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AWARD CATEGORY  

Award Category:  Category 2 Delivering Integrated Care 
 

SECTION WORD LIMIT GUIDELINES 

Entry title Max. 50 
characters 

Making Hospital In The Home Easier to Swallow 

Submitting 
organisation(s) 

 Mid North Coast Local Health District Community and Allied 
Health Services Hospital In The Home, Speech Pathology 
Department at CHHC  

Partner Organisation  10 Residential Aged Care Facilities (RACFs) in the Coffs Harbour 
area, General Practitioners in the Coffs Harbour area, Coffs 
Harbour Hospital In The Home (HITH), Coffs Harbour Health 
Campus Speech Pathology Department 

Image of team   Image of team to be included with the submission 

Abstract  125 Words The high prevalence of swallowing difficulties (~70%) in 
residents from residential aged care facilities (RACF) is 
associated with lengthy and complex hospital admissions. 
Despite this, access to Speech Pathology was limited.  

 

Aim: Reduce the number of RACF residents admitted to 
hospital with a swallow related diagnosis (i.e. aspiration 
pneumonia) by 65%. 

  

A dedicated swallowing service ensured timely identification 
and management of high risk residents.  

 

Aim achieved within 7 months: 

 79% statistically significant decrease in acute 
admissions from 3.6 to 0.9 per month; 

 Reduced average length of stay ~2.5 – 4.31 bed days;  

 Saving of $255,419; 

 Stakeholder satisfaction. 

  

 Hospital admission is avoided and/or time in hospital is 
reduced with improved quality of life as a result of this unique 
person-centered service.  

 



 

Relevance to entry 
category 

125 words We created formal links between primary, community and hospital 
services, i.e.  Coffs Harbour Health Campus (CHHC), residential 
aged care facilities (RACFs) and General Practitioners, through 
easily accessible, timely and regular Speech Pathology (SP) 
services, with the objective of:  

 Seamless transitions; 

 Increased RACF- initiated referrals; 

 Improved follow up management and continuity of care; 

 Significant improvements in GP liaison;  

     Timely identification and management of high risk 
residents with swallow impairment.  

 
Meeting the strategic aims of the award category: 

 Timely services, complying with Hospital In The Home 
(HITH) guidelines;  

 Improved transitions between acute services and RACF; 

 Holistic, team approach to improve overall patient 
outcomes and hospital avoidance; 

 Service provided in residents’ home demonstrated to 
improve health outcomes (Morphet 2015).  

 

Impact on other award categories:1,6,7,9.v   

Innovation and 
Originality   

250 words In 2015 there was extremely limited access to SP services for 
residential aged care facility (RACF) residents in the Coffs 
Harbour region. This resulted in increased hospital admissions, 
including swallowing related diagnosis i.e. aspiration pneumonia 
and dysphagia. 
 
The HITH service which commenced in 2016, is unique being: 
1. The first model to incorporate an intensive speech pathology 

service; 
2. The first model to provide an intensive service to the RACFs.  
 
The above contributes to the existing goals of the HITH service, 
including to prevent and/or avoid hospital admissions and 
readmissions associated with a swallow related diagnosis and also 
to facilitate early discharge from hospital. 
 
Evidence based resources, such as specific guidelines and the 
referral risk assessment tool (attachment 1) were developed, 
within the current HITH model, for timely identification and 
management of high risk RACF residents.    
 
Dysphagia (swallowing difficulty), though not an independent risk 
factor, was shown to be a contributing risk factor to the 
development of pneumonia and other respiratory tract infections, 
present in the RACF residents with complex needs (Langmore 
2002). Research demonstrates that these were the second most 
frequent type of infection in this population.  
 
The SP worked closely with the acute care Respiratory Nurse on a 
daily basis, to provide holistic, timely and early detection and 
management of dysphagia and associated respiratory 
complications.   
 
Education sessions were developed and provided to RACF staff 
to ensure capacity building of their staff to manage residents with 
swallowing difficulties, another project innovation. 



 

Sustainable  and 
Scalable 

250 words Sustainability achieved by: 

 Executive commitment to ensure recurrent funding for 
ongoing service provision;  

 Documentation: 
o Development of service guidelines and criteria 

based on evidence based resources;  

 Monitoring: 
o RACF residents with a swallow related diagnosis; 
o Admissions with dysphagia as co-morbidity.  

 Building capacity of RACFs to care for residents through 
education sessions and documentation in relation to:  

o Signs of dysphagia; 
o Predicators of aspiration pneumonia;  
o Safe feeding strategies;  
o Importance of mouth care; 
o Speech pathology referrals. 

 Development of education resources, staff satisfaction 
surveys and handover protocols. 

  
The NSW quarterly HITH report (attachment 2) outlines the CHBH 
HITH program was the only program in the Mid North Coast Local 
Health district (MNCLHD) with a significant increase in 
separations (by 38%).  We are in the unique position as being the 
only site which had HITH referrals directly initiated from RACFs 
(n=27). 
 
There has been ongoing liaison and networking with project 
partners to promote the continuation of robust relationships and 
crucial funding.  
Performance measures will continue to be captured to provide 
ongoing evaluation of the service to ensure it continues to meet 
the needs of its clientele. 
 
Scalability 
Given the development of SP resources and guidelines, this 
service can be replicated and extended to other RACFs and 
statewide SP services. All tools and resources are available for 
adaption or adoption.  This has been demonstrated through 
recent expansion to other regions within the MNCLHD.   
 
The model promotes multidisciplinary partnerships in RACFs, 
setting precedent for future allied health services e.g. Dietetics. 

