Hospital in the Home
As part of Bendigo Health’s strategic plan to improve access to services for individuals and other care
providers within the community, we would like to provide the opportunity for General Practitioners (GPs)
to have improved access to the Hospital in the Home (HITH) program.
The HITH program is able to provide safe short term intervention in the patient’s home in order to avoid
an unnecessary hospital admission, or by reducing the patient’s length of stay in an inpatient unit.
Currently the majority of referrals received by HITH are from Bendigo Health’s inpatient units and
Emergency Department (ED). One of the goals of improving access to the service is to avoid unnecessary
ED presentations.
 At the first stage of improving access, Bendigo Health would like the opportunity to invite GPs to refer
directly to the HITH program for the following two conditions:



Deep Vein Thrombosis
Cellulitis

At a later time other treatable conditions will be included. Attached is a flow chart with contact details
that will assist with referring these patient groups to HITH.
 Another component of improving access to the HITH program is by transferring the care of patients
from HITH to Bendigo Health’s District Nursing Service (DNS) earlier in the patients treatment phase.
Current practice is to keep the patient admitted to the HITH program until cessation of the clinical
treatment plan. Initially patients requiring long term antibiotics and/or long term acute wound
management will be targeted by the HITH team to be transferred to the DNS dependent on the
patient’s eligibility for the DNS, on a select group of clinical criteria and acceptance by the patients GP.
When patients are being managed by the DNS the patient will no longer be an ‘admitted’ patient and
will need to be transferred to the care of their GP. In order to support the GP and DNS in the ongoing
management of the patient the original Bendigo Health admitting officer will be accessible to provide
clinical support and advice as required as outlined in the patients HITH discharge summary. In the
event that the patient deteriorates the DNS will contact the patient’s GP and will expedite assistance
from the HITH program and readmission if required.
Please do not hesitate to contact the Manager of the HITH program Daryl Dutton 54547269
for further discussion.

