliative care specialists. Taking into consideration
mortality rates observed in this sample, we acknowledge that the
boundaries of this care model are not strictly defined. However, due to
the low prognostic accuracy observed for multimorbid older patients
in palliative care,41 this kind of flexible approachmay be considered as
a strength of the GIROT model, allowing a continuum of care from
acute hospital until palliative care. In fact, the model allows to develop
customized care programs, tailored to each single patient’s functional
level and clinical needs. Additional strengths are the large sample size
and the inclusion of older adults with severe disability, that are usually
excluded from clinical studies. Our research thus offers useful insights
into the characteristics and prognosis of a real-world, highly vulner-
able subgroup of older individuals, similar to those frequently
accessing health care services in routine care.

Conclusions and Implications

The GIROT HaHmodel may help expand acute health care capacity
for frail older adults at high risk of hospital-related complications.
Customized care plans including simultaneous palliative care should
be developed in patients with severe physical and functional impair-
ment, showing an extremely high risk of negative health outcomes.
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