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Executive Summary and Recommendations

Executive Summary

Background and rationale

In July 1998, the Commonwealth Department of Headthd Family Services
commissioned the Centre for Health Economics Rebeand Evaluation (CHERE) to
identify and document Hospital in the Home (HITHar& models nationally and
internationally. The purpose of this consultan@swo examine the appropriateness of
this form of care for acutely ill patients and take recommendations about how to
increase the utilisation and cost effectivenesseofices.

Hospital in the Home is emerging internationallyd awithin Australia as a viable
alternative form of provision of acute care. Thenéfits of HITH have generally been
seen in terms of its capacity to provide a costaive and acceptable alternative to
hospital inpatient care, which reduces pressuréaspital beds. However, so far there
has only been limited evaluation to lend supporthtese claims. Over the past decade a
wide range of hospital in the home programs hawnbetroduced across the Australian
health care system. These programs have oftengedh@r response to local factors and
have a range of different purposes, funding andmsgtional arrangements, and varying
levels of success. In some states hospital inhibe has been formalised into a
program, whereas in other parts of Australia thteoduction of HITH has been left to
local decision makers. Thus, the experience of HHES been extremely variable. It is
appropriate at this stage to draw together infoilenadbout what services are available,
how acceptable these services are and what they &elvieved. This information is
important for determining the future directionsHiiTH in Australia, as well as providing
a valuable resource for service providers and patiakers.

Definition

With the range of different programs that are emmgrgand with changes in clinical
practice, it is difficult to define HITH in termd ocategories of care, types of providers, or
even location of care. However, it is importantadopt a clear definition to avoid
expansion of HITH to inappropriate patients. Tleéirdtion must convey the importance
of acute care provision and substitution for whatild otherwise necessarily be hospital
care. The definition of HITH recommended in thisisoltancy was:

Hospital in the home involves the provision of acoare interventions to
patients in their place of residence. These intetieas require health care
professionals (ie doctors, nurses) to take an agpart in the patient’s care.
The place of residence may be permanent (own hameq place of
temporary residence such as with family or accoratiod near the
hospital.

Hospital in the home is a substitute for acute carevided in the hospital,
thus if it did not exist the patient would be adedtto the hospital or have to
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remain in hospital. The program must also have vigion for an
appropriate level of emergency back up.

Effectiveness and cost-effectiveness of HITH: published evidence

An important component of the consultancy was taotlsgsise existing published
evidence for the safety, efficacy, effectivenessst@ffectiveness and acceptability of
HITH in Australia and internationally. Despite tla@ge number of programs, there has
only been a limited number of well-designed evaturet of HITH. However, the studies
which have been undertaken suggest that HITH isidkn and at least as effective as
hospital care for many diseases, and that patiatisfaction may be increased by
provision of HITH. This conclusion is supported s$gveral randomised trials of HITH:
in older medical patients; in rehabilitation ofcéte and orthopaedic conditions; treatment
with intravenous antibiotics and anticoagulants] anpost-surgical and psychiatric care.
This does not suggest that HITH is not appropriatemanagement of other conditions,
but there is a need for well-designed trials to leat® its role before a strong
recommendation for expansion to other clinical sigan be made. Certainly the existing
literature provides no evidence that HITH is hardnfand does show that HITH is
beneficial to some patients.

The review of evidence regarding the cost-effectdss of HITH is less clear cut. Here
the literature is beset both by problems of stuégigh and by a more intractable
difficulty of being able to make valid generalisaldomparisons. In particular, the cost
structure of HITH in a pilot or trial phase may d@nsiderably different from that in full-
scale operation. Further, the key drivers of reéatiosts may be local factors relating to
geography, patient throughput and clinical practioe organisational issues. Thus it is
not surprising that the very few well-designed ewuit evaluations of HITH provide
conflicting evidence about relative cost-effectiges. It is not possible at this stage to
draw clear conclusions about whether HITH is likedybe a lower cost form of care in
any particular setting. It is thus particularlyportant that service providers, clinical
managers and policy makers are able to identifyréinge of factors which are likely to
affect resource use at the local level. It is afsportant that the scope of the analysis is
sufficiently broad to take into account factorstsas costs borne by patients, carers, and
by other care sectors.

Although evaluation of a number of programs witiianstralia have provided valuable
information about what is likely to be feasibleceptable and effective within Australia,
few are randomised trials. A recent randomisead ini Australia (of the Prince of Wales
Hospital program in NSW), supports internationaildence that HITH provides a safe
effective alternative to hospital care. Howeveg #tonomic evaluation of this program
has yet to be released. The Victorian HITH progteam been the subject of 3 detailed
audits, but these do not provide comparison witkpital care. Similarly, there has been
only limited evaluation of programs in other statesd limited information about costs of
HITH provision, although a costing study is now endvay at Royal Melbourne
Hospital. Thus, there remains a need for well-coted local trials comparing HITH and
hospital care and different models of HITH care.ucls evidence is important in
increasing the clinical acceptance of HITH.
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HITH in Australia

All States and Territories have some level of HIpkbvision, although the degree to
which it is an organised program varies considgrahis variation is partly the result of
different organisational arrangements for the miovi of hospital and community health
services within the States and Territories. Vietoand South Australia have well-
established HITH programs, with active policy andding support for HITH at the State
level. Possibly as a result, it is in these St#tas HITH programs are most widespread.
Both States fund hospital and HITH services onserax basis, but in Victoria there is
also (time-limited) incentive funding for the ediabment of HITH. In both these States
policies and procedures have been developed &ttie level covering the provision of
HITH and defining what is to be funded as HITH cata other States, HITH programs
exist to varying levels. Within the ACT HITH fundj is provided to hospitals directly
from the ACT Department of Health and Community €aTasmania has two HITH
programs, but funding for these is part of genboapital funding (casemix based). In
Queensland and NSW there are both established iloidoppgrams, Western Australia
has a pilot program and some hospital funded progrand there is some provision of
HITH care within the Northern Territory. Howevet this stage, in States/Territories
other than Victoria and South Australia there gsléormalised support at the State level
for the provision of HITH services.

One of the purposes of this consultancy was tordesm detail the extent and nature of
programs existing across Australia. The projeatmeindertook a survey of facilities to

determine where and what HITH care was being petlid All States and Territories

were approached to seek permission to contactitiesilto determine whether they

offered HITH programs (even when not designatetiid3d). Because of the ongoing

audit, the Victorian Department of Human Serviceguested that facilities within that

State not be approached, and that the informationigeed by the Department and from

the audit be used instead. Surveys were sent fadlities in other States which had

been identified by the State/Territory Health Dépent, Area Health Services or by
other means as having a HITH type program. A totd&l2 facilities were surveyed, and

43 responses were received, of which 36 facilitelicated they had a HITH program.

The survey sought a wide range of information idig the type of program offered,

throughput, organisational arrangements, fundinganrgements and policies and
procedures. The main results of the survey ararmansed in Section 3.2. There are a
large number of HITH programs being offered acrdsstralia (see Appendix G). Both

State and local arrangements vary widely. Most ranog are offered in the public sector,
with only a small number of private providers segtup HITH programs.

There are limited HITH services within the privatector in Australia due to barriers in
funding, legislative and organisational arrangemenAdditionally, to be eligible for
existing HITH programs, private patients in a palblospital must relinquish their private
patient status whilst an admitted patient. Thisspnts financial disincentives for the
public hospital who might otherwise receive paymehtealth insurance benefits for
costs associated with that admission.

The provision of private health care is coveredanrttieNational Health Act 1953nd
the Health Insurance Act 1973 Under theNational Health Act 1953ealth insurance
funds can only pay benefits from hospital tables ddmitted patients. Under strict
interpretation of the legislation, this means thealth funds have only been able to offer
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HITH services to their members from their ancilldaples where these rebates are not
eligible for inclusion in the reinsurance arrangetse However, the Commonwealth
Department of Health and Aged Care has facilittéeddevelopment of three HITH pilot
programs within the private sector and is curreatigrdinating the national evaluation of
these. An additional 3-5 HITH pilot programs masoacommence during 1999. Should
the national evaluation of these programs (notlabk within the timeframe of this
consultancy) provide support for HITH programs witlthe private sector, legislative
amendments may be pursued to alter the definitibrihospital” and/or “hospital
treatment”. This would enable greater flexibilitythe delivery of health services within
the private sector, as these services attracthhesiirance rebates.

A further issue for private health insurance furgishe need for a clear delineation of
boundaries between HITH care and (non-admitted)nconity care. This relates to

HITH services providing a substitute for admitteclite care rather than assuming a
service profile similar to that of community-typergices. There has thus far been
limited interest in HITH from the private hospita¢ctor, although there is increasing
recognition by both insurers and private hospitaé there is a demand for this type of
care from their clients.

Key issues for further development of HITH withus#alia

Information from the surveys and consultations e@ismportant issues regarding the
ownership of programs and how patients are claskitihe organisation and delivery of
care, patient management within HITH, funding aagment and how best to monitor
and evaluate HITH programs. Particularly importaeties are summarised below.

» Patient selection is a critical factor to the ssscand cost-effectiveness of HITH
programs. This requires clear admission criteriaetsure that HITH is truly a
substitute rather than an add-on to inpatient cham,also only patients who are
appropriate are accepted into the program (in teohdactors such as home
environment and social support). However mechasisnust be available to
maximise the referral base for HITH. A relateduesss the need for appropriate
discharge criteria to ensure that the HITH epistdoes not unnecessarily extend the
entire episode of care (recognising that compasisbetween HITH and hospital
episodes, such as for length of stay, may not bd)va

« Ownership and management of HITH programs can ganised through hospital or
community health services, and can be establishadaspital-wide level or within a
specific clinical division, at a community-wide kvor with a specific clinical focus.
In Australia there is a range of different orgati@aal structures operating
successfully, although the hospital based modelgrenates.

* The level of acceptance by clinicians, particulankyspital clinicians, is a critical
success factor for HITH programs. From the sunag consultations it appears that
at this stage in Australia, hospital based prograave greater clinical acceptance.

* Both specialty based and general HITH programs lees successful in Australia,
and there are no clear arguments for preferringanie other. Further, there are
good reasons to remain flexible and to allow prowdo adapt to local factors (for
example, which has the greatest clinical support).

Commonwealth Consultancy to Advance Hospital irHbme



Lines of medico-legal responsibility need to belekpin HITH programs. Within
hospital based programs, the usual arrangementsnéafico-legal accountability
should apply. However, within community based paogs it is important to ensure
that there is a recognised legal entity with ultieneesponsibility for the patient’s
care.

It is important to establish HITH-specific policiesd procedures within programs.
Within Australia there are now a number of welladdished programs with clear and
appropriate policies and procedures, and these dmubadapted for new programs.

The choice between hospital and HITH care requitegmed consent by patients,
with full information about the benefits and riskSHITH. This should entail explicit

negotiation of a plan of care between the providpegient and carer, with clear
information about the rights and responsibilitidsal parties. Given the specific
nature of HITH, it may be appropriate for this pkaninclude signed consent forms
for admission to HITH care. Patients must be cliwat they are free to choose
hospital or HITH care.

The impact of HITH on carers, including the poddipiof costs being shifted to the
patient and carers, or to other care providing misgdions, should be recognised and
monitored.

Flexibility of staffing arrangements appears to ibgortant to the success and
efficiency of HITH programs: in particular, the htyi either to scale staff numbers up
or down at short notice, or to redeploy staff ihestactivities. It is also important to

note that HITH programs often need a wide rangstaff, and given the location of

care, the staff often need higher skill levels tweould be necessary for the same
tasks within a hospital setting (because of thelriede autonomous).

General practitioners are an important componennahy HITH programs. Their
involvement highlights the need for high levelscoimmunication and coordination
between hospital and community based practitioneasd between general
practitioners and other care providers.

The medical record is a critical communication ethiwithin HITH programs, and it
is essential that all providers are able to actessecord as required, and contribute
to it meticulously. There are strong argumentstf@ medical record to be stored
securely in the patient’'s home during the episddeace. However, at the end of the
episode, arrangements must be made for the medwaild to be stored permanently
in an appropriate location. This should take aotaf the need for the medical
record to be incorporated in hospital records {palrly for hospital programs) and
be available for audit and evaluation.

It is increasingly recognised that HITH care shoodd necessarily be limited to the
patient's home. For example, options for resideitaged care facilities to receive
HITH care or for patients to receive HITH care inemporary place of residence
should be available.

There is a lack of consistency in the ways thabuese use and clinical performance
data from HITH episodes are collected and reporfBaere is an urgent need for the
development of an agreed minimum data set for HA€Hbss Australia.

A measure of acuity is necessary to assist progmametermining which patients are
suitable for HITH as well as determining expectedource use, and permitting
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comparisons across programs. AN-DRGs are apptepf@ classification and
costing of total episodes of care (HITH and hodpibat are not necessarily good
indicators of the level of acuity or intensity oésource use within the HITH
component alone.

Related to this is the need to establish a setgodéeal performance indicators for
monitoring and evaluation of HITH programs. Thet sf performance indicators
must be sufficiently broad to incorporate the raafjeliITH programs, while allowing
for benchmarking across programs. This consultascpmmends a set of clinical
indicators which could be used as a basis for dgvwed HITH benchmarks.

There remains a strong need for detailed comparatwvaluation of HITH and
hospital care within Australia in a range of diffet settings. This should include a
multi-centre randomised controlled trial.

Funding arrangements

With the wide range of HITH programs across Ausdraind State/Territory differences
in funding arrangements for hospital and healtlvises, there is enormous variation in
the funding of HITH care across programs, includbigck grants, per diem, casemix
payment (generally for HITH and hospital care),emiive funding and fee-for-service.
Often a single program has a mixture of fundinguegements. It was not appropriate
within this consultancy to recommend a particutarding arrangement. However, it was
possible to identify key funding issues and a defuading principles for HITH, as
outlined below.

Because HITH overlaps with hospital and communigsdad care, HITH may

substitute for a range of different services whaca currently funded from different

sources. This creates a potential barrier to esipanof HITH because of concerns
about cost-shifting or because payment for someicg= is precluded by existing

funding arrangements. Equally, there is a risk Hi@H provision can be driven by

perverse funding incentives. There is a strongraent for Commonwealth and State
governments to cooperate in identifying the ardasverlap. Pooling of funds from

different programs may be appropriate.

To ensure that relative costs are assessed apgedprand to reduce incentives for
cost-shifting, it is desirable that all HITH semwgare funded from within the HITH
program. It may be appropriate for this to incluskrvices provided by general
practitioners and specialists, which would normdlly funded under the Medicare
Benefits Scheme. This would require the differamding agencies to agree on
pooling of funds for HITH services.

If medical practitioners are to be encouraged toinwelved in HITH provision,
medical remuneration needs to take account of ddéianal time required for HITH
provision (compared with usual consultations).

Ideally funding arrangements for HITH should be sistent with funding
arrangements for hospital services (which may bgwuiubased or global-budget
based).

Regardless of the level at which the HITH progranfuinded, the pool of funds for
HITH services should not be separate from overmdlpital funds. The incentives to
assess the relative costs of HITH and inpatierd eae increased if the responsibility
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for paying for these services rests with a singlmiaistrative unit (clinical division,
hospital or region).

» Because the establishment costs of HITH are hightlaere is often resistance to new
methods of service provision, there remain stromguments for some incentive
funding for HITH, to cover the establishment costdowever, such funding should
only be provided where the facility can make argjrbusiness case for the value of
HITH, including identification of mechanisms fomig-term funding of HITH.

* Funding arrangements for private sector provisibRIdH and for private insurance
coverage of HITH need to be clarified, to ensue #il patients have access to HITH
services where they are appropriate.

Models of HITH provision

Using the information gathered in the first parttbé consultancy, six models were
constructed, representing a broad spectrum of simviof care using HITH. The models
were evaluated using pre-determined economic amdenonomic criteria (see Section
5.2). In doing this, the strengths and weakneskearmus models have been highlighted
and some preferred attributes of a HITH programehiaeen identified. It is clear from
the evaluation of the models and the summary ehgths and weaknesses, that there is
no single preferred model for HITH in Australia. Wever, under current arrangements,
hospital-based models have some advantages ovenwoity-based models. Hospitals
are more likely to have clear lines of accountgp#ind medico-legal responsibility, and
the establishment of procedures and protocols d¢ateacare is facilitated by a hospital
setting. Because hospitals are the traditionaVigess of acute care, hospital staff may
currently be more equipped to provide HITH, andickl acceptance of care in the home
may be greater when the clinical control of thegpam is hospital based. Because of
historical institutional and funding arrangemertigspital based models provide less
opportunity for cost-shifting. Managers of hospltased programs may be more aware
of the overall resource implications of HITH becamiadditional, rather than substitute
care, and there may be greater scope for the apgi®pesource shifts to occur.

This should not imply that future HITH programs slibonly be set up as hospital based,
because there may be many longer terms benefiteramunity based programs. There

may be greater flexibility in community based piergs, because of greater experience in
providing care in the home. Community based prergdvill have greater awareness of
the issues faced by people who are coping withallth in the home. In addition, the

cost structure of community care may ultimately méaat it is a less expensive way to

provide HITH. Many of the overhead costs suchhesdost of cars may be able to be
shared with existing community services. A comrtytbased program may be able to

cover a much larger geographical area than a labdmsed program. Thus, there are
strong arguments for Commonwealth and State/Teyrgovernments, and other relevant

agencies to examine ways in which financial andaoigational arrangements could be
modified to remove impediments to community-basé€tHHprograms.
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Recommendations

Each recommendation is numbered in the order ichvihiappears in the report, with the
relevant chapter and section number in brackets.

Definition (1.2)

1. That the definition outlined in the executive sumynae adopted as suitable for
operational and funding purposes for HITH in Aulsira

Ownership (4.1)

2. Ownership of HITH programs should be clearly defirand responsibility for a
HITH program should be held by an identified legality within the health system.

3. There should be clear lines of medico-legal resibditg for HITH patients,
equivalent to those for hospital inpatients.

Procedures and Policies (4.1)

4. HITH specific policies and procedures should beettgyed and used by all HITH
programs. The responsibility for developing thelseuld be with State/Territory
Health Departments to ensure consistency withinHHpfograms.

5. The Commonwealth should consider providing supfaora national clearinghouse
for policies, procedures and clinical pathwaysdtilitate consistency in policies
and procedures across Australia.

Organisational Issues (4.2)

6. HITH programs should ideally have high level suppathin hospital or health
service management.

7. HITH programs should provide ongoing inservice paogs and training programs
for HITH staff, including GPs involved in the pragn.

8. Hospitals and health services establishing HITHyjpms should recognise the
need for a wide range of health professionals dginly nursing, medical, allied
health, pharmacy and others to be available to Hyatients.

9. Funders and managers should recognise that HImHbegrovided in locations
other than the patient's home.
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Patient Management (4.3)

10. Clear admission criteria should be establishedHidiH to ensure that only suitable
patients are admitted into HITH programs.

11.HITH programs should have established monitorirgjesys to ensure that there is
adherence to admission criteria.

12. Appropriate discharge, referral and post dischatgeegies should be established.

13.The State/Territory Health Departments should hagponsibility for facilitating
the development of admission criteria, policies pratedures for referral and
discharge and for monitoring adherence to admissiberia

Patient Consent (4.3)
14.Patients must be provided with an opportunity t&enan informed choice.

15.Programs should have arrangements to ensure thaottsent of the patient is
based on explicit negotiation of the plan of cazeneen the providers, patient and
carer, with clear information about the rights aespbonsibilities of all parties.
Given the specific nature of HITH, it may be apprate for this to include a signed
consent form for admission to HITH care.

Communication (4.3)

16. All care provided in a HITH episode should be reledl in the HITH medical
record, by all care providers. This may be faaiétl by keeping the medical record
in the patient’'s home during the episode of care.

17.Mechanisms must be available for medical recordsetmmcorporated in the hospital
medical record if the program is hospital basechewthe program is community
based a mechanism needs to be established to lyextore the record, and to make
it available for the purposes of audits and retid¢® provide clinical information
(for example, if the patient is admitted to hodpita

18. Systems for the permanent storage of HITH recoralst ioe established to ensure
availability for future care, and for audit, evaioa and medico-legal purposes.

Funding (4.5)

19. There should be consistency in the funding arranegs for HITH and inpatient
care to reduce incentives for cost-shifting.

20.To reduce incentives for cost-shifting, financie$ponsibility for HITH and
inpatient care should rest with a single entitgedlly this should be as close as
possible to the level at which clinical decisions made.

21.Funding arrangements should reflect the costsrofcgeprovision. This is
particularly important where funding is throughpaised.
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22.Funding arrangements should be consistent acregauthlic and private sectors.
That is, access to HITH should not be constraineditberences in funding
between the sectors, and patients should not loastesinge status to access HITH.

23.1f incentive funding is provided, mechanisms shdugdput in place to ensure that
resources freed up will be diverted to HITH in theger term, to provide viable
long term funding once the incentive program ends.

24.Incentive funding should be time-limited and shooédlinked to requirements to
evaluate costs and outcomes of HITH.

25.Funding from different sources, such as hospitdl@mmunity sectors, PBS, and
MBS should be pooled in the provision of HITH, whaill these components are
involved in HITH. Thus all care and medicationdl we provided by HITH. In
order that the appropriate funds be included inptha for HITH, the following
should be evaluated:

- The quantum of public hospital, community serviddBS and PBS funds
which could legitimately be pooled under a HITH gmam;

- The impact of HITH in terms of costs to the healystem as a whole and to
both Commonwealth and States; and

- The mechanisms for net savings, if any, betweeiCtthramonwealth and
States.

Such an arrangement should be subject to clinftlegonomic evaluation before
wider implementation.

26.Consideration should be given to creation of a MadBenefits Schedule (MBS)
item(s) and fee(s) that recognises additional corapts of care within HITH
programs such as team conferences. Such a fed beulised as the basis for
remunerating private medical providers involvediTH programs, or, preferably,
for pooling of funds for HITH care.

Monitoring (4.5)

27.There is an urgent need for development of a mimrdata set for HITH. Data
should be collected which permit monitoring andleation of the inputs (including
costs), processes (including the acuity level diepés) and outcomes of HITH care.

28.The Australian Council for Healthcare Standards K¥S} guidelines and clinical
indicators should be used as a starting pointferdevelopment of consistent

HITH-specific standards of care.

29. A measure of acuity suitable for use in HITH pragsashould be developed.
Consideration may be given to the tool currentlgemdevelopment at the Victorian
Centre for Ambulatory Care Innovation (VCACI).

30. As part of patient/carer evaluation, HITH providarsl programs should explore
issues of information, choice and the positive aegative aspects of being a HITH

patient/carer.

Commonwealth Consultancy to Advance Hospital irHbme



11

32.Indicators should be developed that:
- Enable comparison to hospital care for the samdition/ treatment
- Enable comparison between HITH programs
- Enable acuity differences across programs to beusted for
- Are able to be collected and recorded

31.A list of indicators, drawn from the literature athé survey responses, are
recommended for consideration for benchmarkinges€hinclude:
- Transfers to the hospital while in HITH program
- Readmissions (to HITH or hospital) - within 1 wesatd 1 month post
discharge from HITH
- Number of unplanned home visits
- Unplanned GP or clinic visits
- Adverse events — falls, medication errors, phlisbiti
- Complications - infections
- Measurement of LOS — both the hospital and HITHiporof stays
- Frequency of cases
- Diagnosis (es)
- Number of treatments provided
- Number of visits
- Type of care provided
- Origin of referral
- Costs — direct, overhead
- Experience/evaluation of patients, carers, GPsstaftl
- Functional status measurements, functional levphtients at discharge (in
rehabilitation HITH programs).

Evaluation (4.6)

33.HITH should be the subject of rigorous, well-degidrevaluations that allow a
comparison of HITH with inpatient care and betwesdels of HITH care. This
would be best achieved by a pragmatic multi-cersmelomised controlled trial with
prospective economic evaluation which should be:

- multi-centred to capture differences in costs amdames relating to
different conditions for health service provision
comprehensive in assessment of costs, but proulbedsting information to
allow for sensitivity analysis (for example in teymof impact of scale and
scope economies)
recognise a societal perspective
incorporate patient costs
comprehensive in its assessment of consequenchg]imy patient and carer
preferences

Preferred Attributes (5.5)

34.Individuals or organisations considering estabfigra HITH program should
critically evaluate whether the patient populatrearrants such a program and
whether there is sufficient existing (or potentigipical support available to sustain
it.
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35. Individuals or organisations considering estabfigra HITH program should
critically assess whether there are strong reasonave a community rather than a
hospital program. In general, hospital progranesmaore likely to be successful
under current arrangements.

36.Commonwealth and State/Territory governments shewldk together with other
agencies to identify ways in which financial andamisational arrangements could
be modified to remove impediments to community-daderH programs.

37.1f a hospital program is the preferred model, iniportant that the organisation
ensures that a key senior individual is willingcteampion and administer the
program. In addition, the hospital must acceptioetegal responsibility for the
patient (ie. ensuring the patient has the legalistaf an inpatient). It should also
provide resources to ensure community workers @ansudted in the provision of
HITH.

38.1f a community program is the preferred models iimportant that the organisation
ensures that the preferred features that arisedpital models can be incorporated,
particularly clarity of funding, clear lines of ammtability and medico-legal
responsibility and appropriate procedures and pado

39. Commonwealth and State governments should addreslsamisms to coordinate
funding arrangements for HITH. There is a strorgueent for various levels of
government involved in HITH related care to coopera identifying areas of
overlap and considering mechanisms to pool fundsed cost-shifting.
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Chapter One — Introduction

1.1. Overview of Report

In July 1998, the Commonwealth Department of Headthd Family Services
commissioned the Centre for Health Economics Rebeand Evaluation (CHERE) to
identify and document Hospital in the Home (HITHare& models nationally and
internationally. The purpose of this consultangswo examine the appropriateness of
this form of care for acutely ill patients and t@ke recommendations about how to
increase the utilisation and cost effectivenesseobices. In this report, the outcomes of
the consultancy are presented. Chapter One pddeoverview of the report and a
definition of HITH. For the purposes of this projecare provided to post-surgical,
medical and rehabilitation patients was includethadefinition of HITH thus excluding
palliative care, obstetrics and psychiatric patentn Chapter Two, the Australian and
international literature on the clinical and coBeetiveness of HITH is reviewed.
Chapter Three consists of the results of two swvapout HITH and information
gathered from consultations with stakeholders. Qhapter Four the issues and
implications arising from this information are dissed. Chapter Five introduces six
potential models of HITH care. These models asduated using a set of economic and
non-economic criteria. The paper concludes wisieteof recommendations on models of
care.

1.1.1. Rationale for the consultancy

This chapter fulfils a number of purposes. In fingt part, the reasons for undertaking
the consultancy are clarified. It is importanutaerstand how the Australian health care
system and HITH connect before examining the curs&tus of HITH in Australia and
assessing its potential for expansion. In the sgquart of the chapter, a definition of
HITH is proposed.

The complexity of health services funding arranget:ién Australia is well documented
elsewher® 2. There are, however, a number of areas of ovédrtapeen jurisdictions
and existing programs that are relevant to HITH.

Although the States/Territories are responsibletlier delivery of hospital care, general
practitioners, specialist services and pharmacastigsed in the community are funded
by the Commonwealth Government through the MedicBenefits (MBS) and
Pharmaceutical Benefits Schemes (PBS). Some niedidgpharmaceutical services are
provided through hospital outpatients. Howevedarmmthe new Australian Health Care
Agreements (AHCA), there are limited circumstaniceshich fees may be charged for
services provided to public patients. For examjaterelation to pharmaceuticals, a
hospital can charge the patient the PBS co-paymgon discharge or if the patient is
classified as a non-admitted patiefit.

Currently about 42% of all hospital separationsrespnt private patients treated in
private or public hospitdfs Due to the lack of existing arrangements for HIif the
private sector, these patients have limited acte$tiTH programs except by changing
their status and becoming public patients.
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In Australia, self-insurance, health insurance &rahd other third party insurance
predominantly fund allied health services (primafhysiotherapy). Although limited,
allied health services (physiotherapy, occupatioti@rapy, speech pathology and
dietetics) are available through hospital outpasieand community health servi€es
However, under the 1998 AHCA, hospitals may be ableharge for outpatient allied
health servicéd.

The Department of Veterans Affairs (DVA) is respbiesfor the provision of health care
services for veterans. This care is provided prilsnan either public hospitals or private
hospitals with which a contractual arrangementtfa provision of care exists. The
DVA compensates the hospitals for the provisioncafe to veterans and is also
responsible for the funding and provision of neagssommunity care.

It is important to use clinical, economic and otlkeealuations of HITH as a basis for
considering how it might be organised, funded anglémented in Australia. In Chapter
Two, the clinical and economic literature is calig appraised. In addition, a number of
evaluations recently undertaken in Australia avéerged and their results summarised.

The development and implementation of HITH typesdar Australia has had a variable
course (see Chapter Three). In Victoria and Soutstralia, HITH has been adopted as a
state wide program and financial incentives andemtimeans of support have seen
programs develop and expand rapidly. In othereStand Territories, individual
hospitals, community organisations and groups oWigers (eg. Divisions of General
Practice) have been allowed and/or encouragedviel@je programs at a local level.