 
Better Patient 
Outcomes 

200 words This new service has demonstrated improved patient outcomes 
over seven months:  

 79% statistically significant decrease in acute admissions 
from 3.6 to 0.9 per month for swallow related diagnoses i.e. 
aspiration pneumonia (attachment3 figure 1a/1b/1c).  This 
also prevents negative flow-on outcomes at hospital 
presentation, e.g. delirium (50%) and pressure ulcers (50%) 
(Arendts 2010); (Dwyer 2014); (Morphet 2015). 

 54% reduction in number of RACF residents admitted to 
CHBH with identified dysphagia, as a comorbidity of their 
admission (attachment3 figure2); 

 Facilitating early discharge, anecdotally recorded to be a 
saving of 83 bed days, with optimal transition of care; 

 25%-37% reduction in average length of stay by 2.5 - 4.3 
bed days;   

 Reducing re-admissions:  



 

o Pre HITH: 10% of residents known to SP were 
readmitted to CHBH, requiring further SP input; 

o Post HITH: No re-admissions and only 2/110 of the 
RACF residents seen by the HITH SP were admitted 
to hospital due to non-compliance with SP 
recommendations.  

 Providing timely service to residents, thereby promptly 
increasing patient comfort and safety;   

 Timely access to appropriate intervention for residents, 
focusing on risk factors that contribute to the development 
of aspiration pneumonia i.e. oral thrush, whilst also 
increasing patient comfort and safety (Langmore 2010). 

  
Better Teamwork and 
Partnerships   

100 words Frequent engagement in community and stakeholder 
consultation includes: 

 Engagement with GP clinics to promote the HITH 
service and provide timely discharge summaries 
(within 24 hours of discharge). 100 occasions of 
correspondence via SP discharge letters to GPs; 

 Partnerships with RACF staff through education to 
ensure capacity building (attachment3 figure3);  

 Positive RACF staff satisfaction (attachment 3 figure4); 

 Correspondence from facility managers indicates high 
satisfaction with service (attachment 3 figure4).  

 Partnering with patients by collecting stories 
(attachment 4); 

 HITH participates in daily patient handovers in acute 
settings; 

 Referral guidelines developed to facilitate early 
discharge, ensuring seamless patient transition into 
the community. 

CORE Values – 
Collaboration, 
Openness, Respect and 
Empowerment 

100 words Collaboration: 

 Improved verbal and written communications (100 
occasions of correspondence) between all stakeholders 
through discharge summaries; 

 Networking at Aged Care workshops;  

 Patient stories collected.  
 

Openness:  

 Easily accessible service through clearly developed 
guidelines; 

 RACF staff surveyed for HITH evaluation.   
 

Respect: 

 Involving resident, family and the facilities in all decision 
making whilst ensuring resident’s dignity is maintained;  

 Promoting quality of life and wellbeing of all residents 
through hospital prevention/avoidance. 

 

Empowerment:  

 Education to all stakeholders and direct access to SP 
Monday-Friday; 

 Resources developed for capacity building of RACF 
staff. 



 

Link to NSW Health 
strategic planning 
framework 

100 words NSW 2021 Goals: 

 11: Keeping people healthy and out of hospital, through 
preventing admissions; 

 12: Provide world class clinical services, timely access 
increasing patient satisfaction and lessening the burden 
on EDs. 

 
NSW State Health Plan Towards 2021: 
Direction 2:   

 RACF residents have equal and timely access to HITH; 

 Innovative model supports acute management in RACFs; 

 Delivering truly integrated care 

 
MNCLHD Service Agreement:  

 Patients receiving acute care through HITH as 
substitution of hospitalisation.  

 

MNCLHD Strategy: Caring for Older People 2017-2021:  

 Strong focus on delivering high quality services to the 
rapidly growing aged care population; 

 Collaboration across primary, hospital and community 
networks. 

Productivity and 
Efficiency 

100 words Significant improvement with the efficiency and productivity of 
services due to HITH resulting in potential prevention/hospital 
avoidance.  
 
This was reflected by SP data and clinical coding data, based on 
National Weighted Activity Unit (attachment 5) including:  

 Cost saving between $114,000-$255,000 in 7 months;  

 Total saving of 83 bed days through facilitation of early 
discharge, whilst insuring optimal transition of care;   

 Reduction in average length of stay by 2.5 - 4.3 bed days 
(25-37% reduction), for residents admitted with a 
swallowing related diagnosis;  

 79% reduction in RACF admissions with aspiration 
pneumonia; 

 110 HITH SP separations;   

 454 HITH SP occasions of service. 

 

Total 1350 words Including references; but excluding reference list and entry title.  

Tables and Graphics  Tables and graphics are to be included as separate attachments. 
These should be clearly referenced in the body of your 
submission and correspond to the file name, for example ‘see 
Table 1’ and Table1.doc.  

 

Reference list  Arendts,G.,Dickson,C.,Howard,K.,Quine,S, 2010, ‘Transfer from 
residential aged care to emergency departments: an analysis of 
patient outcomes’, Internal Medicine Journal, 42(1), 75-82. 

 

Dwyer,R.,Gabbe,B.,Stoelwinder,J.,Lowthian,J, 2014, ‘A 
systematic review of outcomes following emergency transfer to 
hospital for residents of aged care facilities’, Age and Ageing, 43, 
759-766. 
 
Langmore, S., Skarupski, K.,Park,P.,Fries, 2002, ‘Predictors of 



 

aspiration pneumonia in nursing home residents’, 
Dysphagia,17(4), 298-307. 

Morphet,J.,Innes,K.,Griffiths,D.,Crawford,K.,Williams,A,2015, 
Resident transfers from aged care facilities to emergency 
departments: Can they be avoided?’, Emergency Medicine 
Australasia,27, 412-418. 

 

 


