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Backg round Hospital in the home (HITH) schemes are a popular alternative to standard hospital care. They provide
acute and post-acute care in a patient’s residence for specified conditions that would normally require
admission to hospital @

HITH has increased in popularity because of concerns about safety, availability, advances in medical and
surgical treatments and cost of inpatient care ®. A meta-analysis of HITH found evidence of:

e |[mproved health outcomes: including reductions in mortality, reduced readmissions
and reduced complications
e Decreased lengths of hospital stay
e Reduced costs
e Patient and carer satisfaction: significantly higher for most conditions but no change in carer burden ©.

Better outcomes might be more related to supported recovery at home than particular diseases,

or the amount of hospital care that is replaced by HITH care ®. However, hospital based clinicians
have expressed concern that HITH care is lower quality than inhospital care and reduces access to
technologies and resources that deliver urgent, life-saving treatment @. Changes in health policy and
pressure to reduce time spent in hospital have significant impact on the practices of staff, but home
based care also results in a significant shift in responsibility, knowledge, and cost to patients and/or
significant others.

The Sydney Local Health District (SLHD) model involves medical oversight by a senior Doctor with
assessment and care from a HITH Clinic and/or home visits by Sydney District Nursing.

To identify issues of equity of participation in HITH

Hypothesis:
e People of non-English speaking backgrounds and women are less likely to be referred to HITH
e There are significant differences in uptake HITH by diagnostic groups and Hospitals

Methods e HITH has operated in SLHD for over 8 years. Since December 2013 HITH expanded to four
Hospitals with increased patient numbers, from 400 patients in 2013 to 1500 in 2015
e 4100 adults were identified as attending SLHD hospitals with six specified conditions (DRGs),
1037 (25%) were referred to HITH
¢ Patient demographic characteristics were analysed

Health Inequity within Sydney LHD

Local, national and international evidence would suggest that within the population of the Sydney LHD there are considerable
inequalities in health: (that is differences that are systematic, avoidable and believed to be unfair). These inequities relate to:

e Some social groups (Indigenous people, refugees)

e Populations of some suburbs/local government areas have:
— higher rates of premature mortality
— risks of preventable disease and injury and
— less access to optimal health care

Equality = SAME

This is only fair when
everyone has a fair start

Equity = FAIRNESS

This is only fair when
everyone has same

opportunities

EQUALITY
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Some conditions such as cellulitis are more suited to home based care, depending on patient factors involved or a combination of both?
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Differences in admission to HITH may be due to maturity of the program within the hospital, the 735 [ need and outcomgs are paramOL.Jnt over service aCtIVItY’ ,

established program was significantly more likely to admit patients to the program (P<0.001). | greater understqndlng of Stre}tegles to reduce Commgn.lcatlon
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Lt People who speak a language other than English at home were less likely to be admitted to HITH
g (P<0.001). This may be due to communication or cultural barriers, not being aware of the program
3 and clinician communication and time constraints.
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