In the course of this consultancy, stakeholderstitied important issues in a variety of
different aspects of HITH. In Chapter Four thessues are clarified and discussed in
some detail.

Six models of HITH are outlined in Chapter FiveheV are based on models of care used
in Australia and overseas. The models, range foom where a hospital “owns” the
HITH program in its totality, to one where the coomity sector “owns” and operates the
HITH program.

The models have been assessed using economic amdcanomic criteria. There is
overlap between some of the criteria and the asssdshas been undertaken at a
relatively general level. It is hoped that poliakers, planners and providers considering
the introduction of HITH and its most appropriatenh in a local context can use the
models and assessment criteria to assist theisidaanaking.

Because of the variable way in which the healthesysoperates across different States of
Australia and the geographical differences betweban, rural and remote Australia, no
one model of HITH can be recommended. Howeveregthee some preferred attributes
or features of models which, if adopted, will erstinat the criteria of efficiency and
equity, are likely to be met. In addition, someammendations about optimal
organisational and operational arrangements arematiese and the recommendations
of this report are discussed in Chapter Five.
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HITH as it exists today is primarily a public seciorogram but there is increasing
interest in HITH from the private sector. Thusstiheport deals mainly with the public
sector although a section of the report is devaiegsues pertinent to the private sector.

Data for this project was obtained from severakrses! including reviews of the clinical,
economic and other evaluative literature. Congohiat and discussions were held with
stakeholders, including hospital and health servitgnagers and administrators and
providers of HITH. Two surveys were used to gaipacific information about HITH in
Australia. One was sent to the State/Territory [tHe®epartments and another to
hospitals and other organisations offering HITHeyprojects. The surveys requested
information on types and volume of care provided am organisational and quality
issues. The Victorian Department of Human Servieggiested that HITH programs in
Victoria not be surveyed as they had recently etited. Information about Victorian
HITH programs was obtained from a number of audiittheir programs but the data is
not always in the same format as the survey data.

In the initial stages of the consultancy, an IssBaper was produced. This document
canvassed the issues from economic, contextualjrfgrand organisational perspectives.
It was used as the basis for discussions with bta#lers and provided the background to
further assessment of how HITH is organised in Aalist in both the public and private
sectors. A Steering Committee and a Clinical Refee Group who provided valuable
advice and feedback have supported the consultancy.

1.2. What is HITH?

It is necessary to clearlynderstand what HITH is before determining whatgpams
exist in Australia and making any recommendati@nthe future of HITH. HITH covers

a broad range of programs, settings of care, tygfeproviders and organisational
arrangements. Thus, an important first step i pinoject was to develop a definition that
is both comprehensive and useful. Currently, thereo widespread agreement about the
exact definition of HITH. However, it is generakgreed that HITH should be defined
as a substitute for acute inpatient care, thataukl be undertaken in a place of residence
and that it should require the skills of healthfpssionals.

After reviewing the literature and consulting theojpct's Steering Committee and
Clinical Reference Group, a definition was proposauch is a modified version of that
used by Shepherd and llffe in the Cochrane Revig#d97) of the effectiveness of
HITH®:

Hospital in the home involves the provision of acoare interventions to
patients in their place of residence. These ir@ptions require health care
professionals (ie. doctors, nurses) to take anvagtart in the patient’s care.
The place of residence may be permanent (own hame) place of

temporary residence such as with family or accomatiod near the hospital.

Hospital in the home is a substitute for acute carevided in the hospital,
thus if it did not exist the patient would be adedltto the hospital or have to
remain in the hospital. The program must also hgvevision for an
appropriate level of emergency back up.
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I Recommendation Il

I 1. That the above definition be adopted as suitétnl operational and funding purpose

for HITH in Australia.
sl |
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2. Chapter 2 — The Evidence for HITH

In this chapter, a brief historical overview of HHTs followed by a review of the current
evidence about the relative clinical and cost ¢iffecess of HITH. Australian and
international literature in the form of peer-revehpapers, published reviews, audits and
evaluations of HITH were collected and reviewed.heTclinical effectiveness and
economic evaluation literature was critically apped.

2.1. The development of HITH

Hospital in the Home is part of an internationa&ntt to move away from institutional

provision of health care that has developed inpdmt two decades. Many of the factors
that produced an emphasis on hospital care have rsoently contributed to new ways
of delivering acute care.

Since the 1950s, improvements in pharmaceuticadssangical techniques, along with
the development of management and organisationaitstes to provide care for large
numbers of the sick, have led to the increasedafiseospitals and the concomitant
growth in the number of hospitals. The availapilif effective and efficient care in
hospitals, combined with the reluctance to provddee elsewhere led to the attitude that
most health care for serious illness is best pexvidithin the hospital setting.

In the 1980s and 1990s, these same factors haveedaa shift to other settings.

Developments in technology and changes in conspneéerences combined with a push
for economic efficiency can be seen to have couteith to the shift to programs such as
HITH. The development of infusion pumps safe fame use, new intravenous

antibiotics that are administered only once or énvper day, advances in information

technology and surgical techniques all permit eadischarge from the hospital (and in

some cases avoid admissi@itogether). In addition, the improvements in home
sanitation, heating and availability of telephopesvide settings which are amenable to
care being provided in the home.

Perception of the limitations of hospitals has atgtuenced this trend. Hospitals may be
impersonal and bureaucratic, have confused linesawthority and not facilitate
communication between staff and between staff atems. As well, there is increasing
evidence of nosocomial infections especially in ey young, the old and those with a
deficient immune systeffi. Changing demographic patterns of cities have elgmsed
new weaknesses — often hospitals are no longeteldoahere need for them is the
greatest as the populations have shifted to théingtareas away from inner city
locations of most major hospitals

When technological advances, shifting demograploiessumer preferences and changes
in practice are combined with these perceived wessas of the hospital system, it is

easy to understand why there has been a growimgesitin care in the home. For

example, there is a suggestion that maintainingetterly in their homes as opposed to

hospitals is beneficial both physically and psyokatally ©.

Increased demand for health care services by am@agepulation combined with the

Commonwealth Consultancy to Advance Hospital iHbe



high cost of constructing and maintaining expendmospitals means that alternative
methods of providing acute health care may neebetdound. HITH has often been

prescribed as a method of providing care witho@ #xpensive infrastructure costs
incurred by a hospital. Finally, individuals magvie a general preference for receiving
care in the comfort of their homes or at least @ahe choice of whether to receive some
of their care in the home.

HITH is available in most countries with Westerraltie care systems. In Australia,
HITH has been developing throughout the 1990s,ismibw wide, if not evenly spread,
with some states such as Victoria promoting itstasefar greater extent than others.

2.2. How well does HITH work? What is the evidence?

2.2.1. Review of the evidence of the clinical effectiveness of HITH

Studies of HITH (which are summarised below witldiidnal information in Appendix
B) have established that this type of care is lBasand at least equally as effective as
traditional hospital care for many diseases. Therdimited evidence that patient
satisfaction is improved with HITH treatment bueté is little evidence that long term
outcomes of HITH are different from those of tramhal care. The effectiveness of
HITH may vary with the illness treatéd® but questions as to the full potential of HITH
remain unanswerety.

Introduction and Methods

Clinical trials of HITH are found in widely disped journals, which reflect the
development of these programs from multiple sourg@snceptually HITH was defined
a considerable time agband trialed with some success. However, thealitge gives
the impression of an interest prompted by developgnoé technology and therapies
coupled with concern to provide care that reducesvoids inpatient hospital care. Thus,
it is often assumed that HITH will reduce costshie health care system.

TABLE 1: CLASSIFICATION OF HITH STUDIES WITH LEVEL OF SUPPORTING
EVIDENCE

Condition / Treatment Studied Evidence Iebel

Intravenous antibiotics I

Deep venous thrombosis Il

Chemotherapy [l

Post surgical Il

Older medical patients I

Rehabilitation: stroke, orthopaedi¢ |

Palliative Care I1*
Psychiatry I1*
Paediatric / cystic fibrosis [l
Obstetric Il
Home ventilation IV*

# Level 1 evidence is strongest (see text)
*Indicates three areas in which additional studiesy be available which may clarify the situation.
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The literature review was conducted systematicalith a search of the Cochrane
Library, Medline, Embase, and CINHAL (years 199®8P The following key words
were used: hospital at home, hospital in the haane, home care in combination with
one of the following terms - random controlled IBjatrials, clinical outcomes,
intravenous therapies, satisfaction and evaluations

HITH programs were classified according to the ¢bowl treated or the organisational
structure of the program. Tableptovides details of the studies classified by tybe
condition and provides details of the quality ofdewice available for each condition.
The evidence levels are those specified by theoNatiHealth and Medical Research
Council (NHMRC 1995). In summary, level 1 evidenseprovided by a systematic
review of all relevant randomised trials, level Adence is based on at least one well
conducted randomised trial and level 3 evidencenddfby trials with a control group of
another sort. The levels of evidence for the sidire noted in the table. There is a
greater chance of bias e number of théevel of evidence increases

Summary

A Cochrane review, constituting Level | evidenceswaublished in 1997. Only 5
studies met the selection criteria for this studyg ¢he authors were cautious in drawing
their conclusions. It was suggested that widespeetgption of HITH was unwarranted
without further evidence of effectiveness. Conoeas expressed that HITH programs
can burden carers. The abstract of this impor&new is included as Appendix A.

Our review of the literature suggests that theieeigel | evidence for the effectiveness of
HITH for rehabilitation, stroke and care for oldeedical patients. The evidence for the
clinical effectiveness of intravenous therapy, deemous thrombosis, obstetrics,
surgical, palliative care and psychiatry is lessviacing but improving.

In conclusion, there is no evidence that HITH pasgs are harmful to patients and there
is some evidence that it may be beneficial to astlssome patients. However, caution
must be exercised when considering whether HITHilshbe expanded to areas not yet
evaluated.

2.2.2. Review of the evidence of the cost-effectiveness of HITH

Introduction

This section reviews the evidence from the litamtn the relative cost-effectiveness of
HITH. There is very little information from wellesigned evaluation studies that
incorporate assessment of both outcomes and cdsts.recent Cochrane Collaboration
systematic review which is referred to in the dalireview’, found only one HITH

study that met their review criteria and measurestsc In that study there were no
significant differences in the overall net healtdrec costs between HITH and hospital
care. Since that review was published, two wellglesd economic evaluations that
would have met the review criteria have been phblis However, these studies provide
conflicting evidence about relative cost-effectiges. Coast et al (1998)found that

HITH costs were lower than hospital costs from bibin health and social services and
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patients’ perspective, but Shepperd et‘afound that the costs of HITH were either the
same as, or higher than hospital costs acrosdftfarent groups of patients.

The criteria for the Cochrane review included theguirement that studies were
randomised controlled trials (RCT). Given the pguof data from RCT studies, it was
decided to extend the literature review of econoemialuation evidence. The final set of
studies which have been reviewed included intepnatiand Australian studies for which
there appeared (on initial review) to be a compargtoup and Australian studies which
included any information on costs. A detailedicait appraisal was undertaken for the
former group (including RCTs), while the latter gpoof studies waseviewed for
relevant information on HITH in Australia.

The evaluation criteria used and the results of ¢hé&cal appraisal are found in
Appendices C and D. While there were a numbertaliss that suggested that HITH
was cost-effective or cost saving in comparisohdspital care, most of these studies had
serious methodological flaws. For example, Bali8kreviewed the home antibiotic
infusion literature and noted that all studies wiamgted in research design, had small
sample sizes (unless aggregated over a numberd)y@cluded very few patients aged
over 65, hach wide range of primary diagnoses and antibipticel measured charges
rather than actual costs.

Very few studies are true cost-effectiveness aealys Most take the form of cost-

minimisation analysis, with clinical equivalencetween HITH and hospital care

assumed (sometimes with no measure of clinicalceffeness, and no comparator
group). A few studies have demonstrated clinicghivalence through a randomised
controlled trial design. However, many studies dat have an adequate comparator
group for measurement of outcomes or resource use.

A number of studies measured costs for the HITHighout constructed hospital costs for

the comparator group on the assumption that patigatild have remained in hospital for

the same number of days they were in HITH (thauged a hypothetical comparator

group)**®- This does not provide any information on how etiéinces in resource use

between hospital and HITH admissions relates tatipea patterns, admission criteria,

readmission rates, hospital acquired illnessegslmraifferences that may arise because
of the different location of care. It is also dfilt to say, a priori, whether the relative

costs of HITH would be increased or decreasedag¢hfactors were adequately taken
into account.

A further problem with economic evaluation studieghat the perspective from which
costs and consequences are measured and valuéensnot clearly specified, or is
narrowly specified. Very few studies include cdstpatients and carers, or even identify
these as relevant components of cost. Becaudeeafidture of HITH, where informal
care may be an important component of care, thas isnportant omission. A number of
the studies that found HITH to be less costly thaapital care did not include informal
care costs or out-of-pocket costs to patients. eVt costs include purchase of
medications or other supplies, out-of-pocket tras@dts, travel time and loss of work
time. In the studies included in this review,yofile included patient costg** ¢ 1% 23
and only two of these had an adequate comparadoigr'?. As noted above, these two
studies provide conflicting evidence about the tieda cost-effectiveness of HITH.
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Tremarin® noted that the findings of their study would hdeen different if informal
care costs had been included.

Another consideration when undertaking or reviewaogt-effectiveness studies is the
impact on the total health system costs. This malude factors such as the flow on
effects of not having to construct new health ctaeilities, possible increases in
throughput and shifts in care provision (eg. frgga@alist to GP, from doctors to nurses).

Summary

Thus, it is difficult to draw firm conclusions akiahe relative cost-effectiveness of HITH
and hospital services from the existing economieation studies. Further, it is clear
from those studies that are well designed thatréhative costs of HITH and hospital
services are very context specific, varying notyamdtross location and setting, but also
across different clinical and population groups.hiM/ there is a need for more better
designed evaluative studies, it is also clearshah studies are only part of the necessary
information for assessing the value of HITH in fhgstralian context.

2.2.3. Australian evaluative studies

Further information about the costs and consequeotélITH in the Australian context
is available from the range of evaluations, reviearsd audits which have been
undertaken at the State/Territory and program lemethe existing HITH programs.
Many of these evaluations are subject to the sagthadological problems as the studies
discussed above (and indeed, most were not set apaaomic evaluations), but they do
provide important context specific information. this section we have summarised the
main points from these evaluations and reviews.

The ACT Department of Health commissioned an evanaof the pilot HITH project
@) This program, which commenced in July 1996,perated by the Surgical Services
in the Canberra Hospital and also provides carpatents from the Calvary Hospital.
The evaluation was undertaken relatively earlyhm life of the project (one year after it
was established) and was limited by small samgle. si This study noted a number of
key organisational issues for HITH, including:

» the importance of the enthusiasm and effort of w key individuals to the
project’s early success;

» the tension between the necessary effort to devellries and protocols,
establish a referral base and develop serviceshenidiput required to provide the
infrastructure to maintain the program;

» the difficulty of coordinating aspects of care axdwo facilities (with differing
levels of staff satisfaction noted in the two faigk);

» ongoing difficulties and concern regarding commatian and liaison,
particularly with medical practitioners;

» Ongoing difficulties with the provision of medicabverage at home with data
suggesting relatively few patients receive medisafvices once they leave
hospital.
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However, the study found that the admission catatiowed for a broad range of patients
to be included, and there were high rates of aecept among patients. Readmission
rates were low and patient and carer satisfactias ligh.

Improvements in length of stay had not been achievmit it is difficult to draw
conclusions given the low patient numbers and geaf DRG based comparisons. The
study examined differences in costs for hospitdy-@umissions and admissions with a
HITH component. For Canberra Hospital patientscibsts were similar, but for patients
at the Calvary Hospital, HITH increased costs. sTihay relate to methodological issues
such as use of DRG based information and small kasipe, but may also relate to
organisational issues.

As part of the establishment of the South AustrAlwbulatory Unit, which co-ordinates
ambulatory services across SA, the South Austrafiealth Commission has funded 28
ambulatory projects, which include a number of HITyge programs. Specific HITH
evaluative projects undertaken in SA include a Camafive Costing Study (Marginal
Bed Days) and an Early Supportive Discharge andaBitation Trial in Stroke
(ESPRIT¥. The Comparative Costing Study included the dgeabjective of
measuring the differences in cost of providing ldet few days of an episode of care in
an acute care setting and in alternative settirgsiursing unit, the home or other
ambulatory care setting). This study found thatrahtive models of care have been
effective in achieving appropriate clinical outcaneontaining costs and meeting patient
and provider expectations and satisfaction. b alsted that it is important to consider
the profile of the target patient group, becaudtural difference and differing views of
health impact on how well alternative models ofecare received. The ESPRIT program
is an RCT comparing the costs and outcomes of lxawed rehabilitation.

In Victoria, the Department of Human Services cossigined audits of the HITH
program in 1996, 1997 and 1998. The 1998 auditjiigtsbeen completed, and results
from all three reports are included in this repoft' 2} The initial report did include
some detailed costing work but much of it involmdgrams with small caseloads. The
second and third audits took the form of a servaralit highlighting important
organisational issues for HITH, including:

» Good documentation across programs of protocols anocedures, but
inconsistent documentation of patient care;

* An improvement in non-compliance with acuity guides and the amount of
inappropriate care being provided in the HITH peogr In 1996/97, 16% percent
of patients were found to be non-acute or receigag which is not a substitute
for hospital care, this improved to 6.7% in 1997/98

 difficulties with recording of admissions;
» reclassification of private patients as public @ats;
* inconsistent application of consent procedures;

* ongoing issues with respect to aspects of emergeackup, particularly prompt
treatment and documentation of situations (althoeghergency backup was
available for all patients); and
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* Requirements for improvement in data recordinge gaanning and discharge
planning in some hospitals.

However, the audits found there had been a gradyaovement of the integration of
HITH programs with the quality improvement proceéshospitals. The 1997/98 audit
also documented a 32% expansion in HITH separdigiween the two audit periods
from 4260 to 11,277.
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3. Chapter 3 — Report on survey findings and consul  tations

In addition to the literature review described adowformation was collected through
surveys and consultations. In this chapter a sumroé the results of the surveys,
consultations and discussions is presented.

3.1. State/Territory survey

The first step was to survey each of the Stateitbeyr health departments (State and
facility surveys are in Appendices E and F). Henéormation was requested about
names and addresses of known HITH programs, funeieghanisms, whether funding
was established or for a pilot project of HITH, wher there were criteria set for the
establishment of a program and whether the progmamsojects had undertaken any
evaluations. In NSW we also sent the State sutvedrea Health Services in order to
obtain maximum information on programs in operation

HITH programs operate at the interface between Comwealth and State/Territory
funded and provided services, and areas of ovespazific to HITH have not been
explicitly addressed. In some programs, it is réponsibility of the agency providing
HITH to meet the costs of all care including metlisarvices. However, in other
programs the potential for cost shifting existsiffddences in HITH programs relate to
how hospital services are funded, to the levelarhmitment to the provision of HITH,
and to the extent that HITH is integrated into ltospital and the community-based care
sectors.

The organisational and funding arrangements forHHEErvices vary both across and
within the States and Territories and this hastétedonsiderable diversity in where and
how HITH programs are provided in Australia. Tbédwing information was compiled
from a survey sent to each State/Territory Depantro€Health.

Australian Capital Territory

The ACT has an established HITH program with resnirrifunding flowing from the
ACT Department of Health and Community Care to lthepitals and then directly into
the HITH program. The funding mechanism is a blgcknt with agreed volume and is
designed to cover total program costs. Hospitdéh&nhome is offered to patients of two
hospitals in Canberra, with the program managedhbySurgical Services team at The
Canberra Hospitd?. The aim of the HITH program is to provide aco#e which was
previously only offered in hospitals, under the towmng care of hospital-based
specialists and prior to formal discharge fromhbspitals. The patients remain the legal
and financial responsibility of the hospitals utiiéy are discharged from HITH.

New South Wales

Currently in NSW there is not a state-wide HITH gmam. In 1998, the NSW Health
Department provided one-off seeding funding foruanber of rural hospitals to develop
pilot HITH programs. The aim of the pilot projestto integrate the HITH program into
the hospital’'s core business after which recurfenting will be provided at the Area
Health Service’s discretion. The funding to thtoprograms is partial (ie. meant only
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to cover the establishment costs). During thetitojects, HITH patients are classified

as if they were inpatients of an acute ward, witlotarge from the hospital occurring

once the patient is discharged from the HITH progradITH programs are available to

and targeted at both Public and Private patienisit s necessary for the latter to change
their status to public patients to access the pragr

The NSW Health Department developed criteria fopséh hospitals wishing to be
involved in HITH pilot programs. The Departmentuéed each pilot site to develop
operational and clinical protocols. These protecmeded to be consistent with protocols
developed for inpatient services but be specifi¢hi®s HITH program. Hospitals were
also required to develop admission criteria foresoing potential patients including
patient consent and discussions with carer/family.

Beyond the recently established pilot projectshia five rural sites, HITH programs are
the responsibility of the Area Health Service (AHSJhere exist a number of funding
and organisational arrangements. Examples of geraants include:

» Block funding of HITH programs by the AHS — eithierthe hospital, the
community agency or to both

* Funding from within existing hospital budgets

* Commonwealth Medicare grants

* Cost and volume service contracts with the AHS or

» Full establishment and operational costs coveremglthe set up period with the
understanding that the funding will be reviewedetite program is established.

Northern Territory

HITH care is provided in the Northern Territory rinothe Royal Darwin Hospital in
conjunction with various community-health centredbDarwin. Care is organised on an
individual case basis through general funding dhldwmspitals and community agencies.
The funding is provided as non-specific HITH furglito the hospital and community
sectors.

Currently there are developed procedures and pslipertaining to patient and staff-
safety, and patient choice and work is ongoinghandrea of clinical pathways for acute
care.

Queensland

Currently Queensland has both pilot and establigledrams operating. The programs,
which may be funded through Districts, hospitals cammunity agencies, are all

allocated resources as part of general fundingoadth the majority of programs were

initially established under pilot project fundingtlvDistricts agreeing to sustain projects
when pilot project funding ceased. HITH patients eonsidered to be admitted patients,
must have a medical record or chart number andnderuthe care of a Senior Medical
Officer who is responsible for the patient’'s cargilidischarge from the HITH program.

Guidelines also state that the patient must satfgfyconditions of an acute episode of
care as detailed in the Queensland health dat@mecy. HITH patients are required to
be formally discharged (with a discharge summary¢mHITH treatment is complete.
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South Australia

South Australia has a combination of establishedl gitot Hospital at Home (H@H)
programs. Established programs are casemix furased the total episode of care
includes both the inpatient and HITH stay. Thiading model is used for HITH type
cases regardless of whether the patient actuakyiped a hospital bed or not. A
Rehabilitation at Home (R@H) program, still undesmleation, is funded based on
episodes of care with two different rates; onetliome based stroke and the other for
home based orthopaedic rehabilitation. The Reit@ioin at Home episode payment
includes any hospital inpatient rehabilitation days

The HITH programs have been established to prosudeacute and post acute care that
otherwise would have required hospital care. Aramge of medical, nursing and allied
health acute care services is included in the HpFéhgrams. Staff must be fully skilled
in the acute and post acute needs of patients.HThid program is available on 24-hour
basis. The Health Unit assumes medical supervisimhduty of care responsibility of
the patient while the patient is in the HITH pragra an exception is if an agreement can
be negotiated with the patient’s GP to providedaes.

Tasmania

Tasmania currently has two established HITH progrémat are funded as part of general
hospital funding. The specific mechanism is DRGetaix based funding where the
episode of care is based on the total length of bth in hospital and in HITH.
Incentive funding does not exist. However, thegpams were initially established under
the Medicare Incentive Scheme.

To date, this State has not undertaken or commisdi@n evaluation however there is
intent to evaluate HITH program. Individual hogfsthave the responsibility to monitor,
assess and evaluate their own programs

Victoria

HITH programs in Victoria are considered by thet&tt be established programs.
Funding is provided to Hospitals or Health Carevideks based on casemix plus a per
diem incentive. In the early years of HITH, manfytlee new programs received an
incentive grant of $50,000.

The Department of Human Services has specific goathe HITH program. These are:

» To provide incentive funding for home based acarec

» To facilitate home based acute care service dexnedof

» To encourage the development of strategies fostis&inability of HITH; and

» To continue to refine home based acute care ptli@ugh program monitoring
and learning from outcomes of funded service degraknt projects and service
audits.

Each hospital sets its target number for HITH paseand is currently paid $50.75/day
for each patient (in addition to the casemix paytneithin that target. If hospitals do
not reach their targets, the money is redistribbeldlospitals that exceed their target. As
only those funds remaining in the pool are redisted, hospitals are not guaranteed a

1 SA programs are referred to as Hospital at Home
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full per diem incentive payment for HITH days owaerd above their target.

There are currently 42 public hospitals across Stege offering HITH services. The
criteria for any facility wishing to establish a H program are that it must be an acute
hospital and the service provided must be an atsmto hospital-based care.

An important initiative was the establishment oé tfictorian Centre for Ambulatory
Care Innovation (VCACI) in 1997. Projects that VClkhas undertaken include:

» The development of clinical guidelines (ie. anaphid and parenteral drug
administration), clinical pathways (ie. hip replamt) and comprehensive review
of cellulitis®®,

» The development of a framework for the developnoéistandards for HITH;

* The development of a resource database and cléarsg for policies and
procedure$”,

* The development of an acuity assessment tool whitdbe trialed by hospitals
in Victoria®®.

Other projects have been undertaken using ServeselDpment grants provided by the
Victorian Department of Human Services. Some exampf the Service Development
projects are:
» Establishment of a Carer Training Centre at TheeélfiHospital,
» Development of Clinical Indicators at Frankston pits;
» Development of a Hub and Spoke Service Model fatiCyFibrosis, Febrile
Neutropenia and overnight oximetry at the Royall@kn’s Hospital.
» Development of strategies to improve access ancgaresponsiveness for
patients from culturally and linguistically divereemmunities at Western
Hospitaf®®

The Department of Human Services has also undertakeit§® 2"+ ?® of each HITH
program in operation. A costing project was funtbgdthe Department in 1998 and is
being undertaken by the Clinical Epidemiology aneiakh Services Evaluation Unit at
Royal Melbourne Hospit&. This project aims to undertake a comparative analysis
of episodes of care and matched episodes in hbspita

Western Australia

A GP demonstration pilot project (called Homewa8®@) has been under way in Perth
since November 1998. The program is a collabagapvwoject between the General
Practice Divisions of Western Australia (GPDWA)e thlealth Department of Western
Australian, the Emergency Department of Sir ChafBssrdner Hospital and Access
Home Care Division of Silver Chain Nursing, the HeaConsumers Council, and the
Osborne and Perth Central Coastal Division of Ganeractice. The GPDWA is the
fund holder and will purchase the necessary sesvicallied health, home care, nursing
and GP services. The initial goal of the progranadmission avoidance for acutely ill
patients, with patients being referred into thegpaon primarily by GPs and through the
emergency department.

During the two-year pilot project, funding will flodirectly to the HITH program and is
intended to cover the total costs of the progrdiere are currently no criteria developed
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for other facilities wishing to establish HITH pragns but the intent is that this model of
care will be transferable to other urban and rarabs. This program will be evaluated by
an external agency after 12 months.

In the pilot project the clinical team is to be led a GP. The team is to provide acute
care equivalent to hospital inpatient care. Nurseed for the program must have

demonstrated the necessary competencies. Worlg@mg to provide any necessary up
skilling for GPs. GPs can either care for theimopatients, have one of the acute care
team GPs care for their patients or, share theatthours with the acute care team.

As well as the Homeward 2000 program there arer dtbgpital-based programs in WA.

3.2. Facility Survey Results

In this section, the results of surveys receivediffacilities offering HITH are presented.
Each facility identified as having a HITH progranasvsent a survey. Hospitals in
Victoria were not surveyed at the request of thetdfian Department of Human Services
as they had recently commissioned an audit of Hrblgrams. Results of previous
audits have been used in compiling informationmtoria.

Information was received from 36 (69%) of the 52ilfaes surveyed; seven facilities
responded indicating that they did not have a @nwgwhich they felt was within the
definition of hospital in the home. Thus no infation was received from nine facilities.
Minimal information was received from 4 of the 3&ilities after a reminder phone call
and facsimile. Multiple surveys were received friour facilities where more than one
program was operating. In total, 43 programs cetepl some or all survey questions.
The information presented in the following tablassnarises some of the survey results,
but readers should understand that this informatimes not represent data from all HITH
programs in Australia. The survey results are Bippnted by information on Victoria
obtained from the various reports on HITH in Viéor

3.2.1. Programs

Table 2, is a summary table, that was created baseihformation received from

completed surveys and data provided by Victoriadbepent of Human Services. A full
list of all hospitals and facilities that completedgurvey can be found in Appendix G; all
42 HITH programs in Victoria are also listed.
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Table 2: HITH programs per state/territory (Non Victoria results as per survey response/
Victoria numbers from Department of Human Services)

State Number
Australian Capital Territory 1
New South Wales 19
Northern Territory 1
Queensland 4
South Australia 5
Tasmania 2
Victoria 42
Western Australia 3
Total 77

3.2.2. Categories of care

Figure 1: Categories of Care in Australia
(excluding Victoria )

Anti-coagulation
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Post Surgical /Wound Care,
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Figure 2: Patient Treatments in HITH Care in
Victoria (Compiled from Table 4.2 KPMG 1999)
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Figures 1 and 2 illustrate the types of care bgmgyided in HITH programs across

Australia. Care can be categorised in many waystiiess or diagnosis, by the type of
treatment provided, by who provides the care, witeseprovided, whether the program

is an intravenous therapy program or uses advateodahology in the provision of care.

The types of care offered in HITH vary from highdpecialised care using advanced
technology such as mechanical ventilators, haerysisamachines, and infusion pumps
to care similar to that provided by community nstsés different types of care require
different skill levels and inputs from health cagmeviders, the type of care offered will

often influence other aspects of the program.
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As the two figures illustrate, despite the use lofhsly different categories, the mix of
cases is fairly similar. Intravenous therapy, pseel and chemotherapy account for
40% of cases in Victorf® and intravenous therapy and anti-coagulant theeagpunts
for 33% of cases in the rest of Australia. A sabgal proportion of care provided in
both is post surgical and wound care.

In this report, HITH programs are categorised ia tbllowing way: intravenous and
other drug therapies; accelerated discharge/admisavoidance, (includes programs
which aim to shorten or avoid admissions such adiacak surgical programs and post-
day surgery programs) and rehabilitation.

Intravenous and other drug therapy

As can be seen Appendix G most programs in Auatddfer intravenous therapy. Such
programs may involve the intravenous administratibantibiotics, chemotherapy, blood

transfusions, fluid replacement, low molecular waigheparin, pain and other

medications. Many programs are closely conneabedepartments such as infectious
diseases, haematology and oncology.

The treatment of patients in an intravenous HITHgpam may require the use of high
technology equipment. The range of technolbgg increased substantially and varies
from infusion pumps such as elastomeric membramappu(disposable and easy for
patients), to electronic ambulatory pumps for hilgbquency antibiotics, computer
programmable pumps for chemotherapy, and pumpadoiinistering pain medications
that allow for bolus doses to be initiated by tlaignt®®. Other technologies include
dialysis machines, phototherapy for neonatal jazsdinechanical ventilators, diagnostic
and monitoring equipment including apnoea monitoasdiac and foetal monitors. The
advance of technology, including devices to aspistsonal care such as remote
controllers of lights and doors allow some verynitlividuals to remain in their homes.

Programs that offer high technology care may havecific staffing requirements.
Necessary skills include dealing with venous accksses and other appropriate
technology, assessing the clinical status of pt#jeand providing education to patient
and family, in addition to coordinating care between providerd family. When the care
is specialised (eg. chemotherapy) it is importantemploy staff who have relevant
experience in the fiefd. Similarly, if the program involves home renahlgsis or
mechanical ventilation at home it is imperativettttee nurses providing the care are
experienced with the technology and the underlgmdition.

Accelerated discharge / admission avoidance

This category is defined as any program that acatede the patient’'s release from the
hospital or avoids admission while providing sulogé care in the home. Examples of
programs may include, but are not limited to camepost-surgical care (including post-
day surgery), chronic lung disease and cystic §isrpatients.

Accelerated discharge type HITH programs create es@pecific issues related to

defining the boundaries of the HITH program. Caida exists over the use of the term
‘discharged’ when a HITH program is hospital adstiered and staffed and the patient
remains the legal responsibility of the hospitBhtients in this setting are not considered
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discharged until they are discharged from the HpFblgram.

It is also not clear what accelerated dischargeadlgtmeans when lengths of stay (LOS)
in hospital are already declining in isolation frarganised programs such as HITH.
Some reasons for the overall decline are changesimology (ie. laparoscopic surgery),
changes in practice patterns (ie. earlier mobibsapost-surgery), and new drugs (ie.
shorter-acting anaesthetic agents). The naturelingein LOS is often erroneously
referred to as early discharge. Accelerated drgehim the context of HITH occurs when
a patient is recognised as still requiring acutspital type care, albeit at a less intense
level and is able to receive this care at home.

Rehabilitation

HITH Rehabilitation programs usually offer rehataitive care to post-stroke or post-
orthopaedic surgery patients. Donald (1995pffers an example of such a HITH

scheme, involving nursing, physiotherapists, octiopal therapists and rehabilitation

therapists. The team continued rehabilitationyjoled support, advice and education to
the carers at home, and gave basic care. Patemigined in the scheme for up to 4
weeks if necessary. There are several exampleshabilitation programs in Australia,

including those in Adelaide, Perdmd Sydney.

3.2.3. Ownership

The international literature provides many exampiedifferent types of ownersHifs*.
Programs may be ‘owned’ by: a hospital (public oivgge), an organisation totally
separate from the hospital (extramural hospitatsnraunity sector, General Practice
Division), by an Area/District/Regional Health See; the State/Territory, any
combination of the above; or by private enterprise.

A key message that emerged from the literature, shveys and discussion with
stakeholders was that regardless of who owns thgrg@m, a strong advocate for the
program is required within the senior administmatiaf the organisation. Reviews of
HITH have reported that in order for the progransucceed there needs to be at least one
committed person to be the driving force for thejgect®®. This is often the case when
any new program is establisheshd continues as long as uncertainty about clinical
effectiveness and safety remains.

Table 3: What organisation operates the HITH programs - Multiple answers were allowed;
not all survey respondents completed all questionsulBefor Victoria, unless otherwise indicated, were
obtained from the various KPMG audits.

Organisation ACT | NSW | Qld SA Tas NT WA | Total Vic
Survey
response

Hospital 1 147 |3 2 2 1* 3 26 42

A community agency 4” 1* 5

Other 1

[JOne program is joint community and hospital
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In Victoria, all programs currently are operatedabfiospital but in NSW and WA other
agencies have set up HITH programs.

3.2.4. Classification of patients

How HITH patients are classified is closely relatecwnership. Classification refers to
whether patients are the responsibility of the ltaspcommunity agency, GP, or the
HITH program itself

Table 4: Classification of HITH patients (not all survey respondents completed all questions)

Patient classification ACT | NSW | Qld SA Tas WA Total | Vic
Survey
response

As hospital patients 1 9 1 1 2 3 17 42

As community agency 5 5

patients

HITH patients 7 2 1 10

Other 1 2 1 4

Several survey respondents commented that thedhclarity as to who had ultimate
medico-legal responsibility for patients in theifTH program was stressful for the staff.

Another important issue was the extent to whichliexpatient consent to HITH was
required. Although it is a requirement of the ditan Department of Human Services
that all HITH programs obtain patient consent, eer¢ audit of 922 medical records
found that 62% had signed patient consent formgherchart?®®. As Table 5 indicates
47% of programs in the rest of Australia requiréigras entering HITH to sign written
HITH-specific consent. Only 12% of programs requhrat the carer should consent.

TABLE 5: NUMBER OF HITH PROGRAMS REQUIRING SIGNED CONSENT FORMS
(excluding Victoria)

Yes (%) No (%)

Patient 16 (47) 18 (59

~"

Carer 4 (12) 30 (89)

3.2.5. Funding/payment

As is shown in Table 6, funding arrangements fofHivary across Australia. This is
largely determined by the differences in fundingl arganisational arrangements for
hospital and community health services. In the AG®duth Australia, Tasmania and
Victoria, HITH programs are primarily funded on asemix basis (with the addition of
some incentive funding in Victoria). In NSW, Quekmd and Western Australia
funding arrangements range across fee-for-serpiagnients per visit), block grants and
service agreements and, in some instances, thanturidr HITH programs is main-
streamed within the recurrent hospital budget. &pnograms are or have been funded
with Medicare incentive funding.
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TABLE 6: SOURCES OF FUNDING FOR HITH (not all survey respondents completed all
questions)

ACT NSW Qld Tas SA WA Vic

Casemix 2 4 1

Casemix and 1 42
incentive

Per visit 2

Block grant 8 1 1 2
funding

Service 1 2 1 1
agreement, cost
and volume

Other — AHS, 5 1 4
Medicare,
Hospital funded,
GP project grants

The survey also asked questions about how docters weimbursed but this question
was only occasionally answered. In the instantegms answered, the answers ranged
from salaried, sessional, to fee-for-service pathtwithin the HITH program but more
often outside of the program.

In order to understand whether HITH programs cavehe total costs, we asked about
the extent to which the programs covered prescnibedications. The responses indicate
that a majority of programs require the patientp&y for at least a portion of their
medications.

TABLE 7: NUMBER OF HITH PROGRAMS COVERING COSTS OF PRESCRIPTION
MEDICATIONS (not all survey respondents completed all questions).

ACT |[NSW |QId |SA | TAS | WA

Yes 5+ 2 1 2 1

No 1% 164 1 2% 4%

Notes:

+ some facilities qualified this statement in stgtpatients may pay a dispensing fee

#Despite the fact that most hospitals respondedortbis question several qualified their answeream& programs
provide anti-coagulants and antibiotics sometinteser the medications administered by the progmremaer newly
introduced medications but the patients take tl&n normal medications, supply 3 or 5 days of adstened
medications, patients have to pay $3.20 per script.

t Medications are charged to the wards (not the-HHdfogram)

3.2.6. Delivery of care

As discussed above, a variety of administrativeicttires are employed for HITH.

Separate from this is how the HITH program is s@ff Staff may be employed by
hospital, community or independent agencies. afie combinations of staff may be
used, depending on the type of care being offeretthe way the program has been
organised. HITH programs also vary in the extenwlhich care is provided solely in the
home environment or by a combination of home catedinic visits.

i) Whose staff?

The source of staff for HITH programs can rangemfriotally hospital-based staff (see
Table 8) to totally community or agency-based togie companies (as in the US). As
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well, some programs draw staff from a combinatibthese sources.

TABLE 8: CARE PROVISION: WHAT ORGANISATION EMPLOYS STAFF? (multiple
responses acceptaubt all survey respondents completed all ques}ions

Employer of staff SA | NSW | Qld |WA [Tas | ACT |[NT
Hospital staff 4 16 3 5 2 1
Purchased Services

District nurses 5

General practitioners 2

Non-hospital allied health 1

Nursing agency 1 1
Combination 1
Other 3
Community Nurses (not purchased) 3 1 1

Of those who replied to the hospital survey, modtaated that they employed their own
staff to operate the program. However, a varidtgtber staff also provide HITH care,
including Community and District Nurses.

In Victoria (Figure 3) the most common model of eavas the mixed model (35%)
followed by the hospital contractor model (25%).wenhty percent of the models
employed only hospital staff. The GP maqdékt tended to use hospital-nursing staff
accounted for another 20%.

Figure 3. Service Model by Program (Victoria) [KRMG, 1996]

Hospital :
20% Hospital Contractor

25%

GP
20%

Mixed
35%

ii) What care/staff?

As Table 9 illustrates, survey data from AustralidlifH programs and discussions with
stakeholders indicate that nurses are the main manaders in HITH patients’ homes
(this reflects the findings in the internationaktature). Some programs rely on hospital-
based doctors (18) while others use patients’ ovids & provide the care (12). The
amount of input from different providers varied dading on the program. For example,
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while programs offering intravenous antibioticsiedl primarily on care provided by
doctors, nurses and pharmacists, programs proviéiady post-stroke or post hip
replacement rehabilitation required more input frphysiotherapists and occupational
therapists.

TABLE 9: WHO PROVIDES THE CARE WITHIN THE PROGRAM?

Provider Frequency (multiple
responses accepted)

Nurses 34
Therapists 10
Doctors

Hospital based 18

Patients own GP 12

GP — not patient’s own 1
Home care workers 2
Patient (taught to provide own care) 20
Carer (taught to administer care) 21
Other (consulting rehab physician, pharmacist ) 2

The survey responses suggest that it is relatieely for doctors to routinely visit patients
in their homes. Two exceptions to this are thenkston (Victoria), and Prince of Wales
Hospital (NSW) programs where regular visits byoatdr are a part of routine c&ré&’.

In a medical chart review conducted as part ofrdoent Victorian audit of HITH there
was evidence in only 44% of the records of provissd medical care while in HITH with

only 19% of these patients receiving this medieaédn the honi&.

In programs where medical care is provided in tbendy, GPs or medical registrars
usually provide such care. In most programs, ptiare required to attend outpatient
clinics or consulting rooms for specialist medicahsultations.

Among current programs, the extent to which a Higadient's GP is involved in care
during HITH varies widely. In some models of céeg. Homeward 2000 in Western
Australia and at the Frankston HospitalGPs direct and operate the HITH program. In
other programs GP involvement ranges from beingedsto take primary medical
responsibility for patients, to attending to catbeo than that directly connected with
HITH. In some programs the GP is simply notifidthtt their patient is in a HITH
program. Most programs have procedures that requintact with the patient’'s GP on
discharge, as with any discharge from hospital. wéicer, the extent to which such
procedures are consistent with recommended “bastipe” and/or always complied with
may vary@”,

iii) Where is care provided?

Separate from how the program is structured and iwhlesponsible for the care, is the
issue of where care is provided. Some programer @fifi necessary care in the home
including the delivery of pharmaceuticals and sigspl At the other end of the spectrum,
some programs only provide nursing care in the hbateequire the patient to attend the
hospital for specialist consultations, physiothgragr occupational therapy, and/or
assume responsibility for obtaining medicationem8 programs also provide HITH care
in nursing homes, hostels or in a temporary pldcesidence.
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3.2.7. The process of providing care in HITH

Although there are some aspects of the processafiding care in HITH that are
generally agreed upon (eg. potentially suitabléeptd must be identified, assessed in
some way as being eligible and ultimately dischdrfjem HITH) there is considerable
variation in approach to the process of care. fbhewing sections highlight some of the
important variations in how care is organised aetivdred. Topics include referral
sources, when patients are considered for admissibiiTH, admission criteria, types of
patient, home environment, discharge, continuitycafe and communication. Also
included here are some reported barriers to HITtHeein terms of allowing the program
to reach its full potential or enabling appropriate base faxpansion.

Referrals

By definition HITH units depend upon referrals their patients. Many programs spend
time and effort in generating these referrals. E&xample, programs employ staff to
identify patients, provide information sessions amdtten material for staff and use
personal contacts to increase and maintain thrautghp

Of the survey respondents most programs identifiedl inpatient departments as the
major source of referrals to HITH. Seventeen radpats indicated that more than 80%
of their referrals were via the inpatient prograriles nine indicated that between 40%
and 80% of referrals were via this source. AltHoufpey account for a smaller
proportion, the emergency and/or outpatient depamtsnare recurrent sources of HITH
referrals as are GPs, community nurses and otl@sauch as pre-admission clinics,
oncology or geriatric departments and private madipecialists.

TABLE 10: SOURCE OF REFERRALS (based on survey responses)

Source of referrals 0-20% | 21-40% | 41-60% | 61-80% | >80% ;é)ictoria‘
Emergency department 12 5 2 18%
Inpatient department 1 5 5 4 17 62%
Outpatient departments 17 1 2 1 1 6%
GP 6 1 13%
Community Nurse 3

Other (pre-admission

clinics, oncology, private 8 3 1%
specialists rooms,

geriatricians)

Assessment

All HITH programs follow a designated procedure fmginning the process of HITH
with patients and/or carers. After a patient ieemed to HITH, the process usually
begins with an assessment of the patient, carertl@mdome environment. In a few
instances respondents indicated that the homesessasd by a home visit, usually when
there was some doubt about the suitability of thenéd. Criteria used in a typical
assessment included evaluating the general laybuheo home (including bathroom
access), availability of telephone and carer suppé few programs require that the
patient and/or carer demonstrate some necessalty pkior to HITH commencing.
Responsibility for the final decision regardinggddility or suitability for HITH varies
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with each program but usually involves a combirmatd medical, HITH team and patient
input.

Consideration for admission to HITH

While inappropriate selection must be avoideds itriportant that HITH be considered as
a potential method of care as early as possibkbénpatient’s episode of care. While

many survey respondents indicated that patientsarsidered as potential candidates for
HITH at pre-admission, pre-operatively or immedhatafter admission, a substantial

number also delay consideration until just priotremsfer to HITH. Such delays may

not maximise the potential for using HITH.

TABLE 11: STAGE OF CARE WHEN HITH IS CONSIDERED (not all survey
respondents completed all questions).

Assessment stage Frequency (multiple
responses accepted)

Pre-admission clinic 23

Pre-operatively or immediately after admission 20

Immediately post-operatively 16

Just prior to discharge 27

Other — as an alternative to admission, medica#liple but need

LT medications, at the time of rehab consultation 7

The extent to which patients have a choice in beéiegted by HITH varies with the
program. While most programs state that the adtera to HITH is in-hospital treatment,
some survey respondents indicated that alternaiivelsded transfer to a post-acute
facility, discharge at the patient's own risk, teetcare of their GP or to community
agencies. In these cases, the extent to whichHtfiél program is a substitute for
hospital care should be questioned.

Criteria for admission to HITH

In Table 12, the admission criteria have been gedupto the following categories:
geographical restrictions, limitations on patiemgdition, care requirements, physical
surroundings and patient/carer willingness. Taidd summarises the criteria and the full
set of responses can be found in Appendiwfere the variation across programs can be
seen.
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TABLE 12: SELECTED CONDITIONS FOR ADMISSION TO HITH PROGRAMS

Geographic Condition of Care Physical Patient/Carer
limitations patient requirements surroundings willingness and
ability
- Live within - Medically - Care - Safe home - Patient
certain area stable, predictable amenable to home environment consent
(catchment area, | - Clear environment - Phone - Beableto
Sydney prognosis - Not live alone | available care for self or
metropolitan area}] - Speak English - Have acarer | - Livesin have willing carer
or LGD) or live with available (if lives | home, hostelor |- Carer
- Live less than| someone who alone) nursing home demonstrates
20 (30) km from | does - HasownGP | - Dischargeto | ability to care
hospital - Bementally |- Requires private residence| prior to discharge
- Livein asafe | competent acute care - Families are
area - Must be - Careis short comfortable with
- Live withina | acceptable to term (7 days or 2 managing care
reasonable nursing and weeks) - Agree to ente
distance medical staff - Daily or BD program
- Normally treatment - Compliant
require - Patient must with treatment
hospitalisation have had an acutg - Patient agreeg
- Positive blood| hospital to be readmitted
culture and admission if complications
afebrile for 48 - Medical necessitate
hours officer must readmission
- Cantoilet self| consent - Has a support
without aids - Treatment not network at home
- Cantransfer | toexceed 60 - Enter program
and mobilise self | minutes of voluntarily
nursing time per
day
Discharge

As with the decision to admit a patient, a decisiegarding discharge is often a team
decision. In many programs, the expected dischdagreis set when the HITH treatment
begins (eg. 7-10 days of IV antibiotics are prdsamt) and is revised only if necessary. In
other programs discharge is determined accordingstablished pathways, criteria or
As when any patient is dischatgeom hospital a summary record
similar to a discharge summary should be produdeidiwwould then be provided to the

clinical opinion.

hospital, the GP and any other relevant parties.

Continuity

Continuity of care and hours of care are an immorteonsideration for all HITH

programs.

may limit the extent to which care can be offeracad®4-hour basis.

Seven survey respondents said that nursing staffrwbavailable 24 hours per day while
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thirteen respondents said that nursing staff waslable 24 hours per day. However
several qualified this by saying patients must oalattend the Emergency Department
(ED). The lack of familiarity with the patients IBD staff may be a limitation to the type
of support that can be offered.

Communication between HITH providers

Communication is important at a number of leveldany programs have regular (ie.
weekly) team meetings where the progress of alept is discussed. Other programs
rely on one to one communications between careigeoyv and doctors.

One method of maintaining ongoing communicatiorthis use of the medical record
which is an important method of maintaining chasn&fl communication and ensuring
that appropriate procedures are followed.

TABLE 13: EXAMPLES OF METHODS OF RECORD MAINTENANCE

Example Main record Progress Notes Permanent Long | Emergency Access
term storage
Community | Main chart in Progress notes at | Community Health | ED staff must
locked HITH office | patient’'s home Centre Office contact HITH staff
(available 24 hours)
Rural Main chart in Locked briefcase Hospital medical ED staff have after
Hospital locked filing cabinet| when visiting records hours access
in HITH department| patient
Hospital Maintained in Progress notes at | Hospital medical ED contacts HITH
patient home patient’s home records team member on
call
Large urban| Kept in HITH office | GPs keep own Hospital medical ED department has
hospital records records (not GP access; daily list
notes) provided of patients
in program
Community | Chart in office Maintained on handg Hospital medical All staff have acces$
hospital / held computers records to information as
sector required
Psychiatric | Locked cabinetin | Never leave hospital Hospital ED staff have acdess
Hospital locked office

Table 13, which presents some examples of recorohtemance in a selection of

facilities, provides some of the variation in methoof collecting and storing records.
Innovative methods are needed to overcome suchssstlimmediate access by multiple
team members, clerical staff and access by ED;shafiy term access for quality

assurance, research purposes and if the patissadsnitted to the hospital.

3.2.8. Program Capacity

Based on survey responses it appears that mostapnegare operating at relatively high
capacity (Table 14) (Program capacity is a morenmggul term for HITH programs
than occupancy level, because HITH capacity is dase staffing levels, not beds).
However, many respondents suggested that there cmasiderable potential for
expansion. If HITH programs are to be viable andeated as part of the spectrum of
care for patients with acute conditions, they néedreach an acceptable level of
throughput.
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TABLE 14: UTILISATION OF PROGRAM CAPACITY OF HITH PROGRAM (not all
survey respondents completed all questions)

Level of capacity utilisation Freguency
25% 3

50% 4

75% 14

100% 11

"new programs — established in 1998

3.2.9. Barriers
Respondents identified barriers (Table 15) to thiatdishment and operation of HITH

(these are very similar to those reported in tteediure). Such barriers may contribute to
low rates of throughput and lack of expansion.

TABLE 15: BARRIERS TO EXPANSION

Perceived barriers to expansion? Frequency
Budgetary /lack of resources 20
Staffing (quantity and skill level) 12
Lack of referrals and/or lack of acceptance by mwadir nursing staff 16
Reluctance to alter practice patterns 10
Other — duplication in service; legal implicatiopspgram needs to be formalised,

patient resistance, fear of bed closures, geograpliinitations 8
Lack of support from administration (or senior nuadistaff) 5
Turn over of medical staff on wards (information) 8

Commonly identified barriers include lack of suppat a senior administrative and/or
clinical level and a reluctance to change pracpaéterns. Also, survey respondents
identified lack of resources, less than full “buny-by clinicians, geographical boundaries
and legal issues as barriers to the expansion DfHI

Lack of resources included the need for more skifiaff as well as the need for more
dollars. Some respondents indicated that keepats lopen (rather than closing those
replaced by HITH) meant that staff did not percehe need for HITH. Other barriers to
the expansion of HITH included the need for anuiefitial advocate (usually a doctor) as
the Director of the HITH program; lack of referralsthe ability to generate them; lack of
understanding and clinical scepticism about theievaf HITH (including the ability of
HITH substitute for in-hospital care); reluctancenhodify drug regimes which would
facilitate HITH and concern over the closure ofited beds.

From the senior hospital administrator’s viewpothg provision of HITH to all patients

who use the hospital may be too complex and/orresipe. Large tertiary centres often
have a patient load arising from a large catchraezd, much of which may lie outside of
the hospital or Area/District/Regional Health Seevi

Recruitment of patients in sufficient numbers tewe viability has been an issue for
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many HITH programs. To some extent this relategheoreluctance of hospital-based
medical practitioners to refer patients to HITH.of their perspective they may feel that
admitted patients are an efficient way for therdetver care.

Program barriers may also be a factor in apprapreterral. Often there are situations
where either the patients or the doctor would tike patient to have HITH care, but the
patient may not qualify because they require aoluiti care such as offered in Post Acute
Care (PAC) or community service programs. In samséances this may be a barrier to
obtaining care from a HITH program.

A number of respondents provided ideas about thtenpal for expansion of HITH
Theseranged from general statements about the largeestmpexpansion of HITH
(providing the principles of safe practice are adteo) to specific amounts by which the
program could expand, or the need to evaluate priograms before this question could
be considered. A small number of respondentdlidéginite plans for expansion.

3.3. Performance indicators
It is clear from the survey that there is curremly gold standard of indicators for

monitoring HITH programs. The following is a summdist of performance indicators
and outcome measures as reported by survey respsnde

TABLE 16: PERFORMANCE AND OUTCOME MEASUREMENTS

Indicators

* Hospital does not have an information system icele be able to captufe
any performance indicators

» Transfers to the hospital while in HITH program

* Readmissions (to HITH or hospital) — within 1 weakd 1 month post
discharge from HITH

* Number of unplanned home visits

* Unplanned GP or clinic visits

* Adverse events — falls, drug errors, phlebitis

» Complications — infections

* Measurement of LOS — both the hospital and HITHiporof stays

* Frequency of cases

» Diagnosis (es)

* Number of treatments provided

* Number of visits

Type of care provided

Origin of referral

Costs — direct, overhead

Experience/evaluation of patients, carers, GPs anfd staf
Rehabilitation programs — Functional status measuresnémctional level of patients at
discharge T

Victoria currently has a minimum data (VIMD) setinformation (which must be
collected for each patient in HITH) includes LOSHITH and hospital, diagnosis, case
mix weight, age, and sex. Recommendations of &ique audit of the Victorian
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program were that indicators such as cost pernteait episode of HITH, source of
referral, nature of services provided, referralceommunity services on discharge, be
adverse clinical outcomes, availability of apprafgiback-up be collectéd

Questions about whether and which quality-of-caemdards were in place received a
variable response from HITH programs. Table 1f8 k®me of the types of standards put
in place by various programs. Many of these repdiche list in Table 16.

TABLE 17: SUMMARY OF QUALITY OF CARE STANDARDS

Indicator

» Satisfaction surveys circulated, infection rates,
readmission rates, number of unplanned home sissits
to GP

* As per hospital standards

* Home care policies and procedures

» Written guidelines for parent / carer ; genericecaaths

« Chemotherapy education written information and grot
for side-effects and for spills, written drug prdoees

» Each discipline has standards — maintained thrstagh
meeting, treatment plans and satisfaction survey

» Satisfaction surveys, clinical indicators

* Examine whether patient completes their course of
therapy, use of on call /call outs; development of
complications, adverse drug events

* HITH unit follows standards for nursing practiceshital
policies and procedures, EQuijBidelines

» As per hospital nursing policy and procedure manual

* Incident report measuring, LOS estimates, detailed
costing, patient satisfaction survey, readmissaias,
unplanned home visits, emergencies

* Required competency evaluations, procedure manual,
patient satisfaction survey

3.4. Provision of HITH in the private health sector

The terms of reference for this project calleddnrexploration of the extension of HITH
to private patients, of private sector issues amdcbmparisons of public and private
sector models of care. The plan was to underthisesusing data obtained from the
Private Health Insurance pilot studies. Howevatadrom the Private Health Insurance
(PHI) pilots was not available within the timefranoé this project. Therefore, in

conjunction with the Steering Committee, a decisizeis made that the project team
would consult with individuals and groups from thevate sector. In this section, a
summary of the information obtained from consuttasi with hospital staff and private
health insurance (PHI) companies is presented.

In Australia, private patients have little or n@ess to HITH. In some States/Territories,
private patients in public hospitals can receivel Hlif they relinquish their private
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status. Patients in private facilities may alswehaccess to HITH if they attend one of
the hospitals that have organised a HITH progrdimere are very few such programs in
Australia, although at this point it is very diffi¢ to determine just how many.

There are a number of reasons that the privaterskas developed only a small number
of HITH programs. These reasons are outlined belmyvare some of the other HITH-
specific issues that pertain primarily to the prévaector. It is clear that many of the
issues raised in the section on HITH in the pubkctor such as quality of care, carer
burden, importance of choice and efficiency are alsrtinent to the private sector.

The following section is based on a number of dismns with individuals working in
the private sector who are currently involved iopding HITH projects or who have
expressed interest in developing HITH.

3.4.1. Legislation

The provision of private health care is coveredanrttieNational Health Act 1953nd
the Health Insurance Act 1973 Under theNational Health Act 1953ealth insurance
funds can only pay benefits from hospital tablasadmitted patients. This means that
health funds have only been able to offer HITH m&w to their members from their
ancillary tables where these rebates are not #iditr inclusion in the reinsurance
arrangements. The Governor-General however, leagaiver to make a regulation under
Section 140(2) of th&lational Health Act 19530 permit specified health funds to pay
benefits from their hospital tables, enabling rebato be counted for reinsurance
purposes. Subsection 140(2) of this Act makes ipi@mv to preclude or modify, by
National Health Regulation, certain benefit arrangets to permit pilot or demonstration
schemes which could lead to an enhancement ofdakhhinsurance industry.

The Commonwealth Department of Health and Aged Careently has under way three
pilot projects for the purposes of which they habéained a regulation under Section 140
(2) of theNational Health Act 1953 This allows the PHI funds involved in the pilats
claim reinsurance for HITH for the duration of thi#ot projects. These projects will be
evaluated at the conclusion of the pilot phase.

However, there is considerable disagreement omtaepretation of the existingct as to
whether or not hospital insurance tables can bd tesg@ay for HITH care. Discussions
with representatives of private health insurancendéu have revealed different
interpretations of the “spirit” of thélational Health Act 1953 While several have
chosen to interpret the Act such that payment fuspital type care in the home, ie.
HITH, is permissible from hospital tables, others haerpreted it as meaning that they
can only pay for out-of-hospital care under the ifawy Table (most to a limit of around
$1000 per member).

Should the national evaluation of the current gevsector HITH pilot programs provide
support for HITH programs within the private sectlmgislative amendments may be
pursued to alter the definition of “hospital” and/thospital treatment”. This would
enable greater flexibility in the delivery of hdmlservices within the private sector, as
these services attract health insurance rebatdsatieaeligible for inclusion in the
reinsurance arrangements.
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3.4.2. Why HITH in the Private Sector?

High occupancy rates and long waiting lists mak&HHhn attractive proposition for the

public health care system in Australia. In thevgié sector, however, where hospitals
typically have lower occupancy rates than in théligusector there is not the same
incentive to introduce HITH. Further, most carevided in private hospitals is paid on a
per diem basis and, as this type of care is oftertgived as additional rather than
substitute for hospital care, there seem to be reasons for the private sector to be
supportive of a move to HITH.

Reasons offered for the development of HITH programthe private sector include:

* Private hospitals may choose to offer HITH as tiweyt to be seen to be
innovators;

* Private hospitals are faced with a demand for HEBrvices from their clients (or
clinicians) who observe that patients treated inlipthospitals have access to
HITH services;

* Private hospitals seek to fill a gap in care (wgtiists may be long for
community-based programs such as those providétAsyC);

» Private hospitals see the increases in PHI costsammise that changes may be
made in funding arrangements in the private sdotogflect changes in funding in
the public sector;

» Private health insurers are moving towards epispdjanent for a significant
proportion of cases. This method of payment welirpit (and perhaps encourage)
care to be provided through a number of vehicles\egte-hospital care,
rehabilitation, and/or care provided in the honme] a

» Faced with rising costs, the private health insoeandustry may be using the
shift to episodic funding as one way of controllgxpenditure.

3.4.3. Funding / Payment

Currently, most care delivered in the private sewagaid for on a per diem basis and
only a small proportion of care is covered by egisgpayment. However, several PHI
funds are moving towards episodic payment for astuial proportion (40-60%) of

hospital cases. With a sustained shift to epis@digment, the incentive for private

hospitals to provide alternative ways of delivercage may be stronger. Our informants
noted that some individual hospitals wishing to amige and/or deliver HITH-type

programs or projects have negotiated episodic paymgh PHI funds but that this was

often a difficult process. It has also been sugggkethat some PHI funds currently require
every patient who wishes to receive HITH type darée individually assessed by their
PHI fund. As well as being resource intensive tfee PHI fund, it does not allow the

provider to plan care for groups of patients reiqgirsimilar care and is unlikely to

advance the establishment of viable programs wijeeenced staff, procedures and
protocols.

Another barrier to the use of HITH programs in tpevate sector is medical
remuneration. Unlike the public sector, where saloetors are salaried, senior medical
remuneration is primarily fee-for-service (FFS) dxhsin the private sector. While
payments for surgical are often episodic, clinisiamormally charge for each visit to a
medical patient. This may become an issue wheieratare transferred to a HITH
program. In HITH, clinicians may not see a patieeguently but are still responsible for

Commonwealth Consultancy to Advance Hospital irHbme



45

the management of their patients, spend considetaié consulting with the HITH team
and supervising the patient’s care. Under theetippayment system they would not be
allowed to claim for those services.

Within the Australian private sector context itpessible that an active role for private
insurers may emerge in commissioning the care pimvi(eg home nursing services) for
private HITH patients. However, this should behvita framework which ensures the
care is a clear substitute for inpatient care, daye explicit lines of clinical
accountability.

3.4.4. Substitution for acute care

In the current financial climate private hospitate often faced with a need to decrease
length of stays and increase throughput but they maé have the same pressure on beds
as the public sector. Thus there may not be tbessity from the hospital’'s perspective
to find a substitute for acute care provision. ref@e, PHI funds have been wary of
HITH as they have not been convinced that its imigetation would result in lower
costs.

In some of the existing programs doctors are requio indicate the proposed length of
stay in HITH, and provide medical authorisationtttiee care is a substitute for hospital
care. With episodic payment, it is possible tié till become less of an issue for the
PHI but the hospitals will find it necessary to ntonthis closely. Like programs in the
public sector, specific admission criteria will dee be developed and adhered to.

3.4.5. Feasibility and viability

Often, private hospitals have relatively small nensoof beds but relatively large
catchment areas. The need to travel long distaiecdsliver care to small numbers of
patients will make it difficult for a hospital toffer a viable program. However, there
may be scope to purchase services from the puétitos especially from specialist or
community-based programs.

3.4.6. Provision of Care

In the same way as the public sector, the privet#os will be faced with the necessity to
maintain standards, develop policies, procedurespathways. Smaller facilities, and
facilities with less incentive to offer a HITH tygeogram may have low throughput
levels, thus making it difficult to maintain the aessary skill levels among their staff.
One option is to rotate hospital staff into the HIprogram but, in view of the opinion

among HITH providers that HITH staff need to deyepecialist skills in their area of

expertise, rotated staff are less likely to develmp specialist skills necessary to work in
the community.

Several PHI informants suggested that they wouldelhgctant to use a third party (eg.
private nursing agency) to provide HITH care ay tfedt that a third party provider may
attempt to promote their services to the hospiliaiatans. Thus, adherence to HITH
admission guidelines may be ignored which may teisuinappropriate patients being
referred to the program.
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3.4.7. Quality

There are no issues regarding quality of HITH-tgpee that are especially pertinent to
the private sector. It is worth noting, howevéigtt as well as improving patient choice
and being innovative; informants from private heslgi regarded maintaining a high
standard of care as an important motivator in aw®rgig and/or developing HITH
programs.
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Chapter 4 — Issues and implications for HITH in  Australia

Chapter three described HITH and the current amamemts regarding its application in
Australia. In this chapter, the issues and imgilices arising from how HITH is currently
funded, organised and delivered in Australia ams@nted and discussed. Initially, the
impact on HITH of overall health system arrangersentAustralia is presented. Then
program-specific issues and implications are canrsid, including issues regarding HITH
that are pertinent to the private sector.

4.1. Ownership of programs and classification of patierd

There are a number of issues that arise in rel&i@wnership of HITH programs:

The acceptance of HITH— On the basis of information from the survey and
consultations, there appears to be greater cliracakptance of hospital-based
HITH programs in Australia. Clinical acceptancengortant to the viability of
HITH programs in terms of ensuring sufficient reéds. This does not mean that
Community Sector programs cannot be successfuilvener, it does suggest that
community programs require strong liaison betwden Community, the HITH
program and the hospital.

Procedures and protocols— The issue of ownership is important in terms of
what procedures and protocols apply to HITH programit is unlikely that
existing procedures and protocols for hospital-dasecommunity-based care are
appropriate to HITH programs. Thus, regardless wheyship, HITH-specific
procedures and protocols need to be establishedhenVpprograms are jointly
owned (or operated), the case for new policiesmndedures is even stronger to
ensure conformity across all staff providing caréhie home.

Specialist versus generalist HITH programs- There is some debate within the
health system about the merits of different HITiFaagements. One such debate
centres on the qualities inherent in providing HI&Bl a specialist program (eg.
for a group of patients with a specific diagnosisjsus its provision to patients
who fulfil the criteria for HITH more generally. Ithough one type of provision
is not intrinsically better than the other, facdig considering the introduction of
HITH need to recognise that one may work bettetheir particular setting than
another. For example, HITH programs operating ajua tertiary hospital may
have the necessary links to providers of highlycepised care as well as having
the patient load necessary to sustain such a prograAlternatively, in
community, base and district hospitals it may beearieasible to operate as a
generalist service.

Medico-legal responsibilities— HITH patients by definition still require acute
care equivalent to that which would be providedainhospital. Thus, it is
important that medico-legal responsibility for thatients is as clear as it would
be if they were being treated in a hospital. Ingditas-based programs, where the
staff are generally employed by the hospital, rasgmlity clearly lies with the
hospital. However, medico-legal responsibilityesd clear for community-based
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programs or for programs with combined respongybili This can create
uncertainty for staff at all levels as well as fiog patient.

Recommendations

2. Ownership of HITH programs should be clearlfirtkxd and responsibility for a HITt
program should be held by an identified legal gntitthin the health system.

3. There should be clear lines of medico-legapoesibility, equivalent to those fc
hospital inpatients.

4. HITH specific policies and procedures shoulddexeloped and used by all HIT
programs. The responsibility for developing thekeuld be with State/Territory Healt

Departments to ensure consistency within HITH paogs.

5. The Commonwealth should consider providing stpfor a national clearinghous:
for policies, procedures and clinical pathways &zilitate consistency in policies ar
procedures across Australia.

4.2. Organisation and delivery of care

Some important themes regarding setting up, organiand delivering care emerged
from the surveys and consultations. These havdidatpns for future arrangements
concerning HITH.

Staffing — The success of HITH relies on good relationshipsveen the clinician
referring patients to the program and the staffl(iding clinicians) providing HITH care.
In addition, the referring clinician needs to bafident of the skills and qualifications of
HITH staff, and particularly, that there are addquarrangements for ensuring that skills
are up-to-date. In current arrangements, hospaséth programs may more easily meet
these conditions. As the skills necessary for H@dome more common and confidence
in HITH programs becomes widespread, this issue lmeapme less important.

* Administrative support — At least initially, HITH programs require strong
management skills and high level support within tiespital system. Thus,
regardless of where the program is based, the astnaitor must be able to
command that support.

» Program control — Perverse incentives can arise if there is séparhetween
the responsibility for accepting and dischargingguas from the HITH program
and responsibility for management of the resouoféise program.

* Nurses— The set of skills necessary for nurses providitigH is diverse.
HITH nurses need sufficient expertise and expegetocbe able to justify their
management of patients to other team members. Skitls necessitate the
employment of relatively senior nursing staff ahd€ may increase average wage
costs for the program. Nurses providing care & tommunity sectors have
different skills from most hospital nurses, andjegi that HITH is a combination
of both community and hospital care, education o are required to up skill
the nurses. As well, in some programs the spsei@din required might preclude
a program being offered for a small volume of pdae This may be overcome if
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hospital speciality staff are available to caretf@se patients or to consult on care
planning. Considerable organisational effort amyjadng communication is
necessary in establishing and maintaining suclogram.

Therapists — In some program$®*Y, especially those focused on rehabilitation
where care is provided by a multi-disciplinary teéeg. post-hip surgery, post-
stroke patients) a physiotherapist or occupatiaharapist may be the care
coordinator. In other programs (eg. IV therapy pmst-surgical programs),
therapists may be required to treat a small progodf HITH patients at irregular
intervals. In the case of the latter it may bdiclift and expensive to maintain
allied health support. In hospital programs thiaynbe dealt with through a
departmental rather than a clinical unit structimeallied health; the therapists
provide services across a number of wards or diraceas. However when this
method of staffing is used for HITH, there may lbafticts between hospital and
HITH demands. As well, those individuals who ardycoccasionally involved
may not feel as if they are part of the regular Hi€am.

Pharmacists— Co-operation and coordination between pharmacsisdactors
is essential. Recommendation of alternative astiits that require administration
only once or twice a day, monitoring of laboratmglues, and assessment for
possible drug interactions are all key roles foanpiacists in programs which
involve the home administration of any pharmaceld®. In addition,
pharmacists may be key advisers to the HITH progregarding newly released
drugs and equipment.

Doctors — As discussed previously, a key issue with respecdoctors’
involvement in HITH is clarifying who has the regsibility (including the legal
responsibility) for the patient’s care. This imb&s ensuring there are clear lines
of accountability (given there may be a number ofgital and non-hospital
doctors involved in the patient’s care).

An important barrier to HITH that was raised in soltations was the fact that the
practice of HITH is not consistent with doctorsuagpractice arrangements, such
as where they see patients and how they managdithei This is especially true
for hospital-based specialists.

Such issues should not preclude non-hospital-baksdors from becoming
involved in HITH provision. In some programs pat& are monitored by GPs
(either the patient’s own or one from a list praddby the hospital) under the
supervision of the Director of the HITH programn éither situation, the GP
should be accredited by the hosgfital In many instances, GPs may welcome
involvement in HITH as they see this as a way qiaexling their own skill levels.
In order for this involvement to be successfuly¢heust be good communication
between the GP and other HITH providers as wetireging education programs.
In WA, a program coordinated by a Division of GeaePractice offers its
participating GPs a support system that allowsst®a more experienced GP.

However, GPs may be reluctant to become involveHllilH because of issues
such as the requirement to provide 24 hour caeen#ed to visit patients in the
home, and concern that they have little contrahef medical management of the
patient. GPs may also feel that they do not haeenecessary skills to monitor
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and treat HITH patients. A further issue is thagrewhen the GP is not directly
involved in the HITH program, he/she may be indisemvolved if a patient calls
upon his/her GP to supplement HITH support. Ifl@HHprogram is to operate
using GPs as the providers of medical care, therogpiate arrangements must be
made for patients who do not have a GP or whoses @8t willing to participate.

GPs sometimes express feelings of frustration tdsvdwospitals and the health
care system in general. GPs are primary care phpsicand see one of their
important roles as adding value to HITH by provglinput to care from an early

stage (ie. prior to discharge from a hospital bed3Ps often have a unique
understanding of the psychosocial and emotionadsies patients and their

families. This is particularly true in a tradit@nfamily practice where GPs are
able to provide input into establishing continuingre for the patient in the

community. Thus, HITH programs that do not invotile GP may be seen as an
encroachment into commonly perceived areas of (@Rrége. On the other hand,
hospital-based specialists may feel as if they tus#rol over patients when care
is being provided in the home by a GP.

In rural settings where bed shortages may not biessare, but doctor shortages
are, there may not be any incentive for doctorsetanterested in HITH programs
if it means taking the time to visit the patientl®e home. This simply may not be
good time management.

Location of care— One of the difficulties in offering a program suah HITH is defining
what it really is, and preventing expansion into{aeute care. It is questionable that the
care being provided in HITH is a true substitute doute inpatient care if patients are
required to travel to the hospital or clinics fodtment.

Some programs have initiated HITH in alternativacpelk of residence (eg. nursing homes
and hostels) either by providing care themselvescting as a resource for nursing home
staff. The scope for the location of care showtbe limited to the home as long as the
necessary support can be provided to the stafpatidnt.

Carers — In this modality of care, consideration needbéagjiven to possible impacts on
carers who play a vital role in the provision ofTHl. There may be both positive and
negative aspects to being a carer in HITH. Formgta, the family may receive

intangible, psychological and financial benefits ¢aring for the patient at home.
However, care may also impose considerable burdeffsese may be of a financial
nature (ie. time lost from work, paying for medioast or supplies) or of a psychological
nature (ie. stress and anxiety). The latter maym@mised by careful selection of

patients/carers and the provision of education ampport. Education such as that
provided by Carer Training Centre at The Alfred pits in Victoria has shown to be

beneficial (personal communication, Lexie Claythb999).

Staff safety — Staff safety was given considerable attention keyfttilities completing
the survey. At a minimum, care providers carry il@ophones, most programs have
developed written protocols and several have astglocedures to follow when making
visits. Other arrangements include a requiremiegit two staff members attend a home
visit, or having security personnel accompany staffhome situation causes concern.
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I Recommendations Il

6. HITH programs should ideally have high levepport within hospital or healtt
service management.

7. HITH programs should provide ongoing inservase training programs for HITF
staff, including GPs involved in the program.

8. Hospital and health services establishing Hipitdgrams should recognise the nefgd
for a wide range of health professionals, includingrsing, medical, allied healtr
pharmacy and others to be available to HITH pasent

9. Funders and managers should recognise that Hiditibe provided in locations oth
than the patients’ home.

4.3. Patient Management

Criteria for admission to HITH — There are two important aspects of criteria for
admission: determining which patients are appr¢@riand determining when in a
patient’s stay they should be considered for HITHbt all conditions and not all patients
with a given condition will be suitable for HITHOne of the most crucial factors in
operating a successful HITH program is patientcele. This requires that patients and
their situations be assessed using a set of eritérhis should include assessment of the
suitability of the patient's environment or familgupport and patient and carer
preferences for the location of care.

It is also important that criteria are used to eesbat HITH is used as a substitute for in-
hospital care. Some survey responses indicatédhdanly alternative to HITH was for
patients to go home with no support. This suggistsHITH is sometimes acting as an
addition rather than a substitute for hospital caMhile HITH programs generally aim to
provide substitute care, this rarely translates sgecific criteria for admission to HITH.
Such criteria could be developed by assessing Hidiiission criteria against the usual
discharge criteria for patients with this conditiorin addition, to ensure that HITH
programs attract all appropriate patients, adnssri@ieria for patients should be clearly
stated, available to all appropriate health camviders (both hospital and community)
and be evaluated on a regular basis.

Recommendations

10. Clear admission criteria should be establisfdHITH to ensure that only suitable
patients are admitted into HITH programs.

11. HITH programs should have established mompsystems to ensure that there i<
adherence to admission criteria.

Discharge from HITH — Questions remain about whether HITH patients areemo
likely to have longer lengths of stay (LOS) tham#dlTH patients and whether such
differences are connected with characteristichefpgrogram or with those of the patient.
Appropriate policies are necessary to ensure thsieqs are discharged from HITH
judiciously. Strategies may include: a requirem#mat specific approval must be
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provided for LOS longer than estimated; the uselinical pathways; and the inclusion of
active assessment of continuing care versus digehair regular team meetings. Such
strategies should also include mechanisms for nafeto other services to ensure that
patients do not continue to be treated by HITH whdess intensive community-based
service may be more appropriate.

Recommendations
12. Appropriate discharge, referral and post die strategies should be establishe

13. State/Territory Health Departments should haasponsibility for facilitating the
development of admission criteria, policies andgextures for referral and discharge
and for monitoring adherence to admission criteria.

Continuity of care — Continuity of care and hours of care are importamtsiderations
for all HITH programs. A traditional community eaprogram, to which patients are
admitted on discharge from hospital, may have redne provide 24-hour care. In a
HITH program, where care is a substitute for adutspital care, the provision of
ongoing, continuous care by qualified staff is arpértant consideration both from a
patient safety perspective and in terms of clinmadeptance. However, a small HITH
program may have limited capacity to offer acces24-hour care. Many programs rely
on a hospital Emergency Department (ED) for afteurk patient care. The ED staff may
lack familiarity with patients and their lack ofaass to records may be a disincentive to
referrals. Failure to provide 24-hour back up careither in person or by telephone -
may lead to reduced levels of acceptance on theoppatients and carers.

The transition between previous providers and tH&HHteam must be managed
carefully. While staff in both community and hadspisectors are familiar with patient
transfers, additional care must be taken with itténty and arrangements for transfers of
acutely ill patients to a place of residence othan a hospital.

Patient and carer education— A Carer Training Centre (CTC) has been establisited
The Alfred Hospital in Victoria following initiale@search which found that the provision
of care-specific technical information and trainisgmportant for the development and
maintenance of patient and carer confidence (L&t&yton, personal communication,
1999). The CTC is available to all hospitals irttdria undertaking HITH projects. The
centre addresses specific carer needs including:

» Training and support in coping skills for carers;
» Empowering patients and carers to assume resplitysior self management;
» Providing a 24-hour Carer Helpline to respond teqgions and emergencies; and

* Providing access to a variety of educational/irgtomal packages including
brochures, video tapes and computer based instruptickage¥.

Further evaluation will be necessary to assesxteneto which carer training programs
contribute to increasing the acceptability of HITdHconsumers and their impact on carer
and patient understanding of their role in the mion of HITH care.

Choice — The choice between HITH or hospital care shoul@lve informed consent to
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ensure that patients are informed of benefits &k i0of the HITH program and that they
are aware of the differences between the two moflesre. Further, it is important to

recognise that often the patient understands Iseghuation better than health care
professionals and thus, should feel that choiteuig available.

A second issue with respect to choice is thatiafaal resistance. If acceptance of HITH
among referring clinicians is low, patients who &édkie potential to benefit from HITH
may not be offered a choice. Finally, there isich@nce a patient is admitted to HITH.
As far as possible, arrangements for HITH shouldfléeble, for example, allow for
variable visiting time according to patient prefeses. As far as possible, HITH
programs should also make arrangements to deliwgysdand other supplies to patients
and avoid the necessity for patients to attendhibspital for medical or allied health
consultations.

Consent forms— Programs should have arrangements to ensur¢héhatonsent of the
patient is based on explicit negotiation of thenpté care between the providers, patient
and carer, with clear information about the rigintsl responsibilities of all parties. Given
the specific nature of HITH, it may be appropri&e this to include signed consent
forms for admission to HITH care. HITH is diffetem a number of respects from
hospital inpatient care. In agreeing to be aduhitie hospital, patients give implied
consent to care which they can withdraw by leavimg hospital. It is unlikely that
patients can leave their homes in the same wayHI®d consent form also provides
proof that the patient has given permission forvigters to enter their home. Thus
consent forms may be as much for the benefit optbeider as for the patient.

Communication — Good communication is important in providingreésss, high quality
acute care in the home. HITH providers need cieaslof communication to community
services and non-HITH clinicians, as well as wittie HITH program. If the program is
a community-based program, the communication links the hospitals are crucial. The
literature points to some problems in establishivayking relationships and protocols
between hospitals and HITH programs. This may lrésuinsufficient throughput in
HITH programs to realise economies of scale.

Good communication also requires the establishnantconsultation mechanisms
between specialists and general practitioners weebln HITH. Similarly, where several
doctors are involved in a program, each providiagedo some patients, there must be
communication mechanisms between doctors and o#inerproviders in the program.

Medical records — The medical record is a critical communicatiorhigke in HITH
programs. Thus it is essential that all providewatribute meticulously to the record,
even where they may choose to duplicate the retwethselves (for example, if the
patient's own GP is providing HITH care). Consat@n needs to be given to who has
access to the record, how the record is updatedvaatl happens when there are multiple
team members visiting the patient. This raisesgbee of the appropriate location of the
record during the episode. There are strong argtsmi®r the record to be securely
stored in the patient's home during the episodettier purposes of easy access by all
providers. However, it is also important to havectranisms for the HITH medical
record to be available or incorporated in the haspnedical record if the patient is
transferred to hospital (and for future admissions)
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Particularly in the case of community-based progratime issue of where records should
be permanently stored must be considered. Thedeunast be stored in such a way that
it is available for future related hospital epispdand for the purposes of audit and
evaluation.

Recommendations

14. Patients must be provided with an opportutdtynake an informed choice.

15. Programs should have arrangements to ensuietiie consent of the patient is
based on explicit negotiation of the plan of caeéween the providers, patient and cardy,
with clear information about the rights and respitiigies of all parties. Given the
specific nature of HITH, it may be appropriate this to include signed consent forms
for admission to HITH care.

16. All care provided in a HITH episode shouldreeorded in the HITH medical recort
by all care providers. This may be facilitated legging the medical record in the
patient's home during the episode of care.

17. Mechanisms must be available for medical res®o be incorporated in the hospit:
medical record if the program is hospital based.eWkhe program is community basec
a mechanism needs to be established to securetytbrecord, and to make it
available for the purposes of audit and retrievaptovide clinical information (for
example, if the patient is admitted to hospital).

18. Systems for the permanent storage of HITHrdscmust be established to ensure

availability for future care, and for audit and duation.
p— ]

4.4. Funding/payment

Funding arrangements for health services in Auatkalry considerably across States and
Territories and between programs. Thus, it isiaiff to define a single set of
appropriate funding arrangements for HITH whichlwi compatible with other health
services funding in that jurisdiction and/or pragtaHowever, it is useful to identify the
range of possible funding arrangements that exisbaold exist in the Australian context,
as a basis for considering the implications ofett#ht funding arrangements. This will be
discussed in more detail in Chapter Five (evalmatiothe models).

1) Mainstream funding — under this funding arrangement, specific fundsgrovided
for HITH services. HITH services are funded ast jpdrthe global hospital budget
and it is a hospital level decision how the budgetllocated across HITH and other
inpatient services.

2) Block grant — specific funding is provided for HITH services as separate
component of the hospital budget. The funding does specify the level of
provision of HITH services, and there may be nam@gements for savings arising
from inpatient services to be redirected to HIT&luch a model may arise where there
is or has been pilot project funding, or where HIliBHunded from a different source
from the mainstream hospital budget.
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3) Service agreements- under this arrangement, specific funding is predidor HITH
services as a separate component of the hospitigiebubut the funding agreement
specifies the level of provision of HITH serviceshis may be in the form of a cost-
and-volume contract, and may specify that some ifighadomes from the main
hospital budget.

4) Casemix based funding- where hospital services are funded on a casensis,the
funding arrangement for HITH may also be on a casdmsis. A number of
different casemix funding arrangements are poss#ditbough the most usual in the
Australian context is that the hospital is allodatke full casemix payment for the
episode of care, regardless of whether it is dgtk#TH, HITH and inpatient or an
inpatient episode only. Another possibility is tevelopment of a separate cost-
weight for HITH episodes, but for this to occurpegpriate cost weights need to be
developed.

5) Incentive funding — This funding arrangement generally operates ifucation with
another (eg. casemix funding or mainstream fundamg) involves the provision of an
additional payment, for example on a per diem orgase basis, for the provision of
services through a HITH program. Such a fundingragement recognises the higher
establishment and running costs of new programsaswl the need to encourage
innovation. In Victoria a per diem incentive fundiarrangement exists, but both the
per diem payment and the total incentive fundinglp® capped, and thus, the level
of incentive payment to programs varies.

6) Per Diem: This involves a payment for each day of care mhediin a HITH
program. Such a funding arrangement might be chpperall, or per episode.

7) Fee-for-service: This involves a payment for each service provitigdthe HITH
program. Again, this arrangement may be cappethbyer per episode.

It needs to be noted in this outline of possibleding arrangements that these funding
arrangements are not mutually exclusive, and onmare funding arrangements might
exist for a specific HITH program. For example,thin a block grant or service
agreement arrangement, there may be fee-for-sefoiceertain components of the
program, such as medical practitioner visits.

Although funding arrangements will be assessetiencontext of the models, there are a
number of general issues that should be noted.

* As is the case for other health programs, themstésaction between the method
of funding HITH programs, the source of funding amow the programs are
organised. For example, block grant, service agee¢ and incentive based
funding arrangements generally exist where thedesgnated funding for HITH
at a program level. Service agreement arrangenagatsore likely to arise for
HITH services that are based outside of the hdsfitaexample, in a community
agency. A related point is that the funding areangnt for HITH might be
determined by the funding arrangements for otherces, and the potential to
access funds for HITH from these sources.

Commonwealth Consultancy to Advance Hospital iHbe



* Itis important to distinguish between the fundergangement at the hospital or
community agency level and how the services areadlgtpaid for. A casemix
based funding arrangement at the hospital level ima@slate to a fixed budget at
the level of the HITH program within the hospitahd then at the level of the
program, it may be necessary to pay some proviodera fee-for-service basis.
Thus, describing the full range of alternative fumgd arrangements and the
incentives that arise from them becomes very coxaple

» HITH may be substituting for a range of differeat\dces which would normally
be funded from different sources (medical servitegled under the MBS and
from hospital budgets, pharmaceutical services ddndnder the PBS and from
hospital budgets and nursing services funded fromngunity health and hospital
budgets). As yet, there has been no attempt tgrase these different sources of
funding and identify the appropriate pool from whiellITH should be funded.
This is made more complex by the fact that strjddyTH should be a substitute
for hospital services, but in practice, the ovenwth hospital and community
services is blurred.

» Because HITH programs in Australia are funded froiffierent sources using
various funding mechanisms, payment for some aspacHITH (eg. medical
remuneration, medications, supplies) varies betw&tates/Territories and
between programs. For example, in Victoria, wheld&H is defined as an
inpatient substitute, arrangements are such tleht gagram covers costs such as
payments to doctors and the costs of drugs andisg@s if the patient was in the
hospital. In other states there is little or ncediion in this matter and costs may
be shifted to the patient, the PBS or the MBS.

* There are several possible funding mechanisms &afical remuneration within
HITH. One possibility is to have the HITH progradmdget cover all medical
costs associated with the episode of care, as wmilithe situation if the patient
were a public patient in a public hospital. Anathessibility is to arrange for the
MBS to remunerate doctors. A third possibilityaisombination of the two types
of arrangements. Each of these scenarios canupel io Australia today. If the
first situation were to become policy, each prognaould need to establish a
contract for service provision for all non-hospipaid doctors. This is an issue
for GPs and all medical care provided in a HITHgvemn to private patients. |If,
on the other hand, the MBS were to be used to gathé care of public patients,
hospital costs (ie. State responsibilities) wouddshifted to the Commonwealth.
It is also important to consider appropriate paytador time spent by doctors in
team conferences, in responding to phone calls iandravel time when
undertaking home visits. The Commonwealth goveminfeas recognised the
need to remunerate GPs and work is currently irgness to introduce a fee
structure that allows medical practitioners to gedfor case conferencing.

» It is important to consider the relative advantaged disadvantages of funding
HITH as a separate program, with specific fundingquagements compared with
funding it in the same way as other hospital sewiclf HITH is funded in the
same way as other hospital services, the inceftiveospital managers to assess
the most efficient ways of providing the service arcreased. For example, this
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would be truer under mainstream funding (where halspare funded on a global
budget basis) or casemix funding (where hospit@dwnded on a casemix basis).
With different funding arrangements such as a sgpgvool of funding for HITH
services, there may be incentives to increase $beoti HITH services to access
this pool of funds.

There are particular risks where there is any thinput based funding for HITH
combined with a global budget for other hospitaVees.

It should also be noted that the incentives tossstee relative costs of HITH and
inpatient care are increased if the responsibititypaying for these services rests
within a single administrative unit (ie. a singleituis responsible financially for
all of a patient’s care). This may be either &t hlospital level or at the level of a
clinical division where the incentives are liketylie stronger.

However, there is a potential trade-off betweending arrangements which
encourage the health service manager/providersesasonly the relative costs of
HITH and inpatient services and ignore other factrch as patient preferences,
health outcomes and benefits from innovation.

Although the promotion of appropriate utilisatiomdethe management of demand
may be the drivers for introducing casemix fundifigmay also provide the
hospital with an incentive to increase throughgdawever without quotas, HITH
may have an additional impact of raising overadllttesystem costs if throughput
increases across the system. In a mainstreamnigiradrangement, HITH may
lower the costs of specific episodes of care, betd is no direct incentive to use
it as a basis to increase throughput.

The provision of casemix funding for HITH may prdeiincentives for weaker

admission criteria for HITH. Further, there aréfidulties with establishing the

appropriate cost-weights for HITH and inpatient pmments of care (and whether
the cost-weight for an episode that involves baikbusd be different from that for

a similar episode that is HITH-only or inpatienthgn

In Australia currently, there are few existing agaments for funding of HITH
for private patients in private hospitals and ndoe private patients in public
hospitals unless they change their status to pubiliee major issue for the private
provision of HITH relates to payment. While thesestill disagreement about
whether theNational Health Act (1953¢an be interpreted as allowing HITH to
be paid for from private health insurance hospéhles, a more important issue is
that of encouraging episodic rather than per dieyments for HITH. Episodic
payment will provide better incentives for privéealth insurers and providers of
private health care to deliver HITH as a substifateacute care.

A number of programs in Australia are supportegart by incentive funding and
there are very few cases where savings createdflayded pilot HITH program
have been directed towards continued funding ofpitegram. This raises the
issue of whether the program would be sustainalileowt incentive funding. In
some cases the program would be sustainable ibpppte resource shifts were
made from other services (eg. inpatient care), biten, this does not happen.
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This is a common problem with innovative prograrhattpotentially reduce
length of stay and free up resources from inpasentices. If there are waiting
lists in the area of service provision, it is mékely that the freed-up resources
are directed to provision of additional serviceRotentially successful HITH
programs may not continue to be funded at the kedspr community agency
level if designated funding is not available. Tlgsparticularly the case for
community-based programs, where the resources fupedre located in other
(hospital) services. This threatens the long-terbility of the HITH program.
However, it may also be the case that a programlgimould not be sustainable
without incentive funding. There is a risk thabysion of incentive funding
masks the true resource costs of HITH. Thus, iimjgortant that incentive and
pilot programs are rigorously evaluated to asdesgdlative costs and outcomes
when compared with inpatient care.

* Whatever funding arrangements are adopted, it nieebls recognised that HITH
programs will incur establishment costs. These wditur as a result of set-up
costs and higher average costs initially due totlmoughput.

Decisions about introducing HITH should not only lesed on financial considerations
but also take into account potential benefits sasthe role of innovative programs in
changing clinical practice, lowering hospital coastsl improving patient outcomes in the
longer term.

Recommendations

19. There should be consistency in the fundingragements for HITH and inpatient
care to reduce incentives for cost-shifting.

20. To reduce incentives for cost-shifting, finahresponsibility for HITH and inpatien
care should rest with a single entity. Ideallyistehould be as close as possible to the
level at which clinical decisions are made.

21. Funding arrangements should reflect the cobtervice provision. This is
particularly important where funding is throughphased.

22. Funding arrangemenghould beconsistent across public and private sectors. Thiat
is, access to HITH should not be constrained bigiihces in funding between the
sectors, and patients should not have to changassta access HITH.

23. If incentive funding is provided, mechanishmsugd be put in place to ensure that
resources freed up will be diverted to HITH in tbeger term, to provide viable long
term funding once the incentive program ends.

24. Incentive funding should be time-limited ahdwsd be linked to requirements to
evaluate costs and outcomes of HITH.

25. Funding from different sources, such as hospital e@ammunity sectors, PBS, and
MBS should be pooled in the provision of HITH, vehalt these components are
involved in HITH. Thus all care and medicationdl i provided by HITH. In
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order that the appropriate funds be included in plo®l for HITH, the following
should be evaluated:

- The quantum of public hospital, community servitd#8S and PBS funds which cot
legitimately be pooled under a HITH program;

- The impact of HITH in terms of costs to the heajtstem as a whole and to both

Commonwealth and States; and

- The mechanisms for net savings, if any, betwee@dnemonwealth and States

26. Consideration should be given to creation MBS item(s) and fee(s) that recognisfs
additional components of care within HITH prograsugh as team conferences. Suchjla
fee could be used as the basis for remuneratingafgimedical providers involved in

HITH programs, or, preferably, for pooling of funfig HITH care.

4.5. Monitoring HITH

Monitoring the standards and quality of HITH gaaad ensuring that patients, carers and
staff are satisfied with HITHwere among the most frequent issues raised byegurv

respondents and other stakeholders. Thus, indgcaie needed which will measure

inputs, processes and outcomes of HITH. It is i@ that these include measures of
acuity and of the impact of HITH from the perspeetiof patients and carers. Such

indicators can also be used to benchmark HITH pnogragainst each other and against
hospital care.

Quality of care

It is important that the quality of care in HITHa@Hd meet the appropriate established
inpatient care standards for a given condition. Pusstralian Council on Healthcare
Standard$? has set out guidelines for care in the home iir tBealuation and Quality
Improvement Program. Such guidelines represent ad gstarting point for the
establishment of a high quality program. The ACgifilelines cover issues such as the
continuum of care, leadership and management, humesources management,
information management and ensuring safe practiceeamvironment. In addition, the
ACHS and AHOITA have recommended that the followinlinical indicators be
incorporated into hospital quality improvement paogs for HITH.

* Unexpected telephone calls
* Unscheduled staff call outs

* Unplanned return to hospitél

At a recent seminar on HITH held at the Prince @fl&¥ Hospital a 2-hour brainstorming
session with service providers and funders toolceplaith a wide range of factors
discussed. These included staff, client and caaéety, support for carers, outcome
measures such as efficiency, satisfaction, functiadverse events, compliance,
inappropriate use, and provider feedi¥dck This suggests that a wider range of
indicators may need to be considered.
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Recommendations

27. There is an urgent need for development of mnmim data set for HITHData
should be collected which permit monitoring and lezon of the inputs (including
costs), processes (including the acuity level depés) and outcomes of HITH care.

28. The ACHS guidelines and clinical indicatorewwd be used as a starting point fiir
the development of consistent HITH-specific stadslaif care.

Acuity

A measure of acuity is necessary to assist progtiangetermining which patients are
suitable for HITH as well as determining expectezbource use and permitting
comparisons across programs. Difficulty in detaing appropriate acuity levels of
patients is not unique to HITH. In Victoria, despseveral years’ experience and three
audits, in 1997/98, 6.7% of patients in HITH progeawere not eligible for HITH.
Although this is a considerable improvement from 1996-97 audit which indicated that
16% of patients were ineligible for HITH c&Pe it suggests that ensuring true
substitution is a difficult and time consuming peses that could be aided by an acuity
indicator.

AN-DRGs, which were developed for the purposes ohitoring resources utilised in
episodes of hospitalisation for acute conditiong @ot good indicators of acuity in
HITH. For example, a patient who is transferretb iklITH following uncomplicated
post open-heart surgery (classified as a high resoDRG) may require daily skilled
nursing assessments for a few days but may not meeitations or complex dressings.
On the other hand, a patient with osteomyelitis meguire 6 weeks of expensive
antibiotics administered two or three times per.ddyus, a measure of acuity needs to
be developed which combines diagnosis and typegaaditity of treatment provided with
expected length of stay.

There are a number of classification methods abviailtor assessing the acuity of hospital
patients, two of which are InterQtfdl and the Appropriateness Evaluation Protocol
(AEP). The latter was adapted for use in an anfdibe Victorian HITH prografl. The
report of the audit notes that:

» Acuity of care is more likely to be assured if tHE'H unit is located as part of
a clinical unit (or has a designated medical dogct

» There is a higher risk of longer lengths of stathé& HITH unit is located with
the ambulatory care section of the hospital.

« Patients are less likely to be of an appropriatellef acuity if the project utilises GPs
extensively.

A measure of acuity specifically designed for HIT{Hospital in the Home Load), has
been developed jointly by the Frankston Hospitathe Home unit and the ACHS&
This measure is calculated by multiplying the pmipa of an individual's episode of
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care spent in HITH by the proportion of the numbkcases that are intravenous therapy
or low-molecular weight heparin. The use of thistinod has been justified by two
arguments. The earlier a patient is transferrelfdTH unit the more unwell or unstable
(ie. acute) the condition is likely to be. Admiméion of intravenous therapy and low-
molecular weight heparin are both substitutes fpatient care that technically attee
most difficult form of therapy to administer in dTHH progran{®.

As mentioned elsewhere, in this report an acuitpsnee has been developed by VCACI
and is currently available for trialing in Victoffa

It is not clear which (if any) of the measures d&sed above is the most appropriate for
HITH, but it seems sensible to develop a standeddisdicator of the level of acuity.

Recommendation

29. A measure of acuity suitable for use in HITkbgoams should be developeff.

Consideration may be given to the tool currentlgemdevelopment at the VCACI.

Patient and carer satisfaction with HITH

Overall satisfaction with hospital care (as measurg patient satisfaction surveys) has
been reported to be between 70%-90%. There have fese specific evaluations of
satisfaction with HITH reported in the literatudeyt those that have beé€n*® have
reported high levels of satisfaction. Generally bedback from the patients and carers
has been positivé 1% )

In addition to written surveys, closed and openeehsluirveys, either face-to-f&eor via
telephoné* have also evaluated satisfaction with HITH. Aligh both studies found a
high level of positive responses to HITH, patieatsl carers were also able to express
concerns regarding HITH, including specific probterancountered and recommend
changes. In this way, patients and carers were tbimake what Willian¥®, calls
“value descriptions” of their experiences. Forrmapée, Montalt§? found that patients’
and carers’ responses to a series of open endesdtianse about HITH enabled
clarification of the characteristics of HITH thaatfents and carers valued and which,
therefore, should be in place. These were:

* A uniform and consistent approach to treatment byHHand non-HITH staff;
» The provision of education and reassurance abeytrhcesses of care;
» Access to 24 hour emergency back-up;

* Arequirement that a separate consent to HITH dpeesi by patient and carer

Other authors have also described aspects of Hidite mentioned as important by
patients/ carersi® > 559 The concept and measurement of patient saiisfabas been
challenged from both a methodological and concépéievpoint. Williams ©? has
suggested that there is no way that all the paksdtisfying/dissatisfying characteristics
of health care can be incorporated into a survemdb. Moreover, results from surveys
and more qualitative studies are at odds over whaénts’ opinions are. Thus, caution
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should be exercised in using a patient satisfacsomvey as the only way of
understanding what patients and carers think i®mapt and what their preferences are.

As an alternative to a survey, Williafis*® suggests that patients asked to describe their
experiences (rather than evaluate a program) willbe affected to the same extent as
survey respondents by bias factors which may tenthake respondents less frank in
their opinion. Examples of such biases includedi&sire not to make trouble, hesitancy
in negatively evaluating care providers and thenfrg and wording of survey items.
Thus the development of an open-ended survey agiatignts and carers to describe
their experiences of particular aspects of HITH nieythe most appropriate way to
examine patients/carers views on a program.

Recommendation

30. As part of patient/carer evaluation, HITH piders and programs should explo
issues of information, choice and the positive aedative aspects of being a HI
patient/carer.

-

Benchmarking

A benchmark is a point of reference against whigheo items can be judged.
Benchmarking is one of the uses to which routireeljected data about the performance
of health care services can be put. It can beachenised as a system of standards
monitoring which allows comparisons to be madethincase of HITH, the comparisons
can be made between HITH programs and between HiitHhospital care for specific
types of patients or care. Therefore, it can lszl@s part of the evaluation of care. Items
which are measured for the purposes of benchmaikiagoften called indicators. The
outcome of benchmarking should allow managers terdene how they are performing
relative to other HITH programs and to assist lhealire managers and providers in
making changes to improve their services, thus @aging accountability and quality
improvement. Benchmarks can also be used to peoiwitbrmation about different
facilities to assist patients or consumers to nag@sions about their preferences. They
should be used in conjunction with a minimum datagsist in the ongoing evaluation of
HITH.

There exist several impediments to benchmarkingHdITIn setting benchmarks, it is

necessary to assume that one is dealing with a genows group (ie. to be able to
compare like with like). HITH programs in Austi@lare not currently homogenous.
They range across a wide number of services, dggmadreatments, providers, and
funders. They may also have different objectiveeme aims include avoiding

hospitalisation, shortening hospital stays anddanigl the gaps between community and
hospital care.

Therefore, it is important to establish the purpokendertaking a benchmarking process.
It is also necessary to ascertain whether onefsairomon indicators will suffice for all
HITH programs, or whether separate indicators aguired for different types of
programs such as those providing intravenous tlyereghabilitation or post-surgical
care. If a single group of indicators is deemeffigeant, it will be necessary to devise a
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method of assessing and taking into account vanatin acuity levels of different groups
of patients. (See discussion of acuity measuneslifoH above).

The process of determining the final list of indara and the ultimate purpose and levels
for each benchmark are decisions that should besrbgdnvolved stakeholders. A set of
steps for setting benchmarks, collecting relevata dind using these data as guides to
monitoring and evaluating is set out in the Box.

TABLE 18: PROCESS OF DEVELOPING BENCHMARKS (A ustralian Manufacturing
Council, 1994)

1. First determine:
What to benchmark; and
Who or what to benchmark against
2. Comparisons that may include the following atés:
Data collection
Data manipulation, construction of indicators, etud
Comparison of results with benchmarking partners
3. Investigation, that is, identification of prams and processes that result in
superior performance
4. Implementation, in which best practices are sathpnd/or adopted
5. Evaluation, where new practices are monitoreghgure continuous improvement,
and, if necessary the whole cycle is repeated

Benchmarks should consist of both input and outpaditators. While output indicators
such as number of readmissions within a given penod, adverse events, and mortality
rates are important for monitoring standards, #l$® important to be able to track inputs
such as nursing/therapy hours, costs, time traveded types of care provided.
Consideration should also be given as to whethgrofuithe selected indicators are easy
to game otherwise the process may result in a paFviacentive structure. Decisions
about which indicators to collect should be madehenbasis that the information thus
provided will make a contribution to the knowledgagse and help determine whether a
health innovation, in this case HITH, is feasibhel aon the whole, beneficial.

In the survey of facilities undertaken for this jexd it was clear that many HITH
programs do not currently collect, in a standard/,whe basic statistics necessary to
monitor activity and performance in HITH. It wasnoamon for respondents to report that
their facility did not have an information systemplace thawvas capable of capturing
the data requested as part of the survey.

Previous work on clinical indicators As discussed in the section on Quality of Care
Frankston Hospital in the Home Unit and the ACHS8eheollaborated in developing a set
of clinical indicators suitable for collection aarp of the evaluation of HITH Services.
They are also recommended by AHOITA. The repoggssts that high levels of these
indicators (unexpected telephone calls, unschedstigifl call outs, unplanned return to
hospital) may signify insufficient time in educatigrior to transfer to HITH, anxiety
through perception of pressure to accept HITH, iantigibility for HITH“%,

While these indicators may enable quality of carée monitored within programs they
do not allow comparisons of HITH with traditionadgpital care. Moreover, it is unclear
how a high rate of telephone calls might be peexigs indicating poor service at the
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same time that HITH units may be actively encourggiatients and carers to contact the
HITH unit for guidance and reassurance about ampeasof care. |If this indicator is
adopted, there is a possibility that staff will restcourage calls. Another possibility is
that staff may not count some calls if they arenaieg not to be important.

It is important to note that the Frankston/ACHSidatbrs were developed in conjunction
with a hospital minimum data set now collected byaspitals in Victoria. Some of the
indicators recommended by this report (see belaw)rautinely collected by Victorian

HITH programs.

An alternative approach to indicator developmens veken by Caplan et®@in an RCT

of HITH where the majority of patients were agedein®5 years of age. In the trial,
measures such as geriatric complications, adversgeand mortality rates were used as
indicators. While these more traditional indicataHow comparisons between HITH and
hospital, the occurrences were fairly low. Thiggests that there is a need for additional
indicators that will allow comparison between HITHits as well as with hospitals.

Recommendation

31. The following list of indicators, which areagvn from the literature and the survey,
responses, are recommended for consideration focl®arking purposes

- Transfers to the hospital while in HITH program

- Readmissions (to HITH or hospital) - within 1lekeand 1 month post discharge fro
HITH

- Number of unplanned home visits

- Unplanned GP or clinic visits

- Adverse events — falls, drug errors, phlebitis

- Complications - infections

- Measurement of length of stdyOS) — both the hospital and HITH portion of stays
- Case frequency

- Diagnosis (es)

- Number of treatments provided

- Number of visits

- Type of care provided

- Origin of referral

- Costs — direct, overhead

- Experience/evaluation of patients, carers, GRd ataff

-Functional status measurements, functional le¥@latients at discharge (in
rehabilitation HITH programs).

It is recognised that some of the indicators listbdve may represent rare events (eg.
unplanned home visits, adverse events and comiplsat However, it is considered
worthwhile to collect these data as, no matter mdvequently they occur, they are likely
to be relatively resource intensive. It shouldnioéed that currently, HITH days are not
considered to be inpatient hospital days in thaddat Minimum Data set. This means
that those hospitals that use HITH will likely hashorter lengths of hospital stays
despite the fact that they may use more days wheHi idays are included.

Although there are no specific issues for the pe\sector regarding the organisation and
delivery of care, it is important that issues ofalify of care and monitoring and
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evaluating care are seen as being as importantiate providers as they are to public
providers.

Recommendation

32. Indicators should be developed that:
- Enable comparison to hospital care for the saxmedition/ treatment

- Enable comparison between HITH programs

- Enable acuity differences across programs tadeunted for
- Are able to be collected and recorded

4.6. Evaluation of the costs and outcomes of HITH

From the review of the literature, it is evidenatitthe necessary information to fully
assess the potential value of HITH in the Austrakatting is not available. There is
evidence of the clinical safety and efficacy of HITrom a variety of settings, but this is
rarely linked to information about costs. Wherestsoand outcomes are considered
together, and with carefully designed compariscgtsveen HITH and hospital services,
the conclusions are mixed. In studies from ottmintries, it is clear that the relative
efficiency of HITH is highly context specific andrigen by local factors. Some
Australian studies have been undertaken, but whése provide important information
about the context and how HITH has been implememtédistralia, they have generally
not taken the form of detailed evaluations incogtiog comparison of costs and
outcomes across the two settings.

Three issues emerge from this. First, there isaeror information from well-designed
Australian evaluative studies which take into aectolow services are structured and
paid for, as well as geographical and populatioaratteristics. This would include a
greater reporting of cost and outcome informatioomf programs currently operating.
Second, the methods for identifying, measuring @alding the costs and outcomes of
HITH compared with hospital care are complex, dreté are a number of issues which
need to be clarified. Third, given the importatdocal factors, and the fact that those
studies which have assessed costs and outcomesegiveocal results, it must be
recognised that the such evaluative studies omyige part of the information necessary
for health service managers and decision makex®n Ehore important is a framework
for prospectively assessing the likely costs andcames of HITH for a given
hospital/health service.

In this section we summarise the issues which mestddressed in undertaking a well-
designed evaluative study, in interpreting eviderficen evaluative studies and in
assessing the potential value of HITH at the |teal.

* It is important to understand that evaluative stadbf new health services
programs provide only limited information about fha&ential costs and effects of
the program if more widely implemented. This id somply a matter of small
sample sizes, but also that when such programis ar@ilot phase the production
function and cost structure is quite different frdmose of an established program.
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The comparison that is made between HITH and halspgire is a comparison of
a small new program with a large established pragrin most evaluative studies
of HITH, throughput is low, and particularly in tlearly stages of programs, few
patients are referred who meet the strict admissiiteria. This means that fixed
costs are often a higher proportion of overall €tséin would be expected in the
longer run. There is little information on whiah hase estimates of the costs of
HITH if it is more widely implemented.

* A related issue is that in making comparisons beiwdITH and hospital care,
where the boundaries between the two are by definiblurred, it is often
difficult to interpret results from particular pn@ms. There is potential for HITH
to be treated as an addition, rather than a subetit for hospital care. It is
difficult to define the appropriate comparison gvoef within-hospital patients.
In the early stages of a program, admission caiteray be much tighter (because
of caution in relation to a new program) or loodén ensure sufficient
throughput).

 Even more complex is the issue of what costs shdddincluded in the
comparison. It is not clear how the establishmestof HITH programs should
be treated, as it is likely that these costs wellrelatively high when the programs
are new and not widespread. Further, it is narokghat components of hospital
overheads should be included in a comparison ofHHéihd inpatient care: it is
unlikely that HITH will substantially affect hospitoverheads until the program
is large scale. Similarly, in the long run, HITHaynreduce the need for new
capital expenditure, but it is not clear how tHi®usld be treated in an assessment
of costs. The principle that should drive theseigiens is that of trying to
measure and value the opportunity cost of resouraethis depends on the scale
of the program and the timeframe. There are diffees in the relationship
between costs and outputs for HITH and inpatierg.ca

* Costs and outcomes should be considered from adbpesspective, which
includes consideration of costs to patients andrsar

Recommendation

33. HITH should be the subject of rigorous, wasigned evaluations that allow a
comparison of HITH with inpatient care and betwesrdels of HITH care. This would
be best achieved by a pragmatic multi-centre raridechcontrolled trial with
prospective economic evaluation which should be:

- multi-centred to capture differences in costs anttomes relating to different

conditions for health service provision)

- comprehensive in its assessment of costs, butdadwil costing information to allov
for sensitivity analysis (for example in termsrapact of scale and scope economies)
- recognise a societal perspective

- incorporate patient costs

- comprehensive in its assessment of consequencksling patient and carer
preferences
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5. Chapter 5 Models, evaluation criteria and appl ication

5.1. Models

Given the variation in attributes across progratimste are potentially a large number of
models for HITH. However, for the purposes of theport, rather than attempting to
encompass every possible variation, we have canstisix basic models (see Table 19)
to which evaluation criteria will be applied. # important to note that these are generic
models and no specific program is being identifidthus some issues being discussed in
the models may not arise in actual practice.

In Australia, a large proportion of HITH progranre bospital-based but the international
experience provides several examples of prograrmsedbaither in the community or
provided by an independent agency. The modelsepted draw on both the Australian
and international literature.

Model A

Model A is a hospital-based program. In this mquigients remain the responsibility of
the hospital, that is, they have the same statuscéisal inpatients of the hospital.
Funding is State based, usually casemix funded avitlithout incentive payments. In
this model the staff is primarily the hospital’s mwtaff (although when there are small
caseloads here may be some reliance on non-haostaitbfor 24-hour coverage).

Staff mix depends on the types of care being pexviut tends to be predominantly
nurses, allied health staff and either medical igfists or HITH program GPs. Medical
care is paid for from the HITH budget. Care isvided primarily in the home, although,
if a specialist physician provides medical care, platient is often required to attend the
outpatient department or clinic.

Model A may be either a specialist program or aeganprogram, that is, it may be a
specific specialty or a hospital wide program cowgea number of speciality areas.

Model B

This model of care is similar to A, except thatecar provided by a mixture of hospital
and community-based staff. Such a model may imcladangements whereby the
hospital has an agreement with an independentnmumsiganisation for the provision of
care, or a cooperative program between hospitabas@wimmunity agency may be utilised
with some programs relying on the patient’'s GPrtavjgle medical support.

This model more likely to be a generalist progrdrant a specialist program. HITH
programs in Victoria and South Australia are basedhe characteristics described in
either Model A or Model B. These programs have essfully delivered a wide range of
HITH care including 1V therapy, chemotherapy, wowadle and rehabilitation.
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TABLE 19: POSSIBLE MODELS OF HITH

Model A Model B Model C Model D Model E Model F
Ownership Hospital Hospital Hospital Extra-mural Division of Community
Hospital GPs
Patient classification Inpatient Inpatient HITH HITH HITH Community
Funding source - State - State -Hospital, AHS, | -State -State AHS/ Division,
Division Community Sector
Medical remuneration -HITH program | -HITH program | -HITH or MBS | -MBS -MBS MBS
Funding method Casemix Casemix Block Grant Block Grant Block Gran Block Funding
Provision of Care
Whose staff Hospital Mixed — Hospital with Extra-mural Community Community
Hospital and Community Hospital staff
Community backup
What staff Nurses, GPs, | Nurses, Nurses, GPs Nurses, Allied | GPs, Nurses, | Nurses, Allied
Allied Health Specialists Health, GPs, Allied Health, | Health, GPs,
Specialists Pharmacy Specialists
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Model C

In Model C, the line of responsibility for the HITprogram and the patients is less
clear. The model depicted is a hospital-basedrpmdout the patients are defined as
HITH patients (as distinct from having inpatieratss). The most common sources of
funding for this model are hospitals, DivisionsArea Health Services with GPs being
reimbursed by MBS. The most common method of flogds via a block grant. Staff,
primarily nurses, allied health and GPs, can béeeithospital or hospital and
community based. Care is provided in the homegsasmla visit to a specialist is
required.

There are hospital-based programs in New South Vatel Queensland currently
providing HITH programs of the type representedMiydel C. Although not as well

established as the Victorian and South Australimgmams, HITH programs in these
States also provide a wide range of services fateapatients, including IV therapy,
post surgical wound care and rehabilitation.

Model D Extra-mural hospital

This model is based on extra-mural hospitals (EMH)ew Brunswick, Canafa >
The EMH has the legal status of a hospital and feeastanding provider of acute
hospital levels of care in the home, and is nod tie one hospit&’. The New
Brunswick system, which is a single provincial wilestem, operates out of a number
of local units around the province. This prograasvdesigned to provide many of the
same services as a conventional hospital, and cutgjeavailability of resources and
suitability, the patient is admitted, treated amgtlarged by her or his own physician.
The medical billing system has been altered touihelspecific billing codes for this
purpose. The provincial health department provitlegling for the program. Each
EMH unit contains different professional servicesvyiding comprehensive care to the
population of a geographical area. As the prognasithe rights and duties of hospitals,
New Brunswick has created an institution of equatus and negotiating rights. The
EMH also draws patients from a larger geograptaced, providing possible economies
of scale. This model of care provides all type$ibfH care. EMHs may also provide
more specialised care than the UK district nurgirmgrams®. There are currently no
HITH programs based on Model D operating in Augral

Model E

This model operates using the Division of Generactce as the fundholder. Patients
are the responsibility of the HITH program and th&P, with care provided in the
home by an independent nursing service. Cardes @imed at avoiding admission and
most patients are referred by their own GeneraktRi@er. However, the GP
providing the care may not be the patient's own &Pall GPs may not have the
required skills or may not be interested in beimgpived in the program. Only a small
number of HITH services based on this model areeatlly operating in Australia.
Currently there is a pilot program under way in Wes Australia that fits into this
model of care.
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Model F

This is a community-based program. The fundingre®uis AHS/Division or
Community Health sector and tends to utilise a lfemding method with MBS for
medical remuneration. The program is based priynarithe community, drawing on
hospital staff where necessary for expertise. Amtethat may include nurses,
physiotherapists, occupational therapists and bag@kers usually provides care.
Primarily medical care is provided by the patienB® with support from hospital
specialists. Internationally, there is the suggesthat this model tends to provide care
at a lower level of acuif§y.

5.2. Evaluation Criteria

In this section, a set of evaluation criteria isa@&ed and in the following section,

these criteria will be applied to each model. Ha application of these criteria we are
not attempting to determine the ‘best’ model foifHIbut instead aim to provide a set
of criteria by which each of the models can be ss=@ in various contexts. The
ultimate outcome of this exercise is a set of ppiles that can be used to guide the
development and implementation of the most appat@rand feasible HITH programs

in a particular context.

The evaluation criteria have been grouped into $ets, economic and non-economic.
Each criterion is briefly described below with aieg of questions posed for each
criterion.

5.2.1. Economic criteria

Technical efficiency

Technical efficiency is defined as using the leasdtly quantity and mix of inputs to

achieve the desired output. Questions to be ceraidnclude:

» Does the model encourage substitution from moreureg intensive to less
resource intensive models of care delivery?

» Does the model encourage substitution rather tRparsion of services (ie.
increased LOS, provision of HITH care to patienteowould otherwise have
community services or no care)?

» |s the capacity for throughput so low that overheasts represent a significant
proportion of total HITH costs?

» Have higher unit costs for resources been consideg more expensive
antibiotics, senior nursing staff)?

Allocative Efficiency

Allocative efficiency refers to the mix of goodsdaservice produced — are the right

goods being produced (ie. right care for right grat)?
Does a given model encourage appropriate choicas adhich patients and which
programs should be included in the HITH program?

» Does it encourage substitution to services thatawgthe quality of health care?

» Does the existence of a HITH program change tloeation of resources within the
hospital in a way that was not predicted?
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Equity
Equity may refer to equity of health, equity of lleautcomes or equity of access. In
this context we are referring to the latter. Tisat

» Does the model improve or worsen access to hogatalces?

» Does the model allow for expansion of services wlieere are identified gaps in
service provision?

» Does the model require the patient to pay for nadios or supplies thus increasing
inequities in the system?

» Does it place an unfair burden on any one grolgoaiety?

Appropriate financial incentives

An important consideration for policy makers an@nplers is whether one type of
model allows or encourages inappropriate use ofylséeem more than another type of
model.

» Does the model encourage inappropriate classificaif HITH patients (eg. re-
classifying transfers as re-admissions or reclgisgjfprivate patients as public
patients in order to access HITH care)?

» Does the model encourage inappropriate admisswH$TH (ie. are patients
admitted to HITH who did not actually require theatel of care) in order to
generate a payment?

» Does the model lead to a shift in the responsybiitit payment for medications or
other supplies?

5.2.2. Non Economic Criteria

Acuity and appropriateness of patient selection

The definition of HITH requires that it be a suhs® for acute care. Therefore, some
means of determining that patients admitted to Hlaié acutely ill is necessary.
Questions which help to elucidate this include:

* Is there a requirement that the program utilisgsraus admission criteria?

» Are regular assessments by a doctor part of thitneoare?

» Are all the people who would benefit from and otilgse offered HITH?

» Does the model have 24-hour nursing coverage, p@rghmore acutely ill patients
to be cared for?

Choice

When examining choice it is important to move beaydhe simple consideration of
whether patients, once considered for HITH, havehaice between HITH and
alternative care. Questions that are importaattiress include:

* Is clinical resistance to this model high (implyitngit many individuals who might
benefit substantially are not even offered a chbieteveen HITH and staying in the
hospital)?

» Is the HITH program required to offer the patiemth@ice between HITH and
alternatives (eg. inpatient care)? |s there aorméd written consent that ensures
patients are aware of benefits and risks of theHP T

* What option does the model offer the patient ithe/does not want HITH?
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* How flexible are the HITH arrangements? Do visitds vary according to patient
preferences (where possible)? Do patients or famiiave to collect drugs and other
supplies, or visit the hospital for medical sergize

» Do carers and patients understand what is expettiddm once HITH is initiated?

Quality

At a minimum, a new program or model of care miifgra standard of care at least as
good as that existing for inpatient care. Among iksues that should be addressed
when considering quality of care are: performaneasures, clinical protocols, clinical
management pathways, service delivery, staff &kls, 24-hour medical and nursing
services, and availability of emergency backupuestions pertaining to these issues
include:

» Does the model encourage and facilitate routineitmong, accountability and
evaluation?

» Does the model ensure that the quality of careigeavmeets the standard that
consumers demand?

» Does the model offer 24-hour medical and nursimgises?

» Are procedures and protocols fully developed?ateas being provided by both
hospital and community-based staff, are they ugiegsame protocols?

» Are the necessary tools for ensuring standarddifigadions of nurses, continuing
education programs established?

» Does this model promote established communicati@micels between the HITH
team and the necessary specialist support?

Staff Safety
* Is this model more likely than others to ensur# stfety?

Feasibility
An important consideration is the long-term fed#ipiof a program. Questions that
address this issue are:

» Is agiven type of model more likely to be ablestart, to expand, to get the right
patients, to provide the best treatment, to bevatige and to be successful?

* Is the catchment area large enough to supportrtiggam?

» Are available health care professionals so overmgitted that it is not feasible to
offer such a program?

Impact on carers and the wider community?
Issues that need to be considered are:

» Do patients and carers express confidence in thktyjof staff? Does the model
have a clear mechanism for the carer to voice gosda such a way that they are
confident will not jeopardise the care received?

» Does HITH disrupt the routine in the home? Dogh&ent/carer have any input in
such matters as time of visit? Has the issue@ftmeral inconvenience of having
to be at home been raised by carers? Are camguged to take time off work to
provide this care? Are wages lost? Is it necgdsarcarers to be available 24-
hours a day?

» Are there training/education programs (tools) for tarers?
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5.3. Applying the Evaluation Criteria
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The afore mentions criteria were applied to a ganeiTH model and then to the
various models outlined in Section 5.1. The tdi¥éow summarises the key points
from this application. The full application of tleeiteria can be found in Appendix J.
As indicated elsewhere, many of the characteristidhe models are program specific
so not all of the statements made below will agplyll programs that share many of
the same characteristics.

5.4. Strengths and weaknesses of HITH models

ts

Model | Strengths Weaknesses
General | - Allow patient to be cared for in home | - May be less efficient (eg in
environment utilisation of staff time etc)
- May improve access to care (increase in May increase out-of-pocket costs
hospital throughput, decrease waiting timg&r patients
- Less demand on hospital infrastructulee  May increase burden on elderly/
- May increase choices available to women as carers
patients and lead to less disruption to - May result in longer episodes of
patients /carers/families. care
- Clinically advantageous in some - May cause increased anxiety for
circumstances some patients/families
- Decrease in hospital acquired illnesses
and infections, less confusion in the eldenly
- Is cost-effective in certain
circumstances
A - Tends to have higher level of - Volume needs to be reasonable
acceptance by doctors than other modelq efficient use of staff
- Standards generally appropriate and [~ May be used to discharge “quick
place and sicker”
- True substitution encouraged - Gaming a possibility (new episod
- LOS limited by casemix payment for re-admissions)
- Good access to hospital if necessary | - Community issues may not be
(24-hour cover) well recognised
- Good continuity of care within episodeé - May increase pressure on patien
of care to accept if beds are under pressure
B - AsforA - AsforA

- Mixed staffing flexibility may increase
efficiency

- Better continuity of care when D/C
from HITH

- Good awareness of community issue

- Possible lack of acceptance of
community staff

- Increased likelihood of decrease
continuity of care within episode

- Good awareness of staff safety issue

b
b
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As for B
In large programs 24 hour care may H
more feasible

Efficiency > A, <B in terms of
estaff time

May ‘game’ by shifting costs to
MBS/PBS/patients

As HITH patients move to
different program, may not be
continuity of care

A challenge to develop and
maintain standards of care between
hospital and community sectors

More likely to be allocatively efficient
Ability to treat acute patients while stil
having good understanding of community
issues

Able to cover large area and keep
patient volume high

Decreased risk of cost-shifting

True substitution encouraged

If well- known, very acceptable to
patients

In Australian context, is unlikely
| to be feasible

Gaming may occur if costs able {
be shifted to MBS/PBS/patients
Staff down time may be issue if
patient volume not sufficiently large
Lack of hospital connections may
hamper development of program

If contract staff, may have improved
efficiency

Less likely to game as doctors paid
MBS or agreed rate

May increase level of admission
avoidance

Patients may approve of GP
involvement

GPs likely to only recommend suitablg
patients

- Increased ability to provide care to
complex patients and those with social
problems

Level of true substitution may be
decreased

Access to hospital services for
emergency or admission may be
problematical

Require upgrading of skills for
doctors and nurses
Policies/procedures/documentati
en may be more of an issue

If GP recommends, patients
/family may feel pressure to agree
May shift costs to PBS and patie
(non-PBS portion)

Need to obtain GP support to ge
patient volume

O

Staff flexibility may be an advantage
Overhead costs may be decreased
Good awareness of community issue
May increase admission avoidance
Good continuity of care once patient
charged from HITH

Good awareness of staff safety issue
24 hour care —see C

dis

May not be true substitute for
acute hospital care
May shift costs to PBS/patients
May restrict patient choice if GP
not willing or not member of Division
Clinical skills may need upgradin
5-  Policies/procedures/documentati
n may be more of an issue

;_

Access to hospital services for
emergency or admission may be

Increased resistance from hospital

¢
D

problematical

5.5. Preferred Attributes
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It is clear from the evaluation of the models, ahé summary of strengths and
weaknesses that there is no single preferred nfoddfITH in Australia. However,
under current arrangements, hospital-based modale lsome advantages over
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community-based models. Hospitals are more likedy have clear lines of
accountability and medico-legal responsibility, dhd establishment of procedures and
protocols for acute care is facilitated by a hadpsetting. Because hospitals are the
traditional providers of acute care, hospital stafly currently be more equipped to
provide HITH, and clinical acceptance of care ia tome may be greater when the
program is hospital based. Because of histontsditutional and funding arrangements,
hospital-based models provide less opportunity feappropriate cost shifting.
Managers of hospital-based programs may be moreeawfithe overall resource
implications of HITH becoming additional, ratheathsubstitute care, and there may be
greater scope for the appropriate resource sbittec¢ur.

This should not imply that future HITH programs shibonly be set up as hospital
based, because there may be many longer-term tseeaBiommunity-based programs.
There may be greater flexibility in community-basgagrams, because of greater
experience in providing care in the home. Comnydbésed providers will have

greater awareness of the issues faced by peopleavéhooping with ill health in the

home. In addition, the cost structure of commuoéye may ultimately mean that it is a
less expensive way to provide HITH although congmars of the cost differences
between the programs have not yet been undertaldlemy of the overhead costs such
as the cost of cars may be able to be shared wittirlg community services. A

community-based program may be able to cover a rfaxger geographical area than a
hospital-based program. Thus, there are strongnaegts for Commonwealth and
State/Territory governments, and other relevanneige to examine ways in which

financial and organisational arrangements couldhbdified to remove impediments to
community-based HITH programs.

Recommendatlons

34. Individuals or organisations considering edisitting a HITH program should
critically evaluate whether the patient populatmarrants it and whether there is
sufficient existing (or potential) clinical supp@vailable to sustain a program.

Individuals or organisations considering edisting a HITH program should
crltlcally assess whether there are strong readortsave a community rather than a
hospital program. In general, hospital program® anore likely to be successful undjir
current arrangements.

36. Commonwealth and State/Territory governments sheolt together with other
agencies to identify ways in which financial andamisational arrangements could b
modified to remove impediments to community-bad@&éi lgrograms.

. If a hospital program is the preferred modieis important that the organisation
ensures that a key senior individual is willingagminister and champion the progra
In addition, the hospital must accept medico-lagaponsibility for the patient (ie.
ensuring the patient has the legal status of amiient). It should also provide
resources to ensure community workers are consuitdee provision of HITH

. If a community program is the preferred mode important that the organisatio
ensures that the preferred features that ariseasgital models can be incorporated,
[ particularly clarity of funding, clear lines of acantability and medico-legal
respon5|b|I|ty and appropriate procedures and poutis.
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39. Commonwealth and State/Territory governmemisiisl address mechanisms to
coordinate funding arrangements for HITH. Theraistrong argument for various
levels of government involved in HITH-related careooperate in identifying areas
overlap and considering mechanisms to pool funds/tad cost-shifting.
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Appendix A: Abstract of Cochrane Collaboration Revi ew of
Home Hospital

Hospital at home: Effectiveness of hospital at homeompared to in-patient hospital
care Shepperd S, lliffe S (1997)

Date of most recent substantive amendment: 18 Nbgedb97

Objectives: To determine the effectiveness of mampgatients in hospital at home
compared with in-patient hospital care. Searchiaf)y: Relevant studies were identified
using Medline, Embase, Social Science CitationexndCinahl, EconLit, PsychLit,
SIGLE, Medical Care supplement on economic litestand the EPOC register.

Selection criteria: Study design: randomised cdlettlotrials (RCTs). Comparisons: all
studies that compare hospital at home care witkedwspital in-patient care.

Participants: patients aged 18 years and overematiwith long term care needs,
paediatric and obstetric patients, and those riegumental health services are excluded.
Intervention: hospital at home has to offer a dpeaiervice to patients in their home
which requires health care professionals to takadiive part in the patients’ care. If
hospital at home did not exist then the patientla/dae admitted to hospital. Outcomes:
mortality, clinical complications, re-admissionspst to the patient and family, to
general practice, to the hospital and to the comiyuhospital days saved from the
provision of hospital at home, discharge destomatrom hospital at home, general and
disease specific health status, functional stapsyichological well-being, patient
satisfaction, carer satisfaction, carer burderff staews (including the satisfaction of
doctors working in primary care). Studies were onbnsidered for inclusion in the
review if standardised validated instruments weseduto measure subjective outcomes.
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Data collection and analysis: Data analysis anditguassessment were undertaken
independently by two reviewers using a data chsgkiollowing standard methods
described by the EPOC group (see METHODS USED INIE®/S under EDITORIAL
INFORMATION in GROUP DETAILS). Five studies met #fle inclusion criteria.

Studies are grouped according to type of intereentearly discharge of elderly medical
patients; early discharge of surgical patients; @are of terminally ill patients.

Main results: Five trials were included in theiesv, all are small and lack power. No
statistically significant differences were detecfed patient health outcomes. Patients
discharged early from hospital to hospital at hdoiewing elective surgery expressed
greater satisfaction with care than those who reemhiin hospital. Carers however
expressed less satisfaction with hospital at hoomepared with hospital care. Only one
trial, which recruited patients requiring termircare, formally tested for a difference in
cost. No statistically significant difference waetected for overall net health care costs.

Conclusions: This review does not support the widesd adoption of hospital at home
or discontinuing existing schemes for elderly mabisatients, patients who have had
elective surgery, or those with a terminal illneSfiere is insufficient evidence to
determine the effect of hospital at home on patentomes, or cost to the health service.
All the trials included in this review had methodgical limitations. Given the
heterogeneity of what is included in hospital atnlecand the uncertainty surrounding the
effects of this form of care future research shaldggérly specify the type of service being
provided, both at home and at hospital, and theiSpgatient groups. Patient health
outcomes, patient and carer satisfaction, and csfstslld be measured, and studies
should include a formal, planned economic analySiadies should be large enough to
detect important differences and to ensure gesatality of the results.
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Appendix B: Literature Review of Clinical Effective ness

Summary

Studies of HITH (which are summarised below witkliidnal information found in
Appendix A) have established that this type ofttreant is feasible and at least equally as
effective as traditional hospital care for manygti@ses. There is limited evidence that
patient satisfaction is improved with HITH treatrhent there is little evidence that long
term outcomes of HITH are different from thoserafiitional care. The effectiveness of
HITH may vary with the illness treated; 2) but many questions remain unansweggd

Introduction and Methods

The clinical trials of HITH are found in widely gisrsed journals, which reflect the
development of these programs from multiple sourd@snceptually HITH was defined
a considerable time agg and trialed with some success. However, thealitee gives
the impression of an interest prompted by develoynoé technology and therapies
overlying a concern to provide care that reduceavoids inpatient hospital care, which
is often seen as a method of reducing cost tod¢héhcare system.

The literature review was conducted systematicallth a search of the Cochrane
Library, Medline, Embase, and CINHAL (years 199®8p The following key words
were used: hospital at home, hospital in the haane, home care in combination with
one of the following terms - random controlled Igjatrials, clinical outcomes,
intravenous therapies, satisfaction and evaluati¢tiIH experts were also consulted to
identify additional relevant trials. Reports idéetl from the searches were screened. If
the study was a controlled trial of HITH (definitias stated elsewhere in this report) it
was reviewed by one of three reviewers (MS, MH, I8jng a standardised data
extraction sheet (see Appendix C). Data from thebsets (supplemented with reference
to the original paper where necessary) were usedite this review which examines the
clinical outcomes achieved by HITH programs.

HITH programs can be classified according to theddwmn treated or the organisational
structure of the program. The research reportsliysoansider specific treatments and
this method of classification will be used. Tablepvides details of the studies
classified by type of condition and provides dstaf the quality of evidence available
for each condition. The evidence levels are thgezifed by the National Health and
Medical Research Council (NHMRC 1995). In summéeyel 1 evidence is provided by

a systematic review of all relevant randomisedgrievel Il evidence is based on at least
one well conducted randomised trial and level Nidence defined by trials with a
control group of another sort. The levels of eviceare noted as there is a greater chance
of bias in studies with an evidence level of IlIlgr
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Table B1: Classification of HITH studies with level of supporting evidence

Condition / Treatment Studied Evidence level

Intravenous antibiotics I

Deep venous thrombosis Il

Chemotherapy -3

Post surgical Il

Older medical patients I

Rehabilitation: stroke, orthopaedi¢ |

Palliative Care I
Psychiatry I1*
Paediatric / cystic fibrosis -3
Obstetric Il
Home ventilation I\V*

*Indicates three areas which there may be additistuaies available which may clarify the situatforther.

The rating of level of evidence is based on theemg\wof each study report and critical
appraisal. It is acknowledged that this procesomewhat subjective and also that other
studies will exist that have not been identifiedtbg literature review. Details of studies
in each of these areas will be discussed in folgwparagraphs. An overall impression is
that the studies aimed to show that HITH was féaditr the conditions listed with no
deterioration in outcomes for patients treatedhigyHITH program when compared with
conventional hospital treatment.

Most of the programs developed as an outgrowthospital services. Those programs
that were established as an initiative from commyubased services tend to be more
general in their focus (for exampte 5). These programs usually admit patients with a
range of diagnoses.

Cochrane Collaboration systematic review

This carefully conducted systemic review examinesmé hospital treatment and
constitutes level | evidenge). It was published in late 1997 and identified fstedies

that met inclusion criteria. These studies had ohigepulations including early medical
patients, post surgery and palliative care. Thé@stwere cautious in their conclusions
and suggested widespread adoption if HITH was uramgéed without further research
evidence of effectiveness. Concern was expressedHiiiH programs can burden carers.

Intravenous antibiotics

The feasibility of use of intravenous antibioticshame as a method of reducing duration
of hospitalisation has been extensively studied. é&ample, an Australian randomised
trial (7) established the efficacy and safety of a onceydhike of antibiotic for moderate
to severe cellulitis. Descriptive studies have ssed that home based intravenous
antibiotics can be used for a variety of indicasi@5s).
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Deep venous thrombosis

There is compelling evidence that treatment of deepous thrombosis with low
molecular weight heparin is an effective and shégapy when provided at home. Two
large scale randomised trials have besn 17) An Australian audit study has also
supported use of this treatment regiase

Chemotherapy

A retrospective audit of an Australian home cherapy program for cancer patients
has suggested that the program is gafe

Post surgical

Studies in this category are a mixed group. Twaemdg reported British studies, that
were well conducted randomised trials, includedepds after joint replacement along
with patients with other diagnoses in trials of HITThese studies, 2) demonstrated
patient preference for care at home with no majffergnces in clinical outcomes.
Another randomised trigbo) compared short stay surgery with general praogtioor
outpatient aftercare and a conventional hospitalission. Patients preferred to recover
at home and had significantly shorter stays in hakprhey were most satisfied with
aftercare by the general practitioner. There waslifference in recovery time or major
complications. More professional contacts occuméti the early discharge groups. An
Australian studyz1) demonstrated a shorter length of hospital stay&tients following
hernia repair or laparoscopic cholecystectomy waithlITH program. Patients in the
intervention group had higher levels of satisfattiand fewer wound infections.
Following transurethral resection of the prostat€anadian study of early discharge
showed no difference in use of health care senbcgé®n increase in assistance required
at home22).

Older medical patients

There is some evidence that HITH outcomes may Imeawe for this group. There are
numerous studies of “geriatric evaluation” in whiohalth services attempt to address a
wide variety of medical, social, functional and gisglogical needs of older peopim).
Some of these programs operate as HITH type prageamd one of thesgs) met the
criteria for the review. It confirmed that the apach is feasible, produced some short-
term gains for patients but did not improve longrteoutcome. Other studies have
focussed on re-establishment at home with maximetl|l of independence for older
patients with a variety of medical diagnose<, 25) Three of these were well designed
(1, 2, 69)and showed some benefits.

Rehabilitation: stroke and hip fracture

HITH rehabilitation programs usually offer rehataitive care to post stroke or post
orthopaedic surgery patients. Research studies b@en published evaluating
rehabilitation HITH care after hip fractugs-34), stroke(s, 36)or with a mixed caseload
(2). These studies demonstrate that HITH rehabilitgpiegrams are feasible, reduce
inpatient length of stay, and may lead to an irmedanumber of patients returning to live
permanently in their own homes. These programs haea both hospital and
community-based.

It should be noted that only a selected group tépts with stroke or hip fracture are
suitable for HITH rehabilitation programs. Patiewith severe disability require
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considerable assistance with mobility, bathingssirgy, toileting and other activities of
daily living. This assistance is difficult to prold in the home setting. Rehabilitation
HITH programs generally require patients to be ablmobilise (if necessary with a
walking frame or stick) to some extent. Patientdwsevere disability may have an initial
inpatient rehabilitation program and then transbest HITH rehabilitation program for
the latter portion of the episode of care.

Donald3s7) offers an example of a rehabilitation HITH schemeolving nurses,
physiotherapists, occupational therapists and ititasion therapists. These staff
continued the rehabilitation program, provided sarppadvice and education to the carers
at home and gave basic care. Patients remairteée scheme for up to 4 weeks if
necessary.

Psychiatry

A randomised trial of home based and standard tedspare for patients with severe
psychiatric illness was conducted in the United gtiom (38). There was no major
improvement in clinical outcomes. However, inclglimome term follow-up, this study
appeared to reduce the demand for inpatient betls fawourable consumer and carer
satisfaction(39). Burns4o) conducted a large randomised trial of a home basede
psychiatric service. Unfortunately 48% of partanps were excluded after randomisation
which seriously compromised the study.

Paediatric / cystic fibrosis

Four non-randomised trial@1-44) of paediatric and adult patients with cystic fi&ig
demonstrated that home treatment is possible 81dbndition however, there remains
some debate in this area.

Obstetric

Studies of domiciliary antenatal monitoring andatreent have shown no major
improvement in clinical outcomess, 46) although one randomised trial showed a
reduction in hospital bed utilisatiqsr). A randomised trial of early discharge and home
follow-up after Caesarean birth established thad thipe of care appeared safe and
effective@s).

Home ventilation

The review of home ventilatio@9) does not strictly meet the criteria for the reviewt
has been included as it provides useful obsenmtmm the technology and clinical
appropriateness of home ventilation in a varietgaiditions. It demonstrates that home
ventilation is possible in some circumstances lmsep challenging ethical and practical
issues inpatients who have progressive incurabiditons.
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Table B2: Excluded clinical studies

Reference and subject

Reason for exclusion

Unplanned readmissions and out of
hospital deatfso)

The program was not a substitute for
hospital care

Cystic fibrosis44)

Summary, no comparative data

Home heparin theragsg)

Editorial

Inotropic therapy at honm)

Description of treatment with no data

Home treatment for severe disability
including palliative car@s)

The program was not a substitute for
hospital care

Home infusion theragy4)

Description of technigues

Rehabss)

The programs were not a substitute for
inpatient hospital care
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Appendix C: Guidelines for evaluating articles

Clinical

Based on How to read clinical journals: V: To digtiish useful from useless or even
harmful therapyse).

Rules 1 & 6 deal with validity (are the resultslik to be true?)
Rules 2, 3, & 5 deal with applicability (are theués likely to be useful?)
Rule 4 deals with validity and applicability

Authors

Title of Article
Journal

Date

HITH No.

1. Was the assignment of patients to treatments rédarandomised?

N

. Were all clinically relevant outcomes reported?
Were the criteria stated explicitly?
Were the application of the criteria done by obseswho are blind to whether the
patient was in the active treatment group

w

. Were the study patients recognisably similar tgyour own?
Are the study patients recognisable?
Are the clinical and socio-economic and demographaracteristics described
sufficiently?

IS

. Were both statistical and clinical significanceonsidered?
Is the clinical difference important?
Is the clinical difference statistically different?

ol

. Is the therapeutic manoeuvre feasible in your @ctice?
Has it been described in sufficient detail thas iteplicable?
* Isitclinically and biologically sensible?
* Isitavailable?
Was there contamination or co-intervention throughbe study?
» Is this generalisable to the Australian Health Gatting?

(o2}

. Were all patients who entered the study accourdeor at the conclusion?

Economic: Critical assessment of economic evalnatio
A check-listfor assessing economic evaluatigrs
1. Was a well-defined question posed in answeraliigrm?
» Did the study examine both costs and effects of#reice(s) or programme(s)?
* Did the study involve a comparison of alternatives?
» Was a viewpoint for the analysis stated and wastiny placed in angarticular
decision-making context?
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2. Was a comprehensive description of the competingjternatives given (i.e. can
you tell who did what to whom, where, and how ofte)?
* Were any important alternatives omitted?
* Was ado-nothingalternative considered?

3. Was the effectiveness of the programmes or seres established?
* Was this done through a randomised, controlledagirtrial? If so, did the trial
protocol reflect what would happen in regular pic
* Was effectiveness established through an overvieskirocal studies?
* Were observational data or assumptions used tbls$ted effectiveness? ¢,
what are the potential biases in results?

»

Were all the important and relevant costs and atsequences for each alternative

identified?

* Was the range wide enough for the research questioband?

» Did it cover all relevant viewpoints? (Possiblewpmints include the community
or social viewpoint, and those pétients and third-party payers. Other viewpoints
may also beelevant depending upon the particular analysis.)

* Were capital costs, as well as operating costijded?

5. Were costs and consequences measured accuraialgppropriate physical units
(eg. hours of nursing time, number of physician viss, lost work-days, gained
life-years)

* Were any of the identified items omitted from measwent? If so, does this
mean that they carried no weight in the subseqaeatllysis?

* Were there any special circumstances (e.g. jomifisesources) that made
measurement difficult? Were these circumstancedlbd appropriately?

6. Were costs and consequences valued credibly?

* Were the sources of all values clearly identifi@@@@ssible sources include
market values, patient or client preferences aa@sj policy-makers' views and
health professionals' judgements.)

* Were market values employed for changes involvaspurces gained or
depleted?

» Where market values were absent (eg. volunteeutapor market values did not
reflect actual values (such as clinic space donatedreduced rate), were
adjustments made to approximate market values?

* Was the valuation of consequences appropriatehéoguestion posed (ie. has the
appropriate type or types analysis - cost-effectiveness, cost benefiti-atifity -
been selected)?

7. Were costs and consequences adjusted for diffetel timing?
* Were costs and consequences which occur in theefldiscounted' to
* their present values?
* Wasany justification given for the discount rate used?

8. Was an incremental analysis of costs and consemces of alternatives
performed?
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* Were the additional (incremental) costs generayeana alternative over another
compared to the additional effects, benefits, ditias generated?

9. Was allowance made for uncertainty in the estimas of costs and

consequences?

» |If data on costs or consequences were stochaséie wappropriate statistical
analyses performed?

» If a sensitivity analysis was employed, was justifion provided for the ranges
of values (for key study parameters)?

» Were study results sensitive to changes in theega{within the assumed range
for sensitivity analysis, or within the confidenogerval around the ratio of costs to
consequences)?

10. Did the presentation and discussion of study selts include all issues of
concern to users?

» Were the conclusions of the analysis based on sweell index or ratio of costs
to consequences (eg. cost-effectiveness ratio)3o,lfwas the index interpreted
intelligently or in a mechanistic fashion?

* Were the results compared with those of others hdae investigated the same
question? If so, were allowances made for poterdifferences in study
methodology?

» Did the study discuss the generalisability of tesuits to other settings and
patient/client groups?

» Did the study allude to, or take account of, otingoortant factors in the choice
or decision under consideration (eg. distributidncosts and consequences, or
relevant ethical issues)?

» Did the study discuss issues of implementationh siscthe feasibility of adopting
the 'preferred' program given existing financialodiher constraints, and whether
any freed resources could be redeployed to othethwhile programs?
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Appendix D: Economic Evaluation Articles

Article What question | Is there a What type of Are What is the What What costs are | Size of Findings Country
is posed? comparator group? program is being | consequences/ | method of perspective | jdentified? Study and year
evaluated? outcomes economic is taken? of study
identified? evaluation?
Coast et al. What are the Yes — selected using | Medical care for | Yes — mortality, | CMA — compared| Health Patient specific | 241 (2:1)| HITH costs UK 1995
(58) relative costs of| pragmatic RCT- HITH| elderly patients — | functional average costs system, or ward costs; HITHto | lower than -96
early discharge | group versus nursing +/or outcome, quality social unit costs for hospital | continued
into HITH continued carein rehab of I?fe, _ seryices and community hospital costs
versus hospital satisfaction patients services, cost pef from both
continued care :
in acute beds? hour of service hea_lth and_
for HITH, social services
includes contact and patients
and non contact, perspective
patient costs
Donati MA. Compare the | Yes a controlled Home treatment | Yes — clinical CMA Health care | Itemised chargeg 82 Clinical us
(43) efficacy and prospective study for Cystic outcome — lung system for treatment outcomes
benefits of Fibrosis function, including, equivalent,
hospital and hospitalisation. hospitalisations, home care
home treatment Rates diagnostics and charges were
of CF
drugs less, 63% of
home group
worked or
attended school
Ei ) . G . . - Savings of
isenburg, J. | Comparison of | Compared estimated | IV antibiotics for | Yes- used CMA Heallth, social| Hospital costs, $510 per patient US 1982
and Kitz(59) | costs of costs for inpatient Osteomyelitis aggregated data —includes physician visits, per patie data
conventional versus early from clinical lostincome, | _5 (ifferent for EDP- B
inpatient costs | discharged patients trials and direct SOUrCES: POt?ntlﬁd
with early personal assumea savings
discharge IV costs estimated of
therapy resource use for $43 million at
EPD including .
non-medical national
- not a

costs, morbidity
costs calculated
Labour stats

comparison of
two groups of

patients
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Article What question | Is there a What type of Are What is the What What costs are | Size of Findings Country
is posed? comparator group? program is being | consequences/ | method of perspective | jdentified? Study and year
evaluated? outcomes economic is taken? of study
identified? evaluation?
Ferris, .D et | Compare the | Yes aretrospective, | Intravenous Encounter data, | CMA Health care | Hospital costs — | 253 Outpatient costs Canada
al. (60) costs of non-randomised infusion of safety and system average costs, initially more 1988
managing comparison of home | narcotics effectiveness fee schedules fo expensive but
parcqtic versus hospital from the literature doctors, breaks even at
::rglrjngn;;t?ernts ambplance, patient; per yeaf
published data (analysis is at
for home care, program level
drug costs times not by patient
frequency and level)
doses
Gardulf, A. et | To estimate and No, compares ongoingg Home treatment | No — assumed Estimation of Health Equipment, 30 -Mean patient | Sweden,
al. (61) compare the hospital costs with with Gamma equivalent costs systemand | training costs, costs with homel 1987-
patient bqrne change to training and _Globulin - patient costs hospital costs, therapy were on| 1991
costs of life home therapy lifelong therapy travel, treatment average 1/7 of
Ir(]);rgr;];herapy at time hospital based
costs overal
year period;
employment
status, own car,
distance to
travel were NB
factors in
variation in
costs
Grayson, ML | To assess the | No Antibiotic therapy| Patient free of Determination of | Department | Costs of home | 20 HITH costs — Australia.
et al(61) practicality, to patients with infection, LOS, costs (no true of Human visit — time, mean daily
safety and cost- serious bacterial | complications, comparator Services drugs, supplies, $147: estimated
effectiveness of infections patient group)

intravenous
antibiotics at
home

preference, use o
hospital bed days

time, estimated
comparable cost
for hospital stay
assuming
admission to
hospital

hospital costs
$259 (no
comparator

group)
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Article What question | Is there a What type of Are What is the What What costs are | Size of Findings Country
is posed? comparator group? program is being | consequences/ | method of perspective | jdentified? Study and year
evaluated? outcomes economic is taken? of study
identified? evaluation?
Hensher, M et| Does HITH Traditional hospital EDP post hip No CMA NHS Hospital costs - | 854 in In two hospitals| UK 1994-
al. 199¢62) have better versus early discharge; surgery — 3 average ward HITH the cost per day| 95
outcomes, hospital group not different costs (theatre in HITH is less
quality and defined programs No costs were expensive, but
lower costs excluded), LOS is greater
travel, transport, for HITH group
supplies, — therefore costs
are greater for
HITH
Holdsworth To examine the| No control group Home Rates of CMA Patientand | Used charges (2| 44 Found home US 1991-
M.T. et al. economic chemotherapy complications and third party sources), actual therapy to be 1994
(63) impact of a program for readmission payer resource use in less expensive
Eﬁtrenn?otherapy gﬁggllgg;/cpatients home setting but did not have
Drogram a control group
Hollingworth | To ascertain the Population based — | EDP Post hip Utilisation and CMA Health care | Overhead 1104 HITH decreases UK 1991-
W et al.(32) economic those who had HITH | surgery readmission rates costs averaged, actual hospital stay; 92
impaCt of early and those who did nof] theatre COStS, direct costs of
d'ricr;grﬁ";or » nursing costs care lower for
Eati?a ol P actual, estimates HITH group,
of drugs and readmission
supplies, rates higher for
diagnostics HITH group
Hughes S.L. | Comparison of | Randomised on Home care for thg Survival time, Cost Hospital Hospital costs — | 171 Functional us
(64) hospital care admission to hospital | terminally ill patient ADL, consequences average outcomes,
with care in the | for hospital care or patient & carer accounting costs satisfaction and
home for home care morale and (per day), Home morale were
terminally ill satisfaction care COSt’S from similar:
atients . ]
P previous survey Additional

(confirmed by
experts)

home care costg
were offset by
hospital cost
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savings
Article What question | Is there a What type of Are What is the What What costs are | Size of Findings Country
is posed? comparator group? program is being | consequences/ | method of perspective | jdentified? Study and year
evaluated? outcomes economic is taken? of study
identified? evaluation?
Lownethal R, | Comparison of Assumes equal | CMA —uses Health care | Clinical costing Home care less| Australia
(29) cost differential effectiveness marginal costs system and cost expensive
between home modelling for
chemotherapy hospital and
and day unit home
Naef RW. Et | To determine Yes — retrospective Home treatment | Yes — weight Cost Hospital Home visits and | 50 Home care US (two
al. (45) whether home | matches control groupg for hyperemesis | loss, time in conseqguences supplies, averagg treatment less | year
treatment for gravidarum treatment, other hospital charges expensive even| study)
hyperemesis nutritional per day with
gravidarum is support, -
safe, efficacious readmission rates| readmission
and CE. costs
O’Cathain, A. | Evaluation of a | Prospective EDP hip surgery Mental test Comparison of Health care | Based on 110 Both groups had UK 1990
(28) EDP for comparison of HITH scores, staff costs costs reported charges same LOS,
fractured neck | patients and traditional satisfaction by hospitals and same reported
of femur hospital care INexget:ﬁ,gﬁgiin the staff costs for level of
Health Profile HITH sat!sfactlon, .
estimate saving
of £770 per
patient (note
costing exercise
is not complete
or based on
actual resource
use)
Richards To measure the| No —states there is no| Total parenteral | - does not suggest Cost Utility — NHS Costs of 64 — all - savings from | UK
D.M. and Cost Utility of | viable alternative — yet nutrition in the that hospital TPN| utility scores resources for inhome | HTN is
Irving HPN, is current| states the proposed | home for is an option using EuroQol hospital and TPN £142.089 over 4
M.H.(65) practice the treatment is CE intestinal failure | therefore death is| Health Status Q; home group yearé _ not cleaf

most efficient
for treatment of
intestinal
failure

the alternative

marginal costs of
hospital costs,

how
comparison
determined
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Article What question | Is there a What type of Are What is the What What costs are | Size of Findings Countr
is posed? comparator group? program is being | consequences/ | method of perspective | jdentified? Study y and
evaluated? outcomes economic is taken? year of
identified? evaluation? study
Shepperd et | Does the use of| Yes — selected using | Hip replacements| ALOS, CMA — marginal | Health Hospital costs, | Hip (86), | No difference in | UK,
al. (5) HITH: RCT - HITH versus | knee readmissions costs hospital systemand | patient knee costs in total activity
inpatient hospital care| replacements, costs patients dependency (86), health care costs | 1993-
- decrease costy hﬁtelrecmgny' | scores to weight| hysterect| in hip or knee 94;
to health eat?érﬁsmgol(?D each day, HITH | omy group; costs
services P ‘ — staffing and | (238), hysterectomy and 1994-95
. non-staffing elderly COPD groups
- increase costs . .
to GPs costs, medical | had higher health
depreciated patients( | care costs; GP
- increase costs capital, carer 96), costs were higher
to patients costs, GP costs | COPD for elderly
(32) medical and
COPD groups
Stiever, H.G. | Costing of No IV therapy No None Ministry of | Documents 95 States cost Canada
etal.(66) provision of IV Health home costs, use beneficial — no
antibiotic in per diem for measurement of
home hospital costs benefits
Ting, S.B(18) | Examines use | No — estimates costs if Home program Health
of Dalteparin in | patient had remained | for Dalteparin system
the home in hospital
Tremarin A. Economic Randomised - home ar Home care Quality of life Cost utility — useg Health Hospital costs 42 Cost per person inltaly,
et al.(67) evaluation of hospital, several in assistance for WB scale system costs | general ledger, home group is 1990
home care — control did not meet | AIDS patients (results may overhead, top less than hospital
Pilot treatment criteria have been down method: group per person
different if '

informal care
costs
included)

home care has
patient specific
costs

year; cost may be
more affected by
socio-economic
situation
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Appendix E: State/ Territory Survey
The Centre for Health Economics Research and EtaiugCHERE) is undertaking a

consultancy for the Commonwealth Department of theahd Family Services on
hospital in the home. The purpose of the consaitamto identify and document
Hospital in the Home (HITH) care models nationaliyh a view to improving
treatment options for patients and cost-effectigsrad services through increasing
the utilisation and acuity of HITH services, wheggpropriate. One of the first steps
in undertaking this project is to gather informatmn policies that pertain to HITH in

each State/Territory.

We would really appreciate your help in filling dbe following questions as they
pertain to the definition below. For the purposéthis consultancy we are interested
in all programs that fall within the definition. &fecognise that this definition may
apply to programs not classified in your AHS as piiad in the Home, for example
they may be Early Discharge Programs or may berssf¢o by another name, such

as Hospital at Home.

‘Hospital in the Home’ involves the provision of uée care
interventions to patients in their place of residen These
interventions require health care professionals.(doctors, nurses) to
take an active part in the patient’s care. Thecplaf residence may be
permanent (own home) or a place of temporary residesuch as with
family or accommodation near the hospital.

Hospital in the home is a substitute for acute cprevided in the

hospital, thus if it did not exist the patient wdblle admitted to the
hospital or have to remain in the hospital. Thegmam must also have
provision for an appropriate level of emergencyloap.

State
Address

Name of person completing survey

Telephone

Fascimile

Type of HITH program

Are the programs established or pilot programsadeieircle correct response
Established Pilot Both
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Please provide the names of hospitals in your Staeitory and a contact individual at
each hospital offering a HITH program. If you haheeady provided us with this
information, please disregard this question.

Funding

We are interested in understanding how HITH prograresfunded, and whether the funding is
part of general funding or is direct HITH progranmdiing. For your HITH programs, does
the funding flow to{Please ticlall appropriate boxes and explain/comment as necepsary

Hospitals

As part of general funding

Directly to HITH program

Community Agencies

As part of general funding

Directly to HITH program

Other (please specify)

Is the current funding arrangement for HITH in y@dtS in the form of incentive funding or
recurrent funding? Please circle correct response.
Incentive Recurrent Both

Does the HITH funding cover total HITH program cost partial costs i.e. set-up and
establishment costs? Please explain.

Does the AHS fund HITH based on any or all of tHofeing. Please tickall appropriate boxes
and explain/comment as necessary.

Casemix Only— Total episode- (hospital plus HITH)

Casemix with incentive funding for HITH portion

Per diems (payment per day of care)

Per visit (payment per contact)

Total episode of care (e.g. one payment for sefiebemotherapy treatments)
Block grant funding

Service agreement, cost and volume contract

Other (please specify)
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Establishment Criteria

Does the AHS have criteria for any facility wishitigestablish a HITH program? Please
circle correct response.
Yes No If yes, please provide details. If insufficieabm provided please attach.

Evaluation

Has the AHS undertaken or commissioned an evaluafiany HITH program? Please circle
correct response.
Yes No If yes, please reference report(s).

Has the AHS required HITH programs to undertakealuation of their program? Please circle
correct response.
Yes No If yes, which programs?

Has the AHS set specific objectives for the HITldgnams? Examples of specific objectives
may include clear definition of the eligibility phtients for HITH, demonstration of cost
effective care at the patient level. Please indida¢ objectives for your State or Territory, if
insufficient room provided please attach a list.

Are there specific performance indicators for HIptdgrams? E.g. ALOS of HITH (including
hospital portion) versus hospital ALOS, nature axfecprovided, clinical outcomes etc. Please
list the performance indicators for your State errifory, if insufficient room provided
please attach a list.

Policies and Procedures

Are there specific policies and procedures for HPTRlease circle correct response.
Yes No

If yes, are there policies relating to the follog/h Please tick all appropriate responses and if
possible, please attach a copy of specific policies

Appropriate clinical indicators for patient selecticriteria for HITH

Patient safety

Staff safety

Home inspections

Specific care protocols for HITH

Patient choice (if HITH is available and appropridben does the patient always have a choice to
obtain care in the hospital or at home)? Pleastagxp

Have clinical pathways been developed specifidaifythe HITH programs? Please circle the
correct response.
Yes No

If yes, please specify for which clinical condit®n

Is the AHS currently promoting the developmentlofical pathways for HITH? Please circle
correct response. Yes No
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Appendix F: Hospital /Community Sector Survey

The Centre for Health Economics Research and EtlaluCHERE) is undertaking a
consultancy on hospital in the home for the Commneaidthh Department of Health and
Family Services. The purpose of the consultanty identify and document Hospital in
the Home (HITH) care models nationally with a vilmimproving treatment options for
patients and cost effectiveness of services thrangyeasing the utilisation and acuity of
HITH services, where appropriate. One of the fteps is to survey hospitals that have
programs that may qualify as HITH programs. THermation gathered would be
available to those who are interested in HITH.

Please complete the following questions as thetaetoall programs offered in your
facility that meets the definition below. We reogsg that the definition may apply to
programs not classified as Hospital in the Homegei@ample they may be Early

Discharge Programs or may be referred to by anotéere, such as Hospital at Hame

Please complete the following information and themswer the questions on the
following pages.

Name of contact person

Name of Facility
Address

Telephone Number

Facsimile Number

Definition of Hospital in the Home

Hospital in the home involves the provision of accdre interventions to patients in
their place of residence. These interventions ireghealth care professionals (i.e.
doctors, nurses) to take an active part in the guadts care. The place of residence
may be permanent (own home) or a place of tempaoesiglence such as with family
or accommodation near the hospital.

Hospital in the home is a substitute for acute gan@vided in the hospital, thus if
it did not exist the patient would be admittedhe hospital or have to remain in
the hospital. The program must also have provision for an appietprlevel of
emergency back up

Existence of HITH Program

Do you have Hospital in the Home (HITH) projectfst meets the definition above? If yes,
please complete the following survey.

Yes If the answer to Question 1 YES please complete the following questions.
If you have any questions please feel free to abiarian Shanahan,
Project Manager, HITH Consultancy, CHERE at (02) 93913.

No If the answer to Question 1 MO please fax pages 1 and 2 of this survey to
Marian Shanahan at (02) 9351 0930.
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1) Please list the type of care provided in HITH peogs and briefly describe
(e.g. Intravenous therapy — antibiotics, anti-cdagts, fluid replacement; post
surgery - hip replacement and open-heart surgergrs).

Program Description

The following two tables will enable us to quantifhe volume of care provided by HITH
programs in your facility. Table 3(a) refers teea that received all of their care in the
HITH program, that is they were not inpatientshaf hospital. Table 3(b) refers to
patients who received care in both the hospitaliartde HITH program.
2) What is the volume of care provided to HITH patswho received only
HITH care, that is they were NOT INPATIENTS. Plegsovide for most
recent year available.

HITH Program (type of care Cases (episodes Average Length | Days (total)
provided) of care) of Stay (ALOS)

IV therapy

Post-surgery

HIV-AIDS

Chemotherapy

Non-surgical wound care

Rehabilitation

Other — please specify

3) What is the volume of care provided to HITH patsewho received both
inpatient and HITH care, that is they were INPATIEBbefore admission
into HITH program. Please provide for most recgzdr available.

Hospital Portion Only HITH Portion Only

HITH Program | Cases Average Days Cases| Average Days
(type of care Length of (total) Length of (total)
provided) Stay (ALOS) Stay (ALOS)

IV therapy

Post-surgery

HIV-AIDs

Chemotherapy

Non-surgical
wound care
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Rehabilitation

Other

4) What is the total volume of care provided by yagility?
Total Separations | Total Days (bed Overall Average
including HITH days) including Length of Stay

HITH

5) Common diagnosis - What are the 10 most commonBRIGs treated in all
HITH programs offered by your facility?

AN- DRG Frequency (numbe

of HITH Patients

=

6) Age and gender distribution — this informationasliustrate which age
group(s) uses HITH and whether this utilisatiosimilar to overall hospital
use for all patients.

Age Category Days of HITH care Days of care (abital
patients)
Female | Male Female Male

0-14
15-34
35-49
50-64
65-74
75+
Total
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Administrative

7) How are HITH patients classified while in the HITirbgram?Please ticlall
appropriate boxes

0] As hospital patients
(i) As community agency clients
(iii) HITH patients (separate from either hospital or oamity)

(iv) Other — please specify

8) Are the HITH programs which your hospital is invetiin operatetdy (please tick
all appropriate boxés

® your hospital
(i) another hospital

(i) a community agency - please specify

(iv) other — please specify

9) Are your HITH programs established or pilot progs&m

Program Established (start date) Pilot (projected
duration)

Eg. Chemotherapy Yes, 2 years (1995-
1997)

10) Care Provision — What organisation employs the sthb provide the care for the
HITH home patientsPlease tick appropriate response and when inforomati
available please indicate full time equivalent S{&TE).

(i) Own Hospital staff FTEs
(i) Purchased Services
1. District Nurses FTEs
2. General Practitioners FTEs
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3. Non-hospital allied health care providers FTEs

4. Nursing Agencies (nursing service) FTEs

(i) A combination of hospital staff and contract emgley. Please specify
FTEs

(iv)  Other, please specify FTEs

11) Who provides the direct care in your program(B)@ase ticlall appropriate boxes.
® Nurses

(i) Therapists

(i) Doctors
1. Hospital-based doctors
2. Patient’'s own GP
3. GP — not patient’s own
(iv) Home care workers
(v) Patient (taught to administer own care)
(vi) Carer (taught to administer care)

(vii)  Other (please specify)

12) Program Potential

(a) Given the staff currently employed in the HITH gram(s), is your HITH
program operating at full capacity?
Yes No

(b) At what level do you estimate you are currentlgmaping? (occupancy rate of
the HITH program as currently staffed )

25%
50%
75%
100%

Are the HITH staff deployed elsewhere in the fagiWwhen not required for the
HITH program? Yes No

What is the scope for expansion, i.e. how manytexhdil patients could be
managed in the program?
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What barriers are there, if any to expansion ofpifugram?

Are there plans to expand your facility’s HITH pram?
Yes No Please provide details.

13)Referrals

(@) — Approximately what percentage (%) of patientmefis come from the
following sources?

(i) Emergency department

(ii) Inpatient departments

(iif)Outpatient departments
(iv)GP
(v) Community nurse

(vi) Other — Please specify

(b) Has the program experienced any difficulties iniewing the expected
referral rate¥es No Please explain

How is HITH promoted within your facility, i.e. infmation sessions,

(c) dedicated staff, informal contacts, or written miale?

(d) What are specific criteria for entry into the HIgrogram?

14)What is the process for determining eligibility famtry in the HITH program?

For example, assessment of patient, carer and bituadion.

15)What are the alternatives if patients or their caohoose not to participate in

the HITH program?

16)Who makes the final decision re eligibility?

17)Who is responsible for discharging the patient ftbeprogram?

18) If the patient is an inpatient, when in the st&yhie patient considered as a

potential candidate for HITH?
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(a) Pre-admission clinic
(b) Pre-operatively or immediately after admission
(c) Immediately post-operatively

(d) Prior to discharge

(e) Other, please specify

19)Home Assessment

0) Is the home situation assessed before to admisgmihe
program?
Yes No
(i) If yes, who assesses the home situation?

(iii) Is the assessment made by visiting the home?
Yes No

(iv)  What are the assessment criteria?

20)While in the HITH program, does the patient neetb&ve home to receive
care from any of the followingPlease tickall appropriate boxes

@ The doctor
(i) The nurses
(i)  Therapists
(iv)  Outpatient department

(v) Other, please specify
21)Continuity of Care

(a) Is there any provision for HITH staff to assesseudas before admission
into HITH program? If so, please describe

(b) Is patient’s own GP involved with HITH care whilatgent is in HITH?
Yes No If yes, please explain

(c) If no, what communication is made with the GP wpatient is
discharged from HITH?
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22)Evaluation of program — Have there been any evalsbf the HITH
program(s) undertaken at your facilityPlease tick all appropriate responses

An economic evaluation of the HITH program
A clinical effectiveness evaluation

A satisfaction survey
Other (Please specify)
Please describe briefly amyaluation that has been done on the HITH

program(s) offered by your facility. Please refeeany published reports.

B. Funding / Payment — this question is designedltovalis to understand the
various funding and payment arrangements for HI'pErating throughout the
country.

1) What is/are the source(s) of funding for your HIpibgram(s)?Please tick
all appropriate responses.
(@) Casemix (AN-DRG)
(b) Casemix and incentive funding

(c) Per visit

(d) Block grant funding
(e) Service agreement, cost and volume contract
(f) Other (please specify)

2) How are doctors in the HITH program reimbursed?
(a) Salary

(b) Sessional Payments
(c) Fee for Service - MBS
(d) Fee for Service — other

(e) Other (please specify)

3) Does the HITH program cover the costadifprescription medications for
patients in the HITH program? Yes No If no,

are there certain types of medications that arersalby the HITH program?

C. Legal/ Ethical questions
1) Are there specific medico-legal issues that petti@itme provision of care to

HITH patients that are different from the carergdatients? If so, please

Commonwealth Consultancy to Advance Hospital irHibee



106

describe these issues.

2) Does each patient sign a consent form? Yes No
3) Does the carer sign a consent form? Yes No

D. Safety — In this section we are interested in meisias that have been sgi to
deal with patient and staff safety.

1) What provisions have been made for 24-hour emeygeare for HITH

patients?
2) Are nursing staff available 24 hours per day? Yes No
3) Is a doctor available 24 hours per day? Yes No
4) Do the patients have an emergency number to call¥es No

5) Is the patient required to go by ambulance to timefgency department if

they require after hours emergency care? Yes No

6) What mechanisms have been set up for staff sgizaiety? Please ticlall

appropriate boxes

(a) written protocols (please attach)
(b) mobile phones
(c) escort

(d) other (please specify)
E. Staff education and monitoring of standards

1) Are there staff development/education programsHerteam that provides the
HITH care?

2) What quality of care standards have been develtpadI TH?

3) Have specific clinical pathways been developedi® in HITH programs?
Yes No
If yes, please specify for which clinical conditgon

F. Policies, protocols and procedures

1) Does the HITH program have specific program obyest? Examples of
specific objectives may include clear definitiontloé eligibility of patients for
HITH, demonstration of cost effective care at th&ent level. Please indicate
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the objectives for your facility. (If insufficiembom provided, please attach a
list).

2) Are there specific performance indicators for HIpkbgrams? Eg. ALOS of
HITH (including hospital portion) versus hospitdl@S, nature of care
provided, clinical outcomes etc. Please list thdgumance indicators for your
facility. If insufficient room please attach atlis
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Appendix G: Hospitals and Facilities providing HITH

Hospital in the Home Programs in Australia (excludng Victoria)

Hospital Address Types of programs or care provided

The Canberra Hospital Woden, ACT IV therapies (@otiits, inotropes, anti-
coagulants, anti-migraine etc.); post
orthopaedic surgery; clinical pathway drive
elective surgery; chemotherapy

Albury Community Health | Albury, NSW Intravenous antibiotics; anticoagulants

Services

complex dressings and drains

Bankstown Health Service
Ambulatory Care Unit

Bankstown, NSW

IV therapies, Low molecular weighpduen
and other parenteral agents

Bega Hospital

Bega, NSW

Post acute surgical cgrantibiotics, IV
infusions, post acute medicine

Broken Hill Hospital and
Health Service

Broken Hill, NSW

IV therapy, anticoagulant therapygund
management, monitoring and education

Camden Hospital, NSW

Camden, NSW

IV therapy, posgery, non-wound care,
education, monitoring vital signs

Central Sydney Area
Health Service

Camperdown,
NSW

IV therapy, anti-coagulation , major dressing

[

Fairfield Hospital

Wetherill Park,
NSW

Domiciliary Midwives program — post natal;
Ambulatory Care — Intravenous therapy;
respiratory care, education and support;
monitoring central lines; vital signs

John Hunter Hospital

Hunter Region,
NSW

Out and about IV therapy - Predominantly
intravenous antibiotics;

Sleep at home progranEDP post
hysterectomy

Hornsby Kuringai Hospital

Hornsby, NSW

RehabilitatiDischarge Team

Moruya Hospital

Moruya, NSW

IV therapy (antibiotidkiid replacement,
blood transfusions); anti-coagulation; post
surgery (mastectomy, burns, hysterectomy,
plastic surgery), home TPN, paediatrics (crg
asthma, renal failure, cystic fibrosis)

Newcastle Mater

Waratah, NSW

Mater Acute Care @amity Service
(MACCS) post acute and acute care - IV
therapy, anticoagulant therapy, general
monitoring, education, wound care, referralg
from oncology

New Children’s Hospital

Westmead, NSW

Home Ingrzous therapy — cystic fibrosis
patients; Palliative care, IV antibiotics and
chemotherapy;

Home Traction & Case management progra
— for developmental dysplasia of hip and EQ3
fractured femur;

Burns, wounds, plastics - dressings,
management and, education

m

Northern Sydney Division
of General Practice — Roy4

al

North Shore Hospital

St. Leonards, NSW,

Home based rehabilitation — frackmeck of
femur, stroke, amputation lower limbs and

joint replacement
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Prince of Wales Hospital

Randwick, NSW

HITH — Inrawus antibiotics,
anticoagulants, blood transfusions
Orthogeriatric Service — rehab and treatmen
post surgery
General Surgery — rehab and treatment pos
surgery
Post acute respiratory Outreach Service —
antibiotics, chest physio

Royal Newcastle Hospital-

Newcastle, NSW

PACC - Post orthopaedics: homeitnact
assisted discharge;, IV antibiotics; DVT

Tweed Heads District
Hospital

Tweed Heads,
NSW

IV therapy; anticoagulants; Early Obstetric

Discharge program; post surgery care; woumd

infections

Western Sydney Area
Health Service — Post
Acute Community Care

Westmead, NSW

IV therapy, pre and post surgerny, cam-
surgical wound care; rehabilitation;
anticoagulants

Wingecarribee Health
Services

Bowral, NSW

Transitional Care Program — intravenou
therapy, post surgical care, hospital avoidan
anti-coagulation therapy

Wollongong, Institute of
Maternity and Paediatrics

Wollongong, NSW

Antenatal — foetal and BP monitgridrawing
blood
Post natal — visits and follow-up, drawing
blood from jaundiced babies; follow-up of
high risk mothers and neonates ; removal of
sutures and clips

Royal Darwin Hospital

Darwin, NT

Intravenous ThayaAnti-coagulation
Therapy

Bundaberg Health Service
— Community Health

Bundaberg, Qld.

Transitional Care — advanced waane,
intravenous antibiotics, anticoagulant therap
pathology, education post surgery,

Gold Coast Hospital

Southport Qld.

Parenteralapgr intravenous, intramuscul
and subcutaneous

Princess Alexandra
Hospital

Woolloongabba,

Qld

Transitional care — Wound care, s/c, IM
medications, patient and carer education. 1D
SPC changes
Alternate Site Infusion Service — IV antibiotig

C/

S

Toowoomba Health
Services

Toowoomba, Qld.

Intravenous therapy, anticoagu)dhiisl
monitoring in hyperemesis

Flinders Medical Centre

Bedford Park, SA

Wouncec&ransitional support; cellulitis;
DVT, IV antibiotics; blood transfusion,
education (sc. interferon, diabetes) day surg
support; INR monitoring post valve
replacement

ery

Lyell McEwin Hospital

Elizabeth Vale, SA.

Post sum@icare, hospital avoidance, anti-
coagulation therapy

The Queen Elizabeth
Hospital

Woodville, SA

Intravenous therapy; anticoagulamtrépy;
respiratory management; pain management
wound care (specialised and drains); post d
surgery; urology program, breast care progr
(pre and post surgery); physiotherapy;

Ry
Hm

Women’s & Children’s
Hospital

North Adelaide, SA

Domiciliary Midwife; Home Entenslutrition
Service (HENS); New Palliative Care Servic

11

Repatriation General
Hospital**

Adelaide, SA

Rehabilitation — stroke and orthopeedi
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Launceston General
Hospital

Launceston, Tas

Intravenous Therapy (Antibioticshyle
prednisone); Wound care, Anticoagulants,
complex patients pre Community Nursing, L
Cholestectomy (same day surgery);

Royal Hobart Hospital

Hobart, Tas

IV Antibioticsp#dcoagulant Therapy, Drain
management, complex dressings, TPN,
lleostomy care, blood tests, bilateral fracturg
colles, post surgery pain management

Fremantle Hospital

Fremantle, WA

Intravenous Aiotibs; pre and post

procedure anti-coagulation; post surgery cale

(drains, tubes etc.); complicated wound care
(acute only); anti-coagulation.

Homeward 2000**

Perth

Hospital Avoidance

Sir Charles Gairdner

Nedlands, WA

The Domiciliary Rehabilitation andpport
Program (proximal femoral fractures);
Homeward Bound Program (strokes, fractur
neurological disorders);

Post Acute Care Domiciliary Nursing Program

(IV antibiotics; wound/drain management,
stoma therapy, teaching/support; pre-op
education)

ES,

Royal Perth Hospital

Perth, WA

Domiciliary Bone muav transplant service.
HANDS - Intravenous antibiotics; low
molecular weight heparin; wound care; drairn
care; phlebotomy for Warfarin titration, X-
match for transfusion.

Home Based Rehabilitation Services

Burns Domiciliary Service

** These two facilities did not complete a survey but information was gained in discussions with staff
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1997-98 Victoria Hospital in the Home Program, Sumrary of Activity

This table was generated from information providsed the Victorian Department of Human

Services. The content of the table is differeatrfrthe previous table but does include information
on length of stay and number of patients by HITidgoam. This type of information was also

requested in our surveys but was not provided sufficient consistency to allow presentation.

Hospital / Network Bed —day | Bed-day Separa- Average | Total LOS

target actual tions LOS (include-
ing HITH)

Barwon South Western

Region

Colac 806 662 78 8.5 940

Geelong Campus — 6,458 4,435 749 5.9 6,469

Barwon Health

Hamilton 600 883 79 11.2 1,256

Portland 482 253 49 5.2 422

Warmambool 2,263 1,398 148 9.4 1,885

Grampians Region

Djerriwarrh HS (Bacchus 70 111 20 5.6 174

Msh & M) *

Ballarat 2,500 1,105 72 15.3 1,769

East Grampians (Ararat) 154 223 39 5.7 314

Stawell 420 240 24 10.0 392

West Wimmera (Nhill) 715 414 24 17.3 435

Wimmera Health Care 350 304 16 19.0 367

Group (Horsham)

Lodden Mallee Region

Bendigo 480 762 93 8.2 1,159

Echuca 560 494 94 5.3 773

Kyneton 208 62 26 2.4 63

Mildura Base 1,200 1,519 298 5.1 2,203

Swan Hill 82 267 61 4.4 363

Hume Region

Benalla 547 460 155 3.0 587

Goulburn Valley Base 500 369 65 5.7 521

Wangaratta 838 986 286 3.4 1,625

Wodonga 1,944 2,284 465 4.9 3,357

Gippsland Region

Bairnsdale RHS * 130 74 7 10.6 79

Central Wellington * 150 135 13 10.4 314

Latrobe Regional (Moe) 1,565 1,763 70 25.2 2,063

West Gippsland 250 505 95 5.3 711

(Warragul)

Women's & Children’s

Health Care Network

Royal Children's 1,290 1,377 267 5.2 3,722

Royal Women's 692 526 197 2.7 2,876

Austin & Repatriation

Medical Centre

Austin & Repatriation 3,917 4,317 591 7.3 8,875

Medical Centre

Mercy Hospitals Inc.
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Mercy Hospital - E Melb 914 808 66 12.2 6,249
Campus

Mercy Werribee 595 729 320 2.3 1,610
North Western Health

Care Network

The Northern Hospital 1,630 1,229 241 5.1 1,900
Royal Melbourne 4,000 3,883 758 5.1 8,746
Western Hospital 1,000 2,078 307 6.8 3,521
Williamstown 424 144 74 1.9 302
Inner & Eastern Health

Care Network

Alfred, The 4,500 4,753 343 13.9 8,121
Angliss, The 4,000 3,718 1,406 2.6 6,019
Box Hill 1,400 1,380 484 2.9 3,004
Maroondah 1,900 1,942 639 3.0 3,230
Peter MacCallum Cancer 2,000 915 889 1.0 925
Institute

St. Vincent's Hospital

St. Vincent's 9,700 8,649 601 14.4 11,298
Southern Health Care

Network

Dandenong 1,714 1,610 237 6.8 1,868
Monash Medical Centre 3,198 2,789 432 6.5 5,006
Clayton

Peninsula Health Care

Network

Frankston Hospital 1,424 1,746 281 6.2 2,341
Totals 67,570 62,301 11,159 5.6 107,854
*

New HITH program in 1997-98

Source: Victoria Department of Human Services
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Appendix H: Selection Criteria by Facility

Selection criteria by hospital, each line represéime selection criteria for a different hospit@ihe research team grouped the criteria under #jerm
headings used in the table. All the responsestaners here to give those attempting to set up arprogsgome examples of criteria for various factitie

Geographic Limitations

Condition of patient

CareRequirements

Physical Surroundings

Patient/ CameWillingness
and ability

Lives in region Medically stable / predictable S&ir staff Willing to participate
Safe for physio and OT
Resides less than 20 km | Medically stable with clear prognosis Care amenable to Telephone Patient consent

from hospital

Medical and nursing consent

home environment

Home environment safe

Support person at home

Must live in safe area

Must speak English or lixth
someone who does
Must be mentally competent
Must be acceptable to nursing staff

Must not live alone
(IV antibiotics)

Stable medically and surgically
Normally require hospitalisation
Medical officer approval
Independent to bathroom or with
carer assistance

Telephone access
Suitable and safe home
environment

Resides in local
government area

Stable medical status
Able to manage pre-admission ADL
Over 12

Has own GP

D

Access to phone

Patient has the atuility
participate
Compliant with treatment

Medically stable
Care can be managed by HITH staff

Patient willing to participate

Live in local government
area

Have a diagnosis
Have GP support

Telephone in home

Have family support

Live within reasonable
distance of clinic

Have a condition requiring 1V therap
Have adequate IV access

Be clinically stable

Have transport to enable follow-up
visits

yFirst dose of IV
medication has been
administered in
supervised
environment

Suitable home
environment - telephone
and refrigerator

Provide informed consent
Carer available as necessary
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Geographic Limitations

Condition of patient

Care Requirements

Physical Surroundings

Patient/ Carewillingness
and ability

Patient would otherwise be an
inpatient

Public patient

Definite diagnosis

Medical consent

Requires acute care
service

Suitable home assessmer

t Patient consent

Within catchment area

Must otherwise require adinisto
hospital
Have a definite diagnosis
Stable condition
Patient and carers must be accepta
to Nursing Staff

D

e

Reside in suitable
residence

Be able to care for self or hay
suitable carer

Condition stable

Clean safe environment
Telephone

Carer has ability to
demonstrate procedure prior
discharge

Carer able to understand
education material

to

Lives within 25 km of
hospital

Safe home situation

Families, carers are
comfortable with managing
care

Family reside in Sydney
metropolitan area

Age — under 6 months for home
traction
Nursing medical staff consent

Adequate home situation

Parental /carer consent
Ability to demonstrate
adequate skills of care

Positive blood culture and afebrile fa
48 hours,

Sensitive to Teicoplanin, non-platele
dependent patietns post MT

=

—

Have telephone access

Patients / family willing t
learn procedure or CNC to
provide at home

Live in the area

Can toilet themselves with aids

Require care

Hisnseitable

Agree to enter the program

Lives within geographic
area

Medical consent

Reliable to follow instructions
Diagnosis is clear

Patient is stable

Care is short term,
Does not need
frequent tests or
Care not duplication
of community based
service

Hours of care
available from projec

Safe home environment

Patient and carer willing
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Condition of patient

Care Requirements

Physical Surroundings

Patient/ Carewillingness
and ability

Doctor consent

Daily or BD
treatment

Phone

Consent of patient
Carer or else patient is very
dependent

Live in designated area

Medical officer desigddteprovide
medical care

Care can be safely
provided in home
environment

Lives in home, hostel,
nursing home
Adequate physical
surroundings

Client wants to participate

Must live within 20 km of
the city

Patient must have ha
a acute hospital
admission

Medical officer must
give consent

dMust have access to

telephone

Must have suitable carer at
home

Must live within
designated boundaries

Suitable access
device

Suitable carer / adequate
social support
Must give consent

Lives within 20 minutes
drive from hospital

Have a medical diagnosis
Stable

First dose of
medications given
with no
complications

Telephone accessible

Carer preferred

Patient is able to transfer and mobili
safely

sost acute care
required forup to 7
days

Patient is willing to be cared
for at home

Patient agrees to be readmitt
if complications necessitate
readmission

ed

Lives within designated
area

Patient is alert, oriented and low
safety risk

Physically and haemodynamically
stable

GP willing to manage care

Treatment is not
expected to exceed
60 minutes of nursing
time

Length of care not
expected to exceed 7
10 days

Discharge to private
residence

Resides with a carer or has g
carer within easy access
Patient must be agreeable to
service and prepared to work
with team

Need for treatment must be
established, medically stable

Must be alert and oriented, compliantdays (negotiable)

Must be able to manage self care of
canuala
Good venous access

Anticipated length of
treatment not > 10

Documentation of
allergies or other
drug reactions

No history of drug abuse

Home environment must
be suitable with
refrigeration

Access to telephone
essential

Family support

115
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Geographic Limitations

Condition of patient

Care Requirements

Physical Surroundings

Patient/ Carewillingness
and ability

Live within 20 minutes
from hospital

Has a clear diagnosis
Stable condition
Has medical request for transfer

Requires acute care
but not 24 hour per
day

Clearly defined
requirements

Home is safe, accessible,
hygienic, no potential
obstacles

Has access to telephone

Has a support network at
home
Enters program voluntarily

Live within 20 minutes
from hospital

Medically stable

Have suitable IV
access in place

Have phone

Have access to transport
Can administer own oral
medications

Assessed as clinically stable and
referred by medical staff

Condition is assessed by HITH staff
and confirmed as appropriate

Home environment
suitable

Patient agrees and accepts
program care

Live within 25 km radius
of hospital

Patients of RPH

Referral by medical staff

Has non acute medical or surgical
needs

Has manageable continence

Staff able to meet
required needs

Telephone access
Suitable home
environment

Patient and carer agreement

Medically stable

Requires domiciliary
rehab or support

Has appropriate home suppg

Lives within the referral
zone

Medical consent

Requires short term
post acute care
Needs visiting to a
maximum of twice

per day

Safe home environment

Patient and carer consent
Patient is compliant with
treatment
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Appendix I: Quality / Standards (ACHS)

There are many issues to raise with respect tatgw@add standards of care in the community.
A first responsibility is to determine who is resgible for the development and the
maintenance of standards and quality of care.t tBei responsibility of the State/Territory
Department of Health, the hospital or the prograamager? Is it different in the private
sector from the public sector? Once the answetisege questions have been determined, as
in any health care setting, multiple proceduresoiities are required.

While not specifically addressing HITH, the Ausi@al Council on Healthcare Standards
(ACHS) set out guidelings) for care in the home. These guidelines as wekldditional
information on standards and criteria are availdbten ACHS. It is not necessary to
reproduce them here but instead we highlight sofrtBeocriteria that the ACHS believe are
essential to an well-organised and safe program.

e Continuum of care:

- does the program meet the needs of the community?

- are operating times for the program suitable andthie information
disseminated?

- do patients know where they should go in an emengen

- are staff sensitive to client’s sensitivity abowasgers entering their home?

- are there clear guidelines as to how is commumicdtetween care providers
Is handled?

- is there informed consent by the client?

- care planning — is the care co-ordinated with tlemtand family?

- is the care delivered in a timely, appropriate nesinin a safe, comfortable
environment?

- Planning for separation from HITH should begin oirgto the organisation.

» Leadership and management:

— ensuring there are effective clinical managersgadt resources to ensure care is
provided according to best practices;

— ensuring the development of policies, procedurespaatocols;

— an evaluation of service outcomes within a qualityprovement framework
should be conducted;

— ethical issues such as medico-legal issues, apiphcaf legislative regulations,
duty of care versus clients rights, priortisatioi ®ervice provision are
documented and available to staff.

* Human resources management:

— adequate provision is made for travel;

— staff carry identification and are aware of thealaghplications of visits;

— appointments are made with clients/carers;

— staff competencies are assessed with respect ipreent, safety, educating the
client/carers.
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» Information Management — data must be collectedpfanning, delivering, monitoring
and improving services. How data is collected andnaged has implications for
communication between all team members.

» Safe practice and environment — when care is peavid the client's home, consideration
must be given to hygiene, cleanliness, sterilityg, fcommunication during emergencies,
safe handling of pharmaceuticals in the home, disgpbof medical wastes.

Standards and protocols should also include cléarcal criteria for acceptance into
HITH care, criteria for discharge (including whemrtsfer to community care should
occur) and performance indicators. Consumer feddishould be incorporated into
regular assessment of any program.
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Appendix J: Application of Criteria to Models

General HITH Model

119

Technical Allocative ' Equity of Gaming Acuity and Choice Quality Staff safety Feasibility Impact on
Efficiency Efficiency = access to patient carers
health selection [family
services
- HITH - No - Increased - Inclusionof - Inany HITH - Patients’ . . - Specific - Need for - Potential
. . . . . To maintain T ; g ;
programs evidence that | risk of inappropriat program there  choices may . policies and senior increase risk
require HITH is patients e patientsto | is the be limited sty procedures manager to of burden
experienced disadvantage | bearing the maintain possibility that = (iv): progr.ams for ensuring advocate for - Potential
nursing staff ous to health | pharmaceuti patient the care may LS the the program. decrease in
(thus more outcomes. cal (and numbers in be “add on” - Ensure protection of = - Requires burdens by
expensive), on Evidence other program rather than necessary skills staff in the start up decreasing
the other hand  suggests supplies) - Depending “substitute” and community budget and travel and
there may be HITH is at costs (ii) upon who for hospital qualifications are required | recognition involving
less least equally - May holds the care. of staff that start-up ~ family in
supervision effective for increase the  budget there ' - Admission - Have may take care
required some care burden on may be an criteria need criteria for time and - Can be
- HITH may - May be the | carers incentive to to be assessing resources rewarding
have lower possibility (especially shift patients =~ developed and patient, carer - Acuity of experience
overhead cost  that the care | the older to HITH utilised to and home patients when
and hotel type  may be “add = people and inappropriat ensure suitability often adequate
costs but start  on” rather women) ely (iii) appropriate - Ensure increases as  education
up costs for than - May patients are that HITH acceptance and ongoing
HITH may be “substitute” increase the selected. patient has increases support
substantial — for hospital financial - Referral access to provided
vehicles, care. burden on patterns need suitable health - Carer
mobile phones - Budget families with to be care should be
etc. holder may possibility of established professionals assured that
- In HITH the affect significant - Process for members as patient can
ability of staff referral effects on medical diversity in return to
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being able to patterns and = those of supervision of patients may hospital if
monitor more ‘wrong’ lower SES patient needs necessitate necessary
that one patients may - Private to be diversity in
patient at a be referred patients less established providers
time is lost (ii). likely to have - When - Have
- Travel cost access to initially specific HITH
may be HITH under establishing a standards,
substantial current program there procedures and
- Drugs may arrangement is a risk of protocols
be more (S accepting - Programs
expensive (i) patients either with higher
-  Howthe not acute volume are
budget is held enough or too more likely to
may affect the acute for be able to offer
level of HITH in order 24 hour cover
efficiency, the to sustain the (iv)
incentives may program - Written
not be there to - Risk that 24 consents
provide care in hour coverage should be
least costly not equal to established
way (i) that received - Documentati
- Substitution as an inpatient on and data
must occur as collection (see
HITH 4. XX for
program further
expands discussion)
hospital beds - Good
must close communicatio
unless there n channels
has been a need to be
decision made established
to increase
throughput

i) Use of later generation antibiotics may increasral’drug costs

i) Although the Medicare Agreement does not permitigdchinpatients to be charged for pharmaceutieatsall HITH programs classify

patients as inpatients.
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There are at least three ways in which the budyeaisbe held, these are:
a) that the money follows the patient — that is a priog (eg. an Orthopaedic program) is responsibtle diically and financially for the

patient through both inpatient and HITH care
b) the budgets are held within the same facility, eitihin different departments for the inpatient carel HITH care; and
c) The budgets are held in two different organisatiems. the hospital and a community-based organisat
In a) there is a greater incentive to provide ¢ar¢he patient in the most cost-effective way heseathere is no opportunity to shift costs. The

incentive for cost shifting is greatest in c).
Is there actually a choice once HITH is offeredHi§H offered to all who may want or benefit fromTHH, is there a choice in care in the

home ie. visit times?
If the care being provided is true substitute ¢hege must be allowances made for 24-hour provisfaare. Some programs do not provide

24-hour cover and rely on Emergency Departmentices\f the patient requires after hours careahiff is the practice, then consideration must
be given to allow access to the patient’s charty(bedifficult if kept at patients home) and howgiatance will be provided. The practice of
using busy Emergency Department may cause thenpatie carer to refrain from calling for advicereassurance.
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Model A
Ownership Hospital;Patient’sStatus:as an inpatientunding: case mix based; State/Territory (HITH pays all im@demuneration including
GPs);Staff Hospital staff, specialists (and occasionally J5Ps

Technical Allocative Equity of Gaming Acuity and Choice Quality Staff safety Feasibility Impact on
Efficiency Efficiency access to patient selection Carers

health care

services
- If staffing - Inorderto ' - Potentialto - Risk of - Ifincreased - May havea - Decreased - Less - Increased - Possibility
arrangements = occupy staff | increase return to pressure on tendency to continuity of experience in = possibility of = that carers
are not flexible  fully there access to hospital hospital beds select care at the dealing with starting a feel
this model may be care by being there may be a “wrong” discharge end issues related program and compelled to
may result in tendency to increasing classified as = tendency of patients if of HITH to staff safety expanding as accept HITH
unused accept all throughput a new less rigorous need to comparedtoa inthe hospital may  especially if
staffing patients - Quicker episode application of increase community community provide motivation
resources (including adoption of rather than a | admission volume program with funds for program
- Larger, more those better = technology transfer criteria. - There may GP - The is to increase
flexible, served by (higher - Decreased ' - May be less staff = involvement (i) catchment hospital
programs may community awareness) possibility of = disadvantage effort Improvement area may be  throughput
be able to services); - Gapsin shifting costs | older people if  required for = of within very large - Higher
provide more this could be = care at the to patient, only admitting = the patientto = episode and this may  acuity
Visits exacerbated = community MBS or PBS = condition is access HITH = continuity of have patients may
- Case mix by how the level less relative to considered (as - Patients care implications lead to
funding may budgets are obvious community co-morbidities  know they - Possibility of for the increased
encourage held (see - Relativeto = programs. or social can be increased feasibility of burden of
shorter LOS general community - Risk of cost = isolation may readmitted access to 24- running the care for
- There may model) programs shifting mitigate to hospital if = hour cover program. carers
be the - Compared = less between against HITH) = necessary (ED often - Hospital - Decreased
potential for to possibility of  departments ' - Increased - However, used) more likely likelihood of
either one community drug costs (See general | chance of may perceive - Hospital to have a financial
large or programs an = being shifted model) access to less choice if = standardised powerful burden
several small increased to the patient higher acuity they feel policies and advocate for  related to
programs. opportunity and PBS patients pressured by = procedures HITH drugs and
The latter may to substitute ' - Better - May increase the hospital may be more program medical fees.
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care. staff
- Hospital
personnel
may focus on
clinical

rather than
clinical and
social issues.
- Hospital
programs
may be
perceived as
promoting
the ‘quicker
and sicker’
discharge
philosophy.

i) This lack of continuity of care is an issue fiopatient discharges as well
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Model B

Ownership:hospital;Patient’'sStatus:as inpatientFunding: case mix based, state/territo8taff mixed hospital and community or contract,
specialists, specialists and GPs

Technical Allocative = Equity of Gaming Acuity and Choice Quality Staff safety Feasibility Impact on
Efficiency Efficiency  access to patient Carers
health care selection
services

- Mixed - Opportunit ' - Having - Potential - Potential to - Lesseffort - Maintains - Additional | - Potential - Burden on
staffing y for team for return to attract more to readmit continuity of experience in = for carers (See
models allow substitution members hospital acute patients  (See A) care with development A)
contracts on — (See A) from the classified as = (See A) - Tendency medical staff and - Association
as-needed - “sicker community readmission - Follow-up to accept during episode expansion with
basis — may and quicker” | and hospital  (See A) by specialists ‘wrong however there (See A) community
have less staff (See A) there is more - Decreased ' more likely patients’ (See. may be - May be care
down time - ‘wrong’ potential to potential for than A) coordination difficulties providers
- May permit patients understand shifts to PBS | community - Patients issues with with may increase
a larger accepted gapsincare and MBS models may perceive = multiple specialty access to
referral area because of - Increased (See A) - Bed less choice providers staff liaising non-health
- LOS effects— budget throughput - Risk of cost = pressures (See (See A) - Achieving with care services
(See A) holder (see potential shifting A) and community that lessen
- Clinician General - Minimal between - Depending maintaining nurses the burden
acceptance — Model) risk for departments = on mix of staff skill levels, on providers.
(See A) shifting costs  (See general = there may be accountability, - Financial
- Impact of - Access to model) the capacity to procedures burden
larger hospital (See deal with and protocols related to
programs — A) patients with across two medications,
(See A) multiple co- organisations fees may be
- High morbidities may be minimal
overhead (See and social difficult
A) isolation. - Community-

based nurses

may initially

not have
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Notes: The model will function differently depengiwhether the Community-based nurses are contréctedexisting community health services and part
of the staff or whether they function more as agengses.
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Model C

Ownership hospital;Patient’sStatus:uncertainfunding: Block funded, AHS, Division, medical remuneratiotifH or MBS; Staft hospital
with community back-up (after hours and weekends)

Technical Allocative Equity Gaming Acuity and Choice Quality Staff safety = Feasibility Impact on
Efficiency Efficiency patient selection Carers
- Flexibility -See B - Awareness - Increased - See A &B - See A& B |- Aspatientis -SeeB - Large - Communit
with staffing of potential considered a community y nurses
levels likely community shifting of HITH patient programs attuned to
greater than issues (See B expenditures (separate from may be more broader
Model A but - Access to to PBS, hospital) it likely to be issues (see B
less than a hospital and MBS, and may be able to - Possibility
mixed model increased the patient unclear as to provide 24- of increased
asinB throughput - Less where medico- hour care financial
- Without (See A) incentive legal - Potential burden
casemix - Potential than A& B responsibilities for related to
funding for financial but potential rest development medications
incentives burden to exists for any - Opportunity and and medical
there may be patient if return to for improved expansion fees
less incentive non-hospital  hospital weekend and (See A)
to maintaining doctors being evening
appropriate provide classified as coverage
LOS HITH care a new maintaining
- High admission 24-hour
overhead (See - Risk of cost nursing cover
A) shifting - Continuity of
- Clinician between care may be
acceptance departments an issue as in
(See A) (See general A
- Impact of model) - May be
larger difficult to
program (See maintain
A) standards of
care and
communicatio
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Notes: Whether medical remuneration is paid byHHeH program or by MBS may create important difieces in incentives. If medical funding for thélHIprogram is
from MBS there may be increased pressure to sHiftnia to HITH in order to free up time and res@sréor other patients in hospitals.
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Model D

Ownership Extra-mural hospitalPatient’s Status:patient of Extra-mural hospitadfunding: global funding, block grant, MBS Staft Extra-
mural staff, own GP and specialist as required.

Technical Allocative Equity Gaming Acuity and Choice Quality Staff safety Feasibility Impact on
Efficiency Efficiency patient selection Carers
- Staff down - Control of | - Potential - Possible - Able to - As a widely - Will have - Well - Inthe - Community-
time may be expenditures, = for increased accept high accepted well developed developed Australian based nurses
high if patient patient addressing risk of cost acuity patients  program standards and context the attune to
load not selection and = community shifting as has a with a broad | procedures as MBS and broader
adequate for acuity, and care issues between developed structure it providing this PBS, State issues (see B)
staffing staff levels while HITH and infrastructure may be able = care is its and
- Possible to remaining an  other acute to allow the prime business Commonwea
cover very acute care health care patient more Ith
large area thus program sectors (See choice within agreements
achieves larger - Decreased general the program may hamper
volumes of risk of cost model) the
patients. shifting development
However, (doctors, of such a
without a large drugs and program
patient load supplies - No existing
may result in included in Australian
high travel program) to model and
costs. the patient this might be
- Possibly a barrier to
decreased development
access to - Without
hospital beds strong ties to
compared to the hospital
hospital- referrals
based may be
programs difficult to
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Model E

Ownership Division of GPsPatient’'sStatus:responsibility of GPEFunding: Block grant funded, State/TerritoryStaff community or agency

nursing staff, GP

provide holistic

protocols and

Technical Allocative Equity Gaming Acuity and Choice Quality Staff safety Feasibility Impact on
Efficiency Efficiency patient selection Carers
- If nursing - No hospital - Possible - Lessofan - Possibly less - Patients - If use of - With - Need to - GP
staff is contract base, if only = decreased issue for access to may not feel = agency nurses independent = obtain instigated,
based then GP referrals | access to hospital higher acuity as if they there may be contractors outside family may
efficiency therefore an = hospital avoidance patients have a choice issues re skill ~ there may be = funding for feel pressured
issues related  possibility of = services programs - Potentially if GP is levels of staff less attention = start-up however own
to low not recruiting = - Patients - Programs | advantageous recommendin - Need to paid to safety - Need wide @GP may be
throughput appropriate may have to  that operate | as an g however build new issues support of more aware
may not be an  patients pay for in admissions GP may be teams however a GPs in order  of family
issue medications  conjunction avoidance more aware if = - Skill levels of large long to have a situation
- May permit (non-PBS with hospitals | program suitable for GP —may not  established large enough - Financial
larger areas if portion) and = may be patient’s be sufficientto agency may = catchment burden (see
several medical fees affected by circumstance = provide have very areato C)
Divisions of GP (non-MBS hospitals S hospital good safety support OH
working portion) attempting to substitute care  measures in | and nursing
together - If shift patients — education place. - Links with
alternatively if community perceived as programs need hospitals and
small Divisions nurses there  ‘difficult’ to be specialists
the throughput may be - Possibility established will take time
may be low increased of shifting - Continuity and resources

understandin = costs to PBS of care -there is to establish

g of and MBS the potential and maintain

community for this to be - May need

issues good support of a

- Possibly (especially if financial and

decreased own GP consultative

awareness of providing care) nature to

new - Increased develop

technologies ability to program
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Model F

Ownership Community SectorPatient’'sStatus:uncertain;Funding: State or AHS/Division, MBS, Block funde8taff community staff, GP

Technical Efficiency Allocative Acuity and Choice Quality Feasibility ~ Impact on Carers
Efficiency patient selection

- Depending upon - Requires - Riskofcost - Theremay - Only - As patient is - Difficult - GP instigated,
the arrangements establishing be difficulty in patients with considered a to establish family may feel
there may be more  strong, achieving a high GP willing to HITH patient without pressured
flexibility in ongoing links hospital and level of acuity be involved in | (separate from close ties to however own GP
staffing leading to with hospital until specialists HITH get a hospital) it may hospital may be more
less down time staff to develop choice be unclear as to - May conscious of
- In urban areas ensure general model) | confidence in - The where medico- encounter  impact on carers
this may provide for  referrals of HITH staff thus = perception of | legal resistance - Association
considerable correct there may be a  increased responsibilities from with community
flexibility — patients tendency to effort to rest hospital care providers
community-based continue accept less acute admit patients | - May require staff may increase
programs may - Budget patients to hospital significant up- - Potential access to non-
receive referrals incentive may - Less accessto may be a skilling of to cover health care
from large number  exist for sicker patients deterrent existing staff in very large  services that
of hospitals for hospitals to - May be - Likely to be ' order to manage areas lessen the burden
patients that live in  refer the difficult to less pressure | acute patients - In on providers.
given area “wrong” differentiate for patientto - Possible lack collaborati - Association
- Overheads may patients (See between HITH accept of access to on with with community
be allocated between General and community  program specialised staff community care providers
acute and non-acute Model) patients (versus (medical and care may may increase
community - Potentially hospital nursing) have access to non-
programs attractive for program with = - EXisting increased  health care
- Possibility of a admission pressure on community potential services that
single large avoidance beds) procedures and for 24-hour lessen the burden
program versus programs (See policies likely to care (see on providers.
multiple small F) need C)
programs may lead - Decreased development
to efficiencies opportunity for and revision

follow up with

specialists
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